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Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The purpose of the engagement exercise was to outline and to explain 
to the public the clinical rationale behind the proposed changes to the 
existing double paramedic crews in Weardale and Teesdale by North 
East Ambulance Service (NEAS).  
 
As this is a change to operational staffing deployment it would ordinarily 
be NEAS as the provider who would make this decision. However in 
view of the history of ambulance provision in Weardale and Teesdale 
with the predecessor Primary Care Trust and County Durham Adult and 
Wellbeing Overview and Scrutiny Committee (OSC) and the public 
interest in the issue it was felt important to engage the public in 
understanding why these changes were being made and what the 
proposed outcomes from these changes would be for patients across 
the DDES area.  
 


 On 14 May 2013, the findings of the ORH and Explain Reports, 
both commissioned by the predecessor PCT, to look at the 
arrangements within the Teesdale and Weardale area were 
discussed by the DDES CCG Governing Body, Plans were 
approved for involving stakeholders within a newly formed 
Ambulance Patient Reference Group (APRG) in relation to the 
these two reports and any further work on the potential 
deployment options. 


 The APRG met over a 14 month period and gave continuous 
input and feedback to the CCG in relation to its future 
commissioning intentions for Ambulance provision and the 
current performance across DDES. This formed part of an 
engagement process which culminated with the full public 
engagement process undertaken between July and the end of 
September 2014. 


 On the 5th August 2014 the CCG Executive Committee 
supported the NEAS proposals for staffing changes with a 
recommendation to conduct a public engagement exercise in 
conjunction with NEAS to outline these to the public.   
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 This approach to public engagement was supported by the OSC 
committee at their meeting on 18 July 2014.   


 The engagement exercise was completed at the end of 
September and the results of the exercise were re-presented to 
OSC on 29 September 2014.  


 On 30 September 2014, the CCG Executive Committee received 
the feedback from the public engagement as planned. The 
Executive reviewed and confirmed their earlier decision to 
support the changes but revised the time scale for 
implementation in order to allow for an independent clinical 
review to be undertaken.  


 
This report covers the proposed way forward. 
 


Summary of key 
points  
 
 
 
 
 
 


It was agreed with OSC that the changes required to ambulance 
services did not constitute the need for a formal public consultation as 
there was to be no major change in the service available to the people of 
Weardale and Teesdale (i.e. no change to the number of ring fenced 
vehicles, hours or numbers of staff) and that the extensive engagement 
process suggested was considered an appropriate approach. 
  
NEAS are proposing changes to the way the service is being delivered 
operationally, involving the re-configuration of the crews, which will allow 
NEAS to staff an additional Rapid Response Vehicle in the Durham 
Dales area 


 
DDES CCG has supported the clinical rationale and case for change 
made by NEAS. However the strength of opinion in parts of the Durham 
Dales has told us that this part of the population we serve do not have 
the same confidence in this clinical rationale and case for change. 


 
It is a duty of the CCG to involve the public and patients in meeting our 
aim of improving the quality of patient services. In light of the Durham 
Dales public feedback given through the engagement process  the 
planning for these changes has been influenced as follows: 


 


 The CCG Executive has proposed a revised date for these 
changes to be implemented. This is to now to be the 1st April 
2016.  


 The CCG will use the lead-in time to implementation of the 
changes to independently clinically assess the need for double 
paramedic crews in Weardale and Teesdale. This independent 
clinical evaluation will be overseen by the clinical senate. 


This delayed implementation will mean that NEAS are unable to 
guarantee an improved ambulance response time across DDES prior to 
1 April 2016 as we had intended with the proposed changes. The CCG 
will, however, continue to work to support improved ambulance 
performance across the CCG area. This includes the use of a 
redesigned integrated transport scheme, continuing to work with our 
acute hospitals to reduce patient handover times at A&E and working 
with 111 to reduce unnecessary and duplicated activity.  
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DDES approval 
route 
 


 Executive Committee Meetings – 15th July 2014, 5th August 2014, 30th 
September 2014 


 Governing Body Meetings – 14th May 2013, 9th July 2013, 11th 
November 2014 and Chief Clinical Officers’ Report to Governing Body 
on 9 September 2014 
 


  


Other approval 
routes 


 Adults, Wellbeing and Health Overview and Scrutiny Committee (OSC) 
Meetings – 18 July 2014 and 29th September 2014  
 


  


Supporting 
documentation / 
Appendices 
 


 Appendix 1 - Summary of 2012 Operational Research in Health 
(ORH) report and Explain report 


 Appendix 2 - Update on communications and engagement activities 


 Appendix 3 – Communications and Engagement Plan 
o Appendix 3.1 – Engagement Event Records 


 Appendix 4 - Adults Wellbeing and Health Overview and Scrutiny 
Committee cover paper 


 Appendix 5 – Presentation to OSC  


 Appendix 6 – Map showing NEAS vehicles and staff locations across 
County Durham 


 Appendix 7 – Evidence of NEAS Activity in the Durham Dales 
 


 


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  


   


  


Recommendations / 
Action required 
from meeting 
members 
 
 


In view of the Executive Decision made and the ongoing public 
interest and feedback from the Durham Dales public regarding these 
proposals, the Governing Body (GB) is asked to:  
 


 Confirm that the GB are assured that extensive and robust 
engagement has taken place during the pre-engagement and full 
public engagement processes 


 Confirm that the views and feedback from the public were duly 
considered prior to a final decision being made by the CCG 
Executive. 


 Ratify the decision made by the Executive Committee on 30 
September 2014. This was to ask NEAS to implement the change 
proposals in April 2016 dependent upon the outcome of the 
independent clinical evaluation of the need for a double paramedic 
crew in the Durham Dales area.  


 Confirm that the GB has assurance that the process leading up to 
the proposed implementation date of April 2016 is appropriate. This 
assurance is through an independent clinical evaluation being 
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undertaken overseen by the clinical senate, an objective and 
independent clinical body separate from the CCG. 


 Agree the continuance of the ring fenced investment in NEAS for 
Teesdale and Weardale of £650k until April 2016 in line with the 
CCG planning commitments. 
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Engagement on the Ambulance service model changes  
in DDES CCG 


 
 


1. Introduction 
 
The purpose of this paper is to provide members of the Governing Body with a report on the 
engagement exercise undertaken by DDES CCG regarding the proposed amendments to the 
ambulance service provided by North East Ambulance Service (NEAS) across the DDES 
CCG area.  
 
This engagement exercise was undertaken to outline and to explain to the public the 
changes that NEAS wanted to make to improve ambulance response times across the DDES 
area and to explain the clinical rationale behind the proposed changes to the double 
paramedic crews in the Weardale and Teesdale areas. As this is a change to operational 
staffing deployment it would ordinarily be NEAS, as the provider, who would make this 
decision to deliver the requirements of the contract. However, in view of the history of 
ambulance provision in Weardale and Teesdale, as well as the public interest in the issue, it 
was felt important to engage the public in understanding why these changes were being 
made and what the proposed outcomes from these changes would be for patients across the 
DDES area.  
 
This delayed implementation will mean that NEAS are unable to guarantee an improved 
ambulance response time across DDES CCG area prior to 1 April 2016, as intended with the 
proposed changes. However, the CCG and NEAS will continue to work to support improved 
ambulance response time performance. This includes the use of a redesigned integrated 
transport scheme, continuing to work with our acute hospitals to reduce patient handover 
times at A&E and working with 111 to reduce unnecessary and duplicated activity. 
 
 
2. Background 
 
The previous County Durham Primary Care Trust (PCT) agreed an element of additional 
funding for rural ambulance services. This was used by North East Ambulance Service NHS 
Foundation Trust (NEAS) to support a ring fence funding in the region of £650K for the 
provision of vehicles in the Weardale and Teesdale areas of the Durham Dales locality, This 
was with the aim of improving ambulance response times in this part of the county, the 
outcomes of which was to be evaluated. 


 
In April 2013 the newly formed DDES Clinical Commissioning Group inherited the position 
indicated above. As part of the process required to progress the previously agreed 
evaluation, a group called the Ambulance Patient Reference Group (APRG) was developed 
which included members of the Dales Rural Ambulance Monitoring Group.  County Durham 
PCT and NEAS had also commissioned an additional two studies into ambulance service 
performance in Teesdale and Weardale. These reports are known as the Operational 
Research in Health (ORH) report and the Explain report.  Appendix 2 summarises the main 
points of these two reports.  
 
 
3. The Review and pre-engagement 
 
When the CCG became established the additional ambulance resource allocation for 
Weardale and Teesdale previously agreed by County Durham PCT was accepted by DDES 
CCG who agreed to continue this allocation until 1 April 2014. This was to enable the 
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evaluation to be undertaken at which point decisions determining future funding and 
provision would be made. 


 
As part of this evaluation process ongoing dialogue regarding the outstanding issues relating 
to A&E Ambulance service response times has taken place at the CCG Ambulance Patient 
Reference Group (APRG).  This group was formed to help progress things by ensuring the 
involvement of the patient and public representatives including some members of the Rural 
Ambulance Monitoring Group. The group has been involved in the discussion and the 
collation of data relating to performance, both locally and regionally, since April 2013.  
 
As mentioned previously in this report, County Durham PCT and NEAS commissioned an 
additional two reports relating to ambulance services. These were the Explain report and the 
ORH report, both of which formed part of the evaluation undertaken. The modelling showed 
that if DDES vehicles remain in the DDES area there are sufficient vehicle hours to hit the 
75% performance target for 8 minute response. However, DDES vehicles respond to calls 
outside DDES during periods of clinical escalation (when the service is under extreme 
pressure) and take patients to the nearest hospitals which are situated in Darlington and 
Durham City. This is called a Peripatetic model (Appendix 2). 


 
Following the previously agreed additional investment in ambulance provision and the ring 
fencing of vehicles by NEAS in 2008 and 2012, the Ambulance response times for Red 1 and 
Red 2 calls responding to a person in need within 8 minutes have improved but still remain 
significantly below the National target.  In June 2014 the ambulance response time for DDES 
CCG was 63.25%. This is against a national target of 75%.  
 
All clinical evidence relating to health outcomes demonstrate that having assistance arriving 
quickly dramatically improves a person’s health outcomes. Therefore having such poor 
ambulance response times across the DDES area does not support or improve the health 
outcomes of patients who require immediate assistance and therefore does not improve 
patient care. As a result the CCG is very clear that it needs to ensure it can improve 
ambulance response times for the whole of the DDES population and therefore the CCG 
believes that doing nothing is not an option. 
 
Following the review and evaluation of the reports, evidence and data, the CCG as the 
commissioner had the following options to consider: 


1. Keep the status quo 


2. Cease the additional investment of £650k in Durham Dales over and above the NEAS 
baseline contract 


3. Apply the additional investment of £650k across DDES for the benefit of the whole 
DDES population 


4. Subsidise Darlington CCG and North Durham CCG with the additional investment to 
provide them with more vehicles. This would reduce the need for DDES vehicles 
responding to out of area calls. 


5. Maintain the investment for the Durham Dales area for an additional 2 years but then 
to align the vehicle ambulance crew staffing to be consistent with the rest of the North 
East. The common North East staffing model is made up of one Paramedic and one 
Emergency Care Assistant (ECA) on each vehicle. The funding and paramedics 
released by the change in the Durham Dales would then be used to support crewing 
an additional Rapid Response vehicle. This vehicle would be stationed in the CCG 
Dales locality (possibly Bishop Auckland.) 
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The APRG met over a 14 month period and gave continuous input and feedback to the CCG 
commissioning intentions for the Ambulance provision and its current performance. This 
formed part of an extensive pre-engagement process. 
 
4. The Public Engagement 
 
On the 5th August 2014 the CCG Executive Committee supported the NEAS proposal 
outlined as option 5 above with a recommendation to conduct a public engagement exercise 
in conjunction with NEAS.   
 
This approach to public engagement was supported by the OSC committee at their meeting 
on 18 July 2014.  
 
Five public meetings were agreed: three in Durham Dales, one in Sedgefield and one in 
Easington. A questionnaire and e-survey was also used to gain public feedback. An update 
on the public engagement undertaken and the feedback received is included in Appendices 2 
and 3. 
 
Part way through the engagement process a mid-point review was conducted which is line 
with good practice. This review informed our continued delivery of the public engagement 
process and as such the style and format of some meetings was altered.  
 
County Durham Healthwatch were involved in developing the Engagement Action Plan and 
Healthwatch also facilitated the public events to ensure the public voice was heard and 
noted. They acted as an independent observer throughout the process and are very satisfied 
with the depth and breadth of the CCG process of engagement. 
The engagement exercise finished at the end of September and the results were re-
presented to OSC on 29 September 2014.  
 
The main public feedback can be themed as follows: 
 


 Several other health system issues impact ambulance performance, particularly 
handover delays at Emergency Departments (and related discharge delays), lack of 
Emergency Department in DDES area 


 The travel distances (rurality) in Weardale and Teesdale make response time targets 
very difficult, to achieve.  


 All paramedics do a very good job under difficult circumstances. 


 Recruitment and retention of paramedics is an issue for NEAS as well as other 
ambulance trusts nationally 


 Where is the released funding going to be used (will it be outside of Weardale and 
Teesdale when it was ring-fenced for that area)? 


 Why is extra funding going to Weardale and Teesdale when the response times in 
other parts of DDES are also a concern? 


 What is the evidence of clinical effectiveness and safety of a skill mixed crew (a 
paramedic and an Emergency Care Assistant) compared to a double paramedic 
crew? 


 
On 30 September 2014, the CCG Executive Committee received feedback from the public 
engagement process that the public felt the new staffing arrangements would have an impact 
on quality and safety. The Executive reaffirmed its commitment and decision that the clinical 
case for change was made. However, in light of the Durham Dales public’s concern the 
Executive decided to revise the time scale for implementation in order to allow for an 
independent clinical review to take place to ascertain if there is a clinical need for double 
paramedic crews in the Durham Dales area.  
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5. Rationale and Analysis 


 
It is a key point to note that the options presented above were not designed to save money 
or to make efficiency savings. The options the CCG have considered are all about ensuring 
the CCG maximises the impact of the resource it invests, in order to improve ambulance 
performance over the whole DDES CCG population.  The Durham Darlington and Tees 
CCGs have already, this year, committed a further 2% investment on top of the standard 
ambulance contract to compensate for additional activity in 2013/14.  In addition, DDES CCG 
proposes continuing to commit the additional funding of £650k in the Durham Dales area for 
a further two years. 


  
The ambulance trust in the North East introduced Emergency Care Assistants (ECA) in 2007. 
Since then, NEAS has responded to a total of 784,200 Category A/Red potentially life-
threatening incidents throughout the North East using either a paramedic/ECA crew, a rapid 
response paramedic or community first responders. In that time, there have been no patient 
safety alerts or serious incidents reported relating to the skill mix of the paramedic/ECA crew 
which makes up the majority of the staff responding to 999 calls each day 


 
As part of the evaluation a comparison exercise took place looking at the clinical 
effectiveness of two ambulance stations in Northumberland that operate with one paramedic 
and one ECA and two stations in Weardale and Teesdale that currently operate with double 
paramedic crewed vehicles. This comparison cannot be used as empirical evidence but it 
does indicate that there is no appreciable difference in clinical outcomes between the two 
crewing models. Since then NEAS has developed a more extensive audit which will be built 
on during the proposed independent clinical audit. 


 
The CCG Executive is convinced that the new model, if implemented in the Dales would 
achieve better patient outcomes. It would reduce the number of out of boundary calls the 
Weardale and Teesdale ring fenced vehicles respond to and would therefore free them up to 
be more responsive to local calls. In the 12 months between 1 September 2013 and 31 
August 2014, ambulance crews from Weardale and Teesdale responded to a total of 5,378 
incidents. Just under half of these (2,565) occurred in the Durham Dales postcode area. One 
fifth of the activity (1,133 incidents) is accounted for in a five-mile radius of Bishop Auckland 
town centre (Appendix 6). 
 
Table 1 lists the locality responses times for DDES as well as the specific breakdown in the 
Weardale and Teesdale parts of the Dales locality. 
 







9 
 


Current NEAS response times for Red 1 and 2 calls 


(1 April to 31 July 2014)


Location Response time


Dales 64.03%


Sedgefield 59.63%


Easington 61.88%


Weardale 44.19%


Teesdale 60.27%


DDES 63.90%


North East 75.20%


National Target 75%17/09/2014


 
Table 1: NEAS response times for Red 1 and Red 2 calls 


 
6. Conclusion 
 
The changes proposed by NEAS did not require a formal public consultation to be 
undertaken as there was to be no major service change. This approach taken by DDES CCG 
and NEAS to public engagement was confirmed as appropriate by the OSC. This is due to 
the fact that NEAS are making changes to the way the service is being delivered 
operationally. There is no reduction to the ring fenced vehicles, hours or numbers of staff. 
This is a change to the configuration of the crews and in addition this would support NEAS to 
staff an additional Rapid Response Vehicle that will reduce the number of out of area calls 
that DDES vehicles respond to. The OSC did confirm that the level of public engagement 
undertaken from July to September 2014 by DDES and NEAS was extensive and thorough 
enough to actually meet the requirements of the Health and Social Care Act 2012 for a public 
consultation exercise. 
 
DDES CCG has supported the clinical rationale and case for change made by NEAS. 
However the strength of opinion in parts of the Durham Dales has told us that this part of the 
population we serve do not have the same confidence in this clinical rationale and case for 
change.  
 
It is the public feedback that has informed the CCGs planning with NEAS for the changes 
they are proposing, these changes are: 


 To set a revised date for these changes to be implemented to the 1st April 2016.  


 To use the lead-in time to implementation of the changes to independently clinically 
assess the need for double paramedic crews in Weardale and Teesdale. This 
independent clinical evaluation will be overseen by the clinical senate. 


Governing Body members need to be aware that this delayed implementation will mean that 
NEAS are unable to guarantee an improved ambulance response time across DDES prior to 
1 April 2016 as we had intended with the proposed changes. We will, however, continue 
other work to support improved ambulance performance across the CCG area. This includes 
the use of a redesigned integrated transport scheme, continuing to work with our acute 
hospitals to reduce patient handover times at A&E and working with 111 to reduce 
unnecessary and duplicated activity.
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Appendix 1 


 
Summary of 2012 Operational Research in Health (ORH) report and Explain report 
 


1.1 The Operational Research in Health Report 


Operational Research in Health (ORH) are an industry leading company that uses complex 
computer software to model predicted response times for all emergency services. ORH were 
commissioned to model the response times for ambulances in a variety of scenarios. These 
were:  


 Nearest vehicle responds across the whole of the NEAS area (this is the service is 


provided as NEAS currently operates) 


 Nearest vehicles responds from County Durham and Darlington only (vehicles are 


restricted to the County Durham and Darlington area, without reciprocal arrangements 


to cover from neighboring areas) 


 Nearest vehicle responds in the DDES CCG area only (vehicles are restricted to the 


DDES CCG are only without reciprocal arrangements from Darlington or North 


Durham) 


In each of these scenarios a second variable was added, which was the implementation of a 
ring fenced rural Dales service, in line with current arrangements. 


This modelling exercise showed that if DDES vehicles remain in the DDES area there are 
sufficient vehicle hours to hit the 75% performance target for 8 minute responses. The 
reason that the target is not consistently achieved is that the vehicles that are stationed 
within DDES respond to calls and take patients to the nearest hospitals which are situated in 
Darlington and Durham city. As the vehicles clear the hospital and are returning to the DDES 
area they will often be required to attend (as the nearest vehicle), to incidents happening in 
the more populated areas of Durham and Darlington. They are therefore often not in the 
DDES area when a call comes in from one of our patients, causing a delay in response.  


The report concludes that in order to achieve better performance in the DDES area there 
should be additional vehicles across the whole of the County Durham and Darlington area, 
but not in the Dales vicinity. This is because if the Dales vehicles remain at the current level 
of provision and are available to respond to calls from the Dales area rather than responding 
to calls in Darlington and Durham, the performance in DDES CCG area will improve to the 
required level. 


The report identifies that the ring fenced Dales vehicles result in an improvement in service to 
the Dales area of approximately 20%.  


The report was not asked to look at the skill mix of crews attending patients. 
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1.2 Explain report 


Explain are a market research company. The main points from the Explain report are as 
follows: 


 There are high levels of satisfaction, particularly in relation to the compassion 
and caring of the crews 


 Strong positive reputation for the current ambulance service provider 


 There were no consistent themes for improvement of the current service model 


 People appreciated the additional primary care duties of the paramedics 
working in the Dales 


 The majority felt that there were weaknesses in the current model of service 


 Ambulance control staff feel that the model is “above and beyond requirements” 


 There are strained relationships between stakeholder groups and a call for 
transparency 
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Appendix 2 
 
DDES CCG ambulance service engagement - Update on communications and 
engagement activities as at 17 September 2014 
 
Author: Simon Clayton 
 
NHS North of England Commissioning Support Unit (NECS) communications and 
engagement team provides a comprehensive communications and engagement service to 
the NHS Durham Dales, Easington and Sedgefield Clinical Commissioning Group (CCG). 
The team has supported the CCG throughout the ambulance service engagement work. An 
initial press release, entitled ‘Have your say on proposals to improve ambulance services 
across the Durham Dales, Easington and Sedgefield area’ was distributed to media outlets 
across the North East on 31 July 2014.  This included the Seaham & Houghton Star, BBC 
Look North, BBC Radio Tees, BBC Tees Online, Bishop FM, Darlington & Stockton Times, 
Durham Times, Durham Voice, Ferryhill & Chilton Chapter, Sunderland Echo, ITV Health, 
Newton News, Northern Echo, Radio Hartlepool, Radio Teesdale, Shildon Town Crier, 
Spenny News, Star FM, Teesdale Mercury, TFM, Bishop Press, The Journal, Tyne Tees TV 
and the Weardale Gazette. 
 
Media coverage 
The following media coverage has been logged as part of the CCG’s ambulance services 
activity.   
7 May – Teesdale Mercury – ‘MP brands plans for ambulance service as cretinous’ 
9 May – Teesdale Mercury – ‘Watchdog attacks plans to reduce number of Teesdale 
paramedics’ 
21 May – Teesdale Mercury – ‘Ambulances’ - letters page 
27 May – Teesdale Mercury – ‘Plea for talks over ambulance crisis’ 
16 July – Teesdale Mercury – ‘Talks to keep 999 crews in Dale’ 
17 July – Weardale Gazette – ‘Weardale’s ambulance service under threat again’ 
17 July – Weardale Gazette – Letters page 
30 July – Teesdale Mercury – ‘Staff fears over plans to cut Paramedics’ 
30 July – Teesdale Mercury – ‘Say no to diluted ambulance service in the Dales’ – letters 
page 
1 August – The Northern Echo – ‘Move to improve 999 times’ 
4 August – The Northern Echo – ‘Council official slams 999 staff plan’ 
8 August – The Northern Echo – ‘Plan to dilute 999 crews abandoned’ 
12 August – The Northern Echo – ‘Leaked ambulance email sparks anger’ 
13 August – Teesdale Mercury – ‘Paramedic cuts are a done deal, memo reveals’ 
13 August – Teesdale Mercury – ‘Deal struck over 999 response times ahead of shake up’ 
13 August – Weardale Gazette – ‘Ambulance service update’ 
14 August – The Northern Echo – ‘U-turn as extra 999 meeting is added by chiefs’ 
27 August – Weardale Gazette – ‘Facts which you need to know’ 
30 August – The Northern Echo – ‘Opposition to ambulance crew proposals’ 
3 September – Peterlee Star – ‘Changes proposed for ambulance service’ 
4 September – The Hartlepool Mail – ‘Views on ambulance shake up’ 
9 September – The Northern Echo – ‘Public give thumbs down to plans for mercy crews’ 
 
In broadcast media CCG spokespeople have appeared on BBC Radio Tees as part of the 
engagement activity.  This includes interviews with Dr Stewart Findlay on 4 August and 12 
August, and Joseph Chandy on 2 September. 
 
Paid for Media 
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As part of our activity planning we had made contingency to buy space in local publications 
to raise awareness of our plans and the public events. The extent of interest in the issue 
generated following our initial press release resulted in coverage that made this action 
unnecessary. 
 
My NHS 
Promotional material was distributed via the CCG’s My NHS engagement mechanism, with 
an email sent to 178 recipients on 7 August and via hard copy through the post to 337 
members on 4 August. The feedback document was emailed to 180 members on 21 August 
2014. 
 
Distribution 
10 copies of the feedback document were delivered to 162 community association and 
pharmacy addresses across the Durham Dales NHS Locality. 15 copies of the feedback 
document were distributed to the 24 public libraries in the DDES area. Both were completed 
in the week ending 29 August. 
 
Media enquiries 
The NECS communications and engagement team has received 13 media enquiries relating 
to the CCG’s ambulance service activity: 
31 July – The Northern Echo 
4 August – BBC Tees 
11 August – Teesdale Mercury 
12 August – BBC Tees 
12 August – The Northern Echo 
13 August – The Northern Echo 
14 August – Teesdale Mercury 
14 August – TFMradio 
18 August – Teesdale Mercury 
29 August – The Northern Echo 
2 September – The Hartlepool Mail 
5 September – BBC Tees 
8 September – Teesdale Mercury 
19 September – The Northern Echo 
The NECS communications and engagement team has responded to media enquiries to 
requested deadlines, where possible, liaising with the CCG to provide an appropriate 
response.  The NECS team has responded to requests verbally, in writing, and by arranging 
for spokespeople to be interviewed by broadcast media. 
 
Public Engagement Events 
Five public events were arranged for the general public: 
Tuesday 2 September – Sedgefield.  Number attended = 24. 
Monday 8 September – St John’s Chapel.  Number attended = 147. 
Thursday 11 September – Murton.  Number attended = 32. 
Monday 15 September – Middleton-in-Teesdale.  Number attended = 165 
Tuesday 16 September – Barnard Castle.  Number attended = 194. 
Contemporaneous notes were taken of the points raised by members of the public at the 
meetings. These are found in Appendix 3.1    
 
Survey responses 
NECS communications and engagement team 4 postal and 12 online responses to the 
CCG’s feedback form.  
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All the following attached separately: 
 


Appendix 3 – Communications and Engagement Plan 
Appendix 3.1 – Engagement Event Records 
Appendix 4 - Adults Wellbeing and Health Overview and Scrutiny Committee 
(OSC) Cover Paper 
Appendix 5 – Presentation to OSC  
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Appendix 6: Map showing NEAS vehicles and staff locations across County Durham 
 
 


 
 
 
 
 
NEAS currently have 17 two-crew ambulances staffed by a paramedic and Emergency Care 
Assistant across County Durham and three double-crew ambulances staffed by two 
paramedics in Weardale and Teesdale. There are a further six rapid response paramedics 
and five two-crew ambulances staffed by an urgent care crew consisting of 2 ECAs in the 
county. 
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Appendix 7 
 
Evidence of activity from Middleton and Teesdale responding currently to Bishop Auckland 
calls to justify RRV will support the Upper Dales  
 
In the 12 months between 1 September 2013 and 31 August 2014, ambulance crews from 
Weardale and Teesdale responded to a total of 5,378 incidents. Just under half of these 
(2,565) occurred in the Durham Dales postcode area, identified here to the left of the long 
dotted blue line. One fifth of the activity (1,133 incidents) is accounted for in a five-mile radius 
of Bishop Auckland town centre – seen here as the red circle.  
 
By placing a paramedic rapid response in Bishop Auckland, it will potentially prevent a Dales 
crew being called as an initial response to an emergency call. 
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Impact Assessment and Risk Management Issues 
 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 


a) Risk  
None. 
 


b) Environmental impact / sustainability 
None. 
 


c) Legal implications 
None. 
 


d) Resource implications – finance and/or staffing 
None. 
 


e) Equality Assessment 
None. 
 


f) Quality, Innovation, Productivity and Prevention 
None. 
 


g) Patient, public and stakeholder involvement 
This was not a formal public consultation, but rather an engagement process, due 
to the fact that there will be no change in the service available to the Dales.  


 
h) Clinical engagement 


None. 
 
 








Appendix 3.1: ENGAGEMENT EVENT RECORDS 
 
 
Name of event:  _Ambulance Engagement, Sedgefield Parish Hall______________ 
 
Experts: _Judith Mashiter (Healthwatch), Joseph Chandy  (CCG), Gill Findley, (CCG), 
Douglas McDougall (NEAS), Gareth Campbell (NEAS), Gary Collier (NECS), Carole Little 
(Healthwatch), Noel McMenamin (Healthwatch)_ 
 
Date: _2nd September 2014___________  Time: _17-30 – 19.30______________ 
 
Engagement Activity: _Ambulance changes in DDES_____________________________ 
 
Questions Raised: 
 
GROUP 1 - SKILL MIX 


Q1 Will the staffing change affect all areas within DDES or just the Dales area? 


• If parity was given in service to Dales, would extra resources be available throughout 
DDES or just in Dales? 
 


• 2 paramedics was essential to Dales due to no urgent care facility, rural issues etc. 
so service would be dramatically effected 
 


• If 4 paramedics are withdrawn from Dales vehicles, where are other 3 going if only 1 
extra vehicle is being added 
 


• Durham Dales – CCG description is Bishop Auckland, Teesdale and Weardale 
 


• However, Teesdale and Weardale are very separate to Bishop Auckland 
 


• Cardiac Arrest – needs 2 paramedics – if one removed, out of area vehicle required 
from down Dale 
 


• Skill mix is not the issue it is the journey time? 
 


• CPR – best chance of survival.  Often switch paramedics mid journey (takes a lot out 
of the paramedic) 
 


• NEAS – no requirement for 2 paramedics – hands on chest can be performed by 
ECA (no evidence) 
 


• Contract conditions – in 2008 was described as a definite need to have 2 paramedics 
– what has changed 
 


• Will help achieve equity across the patch 
 







• Why has there been no improvement since 2008? Have been some but looking to 
increase 
 


• National shortfall of paramedics 
 


• Number of ambulances dependent upon activity requirements 
 


• Additional resource targeted Dales, more required to improve performance 
 


• The 2008 service that was set up has not been allowed to work 
 


• Community paramedics – assist GPs re admissions 
 


• Was starting to work , then service pressures saw resource utilised elsewhere 
 


• Is there a performance issue across the patch or just Dales – additional information 
on the locality differences would be useful 
 


• Did additional resource tie in with closure of Bishop Auckland A & E (No) 
 


• GP view – do not believe 2 paramedics are required.  Extra resource would be more 
beneficial than 2 decision makers on scene 
 


• Reasons for failure: 
 
1. Number of ambulances at A & E queuing up and not moving 
2. Number of ambulances being re-routed to emergencies en-route back to Dales 
 


• Weardale was difficult to fully staff, skill mix will improve this 
 


• Less likely for Dales vehicles to be brought down Dale if extra resource in Bishop 
Auckland 
 


• How can we ensure ambulance calls are appropriate to avoid pressures on existing 
services? 
 


• ORH – if existing resource was ring-fenced, 75% target would be hit – skill mix would 
allow this 
 


• Would prefer an ambulance rather than rapid response vehicle in Bishop Auckland 
 


• Would NEAS or CDDFT be penalised for handover? A & E provider (CDDFT) 
 


• East Midlands – reverting to technicians rather than ECAs 
 







• ECAs do not hold clinical responsibility for patients 
 


• Concerns that ECA only have 7 weeks training, partly driving and partly first aid skills 
 


• NEAS – technicians had 8 weeks of similar training 
 


• Technicians cannot operate a Rapid Response vehicle 
 


• 2 paramedics would not have made difference to representatives recent experience, 
rapid response was key 
 


• Do ECA choose where they work? Career progression or allocated taken into 
account) 


 


GROUP 2 


 


• East Anglia and West Midlands moving back from ECAs to Technicians and removal 
of Rapid Response vehicles 
 


• NEAS staff given opportunity to upskill 
 


• Would upskilled staff be paid at new level? 
 


• National shortage – searching worldwide 
 


• NEAS attempting to recruit 100 staff 
 


• Weardale set up – community paramedics – will this work continue? At present, 
being taken down Dale, will new service ensure this role continues? Important for 
over 75s and avoidable admissions 
 


• Community service was to ensure crews not idle, demand has meant this has not 
happened 
 


• Primary aim is to improve response times, as opposed to providing the community 
service 
 


• Keen to keep community service, so if extra resource keeps vehicle in Dale, could we 
utilise this for community service i.e. back to original model 
 


• Will there be guarantees that vehicle will stay in Dales? Contractual penalties to 
performance manage (stricter management) 







 
• Any statistics on Dales callouts/idle time – info would be useful 


 
• Teesdale ambulance – 45% of the time out of the Dale. Any evidence to prove 


consequence of this? 
 


• Rural ambulance group have this information and has helped inform this decision 
 


• 63.25% in DDES, what is national figure? NEAS achieve over 75% target across 
their provider area 
 


• Why do DDES not achieve this target? No A & E in the patch 
 
1. Activity increases (Easington and Sedgefield) 
2. System pressures 
 


• NEAS do not foresee any issues with the skill mix 
 


• Previous issues with Ambulance vehicles – standard of vehicles 
 


• NEAS – all resolved many years ago 
 


• Example – Stanley bus crash – 23 injuries – ambulance  - 7 mins (Paramedics and 
ECA), 2nd double manned ambulance arrived shortly after 
 


• Who did what at this incident? Paramedic did initial assessment – numbers, scale of 
casualties, Senior  Paramedic arrived also with an ECA  - 7/8 Paramedics attended 
scene 
 


• Would ECA state that they were not able to do tasks asked to do? 
 


• NEAS – paramedic would know not to assign tasks beyond capabilities of ECAs 
 


• First responders – excellent but need to be mindful that it is an ambulance that gets 
patient to hospital 
 


• Issue that clock is stopped when First Responder arrives or talked through using a 
defibrillator 
 


• NEAS would not change their response if a First Responder was on scene.  Point 
raised that performance would be masked by this 
 


• Patient would be pleased/grateful for any staff to arrive and treat them, ECA, 
Paramedic or other 
 







• Are East of England still recruiting Paramedics? Yes 


 
TABLE 1 - RESPONSE TIMES 


 


Q1 How can we improve ambulance response times? 


• Personally, I feel on admission, a person should have a discharge plan.  If there is a 
bed blocked by acute – Trust not handling discharge appropriately then can’t get 
people into A & E 
 


• JC – we recognise this issue.  CDDFT is working on better 7 day working 
 


• Care plans in community also need to be looked at 
 


• DMcG – MDT’s in community, funded by CCGs will help with this 
 


• What training, knowledge, skills do personal care assistants have to deal with an 
asthma attack, or something like that, in the community 
 


• This magical figure of 75% for response rate is not realistic when the Dales is a large 
part of the DDES area 
 


• Healthwatch: 63% is current performance 
 


• DMcD – Easington and Sedgefield  R1 & R2 calls is lower than Dales, have a good 
first responder system all with pagers, who can be contacted (alongside ambulances) 
 


• Can we get more than 22 schemes with first responder kits? 
 


• DTG – also looking to work with fire fighters 
 


• Where does NEAS easily achieve targets 
 


• Michael – strategic stand-by points are allocated ambulances (that are free) to sit in a 
central location where 8 minute responses are made by most vehicles 
 


• What is the difference between a rapid response vehicle (RRV) and ambulances? 
 


• Every RRV have a paramedic – not equipped to transport to hospital 
 
 


Q2 What are your concerns about the changes? 







• Training of Emergency Care Assistant 
 


• Michael – yes training is acute for what they are doing – every patient who is poorly 
would have a paramedic in the back with a patient and the ECA driving 
 


• Question – would an ECA be trained to increase their skills 
 


• DMCD – there are career pathways that an ECA can choose to progress 
 


• Concerned about inexperienced ECAs in a multiple traffic accident 
 


• Michael – All ECAs are trained to assess a multiple casualty situation 
 


• Concerned that more pressure is being put on a paramedic 
 


• What medication can ECA’s give 
 


• Michael – only an analgesic gas under the supervision of the paramedic (no other 
meds) 
 


Q3 Do you support what the CCG is working to achieve? 


• What advantages will this give Easington and Sedgefield 
 


• I don’t see why those in the Dales should have a better service 
 


• But originally Dales were given 2 paramedics to increase equity of service 
 


• What are we going to do with all these (14) spare paramedics? 
 


• DMcD – 14 paramedics (Band 5) equivalents will be removed and 14 ECAs (Band 3) 
will be recruited from the savings between (14 x Band 5) – (14 x Band 3) would be 
left 5 paramedics – 5 of those paramedics would staff a RRV in Bishop Auckland 
 


• Michael – a lot of jobs attended by RRV don’t need attendance to hospital 
 


• Bishop Auckland isn’t that close to the Dales 
 


• NEAS – GP call service was very successful – within GP surgery hours NEAS will 
call GPs 
 


• What happens when a paramedic calls in sick in the evening 
 


• If a first responder goes out is an ambulance called out 







 
• NEAS – usually they are en-route, depending on the category of emergency 


 
• NEAS – now with R1 calls (potential cardiac arrest) need to send 2 resources 


 
• Local papers’ stories are often about less urgent (not R1/R2) calls 


 
 


TABLE 2 (AFTER ROTATION) 


 


Q1 How can we improve ambulance response times?  


• You won’t meet response times if there are lots of ambulances waiting at the hospital 
 


• Hospitals can’t keep closing wards 
 


• Is there a public health issue 
 


• There has been a 5% increase in 111 calls last year 
 


• Jon Smith – Can we use ambulances more wisely? Are there other transport services 
that can be used? 
 


• Ambulances are gathered in one spot because A & E departments have been closed 
 


• CCG – now evidence is showing that regional, specialist centres typically have better 
survival and outcomes 
 


• DTG – this (specialist centres) puts a big strain on the ambulances 
 


• They can’t get to hospital in 8 mins but I’m told 8 mins is to get to your home 
 


• We need to be more brutal about who ambulances take 
 
e.g. call ambulances because don’t like driving own car in town 
e.g. friend or family member is an “escort” but just for company 
PTS vehicles are sitting idle 
 


• “We have an ambulance service – should be treasured but instead we are abusing it” 
• Needs to be education of what it should be used for 


 
• Lots of people can’t get GP appointments for 7-10 days or get poor answers from 


111 service (students running it) and therefore call an ambulance 







 
• 111 service has well trained personnel 


 


Q2  What are your concerns about the changes? 


• You can’t blame a 111 person from calling a paramedic 
 


Q3 Do you support what the CCG is hoping to achieve? 


• I don’t think it’s going to improve the response times as proposed 
 


• We think the RRV will pull the ambulances out of the Dales 
 


• NEAS – If R1 call RRV and ambulance (double crew) is dispatched 
 


• RRV arrives first and after assessment, if ambulance not required, stands them down 
 


• Have some double ECA crews – they can be dispatched if closer than paramedics 
but only to start, waiting for paramedic to arrive 
 


• New firefighter first responder scheme in Weardale (or Teesdale) 
 


• Clock stops when first responder arrives – concerned that the wait for clinical 
response can be very long 
 


• CCG (GF) – national guidelines determine when clock stops 
 


• Still have transport vehicle target time to meet (18 or 19 mins?) 
 


• I understand there is a problem with someone ringing a 2nd time and clock getting 
reset 
 


• CCG (GF) – the only time the clock might be reset is if clinical status changes (from 
green to red) 
 


• Problem especially in Weardale (but also in Teesdale) is that when NEAS is 
struggling with crew coverage (several times a month this happens) they remove a 
crew from the Dales because population is lower 
 


• NECS (CG) – with more staff this should improve 
 
 
 







• Clinical escalation – we feel Dales ambulances should be exempt from this as this 
seems to be used as an excuse to bring ambulances out of Dales all the time 
 


• There was an agreement not to take Dales ambulances out on green calls during 
clinical escalation but is now happening 
 


• Unless the whole thing is made to fit together (primary care, A&Es, etc.) it won’t work 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: ___0__(10 people attended)_____________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   ______  ______  ___________ 
 
Q2   ______  ______  ___________ 
 
 
No of forms left contact details: _____________________________________________ 
  


Thematic Discussion: 


Consensus reached at the meeting  – Agreement to the proposals / changes 


YES ☐   NO ☐ 







ENGAGEMENT EVENT RECORD 
 
 
Name of event:  _Ambulance Engagement, St John’s Chapel Town Hall______________ 
 
Panel Members: _Judith Mashiter (Healthwatch), Joseph Chandy (CCG), Gill Findley, 
(CCG), Douglas McDougall (NEAS), Gareth Campbell (NEAS), Gary Collier (NECS), Nichola 
Fairless (NEAS), Peter Doherty (Paramedic)_ 
 
Date: _8th September 2014___________  Time: _18-30 – 19.30______________ 
 
Engagement Activity: _Ambulance changes in DDES_____________________________ 
 
Questions Raised: 


Scriber – Simon Clayton 


Q (inaudible, from Westgate).  You wish to develop a service that is equitable – reference 
weather, terrain – what is the definition of equitable for people in the Dales? 


Q  Cllr Shuttleworth.  17 years tried to change services, Dales get poorer service – is not 
right – do you want the current arrangements to stay in place?  (Loud cheer). 


Q  Value for money – how can you put a price on someone’s life? 


Q  Dr ??  Everybody’s a somebody – forget about geography.  Reading material says 
shortage of paramedics – are areas in UK that have a surplus.  Research question – was an 
Epidemiologist involved? 


Follow up Q: – what about history of the disease?  Did the ORH report understand natural 
history of disease?  Gill F to take away and respond. 


Q  Previous proposal for NEAS to get rid of technicians – 2 proposals last time; community 
paramedics with technicians and replace these with community responders and promise of 
closing St John’s Chapel station and one in Stanhope – nothing happened 


Q:  Upstairs – inaudible 


Follow up Q: – were they (paramedics) asked why they leave? 


Q:  (Inaudible)  reference stations. 


Q:  Can understand why losing paramedics – you take services away and keep changing 
things. 


Public response:  we want 2 paramedics and that’s it. 


Q:  Upstairs (inaudible) 


Q:  Provide solid, good information to make informed comments.  Information is very poor, 
doesn’t clearly tell us what is going on 







Q:  Upstairs (inaudible)  reference no firm evidence to support. 


Q: With vacancies, you must be saving lots of money.  What is the actual structure, hours 
manned and what happens to cover and did studies look at reduction in management 
groups? 


Public:  If someone has a heart attack in Cowshill they will have to wait for an extra 
ambulance.  My husband had a heart attack. 


Q:  I attended the Sedgefield group when you were warned that this format would be a 
shambles, and you have the nerve to say that local knowledge is responsible – a shambles 
and deserves an apology. 


Q:  Saving money – extra vehicle will be 25 miles away.  Find something for the paramedics 
where they are at the moment. 


Public:  If measured and with monitoring group help need to know if changes are made, 
how they will be measured and expect improvement. 


Q:  (Announced was monitoring group member):  MOU – have not seen a copy. 


Q:  Clinical outcomes just as good with the skills mix 


Public:  why has this not been published? 


Q:  Joy from monitoring group.  Study handpicked 3 months of date from Northumberland, 
not a clinically robust study. 


Q:  For a study based on 11 patients? 


Q:  You’re wrapping it up in jargon and euphemisms.  In an ideal world would have 2 
paramedics.  Admitted it would be a deterioration.  We don’t have a lot of services up here 
and we expect the best up here.  Was agreed from the stage it’s better to have 2.  We want 
to keep the 2 paramedics please.  (Applause). 


Q:  Upstairs (inaudible).  NF responded re performance. 


Chair (Judith M):  I have seen figures for Teesdale and Weardale.  Acknowledge should 
have figures available on the night.   


Q:  Feel have been sold down the river, nurses and now the ambulance service. 


Q:  (Identified self as Weardale Ward councillor, Anita Savoury).  Paramedics do a 
marvellous job.  A single paramedic doesn’t have 4 arms and it’s about teamwork.  The 
message is clear – RURAL (explained R-U-R-A-L  acronym).  Listen to the people here.  If 
you need to make cuts, don’t do it in Weardale.  (Applause). 


Q: How will you communicate response times? 


Q:  Ambulance station at St John’s Chapel; is it fit for purpose and if not, why? 







Response:  How much have these studies cost? 


Q:  You say you want to keep money on the frontline, yet directors’ pay has more than 
doubled? 


Q:  Upstairs (inaudible).  Supportive of paramedics in the community, come into GP surgery 
and see if they can help out, help the frail and elderly. 


Q:  Taking money from 2nd paramedic to pay for the new RRV?  Is there nowhere else the 
money can come from?  An RRV is no use to us. 


Q:  Can you assure us it’s not a done deal? Has a decision been made?  Reference 
recruitment advert in Teesdale Mercury. 


Q:  Has the decision been made?  Yes or no?  


Public:  The feedback form is fixed – there is no box for saying that this will result in a worse 
service 


Q:  Upstairs (inaudible) 


Public:  My understanding is that in a hospital 2 Doctors will check dosage for patients. 


Q:  Joy from monitoring group: Expressed worries.  There is a representative from OSC here 
tonight, to ensure the public get a fair deal.  Joe says that proposals are going through via a 
2012 review.  Read extract from NEAS A&E review, Mark Cotton is the author.  In Weardale 
and Teesdale  staff consultation 2009 reference A&E review, existing agreement a 
consequence of being agreed by NEAS and the PCT that significant change cannot be 
made without further consultation.  The CCG is presenting this as an amendment, but the 
Dales were excluded from the original and therefore this is an amendment to something 
were not part of in the first place.  We challenge OSC to take on board and ensure protocol 
and procedure are followed regarding the 2012 review.  (Applause). 


Q:  Upstairs (inaudible) reference money. 


Event closed by Chair, Judith Mashiter. 


 
Questions Raised – Scriber – Sharon Gooch 
Q – Jenny 
Spooner 


On the website it quotes about an equitable service, equity in isolated 
areas. 
 


Q – Cllr 
Shuttleworth 


Over the years it has changed, do you want it to change? 
 


Q – Dr Donnolly Every life is important, documentation suggests a shortage of paramedics 
but there is a surplus of paramedics in NI. 
 


Q- Dr Donnolly Raised Epidemiologist – natural history of disease.  
 


Q Last time the meeting failed, the second proposal to bring in a community 
paramedic and train up ECA to paramedic level. 







Q- Greg 
Ramton 


So you must be saving money on all the vacancies, downgrading staff 
and vehicles, what structure, what hours? 


Q-  But rapid response can’t take patients to hospital  
 


Q I waited 20 mins for an ambulance for my husband when he suffered a 
heart attack. 
 


Q- Patients attended Sedgefield was told round table format would not work. 
Q-  Why has the MOU not been distributed? 
Joy Urwin Aimed her comment at Dr Donnolly – the study was handpicked 3 months 


of data. 
Q - The paramedic quoted that he would prefer to have double crew so it 


must be better, we don’t have many services so we would like the best. 
Comment But do not take it from the Dales 
Q Nurses and ambulance are being sold down the river, it took 2 hours to 


get a vehicle to her husband. 
Q The ambulance station was questioned, is it fit for purpose. 
Q There was discussion on wages 
Q Can you confirm money from paramedic is going to the rapid response 


vehicle. 
Q Can you assure us that is not a done deal considering the advert in the 


Mercury. 
Comment This is our only opportunity  
Q -  In a hospital situation two Doctors carry out diagnosis. 
Q – Joy Urwin There is a member of OSC in attendance, Joseph Chandy said these 


proposals going through 2012 proposals.  This is not true.  In Weardale 
and Teesdale the Dales crew are staffed by two paramedics.  The A&E 
review for 2013 but existing service in Dales would not change.  
Significant changes cannot be made without consultation and I challenge 
the OSC to take this on board.   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: ___0__(132 people attended)_____________________________  
 
 


Thematic Discussion: 


Consensus reached at the meeting  – Agreement to the proposals / changes 


YES ☐   NO ☐ 







No of:         Y       N   Don’t know 
 
Q1   ______  ______  ___________ 
 
Q2   ______  ______  ___________ 
 
 
No of forms left contact details: _____________________________________________ 
 
 
  







ENGAGEMENT EVENT RECORD 
 
 
Name of event:  _Ambulance Engagement, The Glebe Centre, Murton, Seaham_____ 
 
Panel Members: _Judith Mashiter (Healthwatch), Joseph Chandy  (CCG), Douglas______ 
McDougall (NEAS), Gareth Campbell (NEAS), Gary Collier (NECS), Michael (Paramedic)_ 
 
Date: _11th September 2014___________  Time: _15-30 – 17.00______________ 
 
Engagement Activity: _Ambulance changes in DDES_____________________________ 
 
Questions Raised: 
Q - DTG Raised issues of responses, will this improve response on non-emergency 


calls 
Q How do the qualifications between paramedic, ECA, advanced technicians 


and emergency medical technicians differ? 
Q How many ambulances in the Easington area?  Do Dales ambulances get 


pulled into Easington and Sedgefield? 
Q Will you be purchasing more ambulances? 
Q I can’t see anything wrong with having only once paramedic on each 


ambulance in the Dales.  It is a waste to have a paramedics driving an 
ambulance.  I think this change is a good idea. 


Q What about the small cars that have paramedics, and first responders? 
Q When does the clock start and stop? 
Q What happens when ambulances cannot handover patients to hospital and 


ambulances are stacked up at the door?  Until the services are talking to 
each other it doesn’t matter what changes you make because the problem 
lies here. 


Q – Graham 
Morris 


No of complaints he receives is an indicator, I have received more 
complaints about the ambulance service in the last 6-8 months that I have 
had since I have been in office, and not just from the elderly, had a young lad 
who broke his leg and had to wait 2 hours.  I think we are treating symptoms, 
not causes – discharges from hospital, beds in hospital.  Are you funding the 
true level of patient journeys?  This seems to be good news for the Dales 
with the ring-fence but it appears no significant improvement for us.  Are you 
paying NEAS for their activity? 


Q – Retired 
paramedic 


That gentleman just said that a red 1 calls requires 2 clinicians. 


Q Retired paramedic, going to take 2 paramedics off  
Q While the Dales getting the extra ambulance are will still getting the St Johns 


Ambulance? 
Q Dales are very rural and takes a long time to get to them 
Q Pressure is due to the lack of a local casualty – it is a waste of resources 


having 2 paramedics on the same vehicle – in support of these changes. 
Q With investment in ambulances retained in the Dales what is the impact on 


Easington? 
Q Is the problem that NEAS has too large a geographical area? 
Q Not classing road accidents as Red 1? 
Q GB not made decision, this not a shortage of vehicles, is this a shortage of 


paramedics? 







Q Sedgefield is the worst hit out of the areas, if we can save one life than this 
change is worth making. 


Q We hear about the Dales and the long distances but their roads are not 
congested, our more populated areas congested. 


Q What about the response times in Sunderland? 
Q What about capacity at Durham Hospital?  I don’t think it is useful to fine 


hospitals. 
Q I am convinced by the argument and the logic of this but I am concerned by 


the shortage and recruitment of paramedics.  When will this be reviewed? 
What are the next steps and when will you come back to us? 


Q I did raise this point and part of the problem has been short term contract, 
this 2 year contract will give the ambulance service certainty. 


Q – Joy 
Urwin 


Joy circulated a map highlighting the Durham Dales and showing the 
location of the hospitals.  9 years ago we started consultations with NEAS for 
the service in the Dales.  I carried out a piece of work and was asked to set 
up an Rural Ambulance Monitoring group by Yasmin Chowdry (CEO of PCT) 
and we analyse the data.  999 calls have doubled.  The £650k has been 
invested in the Dales because of assessment of clinical need and rurality 
and these things have not changed.  We have to travel long distances to 
hospital.  Due to the long travel to hospital a paramedic performing CPR in 
the back of ambulance will become exhausted and the paramedics will 
switch positions. 


Comment I have heard what the lady has to say and I am not convinced that we need 2 
paramedics.  It is a waste of resources, looked at her map and there are 
more ambulances at North Durham, she hasn’t convinced me that we can’t 
have a paramedic and an assistant. 


Comment It’s a win-win situation, the Dales retains their extra funding for their vehicles 
and the other areas get a bit more from the RRV. 


Q How are we going to recruit 100 paramedics? 
JC OSC and GB will look at concerns that are raised  
Q - Joy I haven’t come here to convince anyone.  You are only getting one Rapid 


Response vehicle, the problem is shortage and retention of paramedics.  
Paramedics are trained and then NEAS haemorrhages then out of the 
system.  Need to look at training up ECA’s to become paramedics. 


Q What is done about shortage? 
Q Winter is approaching need assurance that adequate resources are in place. 
Q This 650k investment, how many paramedics could be trained for that? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Thematic Discussion: 


Recruitment and retention of paramedics. 


Hospital handover delays 


Consensus reached at the meeting  – Agreement to the proposals / changes 


YES ☒   NO ☐ 







 
FEEDBACK FORMS 


 
 
No of forms received: ___10__(32 people attended)_____________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   ___6___  __1____  ____2_______ 
 
Q2   ___9___  ______  ___________ 
 
 
No of forms left contact details: ______8_______________________________________ 
 
 
  







ENGAGEMENT EVENT RECORD 
 
 
Name of event:  _Ambulance Meeting Middleton-In-Teesdale __________________ 
 
Panel Members : _ Judith Mashiter (Healthwatch), Stewart Findlay (CCG), Gill Findley 
(CCG) Maureen Gordon (NEAS), Gareth Campbell (NEAS), Nicola Fairless (NEAS), Mark 
Redhead (NEAS) Gary Collier (NECS) 
 
Date: _15th September 2014___________  Time: __18.00___________________ 
 
Engagement Activity: _Ambulance Review ________________________ 
 
 
QUESTIONS RAISED: 
 
Councillor Dales Ambulance Monitoring Group – said RRV would be in Dales 24/7 it is not 
24 hours but 21/7. How can car make a difference when it cannot take someone to hospital. 


Statistics from NEAS (response times misleading) this area is well below national average - 
who benefits? 


This links to what has just been said re: statistics – can you give us a % of ambulances 
waiting times at A&E  


Answer the question – how much time? 


Is Bishop Auckland (BA) a fully functioning A&E department? 


That’s because you want to have them waiting outside hospital – its mismanagement 


My dad suffered three heart attacks I would like to clarify how many paramedics are needed 
to attend a heart attack patient? 


I understand how it would help Teesdale if we could get response times to 8 minutes (see a 
paramedic) if the RRV is in BA how can it help people here – sorry but they need to meet 8 
minute response time. Can you guarantee it, will it be guaranteed, will it improve response 
times? 


How many paramedics are needed to man one vehicle in a day? –it is not an additional 14 
jobs it is replacing 14 trained staff with additional ECAs paid at a lower rate to save money 


What is the difference in cost of an ambulance and a RRV 21/7 


You are getting rid of 14 trained staff, where are they going? 


Prior to the last public consultation there were problems with the service, it was abysmal. 
The service is better now. The outcome of the consultation was that an ambulance with two 
paramedics was ring fenced, base in MIT. These proposals are cutting through that. We live 
a long way from a hospital, can’t you use the extra resources to help people not die before 
they get to hospital (clapping) 


There are other examples across the UK of where they have de-skilled the ambulance 
teams (rural areas) and it had not worked, if it does not work here are you going to go back 
to two paramedics? 







Dales ambulance monitoring group, how many paramedics have been removed from St 
John’s and Barnard Castle (BC)? 


Don’t move them, five are going from BC, there is not enough from Teesdale to man that car 
(shortage of staff) 


If you take five paramedics you will not have enough staff 


The CCG talks about increasing vehicles, it is one vehicle 


Will the five staff including those on secondment go back to their original areas 


Brother in law had a cardiac arrest (51 years old), used a de-fib and CPR, it took 50 minutes 
for ambulance to arrive, managed to save life. Concerned that crews from far away do not 
know the local area, they did not know the local area! They do not know rural areas, do not 
have the local knowledge 


Two weeks ago I had a small stroke. It took one and half hours for an ambulance to get to 
me, lady on phone said you should not live in a rural area. We are taxpayers, we should get 
the service we deserve, we don’t! Instead you are closing places down and getting rid of 
paramedics. 


Resident from Eggleston, my son was born in BA same day as my father had a stroke, care 
there fantastic (despite environment) but rather have local GPs ad paramedics and local 
A&E than big (centre of excellence A&E) far away. BA not excellent but gives better 
coverage for this area. 


You say it is not about saving money but maximising resources, contradictory, it is about 
saving money, it really is isn’t it. Very hard not to come to that conclusion 


You are taking ring fenced money from the Dales to have paramedics circling around other 
areas (clapping) 


Instead we are left to die! 


It is not going to work, why can’t you prioritise us? 


You could have thirty RRV our ambulance would still stay in BA! 


So in the new system there would be 14 new people with 6 paramedics running the RRV 


You are taking £600,000 ring fencing money (for two paramedics on ambulance) in the dales  
and using it to reduce your response times in urban areas – you have go that money under 
false pretences 


We want the money to be spent on RRV or ambulance in the dales 


What if we were left with two ECAs manning a vehicle with no paramedic 


I am a parent of two children with complex health needs my concern is that the level of care 
is going to go down. Are there statistics that show that the clinical outcomes will be the same 
after these changes, will it be as effective. It is irresponsible parenting to look after children 
in this environment? Will we get a sub-standard level of care. 


Don’t two paramedics do a better job? 







Surely when there are two paramedics at the scene they can discuss with each other and 
make crucial decisions 


17 months ago I had an accident in the evening after the snow (broken tibia) and I was left 
lying in a field for two hours. My daughter called the ambulance a number of times. St Johns 
Ambulance eventually came from Stockton. They could not find where I lived. Got to 
Darlington at 2.30am! 


Waiting times of 50/60 minutes is not good enough (sister has suffered from two brain 
XXXX) waited with her for 8 hours one night and five hours another night 


The CCG is disingenuous when it comes to the finances. Where has the extra money gone? 
NEAS has put none in our direction 


What are the response times for this area? 


My wife suffered a stroke, came out of Hospital and fell in the garden and split her head 
open, without help of local GP and two paramedics she would have died. Are you saying one 
paramedic is enough to deal with a multiple car crash? 


A&E consultant (lives in MIT) works at JCUH – qualified paramedics will make a difference 
when it is time critical, you need the expertise in cases such as cardiac arrest and to know 
which A&E to go to. It will cost lives it is that simple 


Local paramedic, everyone knows about the golden hour, if it takes 1 hour and a half to 
transport to hospital this (significantly impacts on the golden hour) .Two paramedics on the 
scene can manage better, you can treat the patient quicker and get to hospital making better 
use of the golden hour – rapid response to hospital, stabilise on scene, do better with two 
paramedics. 


How often is Weardale fully staffed/how do we reach our targets? Do you have splits in the 
statistics? 


I am concerned an ECA will be left alone on a vehicle if a paramedic is sick 


It was decided in 2008 that the Dales would be the only service that had two paramedics. 
We were an exception then, the geography is the same what has changed. It was important 
then why is it not now? 


Is this the only solution you have considered? What about reducing waiting times in hospital 
or schemes to stop inappropriate calls to the ambulance service 


In 2013/14 346 shifts were not covered, equals one per day. How are you going to 
guarantee that there will be a paramedic on every ambulance in Teesdale and Weardale? 


We should not be disadvantaged by these proposals! (clapping) 


We never reach our response time targets and we will not, it is too big a distance to cover. 
Many incidences are covered by the air ambulance which is funded by donations, there are 
de-fibs being put across the dales. Logistically the service needs to be here. You will never 
meet those response times 


How safe is Darlington A&E? We have lost BA A&E. Is it safe? 


Yes or No? 







(Consultant from A&E James Cook) There are conditions that are perfectly managed at 
Darlington A&E, majority of cases managed by Darlington A&E are fine. There are rumours 
that Darlington is being downgraded. That would be catastrophic for people in Darlington. In 
a year North Tees and James Cook saw 105,000 patients (JCUH had 340 patients the other 
day with ambulances queuing outside). If Darlington A&E is shut JCUH will go into 
meltdown! (clapping) 


That is not quite what I said 


Don’t put words into his mouth! 


BA A&E was downgraded to a minor injuries unit – if you do the same to BA it will be 
catastrophic  


People in BA do not know we exist up here, if the RRV is based there they will not have a 
clue where to go 


If ECAs only receive 7 weeks training is it safe to let them drive for a 12 hour shift? 


Local GP, we are all on the same side but I take exception when it is said that there has 
been no improvements in response times. In 05/06 response times were 31% in Teesdale. 
We recognise that there have been improvements but that there is still room for 
improvement. Thank paramedics for the wonderful job they do (clapping)  


We understand that if there is a RRV it will enable ambulance to come up the Dale quicker – 
but how do you get the balance right? My concern is that you are saying it is only ring fenced 
for two years. Did not see this as a recurring process? 


We may sound antagonistic but I am genuinely scared and do not feel safe. The current 
response times will take up the best part of that hour as there are an awful lot of cases 
where this is not being met. It is frightening! 


There is lots of management speak! We must have two paramedics (clapping) 


I am a former principal of BA College and I am not impressed with the ECA training of 7 
weeks! The difference between this and a degree (for a paramedic) is enormous. 


There has been an argument that we do not need a formal public consultation – we do! 


I came in with doubts and I will go out with doubts, there has been no straight answer to any 
question 


Is this a done deal? Are we wasting our time? 


Can you answer the question yes or no? 


What has happened to the agreed standby points for the dales? Do we have any? 


Can you understand why people feel like this? 


Local GP, new first responders (FR) are being recruited. Does the clock stop when a first 
responder arrives? Does this distort the figures? 


The statistics are not reliable, they should be segmented to show when a FR arrives and 
when a paramedic arrives 







It is a sham. All the statistics led us to believe that the response times were when a 
paramedic arrives, not a member of the public! This is a rural community when it comes to 
statistics why conform to the national rules. Give us some real statistics 


15 minutes would be a good response time here and we are not getting that. The RRV will 
not improve response times by even 10% 


When it fails what are you going to do? 


This is not a proper consultation, you cannot make these changes. You are breaking the law. 
Is this going to go to a judicial review? 


(Lady in foam party in working men’s club inhaled foam). All services arrived that were not 
necessary. This was an over-reaction 


Can we see the feedback notes before the 29th September? 


Can we have a show of hands for and against? 


In support – 0 


Against- all 


Will there be a patient representative at the OSC meeting? 


Will there be a representative there from the monitoring group? 


There is a shortage of paramedics and high levels of unemployment here - is this not short 
sighted from management 


Do we have an observer from OSC? 


The CCG must have a public consultation. Joseph Chandy is presenting these changes as 
being an amendment to the 2012 review. They are not, as we were not, a part of that review 
(clapping). Why are you presenting it as a review? 


It is a sham! 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 


Thematic Issues: 


Consensus reached at the meeting – Agreement to the proposals / changes 


YES ☐   NO ☒ 


 







No of forms received: __21 (165 people attended)______________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   ______  ___18___  ___________ 
 
Q2   ______  ___18___  ___________ 
 
 
No of forms left contact details: ___6__________________________________________ 
   
 
  







ENGAGEMENT EVENT RECORD 
 
 
Name of event:  _Ambulance Meeting Barnard Castle_____ __________________ 
 
Panel Members : _ Judith Mashiter (Healthwatch), Stewart Findlay (CCG), Gill Findley 
(CCG) Maureen Gordon (NEAS), Gareth Campbell (NEAS), Paul Liversedge (NEAS), 
Gareth Campbell (NEAS) Gary Collier (NECS), Dilys Waller (GP)_ 
 
 
Date: _16th September 2014___________  Time: __18.00___________________ 
 
Engagement Activity: _Ambulance Review ________________________ 
 
 
QUESTIONS RAISED: 
 
Q:  Yvonne?  I live in the town.  You’re putting a lot of responsibility onto 1 paramedic, surely 
2 heads are better than one?  The ECAs are not as well trained. 


Follow up: But surely that’s timewasting (reference to Paramedics speaking to an on call 
Paramedic at base if require further advice). 


Q: The 2 roles that aren’t a paramedic; what experience and qualifications do they need?  
Could I just walk off the street tomorrow and do it? 


You have a paramedic up in the Dale trying to save someone’s life to contact via a radio for 
advice?  What if there’s no reception, or a road traffic accident.  Surely if they need backup 
they need another paramedic with them (Loud applause). 


Follow up: If you have 1 Paramedic, what if you need two sets of hands to help the patient? 


Q: ?  Relative has had 5 heart attacks, angina, 3 years ago had heart attack, took almost 2 
hours for an ambulance to turn up.  Took 2 days after, blood tests to find out had had a heart 
attack,  Didn’t recognise it at hospital. 


Q:  Cllr Deacon: Last night a senior consultant said you were talking nonsense and you’re 
doing it again with your response. 


So you’re saying that a minority have to die for the majority to live? 


Q: Tom Robinson, town Cllr:  Quote from the Mercury – A&E consultant – in time critical 
illnesses you need that expertise.  It will cost lives.  It’s that simple.  (Loud applause). 


(Shouting from audience reference accidents on A66, A19). 


Response times – a lot of response times are not cardiac arrests; inappropriate calls need 
addressing. 







Q:  Concerned resident: Ambulances get caught up at A&E, your problem is with A&E 
(drowned out by crowd).  Darlington A&E can’t cope, you closed Bishop, ambulances are 
backed up and can’t get back (Applause). 


Q:  Helen Goodman MP: A lot of people are writing to me with complaints and issues, 
problems with 111, ambulances backing up at A&E, knock on effects, budget cuts at hospital 
of £20million.  Problem I hear is people waiting too long for an ambulance to come.  I have 
two points:  will there be fewer single crew vehicles and how will response times improve? 


Q:  Nigel Mitchell.  Numbers of paramedics.  You say you will get extra, but you are short of 
paramedics (reference numbers at Barnard Castle). 


Q:  Mayor of Barnard Castle:  I’m representing all the people of Barnard Castle tonight.  In 
2013 the document transforming participation it said the NHS belongs to all of us, says any 
difference to services must be done under public consultation prior to measures already 
taken.  You’re using an information sharing model.  In 2013 a review of A&E took place, a 
proposal to change ambulance crews, said Dales agreement would not take place until 
formal consultation – what difference will it make? 


Q:  I work in Deerbolt Young Offenders Institute.  I work with Paramedics a lot.  I’m a nurse 
there.  Why are Paramedics leaving?  They don’t have backup, they are stressed, response 
times are increasing, it’s ridiculous.  We’ve had blue light ambulances to us a few times, 
crews are coming from Carlisle.  It would be better to look at hospitals and what they are 
doing. 


Q: You need to think about location.  Resources out there are cutting back and cutting back, 
I wouldn’t train as a nurse now because you are at risk.  You know that if you are a nurse. 


Q:  Freeing up Paramedics: Are you going to stop them from going to Sunderland and use 
them in our area?  You’ve got a national target to meet so send them to more populated 
areas. 


Follow up: I rang 999, the MP got involved, took 40 minutes for an 8 minute response.  I 
complained.  Found out there were 5 County Durham ambulances in different areas.  I talked 
to the crews, they said they were being pulled out to Sunderland and their next call after that  
was in Sunderland.  We are affected now without people being taken away from us. 


Q:  Mark Fell?  Local Paramedic (Cheers from crowd).  Dr Findlay, you are very lucky if you 
haven’t needed to use 2 Paramedics in 30 years.  Response times are tosh.  (Some 
inaudible).  I’ve worked all around, in Redcar, Middlesbrough, South Shields.  This is to save 
money.  Dales staff are stressed and are leaving.  Jobs – there are a lot of ill truths and mis-
information out there.  Ask any Paramedic whether they would prefer to work with another 
Paramedic or an ECA, they would say Paramedic.  It’s the same every time; it’s about saving 
pennies, shutting A&Es.  If people were made aware of some of the things that do happen.  
(Loud applause). 


Follow up:  You offer £2million if waiting times are lower, why not give that £2million now to 
resource paramedics? 







Q: This issue has been kicked from pillar to post.  They have compressed A&Es to two 
distant sites.  Why is our CCG so complacent?  Manipulation of effects of dispersing patients 
to distant sites instead of addressing the cause – the effects will escalate.  Look at other 
areas where A&Es have closed down.  The County Durham and Darlington Trust closed 
Bishop A&E, prior to that Bishop was a fully functioning A&E hospital, there was disruption 
during the new build when the Trust took over and planned to downsize.  It’s now up to the 
CCG, we have one of the largest population areas to negotiate and influence the provision of 
services and reinstate them across the area. 


Follow up:  Bishop was a fully functioning A&E hospital.  The Trust have compressed this 
into two distant sites.  You are complacent in not standing up to the Trust. 


Q:  I have a question directly for Gareth: Are you putting too much stress on the Paramedics 
you have left? Is 7 weeks enough time to train someone?  Yes or No? 


Q:  Resident of Barney:  You promise us shorter response times for an extra vehicle on the 
go – how many vehicles are there in the Dales in the first place? 


Q:  I am a resident of Barney.  Rang for ambulance 8 times in 12 months and never had a 
response under an hour.  At the time, they were life threatening conditions, they turned up 
with a helper to talk them through things, often had to stop with son on the way to hospital.  
Nothing there that seems to be working, we have been doing it for years. 


Follow up: That won’t help Paramedics.  Calls are coming directly from hospital – option is 
A&E Darlington, that’s what HQ wants but need another transfer. 


Q: We are losing 14 Paramedics in the Dales and getting 1 car, not an ambulance.  Does 
seem that we are getting a reduction in quality and not much change to response times.  
You don’t normally see so many people at meetings like this – people are concerned.  If you 
took a straw poll about what you are proposing, I think the majority don’t have much 
confidence in what you are proposing.  Are we just too ignorant to know what is good for us 
and are you going to listen to us?  (Applause). 


Follow up:  I respect this is not an easy job but provision of this service is not the only option 
the CCG has – you need to focus on and prioritise what you should spend your money on. 


Q:  I am baffled by the economics.  You are taking 14 Paramedics away and are providing 
us with a car?  Will you publish figures to show what you are saving and what you will spend 
money on?  Why aren’t you publishing these figures? 


Q:  David Heatherington: I question the logic that the Dales will benefit from a Rapid 
Response Vehicle as this will go to an emergency call if nearest.  The RRV would intercept 
calls that might be dealt with by Dales vehicles.  It is likely that the Dales vehicle will still be 
called to support the RRV. 


Q:  I would like to ask the Dr, has this been decided or are we part of the decision? 


Q:  Cllr Deacon: At the moment, the £650k ring-fence pays for a double manned ambulance.  
If a lesser qualified worker gets paid less. 







Will the RRV be ring-fenced to the Dale or go anywhere in the North East?  In effect what 
you are doing is trying to improve response times in urban areas, to the detriment of the rural 
areas. 


Quality of treatment – urban areas have more urgent care centres, when can we expect an 
urgent care centre in Teesdale?  (Loud applause). 


Q:  Paramedics are being replaced by ECAs, what is the progression route for the ECAs if 
the role of the Paramedic is being reduced?  If Paramedic jobs are going, where will ECAs 
progress to? 


Q:  Cllr Bell:  It seems clear that NEAS is chasing targets.  What is to stop redeployed 
Paramedics being sucked into urban areas?   NEAS are as slippery as a box of eels and I 
don’t think that DDES can proceed with assurances from NEAS as they do not honour their 
obligations. 


Q:  Your proposal to skill mix crew with ECAs has been tried in the rest of the country, but 
some areas are reverting back – why?  For example, East of England and West Midlands. 


Q: If hospitals can’t meet their targets and don’t get £2million will you transfer the money to 
help us here or will it go to the quango? 


Follow up:  So you’ll still be wasting the money?  Why not give it straightaway? 


Q:  All of the changes are to meet response times but what if it doesn’t work, what happens 
then?  It might be a lot worse – do we revert back to how it was?  Will these figures be 
reviewed next year?  How long before you implement it? 


Cllr Deacon:  (in response to panel response confirming after 3 months, but revert back to 
old system):  what happens to the car then? 


Q:  Nigel Mitchell:  This has been happening for years; 111, urgent care centres, all of this 
needs sorting before you mess with the ambulances. 


Q: 3 opportunities to look at the impact of community paramedics, looked at Wooler, 
Rothbury, similar to what we have here, using 1 Paramedic in 1 vehicle based at GP 
practice.  I offered to take people up at my own expense to talk to people there, to see joint 
working – they reach 75% of cases in 8 minutes with similar funding.  Only person to take 
me up on the offer was Peter ?  He was enthused about it but then announced he was 
retiring. 


Nigel Mitchell:  Peter told me it wouldn’t work in Teesdale. 


Q:  Mayor of Barnard Castle: I’m for the people of Barnard Castle, don’t tell me to shut up.  I 
look at it in reality – I have no confidence in what they are doing.  I should ask for a show of 
hands in a vote of no confidence. 


Judith Mashiter explained, for reasons of equity following the meeting in Middleton-in-
Teesdale, that a show of hands take place to determine whether there is support for the 
proposals.   







The audience was asked to raise their hands if they supported the changes; no hands were 
raised. 


The audience was asked if they did not support the changes; the majority of the audience 
raised their hands, with a number of abstentions. 


Mayor:  There will be a full response from the Town Council. 


Q:  Cllr Cook: £650k ring-fence – you are taking 14 Paramedics from us, descaling finances 
and the skill level.  We need an acute care centre at the Richardson Hospital.  Staff it, equip 
it, use it.  (Loud applause). 


Q:  Joy Urwin, rural ambulance monitoring group: I would like to challenge a number of 
things said tonight.  On the 25 June a performance implementation action plan from the East 
of England trust states that they have reviewed the role of the ECA and that recruitment has 
ceased.  Instead, they plan to recruit 400 Paramedics for 14/15 and upskill ECAs to 
emergency care technicians, and upskill the technicians to Paramedics.  That is their 
improvement plan.  It proves what we are told is not correct. 


We asked if a decision had been made.  See Q6 of the CCG’s Frequently Asked Questions; 
it says no final decision has been made, but says the CCG’s Executive confirmed its support 
of NEAS to make the changes.  (Quoted FAQs and memo from NEAS that instructed NEAS 
as provider to agree the process of implementation). 


Final point is one of legality.  As a group, we went to overview and scrutiny in July and gave 
a presentation.  The CCG were instructed by OSC to report back at the end of September 
with evidence and feedback from a public consultation.  But the CCG has wrapped this up as 
an engagement exercise and are illegally trying to push it through.  It cannot go through as it 
is being presented as an amendment to the 2012 review that the Dales were not part of.  It 
isn’t an amendment and cannot be allowed to be pushed through illegally.  OSC are here 
tonight as observers – the public must pick up on this legally and the public can’t let them get 
away with it.  We were here 8 years ago discussing the exact same things, we have gone full 
circle around waiting times, using up our time and energy and nothing has changed.  These 
proposals will not cure the problems – it’s about understaffing (Loud applause). 


Q: John Watson, Barnard Castle: Outline of family experience, plea to address issue of 
cases classified as non-life threatening as very crude classification. 


Q: Would like to point out that people here are not against the NHS staff, they do a fantastic 
job, our issue is the restrictions placed on them. 


Q:  What will you do with the questions and answers taken tonight? 


Q: The response from the floor does not mean we feel response times are acceptable, we 
are saying that we think something else needs to be done. 


Q: Cllr Deacon: Fire service crews – first responder firefighters are retained firefighters in the 
Dales – they all have other jobs – have you discussed this with the businesses and the 
impact this might have on them? 







Q:  Mayor:  I asked why there was no consultation and still haven’t had an answer? 


Q:  Joy Urwin:  Correspondence from Mark Cotton, who is here this evening – reference that 
as a consequence of the consultation in 2009 and a review into A&E services, that our 
existing agreement will stay in place and any significant changes cannot take place without a 
formal consultation. 


Q:  Mayor:  we haven’t had a consultation. 


Q:  No one here believes that what you are doing here will improve response times.  A 
simple network analysis would reveal that.  The feeling here is that we see the Paramedic 
care and proposals as diminishing the level of care.  We must be clear that what we have 
been informed is not a consultation.  This is the bottom rung on the ladder of meaningful 
engagement and participation.  It is a sham, it has not reflected the mood of the room and 
has not been well articulated. 


Q:  Have the Paramedics themselves been consulted about this? (This question added at 
the request of a member of the public who approached CCG staff at the conclusion of the 
event as she did not feel comfortable raising the issue as part of the Q&A session.) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: __29 (194 people attended)______________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   ______  ___26___  ___________ 
 
Q2   ______  ___25___  ___________ 
 
 
No of forms left contact details: ___10_______________________________________ 
   
  


Thematic Issues: 


Hospital transfer delays. 


Local A&E closure and the need for an additional urgent care centre. 


Consensus reached at the meeting – Agreement to the proposals / changes 


YES ☐   NO ☒ 


 







 
AREA ACTION PARTNERSHIP ENGAGEMENT MEETING RECORDS 
 
 
Name of meeting:  __East Durham Rural Corridor AAP__________________________ 
 
Name of Officer Presenting: _____Tara Case______________________________ 
 
Date: _______3 Sept 2014_______  Time: _______5:00-7:00pm___________ 
 
Engagement Activity: Ambulance presentation to board and community attendees 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: ______________________________________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   ______  ______  ___________ 
 
Q2   ______  ______  ___________ 
 
No of forms left contact details: ______________________________________________ 
  


Questions Raised: 


- What about waits at hospital for ambulances and their effect on the delays? 
- Is the skills mix happening everywhere else? 
- How does this affect Sedgefield? 
- Dales distances are so far, how can it be expected that ambulances respond in 


minutes? 
- Isn’t this about the whole NHS, not just ambulance? 


 


Thematic Issues: 


- System-wide issues need to be addressed to help with ambulance (handover 
delays at A&E, discharges, etc.) 


Consensus reached at the meeting – Agreement to the proposals / changes 


YES ☐   NO ☐ 


 







ENGAGEMENT MEETING RECORD 
 
 
Name of meeting:  _East Durham AAP _________________________________________ 
 
Name of Officer Presenting: _Joseph Chandy __________________________________ 
 
Date: _10th September 2014___________  Time: __18.00___________________ 
 
Engagement Activity: _Ambulance Review ____________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: ___7__________________________________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   __4____  ______  ____2_______ 
 
Q2   ___4___  ______  ____2_______ 
 
 
No of forms left contact details: ___2__________________________________________ 
   


Questions Raised: 


These changes in isolation are not sufficient.  What is the CCG doing about handover 
delays at A&E and admission issues due to lack of beds? 


If the response times are currently at 63.25% do we know for those calls what the 
average wait above 8 minutes actually is for those calls that do not hit target? 


How much of this problem with the response times is attributable to the closure of district 
hospital A&E departments locally. 


Thematic Issues: 


Reduction in A&E impact. 


Ambulance handover delays, Paramedics do a good job under difficult circumstances. 


Consensus reached at the meeting – Agreement to the proposals / changes 


YES ☒   NO ☐ 


 







ENGAGEMENT MEETING RECORD 
 
 
Name of meeting:  __AAP Spennymoor_________________________________________ 
 
Name of Officer Presenting: _Tara Case_______________________________________ 
 
Date: _11th September 2014___________  Time: __18:00 – 20:00_____________ 
 
Engagement Activity: _Ambulance Review -_______________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: __No_________________________________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   ______  ______  ___________ 
 
Q2   ______  ______  ___________ 
 
 
No of forms left contact details: ______________________________________________ 


Questions Raised: 


What about response times greater than 8 minutes – is that collected? 


Is this clinically led or financially let? 


Is the RRV vehicle meant to reduce calls out to Spennymoor and Easington? 


What is the 8 minute response % for Easington and Sedgefield? 


Can we have the PowerPoint presentation via Lynn? 


Thematic Issues: 


Ambulance waiting times in hospitals. 


Consensus reached at the meeting – Agreement to the proposals / changes 


The general response was in agreement with the changes. 


YES ☐   NO ☐ 


 







ENGAGEMENT MEETING RECORD 
 
 
Name of meeting:  _3 Towns AAP _________________________________________ 
 
Name of Officer Presenting: _Mark Booth __________________________________ 
 
Date: _11th September 2014___________  Time: __18.00___________________ 
 
Engagement Activity: _Ambulance Review _____________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: ___0________________________________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   __ ___   ______  ___________ 
 
Q2   ______  ______  _________ 
 
 
No of forms left contact details: _____________________________________________ 
   


Questions Raised: 


What are the man differences between a paramedic and an Emergency Care Assistant? 


What studies have been undertaken to prove that the two paramedic model is not 
beneficial to a rural area such as the Dales? 


Will there be paramedic job losses as a result of these changes? 


 


Thematic Issues: 


Bigger system-wide issues such as A&E closures and ambulances queuing up outside of 
hospitals. 


Consensus reached at the meeting – Agreement to the proposals / changes – N/A 


YES ☐   NO ☐ 


 







 
OTHER ENGAGEMENT MEETING RECORDS 


 
 
Name of meeting:  __East Durham Health Network_________________________ 
 
Name of Officer Presenting: _____Tara Case______________________________ 
 
Date: _______9 Sept 2014_______  Time: _______2:00-4:00pm___________ 
 
Engagement Activity: Ambulance presentation to network members 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: ____0_________________________________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   ______  ______  ___________ 
 
Q2   ______  ______  ___________ 
 
No of forms left contact details: ______________________________________________ 
 


Questions Raised: 


- What about waits at hospital for ambulances and their effect on the delays?  
- What about discharge delays – how does that affect ambulance handovers?  
- Why are the Dales so upset – this should be better? 
- Dales distances are so far, how can it be expected that ambulances respond in 


minutes? 
- Isn’t this about the whole NHS, not just ambulance? 


 


Thematic Issues: 


- System-wide issues need to be addressed to help with ambulance (handover 
delays at A&E, discharges, etc.) 


Consensus reached at the meeting – Agreement to the proposals / changes 


YES ☐   NO ☐ 


 







ENGAGEMENT MEETING RECORD 
 
 
Name of meeting:  __Peterlee Labour Club_____________________________________ 
 
Name of Officer Presenting: __Joseph Chandy ________________________________ 
 
Date: _4th September 2014___________  Time: __19.00__________________ 
 
Engagement Activity: _Ambulance Review _______________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEEDBACK FORMS 


 
 
No of forms received: ___10___(15 people attended)_____________________________  
 
 
No of:         Y       N   Don’t know 
 
Q1   __9____  ___I___  ___________ 
 
Q2   __9____  ______  _____I______ 
 
 
No of forms left contact details: _______7_____________________________________ 


Questions Raised: 


Will the CCG’s plans for Urgent Care worsen the situation? 


 


Thematic Issues: 


The closure of local A&E’s. 


Do we need to look at the response times for green calls. 


 


Consensus reached at the meeting – Agreement to the proposals / changes 


YES ☒   NO ☐ 


 








Ambulance Service Changes - 
for consideration by 


Adults, Wellbeing and Health Overview and 
Scrutiny Committee 







• The case for change in terms of resource availability, 


service performance and clinical need 


• Engagement and communications activity undertaken 


by the CCG 


• Assurance process up to and following 


implementation. 
 


Presentation Agenda 







Case for Change : Resource Availability 


• NEAS currently has 17 double-crew ambulances staffed by a paramedic and an ECA 
across County Durham, additional 3 double-crew ambulances staffed by two 
paramedics in the Durham Dales and a further 6 rapid response paramedics and 5 
double-crew ambulances staffed by an urgent care crew across Co Durham. This works 
as a peripatetic model. 







Case for change :Service Performance: 
Current NEAS response times for Red 1 and Red 2 calls  


1 April to 31 July 2014 (operating year to date) 







Case for Change: Clinical Need 


• At the request of OSC, a comparative audit was undertaken 
between Durham Dales and Northumberland, which 
provides the nearest comparison of similar rurality but with 
skills mixed crews. 
 


• However this has been superseded by the CCG’s request of 
a clinical review by an independent ambulance trust 
 


• Early indication from the audit shows no clinical difference 
between the areas 







Communication & Engagement – Part 1 







Communications & Engagement - Part 2 


 


What Details (Who / Where) When (all 2014) 


Survey responses Receipt of feedback forms 
(as at 17.09.2104): 
• Postal = 4 
• Online = 12 


Collection of forms 
ongoing until close of 
Engagement period on 29 
Sept 


Media enquiries 13 different media 
enquiries from: 
• The Northern Echo 
• BBC Tees 
• Teesdale Mercury 
• TFMradio 
• The Hartlepool Mail 


Dates: 
• In July: 31 
• In August: 4, 11, 12 


(x2), 13, 14 (x2), 18, 29  
• In Sept: 2, 5, 8  


Media coverage 22 different episodes of  
media coverage: 
• Teesdale Mercury 
• Weardale Gazette 
• The Northern Echo 
• Peterlee Star 
• The Hartlepool Mail 


Dates: 
• In May: 7, 9, 21, 27 
• In July: 16, 17 (x2), 30 


(x2) 
• In August: 1, 4, 8, 12, 13 


(x3), 14, 27, 30 
• In Sept: 3, 4, 9 







Communications and Engagement – Part 3  
Key messages from public engagement events 


5 Engagement 
Events 


How many 
attended 


Common Questions Common Themes 


Sedgefield 10 • What about the long 
waits for ambulances 
to handover patients at 
A&E? 


• Is this a done deal? 


• What is being done 
about the shortage of 
paramedics? 


• Don’t two paramedics 
do a better job? 


• It is about saving 
money, really isn’t it? 


• Long waits for 
ambulances to 
handover 
patients at A&E. 
 


• Two paramedics 
are better due to 
long distances to 
hospitals in the 
Dales. 
 


• Recruitment and 
retention of 
paramedics. 


St John’s Chapel 132 + 50? 
unregistered 


Easington 32 


Middleton-in-
Teesdale 


165 


Barnard Castle 194 







Communications and Engagement –  
‘You said, we did’ 


The engagement process was adapted in response to public 
feedback: 
 
• Added a further meeting in the Durham Dales locality at 


Barnard Castle 
 


• Change of event format from round table to town hall style 
 


• Provision of further information in the form of an opening 
presentation as well as further details on performance and 
explanation of the case for change 
 
 
 
 







Assurance - How has the feedback influenced 
commissioning? 


• Slower pace of change with an 
implementation date set at 1 April 2016 
 


• Commissioning an independent clinical 
review 







Assurance : Independent Evaluation 


• An independent ambulance trust will be asked to 
conduct a clinical review of Ambulance activity in 
Durham Dales to determine whether a double 
paramedic crew is required on clinical grounds 
 


•  The Clinical Senate will be asked to oversee the 
independent clinical review.  







Assurance: Monitoring of implementation 


We will monitor the change via the metrics agreed in the 


Memorandum of Understanding (details presented to OSC in July). 


 


Key indicators include: 


• Sustained improvement in response times 


• Improved response times following a first responder 


• Dales vehicles out of boundary for less time 


• Monitoring of sickness levels 







Assurance : How do we propose to improve 
response times in the interim ? 


• Improved configuration of UHND A&E with an increase to the 
Medical Admissions unit capacity  


• New NEAS arrangements in place to reduce Ambulance handover 
delays 


• Integrated Transport Scheme for non urgent calls 


• Lead GPs working with 111 to improve clinical outcomes for patient 
and reduce duplication 


• New Integrated Short-term Intervention Service (ISIS) to facilitate 
discharge and reduce avoidable admissions 
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Meeting Date: 21st October 2014 
 Item No: GB/14/300 


Governing Body 
Report Title  Emergency Preparedness Resilience and Response, and  Business 


Continuity Plan 
Author  Nicola Bailey, Chief Operating Officer 
Sponsor Director Nicola Bailey, Chief Operating Officer 
Date 13th October 2014 
 
Purpose  of report  
Information sharing           Development / Discussion              Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 


The purpose of this report is to seek approval of the Governing Body for 
the Business Continuity Plan for NHS Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group (CCG). This plan has been 
previously presented to the Executive Committee at which support was 
given prior to presenting the plan to Governing Body for approval.  
 
The Governing Body is also asked to receive and note the Emergency 
Preparedness Resilience and Response (EPRR) self-assessment that sits 
alongside the Business Continuity Plan. This CCG related self-assessment 
was undertaken against required areas of the NHS England Core 
Standards for EPRR (v2.0). Following this CCG has self-assessed as 
demonstrating the Substantial compliance level against the core 
standards. The self-assessment was submitted to NHSE at the end of 
October as required. 


 
 
 







Summary of key 
points  
 
 
 


 
The NHS needs to be able to plan for, and respond to, a wide range of 
incidents that could impact on health or patient care.  These could be 
anything from extreme weather conditions to a major transport accident.   


 
The Civil Contingencies Act 2004 requires category one responders to 
show that they can deal with such incidents while maintaining services for 
patients.  Clinical commissioning groups, whilst not category one 
responders, must also demonstrate that they can deal with such incidents 
by taking part in a programme of work around emergency preparedness, 
resilience and response (EPRR).  CCGs must meet the core standards for 
emergency preparedness. 


 
Business continuity management is an essential tool in establishing an 
organisation’s resilience and provides a framework for identifying and 
managing risks that could disrupt normal service.  Attached at appendix 1 
is the draft Business Continuity Plan. It has been reviewed within the CCG. 
The plan includes a list of service priorities categorised by directorate 
within each priority.  Work is ongoing to finalise detail in the suite of 
business impact analyses for each service priority and a prioritised activity 
recovery plan for each directorate for which there is a function within the 
prioritisation summary. 
 
The existence of the plan will feed into the CCG’s Governance 
Statements. 
 
It is a requirement that the plan be tested by a table top exercise annually.  
Work will be done with North of England Commissioning Support to ensure 
that this is done. 
 
This CCG related EPRR self-assessment was requested from all CCGs by 
NHSE. As already stated the CCG is not a category one responder and as 
such the requirements for emergency response and resilience are not as 
extensive as the previous PCT or other category one responders. The self-
assessment was completed and submitted as requested, and the attached 
self-assessment reflects the lower level of response required. The CCG 
responses will be assessed by NHSE and the results fed into the Local 
Health Resilience Forum emergency response plans. The self-assessment 
was completed and returned to NHSE as requested at the end of October. 


 
 
 


DDES approval 
route 


• Formal Executive Committee Meeting  21st October 2014  
 


  
Other consultation 
routes 


• Internal CCG review   


  
Supporting 
documentation / 
Appendices 


Appendix 1  Business Continuity Plan Version 1 
Appendix 2 EPPR - DDES 1 Statement of compliance 2014-15 
Appendix 3 EPPR – DDES NHSE-core-standards- Action Plan  


 
Strategic objectives 
in Assurance 
Framework 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 
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supported by this 
report 
 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Recommendations / 
Action required 
from meeting 
members 


The Governing Body is asked to: 
 


• Receive the plan and note that work is ongoing to finalise the suite 
of supporting business impact analyses and prioritised activity 
recovery plans, 


• Approve in principle the CCG business continuity plan 
• Receive and note the Emergency Preparedness Resilience and 


Response (EPRR) self-assessment that sits alongside the 
Business Continuity Plan.  


 
 


 
 
Impact Assessment and Risk Management Issues 
 
 Consideration given and action taken in this report relating to impact assessment and 


risk management issues is detailed below: 
 


a) Risk – No  
 


b) Environmental impact / sustainability – No  
 


c) Legal implications - No 
 


d) Resource implications – finance and/or staffing – No  
 


e) Equality Assessment – No  
 


f) Quality, Innovation, Productivity and Prevention  No 
 


g) Patient, public and stakeholder involvement - No  
 


h) Clinical engagement -  No  
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Meeting Date: 11th November 2014 
 Item No: GB/14/299 


Governing Body 
 


Report Title  Engagement Implementation Plan 
Author  Tara Case, Head of Primary Care Development & Engagement 
Sponsor Director Joseph Chandy, Director of Primary Care Development & Engagement 
Date 15 October 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 


This paper provides the detail of the Durham Dales Easington and 
Sedgefield Clinical Commissioning Group (DDES CCG) engagement 
strategy implementation plan. This implementation plan is underpinned 
by, and should be considered in conjunction with, the DDES CCG 
engagement strategy and the DDES CCG internal audit of patient and 
public engagement. 


Summary of key 
points  
 
 
 
 
 
 


The engagement implementation plan focuses on three priority areas: 
1. Patients and public have a role in the development of CCG 


commissioning priorities and service planning 


2. The voices of patients and the public are central to the CCG  


3. Good, effective communications between CCG and public 


 
 
 


DDES approval 
route 
 


• Formal Executive Meeting: 21st October 2014 
• DDES wide management meeting: 23rd October 2014  
• Governing Body: 11th November 2014 


 
  
Other consultation 
routes 


This paper is underpinned by both the DDES CCG engagement strategy 
and the DDES CCG internal audit of patient and public engagement 
(Audit North). The Engagement Strategy was considered by the DDES 
Executive Committee on 26 August 2014 and agreed by the Governing 
Body on 9 September 2014. The Internal Audit was accepted by the 
DDES Executive Committee on 5 August 2014. 


 
  
Supporting 
documentation / 
Appendices 
 


• DDES Engagement Strategy Implementation 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  


   


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body is asked to: 
• Consider any suggestions that have arisen from the Executive 


Committee and/or the DDES Wide management meeting 
• Make a decision whether to support the implementation of this plan 
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1. Engagement Strategy Implementation Plan 
 
The delivery of DDES’ Engagement Strategy focuses on three priority areas. This prioritisation is based on feedback from Patient Reference 
Groups’ (PRGs) review of the DDES Engagement Strategy as well as recommendations from an internal audit of patient and public engagement 
by Audit North: 
Three priority areas: 


1. Patients and public have a role in the development of CCG commissioning priorities and service planning  


2. The voices of patients and the public are central to the CCG 


3. Good, effective communications between CCG and public 
 
Priority Area  Objective(s) Areas of Focus / Actions  Lead(s)  Timeline 


Patients and 
public have a 
role in the 
development 
of CCG 
commissioni
ng priorities 
and service 
planning 


• Ensuring that patient and 
public engagement 
(P&PE) appropriately 
informs, influences and 
updates commissioning 
plans  


• Plan and deliver robust 
participation in the 
development of 
commissioning priorities 
and service planning 


• Provide support and 
leadership for this 
collaborative approach to 


• Develop protocols that support patient and public 
engagement being threaded through commissioning 
activities, such as the development of plans and priorities 
o Ensure that patients and public have input into 


commissioning intentions and act as a ‘critical friend’ so 
that the ‘voices’ of patients and public are embedded in 
the commissioning process 


o Provide information and request input on commissioning 
priorities and service reviews 


o Where appropriate, this will involve pre-engagement, co-
design approaches with patients and public 


• Trail joint (3 DDES localities) PRG meetings to support 
communications between the CCG and PRGs as well as 
communication and collaboration among the 3 locality PRGs.  


JCh, 
TC, SB, 
CW, 
NECS 
 
 
 
 
 
 
 
JCh, 
TC, AD 
 
 


Oct 2014 – 
Feb 2015 
 
 
 
 
 
 
 
 
 
May 2014 - 
ongoing 
 
 


 
 
 







commissioning o DDES to support the development of joint Terms of 
Reference for the 3 locality PRGs 


• Invite PRG members to volunteer as link representatives to 
provide input to CCG clinical champions (involvement will 
vary depending on activity related to review of service / area) 


• Produce a poster containing information regarding patient 
engagement mechanisms to be promoted for display across 
DDES area, specifically in GP practices. 


• Illustrate how strategic plans and service development have 
taken into account stakeholder views 


• Continue to refresh and publish an annual patient 
prospectus, with a particular focus on communicating and 
getting input into commissioning priorities 


• As recommended by Audit North, introduce a formal 
measure to ensure that P&PE processes do not result in an 
impossible or unaffordable ‘wish list’ of patient requirements 


• Develop and agree a budget that supports robust and 
effective P&PE 


• Services reviews being undertaken in 2014 - 2015: 
o Ambulance service 
o Diabetes service / pathway 
o Urgent care review and pre-engagement 


TC 
 
JCa 
 
 
JCh 
 
 
SB, JCh 
 
TC, SB 
 
 
 
JCh 
 
 
JCh, MP 
 
JCh, TC 
TC, MB 
TC, CW 


June 2014 
– ongoing 
June – 
Dec 2014 
 
Jan 2015 
 
 
Feb 2015 
 
July – Nov 
2014 (then 
annually) 
 
Jan – Mar 
2015 
 
Nov-Dec 
2014 
2014-
15/16 
 
 


The voices of 
patients and 
public are 
central to the 
CCG  


• Listen and truly hear what 
is being said 


• Respect and encourage 
different beliefs and 
opinions 


• Use a wide range of 
participation approaches 


• Proactively seeking 
participation from 
communities who 


In addition to above, further actions to support this priority: 
• Continued use and further development of a variety of 


communication channels and mechanisms for two-way 
communication (to provide information, request feedback and 
receive input), including: MY NHS, CCG website, Patient 
Opinion, social media (e.g. facebook), AAPs, Health 
Networks, PRGs, Healthwatch, DDES planned community 
engagement events 


• Ensure that patient experience and opinion data is being 
collected and regularly reviewed 


 
NECS, 
JCh, TC 
 
 
 
 
 
NECS/ 
TC/ JCh 


 
Oct 2014 – 
Jan 2015 
 
 
 
 
 
Oct 2014- 
Jan 2015 
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experience the greatest 
health inequalities and 
poorest health outcomes 


o Develop mechanisms which allow for the analysis of this 
data to be fed into relevant work at the CCG  


• Ensure customised stakeholder lists are created, and their 
views solicited, for each service area under review. This 
should include patient groups, general public and specific, 
relevant communities who might normally be overlooked. 


 


 
 
NECS/ 
TC/ JC 


 
 
Ongoing 


Good, 
effective 
communicati
ons between 
CCG and 
public 
 


• Use plain language and 
openly share non-
confidential information, 
inviting feedback 


• Conduct relationships with 
equality and respect 


• Give feedback on the 
results of people’s 
participation to those who 
took part 


In addition to above, further actions to support this priority: 
• Develop a plan of how to optimise MY NHS membership and 


communications, including detailing a range of opportunities 
for involvement of MY NHS members in commissioning 
activities 
o Ensure welcome letters sent to new  MY NHS members 
o Develop quarterly e-bulletins to be sent out to members 


and published on CCG website 
• Work in partnership with stakeholder groups, including but 


not limited to PRGs, Patient Participation Groups (PPGs), 
AAPs, Healthwatch, the voluntary sector 


• Use of a DDES ‘communication log’ through which PPG and 
PRG members can contribute concerns, issues and 
compliments 


• DDES staff to attend 3 locality PRG meetings regularly 
(DDES Head of Service staff member aligned to each locality 
as a regular contact / link) 


• Further develop feedback mechanisms for patients and 
public involved in CCG engagement to remain informed and 
see the impact of their involvement (‘You said, we did’). This 
will ensure that feedback is more frequent, timely, and that 
use is made of all media types to maximise inclusivity. 


• Monitoring of P&PE will take place at least annually (more 
frequently when specific engagement or consultation 
processes are undertaken), the results of which will be 
documented and made publicly available  


 
JCh, NB, 
Comms 
teams at 
NECS + 
CCG 
 
 
All 
 
 
DP 
 
 
KL, MB, 
CW, TC 
 
 
JCh,  
NECS 
 
 
 
JCh, 
NECS 
 


 
Oct 2014 – 
Jan 2015 
 
 
 
 
 
Ongoing 
 
 
Ongoing 
 
 
Ongoing 
 
 
 
Oct 2014 – 
Feb 2015 
 
 
 
Ongoing 
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• Undertake a ‘lesson learned’ exercise following significant 
engagement or consultation processes, in order to identify 
areas of improvement for future P&PE 


• Review of partnership working with Health Networks to 
ensure optimal working to support stakeholder engagement 
 


JCh 
 
 
KL, MB, 
CW, TC 


Nov 2014 
 
 
Jan 2015 
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2. Impact Assessment and Risk Management Issues 
 
2.1 Consideration given and action taken in this report relating to impact assessment and 


risk management issues is detailed below: 
 


a) Risk  
Potential risk that relationships and reputation with public and patient groups could 
be compromised, with possible negative impact on organisational reputation and 
credibility, if implementation not adequately supported. 
 


b) Environmental impact / sustainability 
No anticipated significant environmental impact or sustainability issues. 
 


c) Legal implications 
No legal implications anticipated. 
 


d) Resource implications – finance and/or staffing 
Financial implications to be discussed with DDES finance team on once plan 
agreed by Executive. Resource implication to be discussed with NECS 
communications and engagement team once plan agreed by Executive. 
 


e) Equality Assessment 
No equality assessments have been undertaken for this implementation plan. 
Specific aspects of the implementation plan, when considering involving ‘hard to 
reach’ stakeholders, may require this. If so, equality assessment will be 
undertaken at that point. 
 


f) Quality, Innovation, Productivity and Prevention 
Financial implications to be discussed with DDES finance team once plan is 
agreed by Executive, including QIPP implications, if relevant. 
 


g) Patient, public and stakeholder involvement 
Engagement took place with clinicians (CCG member practices), patients, public 
and stakeholders (including patient reference groups (PRGs)) during the 
development of the DDES CCG Engagement Strategy, which this implementation 
plan has been based upon. Additionally, the three priorities identified in 
implementation plan arose out of a discussion of the engagement strategy with 
PRG members at a DDES-wide PRG meeting on 29 May 2014 and again at a 
meeting with PRG representatives on 16 July 2014. 


 
h) Clinical engagement 


This implementation plan is based upon the DDES CCG Engagement Strategy, 
which was brought to the DDES-wide Council of Members for approval on the 25 
September 2014. 
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1. Introduction   
 


1.1. This Business Continuity Plan (BCP) describes how NHS Durham Dales, 
Easington and Sedgefield Clinical Commissioning Group (DDES CCG) will 
discharge its functions in the event of a major incident that causes serious 
interruption of business operations involving one or more directorates. This 
is a corporate level BCP which would be implemented when any incident 
cannot be contained and managed within a single directorate. 


          1.2   Business Interruption can be defined as; 
 
       ‘An unwanted incident which threatens personnel, buildings,  
        operational procedures, or the reputation of the organisation, which    
        requires special measures to be taken to restore things back to  
        normal’ 


    
 1.3 Each directorate will maintain a specific prioritised activity recovery plan 


which outlines its critical functions and services, and provides details of 
how it is intended that business continuity is maintained when faced with 
loss of premises, staff and other resources  


 1.4 Business continuity management (BCM) is a business driven process that 
 establishes a fit-for-purpose strategic and operational framework to –  
 


• proactively improve the organisation’s resilience against severe 


interruption; 


• provide a rehearsed method of restoring the organisation’s ability to 


supply its key services to an agreed level within an agreed time 
after an interruption;  


• deliver a proven capability to manage a business interruption and  


protect the organisation’s reputation and brand. 
 
 


1.5. BCM can be defined as: 
 


          “A holistic management process that identifies potential threats to  
            an organisation and the impacts to business operations that those    
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            threats, if realised might cause, and which provides a framework   
            for building organisational resilience with the capability for an   
            effective response that safeguards the interests of its key   
            stakeholders, reputation, brand and value creating activities.”  
                (BS 25999 Business Continuity Management – Part 1 2006: Code of Practice, British Standards   
                 Institute) 
 


At the heart of business continuity planning are four key areas:  
• damage/denial of access to premises; 
• non availability of key staff; 
• loss or damage to other resources; 
• loss/damage to IT or data.       


 
1.6 Business continuity is complementary to the risk management 


framework that sets out to understand the risks to operations or 
business, and the consequences of those risks. Reference should be 


made to the organisation’s risk management strategy and risk register 


which relate to corporate and directorate risk assessments that may be 
considered in conjunction with this continuity planning process. 


 
2          Purpose and scope 


 
2.1 The purpose of this plan is to ensure business continuity arrangements 


are in place which – 


 
• identify and maintain critical activities during and after any 


interruption; 
• restore them to full functionality; 
• promote recovery as quickly as possible.  


 
2.2 To perform its duty on a day-to-day basis, DDES CCG depends upon a 


wide range of complex systems and resources, and seeks to maintain a 
good reputation. Inevitably, there is potential for significant interruption to 


normal business or damage to the organisation’s reputation through loss 


of those systems and resources. The priorities of DDES CCG when faced 
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with a significant interruption (whether actual or impending) will always be 
to: 


 
• ensure the safety and welfare of its personnel and visitors; 
• endeavor to meet its obligations under legislative requirements; 
• secure replacement critical infrastructure and facilities; 
• protect its reputation; 
• minimise the exposure to its financial and reputational position; 
• facilitate a return to normal operations as soon as practicable. 


 
2.3  The scope of this BCP will centre on conformity with BS 25999, legislative          
           requirements within the Civil Contingencies Act (CCA) 2004 and NHSE   


guidance. 
 


3.0      Categorisation and prioritisation of services   
 
3.1      Successful business continuity planning includes the ability to define the 
           essential business services of the organisation and must be identified at  
           all levels.  These can be broken down into critical, vital, necessary and   
          desired. Determining and categorising services in this way is the  
          responsibility of heads of service within the organisation.   
 
3.2      CRITICAL services must be provided immediately or the loss of life, 


infrastructure destruction, loss of confidence and significant loss of 
revenue will result. These services will require continuity within 24 hours of 
interruption. 


 
3.3      NECESSARY services must be resumed within seven days or  
           considerable loss, further destruction or disproportionate recovery costs  
           could result. 


 
3.4     DESIRED services could be delayed for eight days or longer, but are  
          required in order to return to normal operating conditions and alleviate  
          further  disruption or disturbance to normal conditions. 
 
3.5     This is a list of the possible interruption factors that represents the potential  
 impact for the organisation; 
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• loss of life or unacceptable threat to human safety; 
• disruption of essential services; 
• loss of public/stakeholder confidence; 
• loss of vital records; 
• loss of expertise; 
• significant damage or total loss of infrastructure; 
• significant loss of revenue or public funds; 
• disproportionate recovery costs. 


 
3.6      Within the organisation the interruption factors may include;   
 


• access to or the ability to operate normal services from a site which 
can be either fully or partially interrupted due to an incident 
occurring e.g. fire, loss of utilities;  


• IT systems are interrupted or the network fails, causing significant 
disruption to either a single or more department; 


• failure of service provision arising from a key 3rd party supplier or 
provider organisation; 


• greatly reduced staffing levels e.g. severe weather conditions 
 (appendix 1), flu pandemic; 


• loss of telephone communications. 
 


 And as a result there is impact upon –  


• health and safety, 
• possibility of either adverse financial or reputational damage, 
• a requirement to relocate to alternative working premises or service 


delivery resources. 
 
4.0      Business Impact Analysis (BIA) 
 
4.1      To begin the process of assessing services, department managers  
           should categorise and prioritise services into critical, necessary and  
 desirable functions by carrying out a BIA to identify the vital resources  
           required to provide a service. It will also help determine which services     
           should have priority, which services will be the most difficult to resume, the    
          minimum resources to resume a service and an indication of the timeline in  


Page | 6  







 
          which it should be accomplished. Each service function is subject to a       
          separate BIA (appendix 2). 


 
4.2     A key element within the BIA is the maximum tolerable period of disruption 
          and a recovery time objective (figure 1). Timelines are crucial when  


          establishing ‘cut-off’ points and setting targets. The ‘timelines’ extracted    


          from BS 25999 are as follows;     
 


• Maximum Tolerable Period of Disruption (MTPoD) 


 ‘Duration after which an organisation’s viability will be irrevocably 


 threatened because of the adverse impacts that would arise as a  
     result of not providing that service (function) or performing that  


    activity.’  
 
•  Recovery Time Objective (RTO) 


 ‘Target time set for –  


• resumption of the service (function) after an incident; or 
• resumption of a performance or activity after an incident; or 
• resource recovery after an incident. 


   Note – the recovery time objective has to be less than the  


                     maximum period of disruption…’ 
 


• For ‘critical’ functions, the maximum periods of disruption have 


been suggested to between four hours and 24 hours, depending 
upon the service or function. 


 
•  The recovery time objective will be less than the identified  
      MTPoD. Both are incorporated into the BIA for the critical function   
      identified. 


  
• BIAs also include information on recovering the service and/or  
     mitigating its temporary loss. Sections of the BIA document focus  
     on;  
     People: Premises: Processes: Providers: Profile. 
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Figure 1 – Recovery Time Objective 


 
 
5 Activating the Corporate Business Continuity Plan (BCP) 
 
5.1 Something has happened that impacts on critical business functions. 
 Buildings, facilities or other resources, including staff need to be managed.            
 This plan lists the critical functions that need to be maintained, and sets 
           out emergency steps to manage the incident. Generally, the chain of     
           events will be;          
 


• An alert is raised and brought to notice by any member of staff  to 
their Director or Head of Service.  The Director will inform the Chief 
Operating Officer or deputy and the assigned BCP Lead. 
 
• The COO or deputy and BCP lead will consider the appropriate 
response and whether to activate this BCP in full or in part. Figure 2, 
considers the activation levels. 
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Figure 2 – Plan activations  
 


 
 


Incident dynamic 
 


Reported to COO and 
Director Team 


Activation 
 


Potential considerations for Plan 
activation 


Incident Response Team 
(IRT) 
Strategic, Tactical, and 
Operational responsibilities 


1 The incident is contained to 
single Directorate and able to 
be managed effectively to 
conclusion by that Directorate. 


• ‘Declare Directorate 


Business Continuity 


Incident’ 


• Initiate Directorate 
Emergency BCP 


Establish Directorate IRT 
• Executive Director or 


Deputy as Directorate  
Lead Officer  


• BCP lead 
• Communications lead 
• Estate and facilities lead 
• HR lead 
• Finance lead 
• IT lead 
• Administration 


coordinator 


2 
 
 
 


Does the incident affect more 
than one Directorate? 


•  ‘Declare Corporate 


Business Continuity 


Incident’ 


• Initiate Corporate BCP   


Establish Corporate IRT 
• COO or deputy as 


Strategic Lead  
• BCP lead 
• Communications lead 
• Estates and facilities 


lead 
• HR lead 
• Finance lead 
• IT lead 
• Administration 


Coordinator 
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5.2      Criteria for escalation 


• increase in geographic area or staff affected (pandemic, flooding 
etc.) 


• the need for additional internal/external resources 
• increased severity of the business interruption 
• increased demands from government departments, the service 


or commissioned service 
• heightened public or media interest 


 
5.3 In the event of the activation of the BCP, the business continuity lead will 


identify an Incident Room, for the Incident Response Team (IRT), giving a 
general status report for the IRT to consider appropriate actions.  


 
6        Responsibilities for BCP 


 
6.1     The COO has overall responsibility for emergency response planning and   
          for ensuring that an effective BCP strategy is in place, ensuring the   
          continuation of critical functions until normal services are restored to their  
          pre-incident capacity, in the minimum timeframe possible. 
 
6.2     BCP lead 
          The BCP lead is responsible for; 


• leading the Incident response Team (IRT), 
• collating incident assessment and situation report (appendix 3), 
• facilitating meetings ( appendix 4: suggested agenda format for 


first meeting), 
• liaising with senior management, 
• overseeing the activation of the plan, 
• managing the Incident Room for continuing activities during an 


emergency response or locating an alternative Incident Room 
where necessary within the CCG footprint , 


• coordinating recovery, 
• leading the lessons learned and compiling final report.  
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6.3   Communications Lead 
        The communications manager is responsible for; 


• developing an information and media response plan; 
• preparing for and advising senior management on crisis  


communications messaging surrounding disruptions to critical and 
vital services. 


 
6.4    Estates and Facilities Lead 
 
         The estates and facilities coordinator is responsible for; 


• ensuring suitable Incident Room is available, 
• overseeing and coordinating the assignment of alternate facilities 


where required, 
• liaising with governance team and finance lead regarding asset 


registers of equipment, insurance and reporting arrangements of 
damage assessment, 


• liaising with the building owner where there is damage to 
infrastructure, 


• liaising with emergency agencies where appropriate, 
• ensuring the security of employees and buildings during the 


emergency response, 
• liaising with the senior governance officer (health and safety) to 


assess safety and fire risks where appropriate, 
• working with the finance manager to adhere to emergency 


expenditure and procurement procedures. 
 


6.5   Human Resource Lead 
 
        The HR lead is responsible for;  


• having available a list of up-to-date contact list of current     
          employees, agencies that can supply temporary staff, a list of  
          recently retired staff, all to support essential services during a   
          human resource shortage, 


• liaising with the senior governance officer (health and safety) to  
  ensure there are no risks to the health and safety of staff where   
  appropriate, 
• liaising with Occupational Health to secure post-incident  
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   counselling where appropriate; 
• advising on anticipated personnel concerns e.g. payroll, child care,  
   transportation, 
• liaising with operational areas and the senior governance officer  
   (information governance) in identifying, prioritising and protecting   


all paper vital records. 
 


6.6   Finance Lead 
 
        The finance lead is responsible for; 


• ensuring that appropriate insurance is available, 
• ensuring asset registers are available, 
• ensuring appropriate staff are authorised to make emergency  
      expenditures when required, 
• liaising with the appointed estates and facilities manager to 


ensure   that emergency expenditure and procurement 
procedures are adhered to. 


 
6.7   IT Lead 
 
       The IT manager is responsible for; 


• ensuring that IT systems are recovered in business critical  
                         areas where necessary, 


• liaising with operational areas and ensuring IT systems are  
      recovered within time objectives set or set up if staff have been  
      relocated, 
• ensuring that  IT policies have been adhered to when      


storing/backing up information, 
• liaising with the finance manager where assets require replacing  
      due to loss/damage, 
• maintaining a list of suppliers and qualified contractors for  
      emergency procurement, 
• liaising with operational areas and the senior governance officer  
      (information governance) in identifying, prioritising and protecting    


all vital electronic information. 
  


1.8.   Administration Coordinator 
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The administration co-ordinator is responsible for: 


• liaising with the BCP lead, 
• ensuring available resources in the Incident Room e.g. hard 


copies  of  plans, stationery, writing materials, flip chart, 
telephone, computer  and printer, 


• taking notes , 
• typing final reports. 


 
1.9.  Criteria for de-escalation  


 
• Reduction in internal resource requirements. 
• Reduced severity of the incident. 
• Reduced demands from government departments, the service           


and commissioned services. 
• Reduced public or media interest. 
 


7. Communications 
 
Effective communications are crucial. It is essential to disseminate 
accurate and timely information to staff, partners, stakeholders and where 
necessary the public during the response to a business interruption. The 
BCP Lead will liaise with the communications manager as needed to 
ensure effective, on-going communications. This will be overseen by the 
senior manager in charge.  A checklist is given as appendix 5. 
 


8. Incident Room 
 


The purpose of the Incident Room is to provide a place where the CCG 
can implement and co-ordinate the organisation-wide initial response and 
recovery operations; to provide a single point of contact for requests for 
assistance allowing the business continuity team an immediate overview 
of the organisation-wide response and to provide an area for information 
collation and preparation of any briefings 
 
The Incident Room for the CCG is the Board Room with the CCG’s office 
space at Sedgefield Community Hospital 
 
In the event that the CCG’s Board Room is not useable the back-up 
Incident Room is John Snow House. The suggested equipment to be 
kept in the room can be seen in appendix 6. 
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9.  Service Priorities   


All functions of the organisation have been provisionally designated a level 
of priority. This assumes IT functionality is maintained, in line with IT 
business continuity and disaster recovery plans.  


PRIORITY AND DEFINITION  NHS DDES CCG activities/functions 


Priority One Functions –  
An essential function needing to be 
restored within 0-24 hours 


Clinical quality / patient safety 
• management of continuing care cases 
• management of serious incidents 


Corporate Office 
• communications and media relations 


Hosted service 
• Infection Control Service 
• Meds Optimisation Service  


Priority Two Function –  
An important function needing to be 
restored within 7 working days 


Corporate Office 
• complaints handling  
• responding to correspondence received including MPs  
Finance 
• payment of suppliers – assurance from Shared Business 


Service (SBS) 
• financial reporting 
• payroll function (time sensitive to payroll schedule)  
Corporate office 
• management of freedom of information requests 
• maintenance of information governance 
Commissioning 
• individual funding requests (IFR) 
• commissioning  
• contract management 
• procurement 


Priority Three Function - A function 
which can be restored progressively 
after 7 working days 


Corporate office 
• senior leadership function – including decision-making 


processes of statutory and regulatory meetings 
• administrative and clerical function 
• access to legal advice 
Clinical quality / patient safety 
• clinical governance 
• quality assurance 
• medications optimisation 
Commissioning 
• Primary care support 
Finance 
• Estates - assurance from NHS Property Services and 


Sedgefield Community Hospital building . 
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NB   A number of these functions are administered by NECS on behalf of the CCG but 


the CCG is required to assess them.   
 
 
10.  Plan activation sequence  


 
The following activation sequence will normally be used when informing 
staff of the activation of this plan:  standby phase, implement phase, stand 
down phase. 


 
‘Standby’ will be used as an early warning of a situation which might at 
some later stage escalate and thus require implementation of this plan.  
This is particularly important if an interruption occurs towards the end of 
office hours and staff may need to be asked to stay at work until the 
situation becomes clear.  


 
‘Implement’ is the immediate activation of this plan.  


 
‘Stand Down’ will be used to signify the phased withdrawal of the 
activation of the plan e.g. the standing down of the incident room. 
 


11.  Debrief 
      
     At the conclusion of the incident, the Business Continuity Lead will lead a  
     debrief session and prepare a report on the incident (appendix 7), to include  
     issues identified by the debriefing process. This should take place between 
     24 hours and fourteen days following the incident. The report will be 
     considered at a meeting of the Incident Response Team and submitted to the 


Risk and Assurance Committee together with any recommendations and 
action plan. The report should be submitted to the Governing Body for 
approval. 


 
12.  Training and exercises 
      
Members of the Incident Response Team will be trained in line with the required 
competencies for their role. An example of this is the strategic leadership in a  
crisis course. This plan will be tested by table top exercise annually. 
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   Appendix 1 


Adverse weather – staff attendance 
 
1. The need to balance business continuity and staff availability during periods 


of adverse weather is the responsibility of the whole staff team, led by the 
COO and Management Executive. The safety of patients and staff is 
paramount. 
 


2. Individual members of staff should make contact with their line manager (or 
Director or COO in the absence of their line manager) to discuss their options 
and plans. This should be at the earliest opportunity, even the evening before 
when adverse weather starts or is forecast.  


 
2.1. The first option to consider is that the member of staff attends their 


usual place of work (the CCG office), taking into account any particular 
travel arrangements (e.g. allowing extra time, using public transport). 
 


2.2. If the employee and manager agree that it is not practical for the 
employee to get to the office, then the second option is to consider going 
to the nearest CCG office where the employee can access the necessary 
IT systems, i.e.  If this is agreed, the employee should speak to the senior 
manager in charge at that office immediately on arrival, as well as notifying 
their own line manager.  
 


2.3. If the employee and manager agree that neither option 1 nor 2 is 
practical, then the line manager may consider option 3 - that the employee 
can work from home. The work to be done and how contact will be 
maintained whilst the employee is working at home should be clearly 
agreed.  
 


2.4. If the employee and manager agree that none of these options are 
practical, then the employee will take leave.  
 


3. It is essential that communication is maintained between the employee and 
manager, to keep the situation under review, maintain the safety of the 
employee and ensure adequate oversight of the work. As a minimum the 
manager should speak to the employee at the start of each working day, at 
least once during the day and at the end of each working day.  


 
4. During prolonged periods of adverse weather the COO and Management 


Executive will keep the matter of workload and office cover under daily 
review.  
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Appendix 2 


Business Impact Analysis Form 
Complete ONE form for each function identified                                       *Tick box as appropriate 


Directorate:       Service:       


Service Function:       
 
Service Disruption:       


*Maximum Tolerable 
Period of Disruption:  


 ≤24 hours         


 ≤72 hours         


 ≤2 weeks          


 ≥2 weeks          


Recovery Time 
Objective: Insert 
planned timescale  


*Risk rating: 
Extreme       High       Medium       Low       


 Key Staff 
What staff are required to 
carry out key functions? 


Can staff be contacted? 
Could extra capacity be built into your staffing 
to assist you in coping during an incident? 


      


P
e
o
p
l
e 


Skills / Expertise / 
Training 
Skills / expertise required? 


Could staff be trained in other roles?  
Could other members of staff undertake other 
non-specialist roles, in the event of an 
incident? 


 


Minimum Staffing  
Level to support essential 
service? 


What is the minimal staffing level to continue 
to deliver your key functions at an acceptable 
level? What grade of staff do you require? 
What measures could minimise impact? 


 


 Buildings 
Primary site locations? 


Could you operate from more than one 
premise? Could staff work remotely? 
Could you relocate operations in the event of a 
premise being lost or if access was denied? 


 


P
r
e
m
i
s
e
s 


Facilities 
What is essential to carry out 
key functions? 


Are any of your facilities multi-purpose?  
Are alternative facilities available in the event 
of an incident? 


 


Equipment / 
Resources  
What is required? 


Could alternative equipment be acquired?  
Could key equipment be replicated or do 
manual procedures exist? 


 


 IT Is data backed-up and are back-ups kept off 
site?  
Do you have any disaster recovery 
arrangements? 


 


P
r
o
c
e
s
s
e
s 


What IT is essential? 


Documentation 
Essential documentation and 
how are these stored? 


Is essential documentation stored securely 
(e.g. fire proof safe, backed-up or stored 
elsewhere)?  


 


Systems / 
Communications 
What is required to carry out 
key functions? 


Are your systems flexible?  
Do you have alternative systems in place 
(manual processes)?  
What alternative means of communication 
exist? 
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P
r
o
v
i
d
e
r
s 


Reciprocal 
arrangements 
Any arrangements with other 
organizations? 


Do you have agreements with other 
organisations regarding staffing, use of 
facilities in the event of an incident?  


 


Contractors 
With whom and for what? 


Alternative contractors or reliant on a single 
contractor?  
Do your contractors have contingency plans?  


 


Suppliers 
On whom you depend for 
key functions? 


Do you know of suitable alternative suppliers?  
Could key suppliers be contacted in an 
emergency? 


 


P
r
o
f
i
l
e 


Reputation 
Key stakeholders? 


How could reputational damage to your 
organisation be reduced?  
How could you provide information to staff and 
stakeholders in an emergency (e.g. press 
release)? 


 


Legal 
Considerations 
Legal, statutory and 
regulatory requirements? 


Do you have systems to log decisions; 
actions; and costs, in the event of an incident?   


 
 


Appendix 3 
Incident Assessment and Situation Report 


 
Report details 


Date  Time  


Name of person completing form  


Name of people contributing  


 
Summary of the current situation 


What are the facts about the incident? Use the aide memoir below as a guide 


C – Number of casualties, if they require any 
primary care treatment 


 


H – Hazards i.e. chemical, gas  
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A – Access (road closures etc)  


L – Location (address of incident, type of 
building, where appropriate) 


 


E – Emergency Services (who should be 
contacted for more information) 


 


T – Type (i.e. chemical/road traffic 
accident/outbreak/closure of building 


 


Other facts  


What are the assumptions about the incident? 
 
 
 
 
 


What additional information is required? 
 
 
 
 
 


 
Alerting and informing 


What agencies are involved in the incident? Who has been informed (when and by whom, if 
known?) 
 
 
 
 
 


Do we need to inform or request actions of other individuals/services/partner organisations? 
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Risks 


What are the main risks and consequences of the incident? 
 
 
 
 
 


What are the knock-on effects to other services and/or partner organisations? 
 
 
 
 
 


 
Media 


Will the incident attract media interest?  What is the current situation with the media? Are actions 
required? 
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Appendix 4 


 
FIRST MEETING AGENDA - MEETING OF INCIDENT RESPONSE TEAM 
DATE, TIME AND PLACE: 
ATTENDEES: 
CHAIRED BY: 
 


No Item Action Action By 
Who 


Action By 
When 


1 Analysis of Impact 
Review Service Impact Analysis Sheets 
Brief team on nature, severity and 
impact of disruption. 
Identify information gaps 
Agree immediate action necessary 
Adjourn to take immediate action as 
needed 
Agree time to reconvene  


   


2 Confirm Roles 
Agree roles and responsibilities of staff 
during the disruption. 
If required revise roles and determine if 
additional staff/deputies are required. 
Identify additional team members that 
may be required 
Stand down members not required 


   


3 Confirm Key Contacts at Scene of 
Disruption 
Main points of contact for ongoing 
information updates 


   


4 Logs  
Ensure personal logs in place. (Written 
record of significant events and all 
communications) 


   


5 Recovery Management 
Review recovery priorities 
Determination of support requirements. 


   


Page | 21  







 


No Item Action Action By 
Who 


Action By 
When 


6 Welfare Issues 
Have members of staff, visitors or third 
parties been affected? 
What is their location? 
What immediate support and 
assistance is required? 
What ongoing support and assistance 
might be required? 


   


7 Communications 
Who should we inform? 
Are Communications managers 
required / present?  
Professional Public Relations/Media 
advisors required? 
Determine which, if any external 
regulatory bodies should be notified. 
Determine any internal communications 
that need to take place (other sites, 
affected services etc. 


   


8 Media Strategy 
Determine the media strategy to be 
implemented. 
What is the story?  What is the 
deadline? 


   


9 Legal Perspective 
Determine what legal action or advice 
is required. 


   


10 Insurance Position 
Determine whether insurance cover is 
available and if so, how best to use the 
support it may provide. 


   


11 Next meeting 
Date, time, place and attendees of next 
meeting 
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Appendix 5 


 
Business Continuity Communications (internal) 


 
During the response to a business interruption it is important that staff are kept fully 
informed of progress. Staff directly affected by a business interruption will obviously 
be very concerned about the impact upon them personally.  Staff not directly 
affected by a business interruption also need to be kept informed of progress as they 
may be impacted upon e.g. they may need to take on additional work, be relocated 
to alternative accommodation, etc. A clear, concise and accurate flow of information 
is essential; it will ensure that all staff are fully aware of developments and can work 
together to ensure that the organisation overcomes the interruption. The severity of 
the business interruption will influence the level of detail and amount of information 
which needs to be issued to staff.  


 
The BCP Lead will liaise with the communications manager as needed to ensure 
effective, on-going communications. This will be overseen by the senior manager in 
charge and will cover, as a minimum:  
 


1. Are the normal day-to-day communication links with staff still in place?  If yes, 
these should be used to issue information to staff.  


 
2 If normal day-to-day communication links are no longer in place, use any 


agreed fall-back procedure for issuing information to staff. 
 


3. In the case of a business interruption, the Chief Operating Officer and senior 
management team will continually monitor staff instructions and ensure that 
all staff are aware of the current situation and plans.  


 
4. If information needs to be relayed to the public then this should be arranged 


with the communications manager:  
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Appendix 6                                      


 NHS DDES CCG 
                                         


 Debrief template Post incident 


Incident date:  Outline: 


 
This debrief template provides the framework for undertaking a structured De-brief and will assist in 
the development of the post incident Report which will cover –  


• What was supposed to happen? 
• What actually happened? 
• Why were there differences? 
• What lessons were identified? 


Issue Response 


How prepared were we?   
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What went well?   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


What did not go well?  
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What can we do better in 
the future?  
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Is there a need to modify 
the plan/training? 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Other issues   


Communications   
 
 
 
 


Equipment   
 
 
 
 


Human resources   
 
 
 
 


Planning and briefing   
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Other issues  
 
 
 
 
 


•  
Completed by - ………………………………………..        Role - ………………………………………….. 


 
Appendix 7 


 
INCIDENT ROOM 


 
 
 
The Incident Room should include; 
 


• Workstation and computer 
• Access to a dedicated Email account and backup account 
• Access to an A3 colour print 
• Access to a Fax machine 
• Access to a photocopier 
• Sufficient telephone lines 
• A stationery pack 
• White boards and pens/Flip charts and pens 
• Log books (call logs/decision logs) 
• Hard copy plans, directories and maps 
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		Business Impact Analysis Form

		Complete ONE form for each function identified                                       *Tick box as appropriate

		Appendix 5

		Business Continuity Communications (internal)






High quality care for all, now and for future generations 
 


Dear colleague,  


 


Thank you for submitting your revised Better Care Fund (BCF) plan. We know 
that the BCF is an ambitious programme and preparing the plans at pace has 
proved an immensely challenging task. However, your plan is now part of an 
ongoing process to transform local services and improve the lives of people in 
your community.  
 
It is clear that your team and partners have worked very hard over the summer, 
testing out ways of working and finding innovative solutions to some of the 
challenges our services face in order to improve people's care. 
 
NHS England is able to finally approve plans once the 2015/16 Mandate is 
published. I am pleased to let you know that, following the Nationally Consistent 
Assurance Review (NCAR) process, provided there is no material change in 
circumstance and the 15/16 Mandate is published as expected, your plan will be 
classified as ‘Approved with Support’ once the 15/16 Mandate has been 
published. This recognises that whilst your plan is strong the review process 
identified a number of areas for improvement which once addressed will enable 
you to move to a fully approved status. This category means that your plan will 
be approved and your BCF funding will be made available to you subject to the 
following standard conditions which apply to all BCF plans: 
 


• That you complete the agreed actions from the NCAR in the timescales 
agreed with NHS England; 


• The Fund being used in accordance with your final approved plan and 
through a section 75 agreement; 


• The full value of the element of the Fund linked to non-elective admissions 
reduction target will be paid over to CCGs at the start of the financial year. 
However, CCGs may only release the full value of this funding into the 
pool if the admissions reduction target is met as detailed in the BCF 
Technical Guidance


1
.  If the target is not met, the CCG(s) may only 


release into the pool a part of that funding proportionate to the partial 
achievement of the target.  Any part of this funding that is not released 


Publications Gateway Ref. No. 02396 Quarry House 
Quarry Hill 


Leeds  
LS2 7UE 


 
E-mail: england.coo@nhs.net  


To: 
County Durham Health and Wellbeing Board 
NHS Durham Dales, Easington and Sedgefield 
CCG 
NHS North Durham CCG 
 
Copy to: 
Durham County Council 
 


 
 
 
 


29
th


 October 2014 







High quality care for all, now and for future generations 
 


into the pool due to the target not being met must be dealt with in 
accordance with NHS England requirements.  Full details are set out in 
the BCF Technical Guidance. 


 
The conditions are being imposed through NHS England’s powers under 
sections 223G and 223GA of the NHS Act 2006 (as amended by the Care Act 
2014). These allow NHS England to make payment of the BCF allocation subject 
to conditions.  If the conditions are not complied with, NHS England is able to 
withhold or recover funding, or direct the CCG that it be spent in a particular way. 
 
Appended to this letter is your NCAR Outcome Report which documents the 
agreed actions. Please work with your Area Team Lead Cameron Ward 
(cameron.ward@nhs.net) to agree a timetable for when you will submit the 
additional information/evidence required on the back of the NCAR report. 
 
We are confident that there were no areas of high risk in your plan and as such 
you should progress with your plans for implementation. Although the areas of 
support the review identified are essential to successful delivery in the medium 
term we do not consider them as material at this stage. 
 
Any ongoing support and oversight with your BCF plan will be led by NHS 
England Regional/Area Team along with your Local Government Regional peer 
rather than the BCF Taskforce from this point onwards. 
 
Non-elective (general and acute) admissions reductions ambition 
 
As there is a considerable amount of time between the submission of BCF plans 
and their implementation from April 2015, we recognise that some areas may 
want to revisit their ambitions for the level of reduction of non-elective 
admissions, in light of their experience of actual performance over the winter, and 
as they become more confident of the 2014/15 outturn, and firm-up their plans to 
inform the 2015/16 contracting round. Any such review should include 
appropriate involvement from local authorities and be approved by HWBs. NHS 
England will assess the extent to which any proposed change has been locally 
agreed in line with BCF requirements, as well as the risk to delivery of the 
ambition, as part of its assurance of CCGs’ operational plans. 
 
Once again, thank you for your work and we look forward to the next stage. 
 


Yours sincerely, 


 
 
Dame Barbara Hakin 
National Director: Commissioning Operations  
NHS England 
 
 
 
1
 http://www.england.nhs.uk/wp-content/uploads/2014/08/bcf-technical-guidance-v2.pdf 
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1. Introduction 
 
1.1 This Strategy sets out:  


• the approach and arrangements for the management of Health and Safety 
within NHS DDES(Durham Dales, Easington and Sedgefield) CCG 


• the approach to the management of health and safety in our role as a 
Clinical Commissioning Group 
 


Subsequent reviews of the CCG’s Health and Safety Strategy will take place 
before the revision date if so needed. 


 
1.2  This Strategy aims to set out the CCG’s approach to Health and Safety 


ensuring the health, safety and welfare of its employees, clients, patients, 
students, contractors, visitors and members of the general public as a matter 
of prime importance and will, so far as is reasonably practicable, establish 
procedures and systems necessary to implement this strategy and to ensure 
compliance with legal and statutory obligations under the Health and Safety at 
Work act.  In addition the adoption and embedding within the organisation of 
an effective Health and Safety strategy and processes will ensure that the 
reputation of the CCG is maintained and enhanced, to ensure business 
success, continuing financial strength. 


 
1.3 As part of this Strategy it is also acknowledged that not all Health and Safety 


risks can be eliminated. Ultimately it is for the organisation to decide which 
risks it is prepared to accept based on the knowledge that an effective risk 
assessment has been carried out and the risk has been reduced to an 
acceptable level as a consequence of effective controls. 


 
1.4 The Health and Safety Strategy will help the CCG fulfil its legal and statutory 


obligations under the Health and Safety at Work Act 1974, and to develop 
action plans and objectives in line with HSG65. 


 
2. General Approach to Health and Safety: Principles, Aims and Objectives 
 
2.1  This Strategy sets out NHS DDES CCG approach to the way in which in 


general terms Health and Safety is managed. This will be achieved by having 
robust processes in place for health and safety. This will provide a useful tool 
for the systematic and effective management of health and safety and will 
inform and guide managers and staff as to the way in which all Health and 
Safety matters are to be controlled. 


 
2.2 To ensure adherence with this strategy subsequent Policies and procedures 


will be developed to ensure compliance with all Health and Safety Regulations 
and close links will be made between NHS DDES CCG and NECS Health and 
Safety Team who currently provide the Health and Safety function for the 
CCG. 


 
2.2  The aims of the Strategy are summarised as follows; 


• to ensure that NHS DDES CCG meets its legal and statutory 
obligations under the Health and Safety at Work Act 1974 and 
subsequent regulations. 
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• to ensure that Health and Safety Management is understood and 
effectively managed 


• to maintain Health and Safety compliance and to assure the Governing 
Body via the Executive Committee ( Commissioning, Quality, Finance 
and Performance themed )that Health and Safety is effectively 
managed 


• to ensure that Health and Safety management is a cohesive element of 
the internal control systems within NHS DDES CCG  


• to ensure that Health and Safety is an integral part of NHS DDES CCG 
culture and its operating systems 


• to assure customers, staff and partner organisations that NHSDDES 
CCG is committed to managing Health and Safety appropriately 


• to protect the services, staff, reputation and finances of NHS DDES 
CCG through the process of early identification of risks relating to 
health and safety and where these risks are identified ensuring 
sufficient risk assessment, risk control and elimination is undertaken. 


• to ensure safe system of work are set and followed 
• to provide a safe working environment without risks to health 
• to ensure there is provision of adequate welfare facilities; 
• to ensure there is provision of sufficient training, instruction, supervision 


and information  to enable all employees to contribute positively to their 
own safety and health at work and to avoid hazards and control risks; 


• to ensure plant and equipment are safe; 
• there are safe arrangements for the use, handling and storage and 


transport of articles, materials and substances; 
• to ensure there is safe access and egress.   
• to ensure that buildings used by NHS DDES CCG are safe and free 


from dangers working collaboratively with NHS Property services with 
respective responsibilities in line with the Memorandum of Occupation. 
 


2.3  In order to achieve these aims NHS DDES CCG is committed to ensuring 
that; 
• Health and Safety management is embedded as an integral part of the 


management approach to the achievement of our objectives 
• Support is given to managers and staff in achieving levels of 


competency and Health and Safety knowledge. 
• Communication and consultation takes place between the organisation, 


NECS, NHS property services and also other organisations where 
shared occupancy of buildings is identified in relation to health and 
safety matters. 


• Staff understand the need to comply with Health and Safety standards. 
• Staff are involved in Health and Safety performance through line 


management 
• There is a top-down commitment to Health and Safety, in order to 


progress the effective Health and Safety working arrangements as the 
daily norm. 


• Workplace risks are assessed and safe systems of work. introduced 
• The management of Health and Safety is seen as a collective and 


individual responsibility, managed through the agreed committee and 
management structures 
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• A supportive and “fair blame” culture and approach is maintained and 
that staff  are encouraged to report Health and Safety problems and 
incidents with a view to individuals and the organisation learning the 
lessons 


• Key objectives are set around health and safety 
• Robust workplans are developed in relation to health and safety 
• Appropriate training and development is provided to all staff in the 


application of this strategy and the approach to Health and Safety 
which it describes. 
 


3.  Responsibility for Implementation of the Health and Safety Strategy 
 
3.1  The Governing Body has overall responsibility for Health and Safety 


Management.  The Governing body has a duty to assure itself that the 
organisation has properly identified the requirements for Health and Safety 
and that it has processes and controls in place to mitigate any health and 
safety risks and the impact they have on the organisation and its 
stakeholders.  The Executive discharges this duty as follows: 
• Ensures that there is a robust structure in place in for the effective 


management of Health and Safety throughout the CCG. 
• Approves and reviews the strategy for Health and Safety when required. 
• Receives regular reports from the Audit & Assurance Committee  


identifying significant risks and mitigating actions following review of the 
annual work plan and other documentation 


• Demonstrates leadership, active involvement and support in health and 
safety management. 


 
3.2  Executive Committee (Commissioning, Quality, Finance and 


Performance CQPF)e  
 


3.2.1  The principal purpose of the Executive (CQPF) Committee is to exercise on 
behalf of the Governing Body those functions that are delegated to it in 
respect of the development, implementation and monitoring of Health and 
Safety/Fire/Security ensuring compliance with Health and Safety Legislation. 
This is in particular by providing assurance on the systems and processes by 
which the Governing Body leads, directs and controls its functions in order to 
achieve NHS DDES CCG organisational objectives.   


 
3.3 Management Structure  
 


Key members of the management team have responsibility for the effective 
implementation of this Strategy and the systems that support it as follows; 
 


3.3.1 Chief Operating Officer  
 
 The Chief Operating Officer has the overall responsibility for; 


• ensuring the implementation of an effective Health and Safety strategy, 
supporting the work undertaken under the Health and Safety agenda 
as set out in the Health and Safety Strategy 


• Continually promoting Health and Safety, demonstrating leadership, 
commitment and support. 


• Ensuring an appropriate committee structure is in place  
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• Planning for adequate staffing, finances and other resources, to ensure 
the effective management of Health and Safety within the CCG. 


• Meeting all the statutory requirements and ensuring positive 
performance towards the achievement of NHS DDES CCG Health and 
Safety objectives  


• Ensuring all senior leads are appointed with managerial responsibility 
for Health and Safety 


• Ensuring an Annual Health and Safety Report, adequately reflecting 
the Health and Safety management issues within NHS DDES CCG is 
prepared for the Audit and Assurance Committee 
 


3.3.2 Governing Body 
 


The Governing Body has delegated responsibility to the Executive (CQPF) 
Committee to keep the Health and Safety/Fire matters under regular review. 
Members of the Executive (CQPF) Committee will ensure that all health and 
safety issues are coordinated, managed, monitored and reviewed including:  
 


• notifying the organisation of any health and safety risks  
• ensuring that appropriate operational risk registers are maintained and 


actively managed  
• ensuring staff comply with all organisational policies and procedures 
• leading the management of Health and Safety by following the health 


and safety strategy and any action plans arising from this strategy 
• ensuring all staff fulfil their responsibility regarding health and safety as 


set out within the relevant regulations and approved codes of practices  
• ensuring that all activities undertaken are consistent with the safe 


operation of NHS DDES CCG 
• Ensuring that the organisation adheres to policies and procedures for 


Health and Safety at Work in respect of its employees, visitors, others, 
as reviewed and updated. 


• Ensuring that there is establishment of health and safety procedures. 
• Ensuring that all liability is covered by adequate insurance through 


NHS DDES CCG insurance arrangements. 
• Ensuring sufficient resources are made available to enable NHS DDES 


CCG to fulfil their legal and statutory obligations in relation to health 
and safety. 


 
3.3.3   CCG Governance Lead 
 
 The CCG Governance Lead reports directly to the Chief Operating Officer and 


will take the role as organisational lead for Health and Safety and is 
responsible for: 


• ensuring Health and Safety  management systems are in place 
throughout DDES CCG, co-ordinating Health and Safety Management 
in accordance with this Strategy; 


• ensuring the Health and Safety work plan is reviewed and updated and 
presented to the Audit & Assurance Committee. 


• scrutinising the controls and assurances in place 
• scheduling Health and Safety Matters on the Governing Body agendas 


or one of its committees. 
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• coordinating and collation of regular reports regarding health and 
safety. 


• ensuring that there is an appropriate review of DDES CCG Health and 
Safety systems and that these are reported to the Governing Body: 


• overseeing the management of Health and Safety as identified by the 
Executive (CQPF) Committee, ensuring action plans are put in place, 
regularly monitored and implemented;  


• Ensuring annual training on Health and Safety for Senior Managers 
 
3.3.4  All line managers 
 
 All line managers have a responsibility to incorporate Health and Safety 


management within all aspects of their work and are responsible for ensuring 
the implementation of this Strategy by: 


• demonstrating personal involvement and support for the promotion of 
Health and Safety 


• ensuring staff under their management are aware of their 
responsibilities in relation to this strategy  


• setting personal objectives for Health and Safety and monitoring their 
achievement; 


• ensuring risks relating to health and safety are identified, managed and 
mitigating actions are implemented in functions for which they are 
accountable; 
 


3.3.5   All Staff  
 


All staff working within DDES CCG, including temporary/agency staff, have a 
responsibility to: 


• be aware of their responsibilities around health and safety in line with 
this Strategy; 


• have a duty under legislation to take reasonable care of their own 
safety and the safety of others who may be affected by the CCG’s 
business and to comply with appropriate policies, procedures and 
guidelines;  


• identify and report Health and Safety risks to their line manager in line 
with this Strategy; 


• ensure incidents, are reported using the appropriate procedures and 
systems 


• attend statutory, mandatory and other appropriate training as 
determined by the CCG and their line manager. 
 


3.3.6 Contractors, Commissioning Support Unit and Agency Staff 
 
Managers must ensure that where they are employing or contracting staff 
those staff are aware of, and adhere to, all relevant policies, procedures and 
guidance of DDES CCG.   


 
4.  Legal Requirements 
 
4.1 To ensure DDES CCG provides a safe and secure environment for patients, 


public, staff and contractors the following regulations underpin the approach 
to safety management: 
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• The Health and Safety at Work Act 1974 
• The Management of Health and Safety at Work Regulations 1999 
• Workplace (Health, Safety and Welfare) Regulations 1992 
• Health and Safety (Display Screen Equipment) Regulations 1992 
• Health and Safety (Consultations with Employees) Regulations 1996 
• Manual Handling Operations Regulations 1992 
• Health and Safety (Safety signs and signals) regulations 1996 
• Control of substances Hazardous to Health (COSHH) Regulations 2002 
• Electricity at Work Regulations 1989 
• Noise at work regulations 1989 
• Personal Protective Equipment at work Regulations 1998 
• Provision and Use of Work Equipment Regulations 1998 
• Reporting of Injuries and Dangerous Occurrences Regulations 1995 
• Regulatory Reform Order (Fire Safety) 2005 


 
5.  Approach to Health and Safety Management 
 
5.1 DDES CCG will follow the approved HSE guidance for management of Health 


and Safety known as HSG65 (Health Service Guidance). 
 
5.2 HSG65 provides guidance for management, health and safety professionals 


and employee representatives who wish to improve health and safety in their 
workplaces as it focuses on effective health and safety policies, organising for 
health and safety, planning and implementation, measuring performance and 
auditing and reviewing performance. 


 
5.3 The diagram below describes the essential requirements of successful health 


and safety management HSG65 
 


 
5.4  Plan 
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5.4.1 DDES CCG will ensure that Health and Safety Procedures are developed 
ensuring that it sets out the general approach, objectives and arrangements 
that need to be put in place for managing health and safety within its 
business.  This document will say who does what, when and how and will 
influence the activities throughout NHS DDES CCG ensuring that it works in a 
safe manner whilst discharging its day to day duties.  A number of Health and 
Safety procedures will be developed to underpin this policy ensuring NHS 
DDES CCG meets its Health and Safety obligations and to also clearly state 
how the CCG will effectively plan and implement health and safety. 


 
5.5.3 Planning is vital to implementing DDES CCG Health and Safety Strategy.  


Annual action plans will be developed to ensure a systematic approach is 
taken to implement the strategy and the health and safety duties required by 
NHS DDES CCG as an organisation. 


 
5.5 Do 
 
5.5.1 NHS DDES CCG needs to have in place an effective management structure 


and arrangements in place for executing its health and safety requirements 
and to also implement Health and Safety across the organisation.  The Health 
and Safety policies and procedures that are developed will empower and 
encourage staff to work safely within their and others place of work without 
apportioning blame. 


 
5.5.2 Organising within NHS DDES CCG will be sustained by follow the four C’s:  
 


Control – methods within the organisation in relation to Governance Structure 
and the reporting between committees. 
Co-operation - between individuals by means of safety representative and 
groups 
Communication – Ensuring there is clear two way communication throughout 
the organisation. 
Competence – Ensuring there are systems in place to assess competence  
The organisations values and beliefs should be shared across the whole of 
the organisation aimed at all levels of staff to maintain a positive health and 
safety culture.  NHS DDES CCG has an effective management structure in 
place with clear defined roles there will also be effective control methods 
within the organisation with a governance structure in place and committee 
maps showing how each group feeds in to each other (see appendix 2). 


 
5.6 Check 
 
5.6.2 Objectives along with performance standards and key performance indicators 


will be set and used for measuring achievement across the organisation in 
relation to Health and Safety and these should be given the same attention as 
other organisational standards with an emphasis on Senior Management 
responsibility.  This work will be implemented by the Executive (CQPF) 
Committee. 


 
5.6.3 Active monitoring needs to be in place to reveal how effective NHS DDES 


CCG Health and Safety systems are functioning, and should their controls fail.  
Active monitoring will show how effective the health and safety management 
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system is functioning.  Active monitoring will be established through Health 
and Safety Audits, Workplace inspections, training compliance. 


 
5.6.4 Reactive monitoring also needs to be in place through systems such as 


investigating accidents or incidents, which may well cause harm or loss, it can 
then be used to plan corrective action required.  Reactive monitoring can 
determine causes of poor performance and also identify underlying causes of 
poor health and Safety performance.  NHS DDES CCG will ensure reactive 
monitoring takes place by reviewing incidents, claims, risks, complaints etc. 


 
5.6.5 Incidents and accidents will be monitored by the CCG and any measures that 


have been put in place following this to help control risk and prevent accidents 
and incidents from happening in the future.   


 
5.7 Act  
 
5.7.1 Key performance indicators will be reviewed by the Executive (CQPF) 


Committee. 
 
5.7.2 Health and Safety Audits and subsequent work arising from these audits will 


be monitored via the Executive (CQPF) Committee to ensure lessons learned 
are taking forward. 


 
5.7.3 Monitoring of staff sickness absence and workplace health will be monitored 


by the HR department and any relevant issues will be fed into the Executive 
(CQPF) Committee. 


 
5.7.4 Occupational Health Department will provide data to the Executive (CQPF) 


Committee as and when requested. 
 
5.7.5 NECS Governance Team will be responsible for presenting Health and Safety 


progress reports to the Executive (CQPF) Committee. 
   
5.7.6 Accident and Incidents will be reviewed by the Executive (CQPF) committee 


ensuring that all injuries, illnesses and dangerous occurrences are reported 
through the RIDDOR system. 


 
5.7.7 Any prosecutions for Health and Safety Offences and Health and Safety 


enforcement notices served on NHS DDES CCG will be monitored by the 
Executive (CQPF) Committee. 


 
6.  Health and Safety Incident Reporting  
 
6.1  NHS DDES CCG staff will need to comply with Incident Reporting Policies.  


These policies require that all incidents are reported and that the lessons 
learned are appropriately shared across the organisation and, where 
appropriate, more widely within the NHS locally and nationally.  


 
6.2  Specifically, DDES CCG wishes to foster a culture of openness and learning, 


and staff are encouraged to be open about raising problems.  
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6.3  Incidents will be recorded & analysed using the SIRMS (Safeguarding 
Incident Reporting Management System) and the impact of an incident will be 
graded according to the matrix together with the likelihood of occurrence or 
recurrence.  


 
7. NHS DDES CCG equality statement 


 
7.1 NHS DDES CCG is committed to promoting human rights and providing 


equality of opportunity; not only in our employment practices, but also in the 
way we commission or provide services. The organisation also values and 
respects the diversity of our employees and the communities we serve.  In 
applying this strategy, the organisation will have due regard for the need to:  


• Promote human rights  
• Eliminate unlawful discrimination  
• Promote equality of opportunity  
• Provide for good relations between people of diverse groups  


 
7.2 This Strategy aims to be accessible to everyone regardless of age, disability 


(physical, mental or learning), gender (including transgender), race, sexual 
orientation, religion/belief or any other factor which may result in unfair 
treatment or inequalities in health or employment. 


 
7.3 Throughout the development of this Strategy, NHS DDES CCG has sought to 


promote equality, human rights and tackling health inequalities by considering 
the impacts and implications when writing and reviewing the Strategy. The 
impact of this strategy is subject to an on-going process of review through the 
Equality Impact Assessment. 


 
8. Equality impact assessment    
 
8.1 In accordance with our equality duties an Equality Impact Assessment has 


been carried out on this strategy. There is no evidence to suggest that the 
strategy would have an adverse impact in relation to race, disability, gender, 
age, sexual orientation, religion and belief or infringe individuals’ human 
rights.  (Please see appendix 1). 


 
9. Dissemination and implementation  
 
9.1 The Strategy will be circulated to all individuals identified with specific 


responsibilities and will be communicated to all staff and stakeholders by the 
most appropriate means. All line managers are required to share the contents 
of this Strategy with their staff.  


 
9.2 For Health and Safety Management to be effective within the organisation, 


this strategy will become a living document and a natural “part of everyday 
working practice” 
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10. Accountability, responsibilities and training  
 
10.1 Overall accountability for procedural documents across the organisation lies 


with the Chief Officer who has overall responsibility for establishing and 
maintaining an effective document management system, for meeting all 
statutory requirements and adhering to guidance issued in respect of 
procedural documents.  


 
10.2  Overall responsibility for the Health and Safety Strategy lies with the North of 


England Commissioning Support Unit Health and Safety Lead who has 
delegated responsibility for managing the development and implementation of 
Health and Safety procedural documents.  


 
10.3 Training and education are key to the successful implementation of this 


Strategy and embedding a culture of a safe working environment in the 
organisation. Staff will have the opportunity to develop more detailed 
knowledge and appreciation of the role of Health and Safety through: 


• Policy/strategy manuals 
• Induction 
• Line manager 
• Specific training courses 


 
11. Review 
 
11.1  This strategy will be updated in accordance with the following: 


• Identified review date 
• legislative changes 
• good practice guidance; 
• case law; 
• significant incidents reported; 
• new vulnerabilities; and 
• changes to organisational infrastructure. 


 
11.2 The review of this Strategy will be received by the Executive (CQPF) 


Committee for approval 
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Appendix 1 
 
 
Equality Analysis 
 


Equality Analysis Screening Template (Abridged) 
 


Title of Strategy: Health and Safety Strategy 


Short description of 
Policy (e.g. aims and 
objectives): 


The Clinical Commissioning Group (CCG) is 
committed to ensuring the health, safety and 
welfare of its employees and visitors and 
members of the general public as a matter of 
prime importance and will, so far as is 
reasonably practicable, establish Policies 
procedures and systems necessary to implement 
this commitment and to comply with their 
statutory obligations under Section 2 of the 
Health and Safety at Work etc. Act 1974. 


Directorate Lead:  
Is this a new or existing 
Strategy? Existing  


 


Equality Group  
Does this policy have a positive, neutral or 
negative impact on any of the equality 
groups? 
Please state which for each group. 


Age Positive 
Disability Positive 
Gender Reassignment Neutral 
Marriage And Civil 
Partnership Neutral 


Pregnancy And 
Maternity Positive 


Race Neutral 
Religion Or Belief  Neutral 
Sex Neutral 
Sexual Orientation  Neutral 
Carers Neutral 


 
Screening 
Completed By 


Job Title and 
Directorate 


Organisation Date 
completed 


Lee Crowe Senior Governance 
Officer Health & 
Safety 


NECS October 2014 


 
Director’s 
Name  


Director’s Signature Organisation Date 


Nicola Bailey 
 


 DDES CCG  
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Meeting Date: 21st October 2014 
 Item No: GB/14/300 


Governing Body 
Report Title  Emergency Planning, Risk and Resilience and Business Continuity Plan 
Author  Nicola Bailey, Chief Operating Officer 
Sponsor Director Nicola Bailey, Chief Operating Officer 
Date 13th October 2014 
 
Purpose  of report  
Information sharing           Development / Discussion              Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 


The purpose of this report is to seek the approval of the Executive 
Group of the Business Continuity Plan for NHS Durham Dales, 
Easington and Sedgefield Clinical Commissioning Group (CCG) prior to 
presenting the plan to Governing Body.  


Summary of key 
points  
 
 
 


 
The NHS needs to be able to plan for, and respond to, a wide range of 
incidents that could impact on health or patient care.  These could be 
anything from extreme weather conditions to a major transport accident.   


 
The Civil Contingencies Act 2004 requires category one responders to 
show that they can deal with such incidents while maintaining services 
for patients.  Clinical commissioning groups, whilst not category one 
responders, must also demonstrate that they can deal with such 
incidents by taking part in a programme of work around emergency 
preparedness, resilience and response (EPRR).  CCGs must meet the 
core standards for emergency preparedness. 


 
Business continuity management is an essential tool in establishing an 
organisation’s resilience and provides a framework for identifying and 
managing risks that could disrupt normal service.  Attached at appendix 
1 is the draft Business Continuity Plan. It has been reviewed within the 
CCG. The plan includes a list of service priorities categorised by 
directorate within each priority.  Work is ongoing to finalise detail in the 
suite of business impact analyses for each service priority and a 
prioritised activity recovery plan for each directorate for which there is a 
function within the prioritisation summary. 
 
The existence of the plan will feed into the CCG’s Governance 
Statements. 
 
It is a requirement that the plan be tested by a table top exercise 
annually.  Work will be done with North of England Commissioning 
Support to ensure that this is done. 


 
 
 


 
 
 







DDES approval 
route 


• Formal Executive Committee Meeting  21st October 2014  
 


  
Other consultation 
routes 


• Internal CCG review   


  
Supporting 
documentation / 
Appendices 


Appendix 1  Business Continuity Plan Version 1 


 
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  


   


  
Recommendations / 
Action required 
from meeting 
members 


The Governing Body is asked to: 
 


• Receive the plan and note that work is ongoing to finalise the suite 
of supporting business impact analyses and prioritised activity 
recovery plans, 


• Approve in principle the CCG business continuity plan  
 


 
 


 
 
Impact Assessment and Risk Management Issues 
 
 Consideration given and action taken in this report relating to impact assessment and 


risk management issues is detailed below: 
 


a) Risk – No  
 


b) Environmental impact / sustainability – No  
 


c) Legal implications - No 
 


d) Resource implications – finance and/or staffing – No  
 


e) Equality Assessment – No  
 


f) Quality, Innovation, Productivity and Prevention  No 
 


g) Patient, public and stakeholder involvement - No  
 


h) Clinical engagement -  No  
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Veterans at Ease 
Because Military Minds Matter 


An Overview 
2013 







Aim 


• To relieve the mental and physical sickness of military and civil 
emergency veterans and their families through the provision of 
support, counselling and other activities; throughout the United 
Kingdom 


(Sourced from Constitution of Veterans at Ease) 
 


• Other Aims 
– To involve beneficiaries in their local communities by becoming 


volunteers for VAE 
– To involve beneficiaries & members of the local community in the 


strategic running of the charity 
– To employ appropriate beneficiaries as NLP therapists after they have 


been helped and after appropriate training 
– To work with other agencies to increase the awareness and services of 


Veterans at Ease 







Values 


• Veterans helping veterans 
• Families 
• Re-connecting with local communities 







Set Up 


• Started in early September 2010 
• Constitution adopted on 23rd September 2010 
• CO Qualified as NLP Practitioner Feb 2011 
• Achieved Charity Status 18th March 2011 
• Incorporated as a company Ltd by Guarantee April 


2011 
• CO Qualified as NLP Master Practitioner March 2012 
• John Taylor came on board as 2nd therapist in Jan 2012 


& now on his last module of Master NLP Practitioner. 







Patrons 


• Previous Lord Lieutenant of County Durham, 
Sir Paul Nicholson 


• Bob Stewart DSO and MP for Beckenham  
• Roger Uttley OBE  
• Sir John Burn 
• Michael Horswill 







Trustees  


• Marie Dooley – Chair 
• Paul Atkinson – Treasurer 
• John Heaps – Secretary 
• Carol Gaskarth – Trustee 
• John Dale - Trustee 







The Size of the Problem 
 


• 1 in 12 people in North East is a veteran 
• 213,000 veterans 
• 30% may be suffering from combat related 


mental illness (PTSD) 
• 90,000 sufferers in North East alone and that’s 


after :- 
• 6000 servicemen and women leave the armed 


forces every year and resettle in North East! 
• UK figures equate to approx 2.3 Million! 







Therapy & Results 


• Neuro Linguistic Programming (NLP) 
• Since Feb 2011  


– 74 Beneficiaries helped out of 78 
– 95% success rate 
– 1-8 hours  







Achievements 
• Helped 76 beneficiaries 
• Successful research trip in States & Canada, WCMT 
• Linking in with other organisations 
• 5 highly motivated and experienced trustees driving the charity 


forward. 
• Garreth – awarded County Durham’s Chairmans certificate for 


outstanding community service 
• John met with the Queen 
• Hidden battles film produced 
• Interview in SF produced for free 
• County Durham community foundation Outstanding  Achievement 


Award 2012.  
• Starting a research programme  


 







Working with other agencies 


 
• Kings College London 
• Durham University* 
• Benfield Motor Group 
• Royal Regiment of Fusiliers 
• North Durham University Hospital 
• DEDES CCG 
• NECA – Darlington 
• NECA - Durham 
• Awaken Ltd, NLP training  
• Veterans Retreat  
• SHAID 
• Northumberland ACF 
• Durham ACF 
• Durham ATC 
• North East Veterans Network 
• Red Rose Internet 
• Durham New College  
• NLP R & R* 
• Headway – TBI Unit Phoenix House Catterick 


 
 
 







Hidden Battles 







Thank you for your time 


Any Questions? 
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Meeting Date: 11 November 2014 
 Item No: GB/14/302 


GOVERNING BODY 
 


Report Title  Chief Clinical Officers’ Report: November 2014 
Author and Job Title  Stewart Findlay, Chief Clinical Officer 
Sponsor Director Stewart Findlay, Chief Clinical Officer 
Date 23 October 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 
• Northern CCG Forum 
• Southern CCG Forum 
• Chief Officers 
• Clinical Programme Board 
• Providers (including contracting issues) 
• Clinical Champions 
• Staff Update 
• Good News 
• Seven Priority Areas 
• National Updates 
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DDES Approval Route 
 


DDES CCG Executive Committee – 4 November 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  


   


  
Recommendations / 
Action required 
from meeting 
members 
 


The Governing Body is asked to: 
• Receive and discuss the report and note progress made to date. 
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CHIEF CLINICAL OFFICER’S REPORT: NOVEMBER 2014 
 


 
1. Health and Wellbeing Board 
 
1.1 The agenda for the last meeting held on 5 November 2014 is attached at Appendix 1.  


The full set of papers can be accessed on the Durham County Council website:   
http://democracy.durham.gov.uk/ieListDocuments.aspx?CId=919&MId=7594&Ver=4 
 


1.2 All members of the Health and Wellbeing Board signed up to the NHS Statement of 
Support for Tobacco Control at the meeting.   


 
1.3 The Board received the report detailing the implementation plan of the “No Health 


Without Mental Health” national strategy and signed up to the declaration on improving 
outcomes for people experiencing mental health crisis. 


 
1.4 The Health and Wellbeing Board received a report from Martin Phillips, Chief Officer at 


Darlington CCG and Boleslaw Posmyk, Clinical Chair of Hartlepool and Stockton on 
Tees CCG providing an update on Securing Quality in Health Services across the 
Durham Darlington and Tees areas.  This project is going to be delivered in three 
phases, the first looking at consensus in relation to the key clinical quality standards 
that should be commissioned in acute hospitals.  Phase two will be working with 
individual organisations to see where they are regarding the achievement of those 
clinical quality standards.  Phase three will be looking at how organisations might work 
together in the future to deliver those standards. 


 
1.5 The Health and Wellbeing Board was asked to ratify the Better Care Fund Plan and 


agreed and ratified the Safeguarding Framework, noting the partnership arrangements 
in place to protect vulnerable children and adults from harm.   


 
1.6 The Board received a copy of the Drug Safety Strategy 2014-2017.  The Strategy has 


been subject to consultation and discussed widely and was accepted.  The Board also 
agreed the Strategy for the prevention of unintentional injuries to children and young 
people in County Durham.   


 
1.7 The Board agreed the Healthy Weight Strategy Framework for County Durham which 


details opportunities for the education and training across the life course to promote 
healthy diet and nutrition, support the development of planning guidance for take away 
foods and will explore ways to improve access to the natural environment to increase 
participation in physical activity. 


 
1.8 The Health and Wellbeing Board ratified the interim Child and Adolescent Mental 


Health Services Strategy 2014-2016 which aims to provide direction and a co-
ordinated approach across partner agencies to improve the mental health and 
wellbeing of children and young people in County Durham.  


 
1.9 The Board received the final copy of the Early Help Strategy which outlines a 


partnership commitment to deliver early help and timely intervention to children, young 
people and their families in County Durham.   


 
 
1.10 The Board received the Joint Health and Wellbeing Strategy performance report for 


quarter two.  Indicators that were behind target included NHS Health Checks which is 
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now below both the national and regional averages and the number of patients 
receiving their first definitive treatment for cancer within 62 days across both DDES 
and North Durham CCGs.  However, a number of specific actions are being 
undertaken in DDES to improve this indicator.  Other indicators behind target are the 
successful completions of those in drug treatment for opiate addiction, four week 
smoking quitters, potential years of life lost from all causes, adults aged 18-64 
admitted to residential/nursing care and Improving Access to Psychological Therapies 
(IAPT).   Within DDES, a number of patients access practice-based counselling 
services and they are not currently included in the IAPT indicator, but probably should 
be.  


 
1.11 The Health and Wellbeing Board received an update on implementing “Fulfilling and 


Rewarding Lives” which referred us to policy and developments aiming to promote the 
long-term vision that all adults with autism are able to live fulfilling and rewarding lives 
within a society which accepts and understands them. 


 
1.12 A report was received informing the Board that DDES CCG along with North Durham 


CCG and Durham County Council are submitting a bid to be part of the national 
Integrated Personal Commissioning programme.  This approach consolidates the shift 
in power to people who use services, bringing together the totality of expenditure at an 
individual level.   


 
1.13 The Board received an update and assurance that plans were in place to work 


between Durham County Council and the two CCGs to develop long-term solutions for 
the successful implementation of the Winterbourne View Concordat and Action Plan. 


 
1.14 A report was received regarding the transfer of 0-5 commissioning responsibilities 


(health visitors and family nurse partnerships) to local government.   
 
2. Northern CCG Forum 
 
2.1 Bariatric Surgery – Across the region, CCGs are working towards a regional solution 


for Tier 3 and Tier 4 weight management services linked to the centres that provide 
bariatric surgery. 


 
2.2 There was discussion about the different ways in which CCGs manage Continuing 


Health Care and the Forum is now able to compare how this is handled in each of its 
CCG areas. The Forum also looked at the nursing care home market and agreed a 
joint piece of work between CCGs and Local Authorities to look at variable costs, 
quality, capacity and market management issues.   


 
2.3 The Forum looked at community services and the positive approach being taken in 


Sunderland with regard to the provision of community services. 
 
2.4 MERIT (Medical Emergency Response Incident Team) – The case was presented to 


the CCGs to augment the North East Ambulance Service, specifically to provide 
additional functionality for the Air Ambulance.  This would require extra funding from 
the North East CCGs of some £462k. 


 
2.5 Digital Health Care – All CCGs expressed an interest in this scheme which involves 


third generation technology which is low cost and built around a number of clinical 
pathways.   
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2.6 There was a desire to reduce variation across the health economies in the North East 
and to challenge individuals or trusts where they are persistently an outlier on 
performance. 


 
2.7 Learning Disabilities – There is continued pressure nationally, as part of the NHS five 


year plan and post the Winterbourne review to move people from assessment and 
treatment beds into community care.  This is proving difficult and the North East has 
considerably more people than the average in assessment and treatment beds.  This 
may be due to the number of assessment and treatment beds in both Tees, Esk and 
Wear Valley Foundation Trust and Northumberland Tyne and Wear Foundation Trust 
but also in independent sector provision.  


 
3. Southern CCG Forum 
 
3.1 The meeting on 2 October was cancelled.  Next meeting due on 6 November 2014. 
 
4. Chief Officers 
 
4.1 The Chief Officers from the three CCGs met with the Chief Executive and Medical 


Director of County Durham and Darlington Foundation Trust.  The group discussed 
contractual issues, the Trust’s developing clinical strategy and the implications of 
implementing the strategy in an austere financial climate.  CCG clinical leaders will 
work with the trust’s senior clinicans through joint meetings to further develop the 
strategy. 


            
4.2      The Chief Officer from Darlington CCG updated on SEQIHS (Securing Quality in 


Health Services) as detailed in the Health and Wellbeing report above. 
 
4.3      Colleagues agreed that the two Units of Planning working across Durham and 


Darlington would meet together quarterly. The group received an update on the NHS 
England changes and restructure, the potential for co-commissioning of primary care 
and the future Service Level Agreement and partnership arrangements with NECS. 


 
5. Clinical Programme Board 
 
5.1 The Clinical Programme Board has not been delivering the changes to secondary care 


that were intended.  This Board has therefore been stood down and will only be 
resurrected in exceptional circumstances.  The sub-groups, namely the Care Closer to 
Home Group, Planned Care Group and System Resilience Group (previously Urgent 
Care Working Group) will report directly into Executive Committees of the CCGs and 
the Chief Officers’ meetings. 


 
6. Providers (including contracting issues) 
 
6.1 County Durham and Darlington Foundation Trust (CDDFT) – Despite going through a 


process of mediation, this contract has still not been agreed.  The CCG is therefore 
seeking a legal ruling on the contract that has been offered to CDDFT. 


 
6.2 North Tees and Hartlepool Foundation Trust (NTHFT) – NTHFT has decided to pause 


the development of the new hospital in Wynyard until after the general election. 
 
6.3 North East Ambulance Service (NEAS) – A summary of their Five Year Plan is 


attached at Appendix 2. 
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6.4 Integrated Transport Service – NEAS is implementing an Integrated Transport Service 


in October 2014 which should help with DDES CCG’s overall performance. 
 
6.5 Winter Funding (System Resilience Group (SRG) Funding) – All of the CCG’s 


providers have now been awarded a further allocation of money from NHS England to 
support their projects to improve performance over the winter period.  This should 
allow all of the original projects suggested by our Acute Trusts and by Tees, Esk and 
Wear Valley Foundation Trust to progress this winter.  A letter, “Winter Resilience and 
the Delivery of A&E NHS Constitution Standards” is attached at Appendix 3. 


 
 The allocation for CDDFT is £1,781,141    TEWV’s allocation is £608,880 
 
6.6 Winter Plans – The acute trusts are already seeing a significant rise in demand.  It is 


important that in primary care, practices continue to focus on the better management 
of long-term conditions, the implementation of the frail elderly directed enhanced 
service, implementation of wrap around services in general practice and that they 
make sure that practice staff and, of course, all eligible patients are immunised against 
flu this year.  CCGs are also working with NEAS to put GPs in the 111 centre to make 
sure that the 111 service is as efficient as possible.  As stated earlier, there are a 
number of projects now funded in acute and mental health trusts to allow them to 
manage the extra demand over winter.   A campaign will be implemented over winter 
to help the public to self-care and to avoid attending the extremely busy A&E and 
urgent care centres.  Please see a letter from the Department of Health to Health and 
Wellbeing Board Chairs entitled “Getting Ready for Winter” at Appendix 4. 


 
7. Clinical Champions 
 
7.1 Monthly meetings continue.  Dr Gammelin has been providing support to the 


development of CSI (Clinical Support Information) and Dr Jose has been working on 
Diabetes service development.  The Clinical Champions provided an initial review of 
innovation plans from practices for the Local Incentive Scheme which contributed to a 
detailed review.  


 
7.2 There are still potential vacancies for Mental Health/Dementia, Musculo Skeletal and 


Urgent Care/111 leads.  It is proving difficult to recruit this clinical input.  
 
8. Staff Update 
 
8.1 The DDES staffing structure following the New Ways of Working process is now 


virtually complete.  Alyson Ayres has now taken up her Band 7 Commissioning post.  
The CCG now has a complete admin structure in place with the last two post holders 
in place, they are Lynne Pearson and Liz Norman. The Head of Corporate Services, 
Sarah Lambert will take up her post from the beginning of December. 


 
9. Good News 
 
9.1 Several providers are interested in providing in-patient facilities in the unused quarter 


of Sedgefield Community Hospital.  The CCG is therefore hopeful that progress can 
be made and after three years of being vacant, in order begin the process of putting 
more clinical services into Sedgefield Community Hospital. 
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9.2 Primary Care Data – The majority of DDES practices are now submitting weekly data 
on their activity.  The data appears to be consistent across all three localities and has 
shown that there is a significant rise in the number of patients seen over August and 
September.   Some of this may be due to the flu jab season, but it is hoped that this 
data will give us an early warning of increased activity in primary care which may then 
impact on how busy our A&E and secondary care services will be.  We will be 
analysing this data in some detail over the coming months. 


 
9.3 Commissioning Live – DDES CCG was invited to the Commissioning Live Conference 


as speakers.  Joseph Chandy will be on a panel discussion regarding the co-
commissioning of primary care and representatives from our three federations will be 
talking about how they have implemented the frail elderly DES and the wrap around 
community services associated with that scheme. 


 
9.4 Macmillan Nurses - We are pleased to report that MacMillan has agreed the funding 


for three MacMillan primary care nurses. These nurses will be working alongside the 
existing members of the primary care team to provide support for patients diagnosed 
with cancer and their carers. Increasingly, these posts will be looking at patients who 
survive and live with side effects from their treatment as well as patients undergoing 
treatment. These are new roles and it is exciting to have the opportunity to develop the 
posts within DDES. 


 
9.5 Better Care Fund (BCF) - The CCG has received confirmation of our BCF plan 


assessment from NHS England following an independent assessment.   There are 
three categories for the approved plans (approved, approved with support and 
approved with conditions), and one for those plans that are not approved. DDES 
CCG’s BCF plan was assessed as approved with support.  Please see letter attached 
at Appendix 5 and 6.  In effect this means that the CCG will have an action plan to 
complete based on the areas identified as requiring improvement in our plan then NHS 
England and the Local Government Association will work with us to ensure our BCF 
plan is implemented effectively.  The areas included in the action plan are minor and 
relate to clarification rather than fundamental changes to the plan.  The process will 
now be light touch with a focus on implementation. 


 
10. Seven Priority Areas  
 
10.1 Urgent Care – the Urgent and Emergency Care Strategy has been presented to the 


Overview and Scrutiny Committee.  It is in a very draft form at present and any service 
changes will be subject to a consultation with our acute providers, GPs and the public.   


 
 Primary Care Urgent Care is a complex area in DDES and it is important that the CCG 


continues to provide an equitable service across DDES that supports care closer to 
home and avoids duplication of services. The intention is that a detailed plan is 
developed which will incorporate options for the future service model for each locality, 
this will be discussed and planned with localities. This plan will be complimented by 
the Experience Led Commissioning outcomes related to urgent care.  Once collated, 
the plan will come back the Governing Body and Overview and Scrutiny Committee for 
information. 


 
10.2 Diabetes - The development of an out of hospital diabetes model continues.  The 


Experience Led Commissioning programme has commenced engagement with 
patients, their families and carers, as well as staff delivering diabetes care in both 
community and acute settings.  This work will inform the future service model. 
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10.3 Frail Elderly –   The Federations are now beginning to deliver services to the most 


complex, frail and at risk 2% of their practice populations. The services are being 
delivered as part of the Vulnerable Wrap around Services approach, which 
compliments the Directly Enhanced Services scheme and offers additional community 
services support to primary care. The three federations are working well to deliver the 
services and where appropriate collaborating to deliver or share services. The 
telephone access to a geriatrician is now in place in North Tees and Hartlepool and 
City Hospitals Sunderland Foundation Trust, and work is underway to put this in place 
with CDDFT. 


 
10.4 End of Life –   There was a successful launch of the Deciding Right Strategy held on 


10th October. This work sets the direction of travel for end of life care following the 
close of the Liverpool Care pathway. All providers now have alternative arrangements 
in place for patients. Work is progressing on the rapid response procurement and 
options for the use of Hardwyke ward for hospice type beds. The next stage of the end 
of life plan is to develop the proposals for palliative care consultants and clarify the 
role of the new MacMillan primary care nurses. 


 
10.5 Primary Care – The implementation plan for DDES CCG’s Primary Care Strategy has 


been developed and is in circulation for review.  Next steps include completing the 
predicted costing, planning for workforce development and meeting with federations to 
discuss the strategic direction in primary care.  


 
Communications have gone out to practices to provide additional explanation for the 
Local Incentive Scheme (LIS) as well as to request practices to submit a self-
declaration.  In addition, ideas for the 2015/16 LIS have been requested and received.  
They will be reviewed in November.   
 
The Enhanced Services data collection and activity monitoring is ongoing, with NECS 
support. Following the review of practices’ proposals for the innovation element of the 
Enhanced Services, the CCG has informed practices as to whether or not their 
proposal has been successful.  Practices can re-submit if unsuccessful. Plans are 
underway for an Enhanced Services scheme in 2015/16. 


 
10.6 Mental Health/ Learning Disabilities  


Mental Health – DDES CCG is still trying to recruit a mental health clinical lead and is 
collaborating with North Durham and Darlington in relation to the development of a 
joint mental Health forum across the area. Work to sign up to the Mental Health Care 
Crisis Concordat has been Underway across Durham and we are working with 
partners and stakeholders to look at the impact and potential costs of implementation 
of aspects of the concordat. In primary care the development and implementation of a 
new primary care counselling scheme has been deferred to enable further involvement 
of primary care to ensure a smooth transition to any new arrangement. 


 
Learning Disabilities - As part of the NHS England (NHSE) priorities, all CCGs have 
been asked to undertake care and treatment reviews, prior to May 2015, of the 
individuals we have responsibility for that are still in long-term assessment and 
treatment placements. CCGs have been asked to challenge themselves and ask that 
the treatment placements are appropriate. NHSE expect that approximately 50% of 
these patients will require discharge into more appropriate care and support 
arrangements. This will require significant staffing and financing and is something that 
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is being discussed with NECS and Partners CCGs. This issue has been added to the 
corporate risk register.   


 
11. National Updates 
 
11.1 Policy Horizon Scanning documents have been published on GPTeamNet: 


• 29 August 
• 5, 12, 19 and 26 September   
• 3, 10 and 17 October 


They can be accessed using this link: Policy Horizon Scanning Documents - Link 
 
11.2 NHS England has published its Five Year Forward View for the NHS.  This plan 


confirms that CCGs will be invited to take on more specialised services and the co-
commissioning of primary care in the future.     


 
The plan also confirms that services will continue to be focussed on primary care 
populations.  The plan sets 7 models of service provision and wants local areas to 
choose which of those they deliver: 
 
1. Multispecialty Community Providers 


• Extended group of GP practices  
• Focal point for wide range of care 
• Could employ, or partner with, consultants 
• Could take over community hospitals and in time have budgets delegated  


2. Primary and Acute Care Systems:  
• Single organisation providing primary care, hospital, mental health and 


community services 
• Potential for delegated capitated budget 


3. Urgent and Emergency Care Networks 
• Integrate between A&E departments, GP out-of-hours, urgent care centres, 


NHS 111, and ambulance 
4. Viable smaller hospitals  


• Look at adjusting payment regime  
• Examine sustainable staffing and cost structures 
• New organisational models building on Dalton Review: 


• Hospital chains 
• Other providers on same site 
• Form integrated provider 


5. Specialised care 
• Consolidation where there is strong evidence for this  
• Networks of services ‘over a geography’ 


6. Modern maternity services 
• Review future models of maternity units – report by summer 2015 
• Ensure tariff supports mothers’ choices 
• Make it easier for groups of midwives to set up NHS funded services 


7. Enhanced health in care homes 
• New models of in reach support – working with local NHS, local authorities and 


care homes 
 
However, the Five Year Vision recognises that the £30bn funding gap cannot be 
closed without even more efficiency in the system and without more funding coming 
into the NHS.  The plan also recognises the need to invest in our primary care 
workforce and expand as fast as possible the number of GPs, Community Nurses and 
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Primary Care staff in training.  The Five Year Forward View is attached at Appendix 
7. 


 
11.3 Ebola – It is extremely unlikely that we will see any Ebola in this area, but an incident 


control team has been set up in the North East and GPs are receiving regular briefing 
notes in the event of a suspected case arriving in the North East. 


 
11.4 Planning Guidance – In 2015/16 we will be covered by a single year financial 


settlement because of the general election.  There will therefore be no requirement to 
refresh the five year plans this year. 


 
 The mandate from NHS England will be broadly stable for 2015/16 and the only major 


requirement will relate to Mental Health access and will continue to focus on the 
outcomes framework in CCGs. 


 
 The full planning guidance will published in early December 2014. 
 
11.5 Cabinet Office Consultation – Public procurement - The Cabinet Office is currently 


consulting on draft Public Contract Regulations which will transpose the 2014 EU 
Public Procurement Directive into UK law. 
The proposed, Public Contract Regulations 2015 set out that in England from 18 April 
2016, a light-touch regime for health and social services will sit alongside health sector 
specific requirements (currently contained in the NHS Procurement, Patient Choice 
and Competition Regulations (PCCR) 2013). The light-touch regime will replace the 
current Part B Services regime that applies alongside the PCCR 2013. 
 
To ensure consistency with the existing PCCR 2013, the “mutual reservation” set out 
in article 77 of the EU Directive will not apply to healthcare commissioning in England. 
Until 18 April 2016 in England, CCGs must continue to follow the existing Part B 
Services regime and the PCCR 2013. Practical guidance setting out the requirements 
of the light-touch regime will be published in due course. Further information and the 
opportunity to respond to the consultation are available on the gov.uk website. 
 


11.6 Dementia Revealed – What primary care needs to know - NHS England has published 
a new dementia toolkit aimed at helping GPs make the early diagnosis of this crippling 
condition and, importantly, what they can do in terms of that vital post-diagnostic 
support. The tool is intended as an educational tool aimed at GPs and practice nurses 
who have no previous experience of diagnosing and treating dementia. CCGs are 
encouraged to promote the tool among GPs. 


 
11.7 Cancer Research UK - Saving lives, averting costs - This report reveals that 46 per 


cent of cancers in England are diagnosed at an advanced stage, when they are harder 
to treat successfully. It shows that if all areas diagnosed cancers as early as the best 
in England, for four types of cancer alone, this could save the NHS over £44 million in 
treatment costs and benefit over 11,000 patients each year. Extrapolating this to all 
types of cancer would imply an annual saving of nearly £210m, while helping to 
improve the survival prospects for more than 52,000 patients. http://alturl.com/odin7 


 
11.8 Marmot indicators 2014 - These key indicators aim to help local authorities monitor 


health inequalities and social determinants of health. Originally published in 2011, they 
have been updated to account for the coalition government's policy changes. The 
updated indicators highlight children's development, living standards and income as 
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areas of concern for health equity. Included alongside the updated indicators is data 
for each local authority tracking their progress against the indicators. 
http://www.instituteofhealthequity.org/projects/marmot-indicators-2014 


 
11.9 NHS Immunisation Statistics, England - 2013-14 [NS] - Key facts 


o National coverage figures for most routine childhood vaccinations reported through 
the COVER programme fell slightly in 2013-14, although coverage for Measles 
Mumps and Rubella (MMR) as measured at 2 years and MMR and Haemophilus 
influenzae type b/Meningococcal group C (Hib/MenC) at 5 years all showed small 
increases. 


o There was some regional variation in coverage across the country with levels of 
immunisation for most routine childhood vaccinations as measured at one, two and 
five years highest in the North East. Coverage levels were lowest in London for all 
routine childhood vaccinations. 


o In 2013-14, 94.3 per cent of children reaching their first birthday were reported to 
have completed primary immunisation courses against Diphtheria, Tetanus, 
Pertussis, Polio and Haemophilus influenzae type b (DTaP/IPV/Hib). This 
compares with 94.7 per cent in 2012-13. Although DTaP/IPV/Hib coverage in 
England remains below the World Health Organisation (WHO) target of ‘at least 95 
per cent’, at a local level 91 LAs (out of 149) had coverage levels of 95 per cent 
and above. 


o Coverage of MMR vaccine in England for children reaching their second birthday 
rose to 92.7 per cent in 2013-14 compared to 92.3 per cent in 2012-13. This is the 
sixth consecutive year that a rise in MMR coverage has been reported and 
coverage is at its highest level since the vaccine was first introduced in 1988. 
Despite increases in recent years, MMR coverage in England is still below the 
WHO target of ‘at least 95 per cent’ coverage. Vaccination coverage of 95 per cent 
or more was reported for just over a third of LAs (51 out of 149). 


o In 2013-14, vaccination coverage in England was below that of other UK countries 
for all routine childhood vaccines measured at one, two and five years. 


 http://www.hscic.gov.uk/catalogue/PUB14949 
 
11.10  NHS England publishes new guidance for PMS contract reviews - NHS England has 


published new guidance for area teams to inform Personal Medical Services (PMS) 
contract review discussions. The guidance aims to give greater consistency on the 
redeployment of PMS funds to ensure that money is reinvested in general practice, 
and on the timescales for change.  Any decision on the future use of PMS funding 
should be jointly agreed with CCGs as part of co-commissioning arrangements and 
any funds reinvested in the current CCG locality.  


 
11.11 Outcome of 2015/16 GMS Contract negotiations - The outcome of the contract 


negotiations between NHS Employers (on behalf of NHS England) and the BMA’s 
General Practitioners Committee (GPC) on amendments that will apply to GMS 
contractual arrangements in England from April 2015 have been published. 


 
11.12 Commissioning Support Lead Provider Framework (LPF): User Guide - The 


framework goes live from February 2015 with some excellent providers for CCGs to 
buy any combination of support services from. This step-by-step guide describes how 
to use the framework and explains the timescales involved and the free procurement 
and legal support on offer. We have already heard from a number of CCGs who want 
to use the framework when it goes live and who want support over the coming weeks 
to develop their tenders. If you would like support and to join one of the early waves of 
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CCGs, let us know by emailing the LPF team mailbox. For more information visit the 
LPF webpage. 


 
11.13 Outcome of 2015/16 GMS Contract negotiations - The outcome of the contract 


negotiations between NHS Employers (on behalf of NHS England) and the BMA’s 
General Practitioners Committee (GPC) on amendments that will apply to GMS 
contractual arrangements in England from April 2015 have been published. 


 
11.14 NHS England publishes new guidance for PMS contract reviews - NHS England has 


published new guidance for area teams to inform Personal Medical Services (PMS) 
contract review discussions. The guidance aims to give greater consistency on the 
redeployment of PMS funds to ensure that money is reinvested in general practice, 
and on the timescales for change.  Any decision on the future use of PMS funding 
should be jointly agreed with CCGs as part of co-commissioning arrangements and 
any funds reinvested in the current CCG locality.  


 
11.15 Staff flu vaccination promoted to all health staff - All health staff are being encouraged 


to get vaccinated against flu to cut the risk of it spreading to patients and colleagues 
this winter. A tripartite letter supported by National Medical Director and Chief Nursing 
Officer highlights the importance of the influenza vaccine. Information on the staff flu 
campaign can be found on NHS Employers website. 


 
11.16 Achieving Better Access to Mental Health Services by 2020 - NHS England and the 


government have published Achieving Better Access to Mental Health Services by 
2020, a five-year ambition to put mental health on a par with physical health services.  
NHS England will invest a further £120 million over the next two years on improving 
mental health services, including a £40 million investment this year to build capacity to 
meet new access and waiting time standards from next year.  NHS England will be 
working closely with CCGs to identify the areas of most need to specifically address 
improvements in early intervention and mental health crisis services, including liaison 
psychiatry. 


 
11.17 Local Mental Health Crisis Care Concordat Declarations - The Concordat was 


launched in February 2014 with the aim of improving outcomes for people who are at 
risk of, or experiencing, a mental health crisis. It sets out how organisations will work 
together better to ensure people get the help they need when they need it. Locally, the 
Concordat is being delivered through the publication of Local Crisis Concordat 
Declarations. Mind have been commissioned to support local areas to deliver these by 
the end of December 2014.  CCGs are encouraged to visit the Crisis Concordat 
website where three local declarations have already been published. Contact 
jim@symington-tinto.com for further information. 


 
11.18 Dementia Diagnosis Rates - In September 2014 NHS England wrote to all CCGs 


informing them about their latest dementia diagnosis rate at both a CCG and GP 
practice level. From October 2014, NHS England will be writing to CCGs on a monthly 
basis using the latest dementia diagnosis rates (provided by HSCIC) on a CCG and 
GP practice level.  In addition NHS England will be writing to the lowest performing 
quartile of GP practices to encourage them to work with their CCGs to improve these 
rates.  For further information please contact Michelle Place 


 
11.19 Palliative Care Funding - NHS England is currently developing a “currency” for 


palliative care – essentially a way of grouping patients according to their need. The 
aim is to provide a transparent basis for palliative care commissioning. A series of 
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engagement events are taking place throughout October and November 2014 to allow 
the palliative care community, including clinicians, commissioners and providers to 
help shape the development of the currency. These are taking place: 


• London – 29 October 
• Leeds – 5 November 
• Manchester – 6 November 
• Birmingham – 11 November 
• Bristol – 12 November 


For more information or to register for an event, please email the palliative care 
funding team mailbox. 


 
11.20 Transforming care at the end-of-life: dying well matters - This report finds that at least 


£4.5 billion is spent each year in England caring for those at the end of their lives. 
Analysis of national reviews and audits over the past 18 months highlights 
shortcomings and concerns about the large degree of variation in services across the 
country.   http://alturl.com/96d4w 


 
11.21 Funding healthcare: making allocations to local areas  - This report finds that there is 


wide variation in the extent to which £79 billion in central funding allocated to local 
health bodies differs from target allocations that are based on relative need. In 2014-
15, over three-quarters of local authorities, and nearly two-fifths of CCGs, are more 
than five percentage points above or below their fair share of funding per person. It 
makes recommendations towards ways in which funding could be allocated in a way 
to help reduce health inequalities. http://alturl.com/9xgnd 


 
11.22 Doctors more likely to prescribe antibiotics later in the day - A new study suggests 


cumulative fatigue plays a role in doctors writing more prescriptions for antibiotics 
towards the end of the working day. According to researchers in a study published in 
JAMA Internal Medicine, doctors are more likely to write prescriptions for antibiotics to 
treat acute respiratory infections (ARI) towards the end of the day, suggesting they are 
worn down during the course of seeing patients. http://alturl.com/j4nhi 


 
11.23 Be Clear on Cancer Campaign - Public Health England, NHS England and the 


Department of Health have announced two national campaigns on cancer will take 
place from 13 October 2014 and 26 January 2015 respectively, as part of the Be Clear 
on Cancer initiative.  
http://www.cancerresearchuk.org/cancerinfo/spotcancerearly/naedi/beclearoncancer/b
eclearoncancer 


 
11.24 Flu: pregnancy poster - Poster highlighting the importance of pregnant women having 


the flu vaccination.  https://www.gov.uk/government/publications/flu-pregnancy-leaflet 
 
11.25 English surveillance programme for antimicrobial utilisation and resistance (ESPAUR) 


Report 2014 - The report highlights that between 2010 and 2013 there was a 6% 
increase in the combined antibiotic prescribing of GPs and hospitals. It also reveals an 
increase of 12% in the number of bloodstream infections caused by E.coli with varying 
levels of resistance to key antibiotics for this infection of between 10 to 19%. The 
report forms a standard against which antimicrobial use and antimicrobial resistance 
can be compared in successive years and a resource for commissioning and 
implementing antimicrobial stewardship policies in England. It describes the future 
plans for enhanced surveillance of antimicrobial consumption and resistance.  
http://alturl.com/58znq 
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11.26 Antibiotic Guardian - This initiative urges members of the public and healthcare 
professionals to join in the campaign to ensure that antibiotics work now and in the 
future, by choosing and enacting a pledge about how they will make better use of 
antibiotics. A pledge website has been established and asks users to choose which 
category they would like to make a pledge in. For healthcare professionals there are 
ten categories including prescribers, nurses, and public health specialists. For 
members of the public there are four choices including parents of small children, pet 
owners and farmers.  http://antibioticguardian.com/ 


 
11.27 Estimates of the Very Old (including Centenarians), 2002 - 2013, England and Wales; 


United Kingdom 
o There were over half a million people aged 90 and over living in the UK in 2013. 
o In 2013 there were 840 people aged 90 and over per 100,000 in England and 


Wales; higher than in Scotland (707) and Northern Ireland (620). 
o The number of centenarians (people aged 100 and over) in the UK was estimated 


to be 13,780 in 2013. Of these 710 were estimated to be 105 or older. 
o In 2013 there were 586 women aged 100 and over for every 100 men of that age in 


the UK; this has fallen from 823 women in 2003. 
http://alturl.com/iqou6 


 
11.28 National Life Tables, 2011-2013 


o A newborn baby boy could expect to live 78.9 years and a newborn baby girl 82.7 
years if mortality rates remain the same as they were in the United Kingdom (UK) 
in 2011-2013 throughout their lives. 


o Life expectancy at birth has increased by 6.3 hours per day since 1980-1982 for 
males, and by 4.6 hours per day for females in the UK. 


o The most common age at death was 86 for men and 89 for women in 2011-2013. 
o In 2011-2013 a man in the UK aged 65 had an average further 18.3 years of life 


remaining and a woman 20.8 years. 
http://ons.gov.uk/ons/rel/lifetables/national-life-tables/2011-2013/index.html 


 
11.29 Developing strategy: what every trust board member should know - This guide 


explains the role of NHS foundation trust board members in developing a clear and 
well thought out strategy. It describes what to look for when assuring the quality of 
your NHS foundation trust’s strategy, and points out common pitfalls.  
https://www.gov.uk/government/publications/strategy-development-a-guide-for-nhs-
foundation-trust-boards 


 
11.30 Dementia ‘Ambassadors’ - NHS England has announced that seven dementia 


ambassadors are beginning to spread the word about the importance of diagnosing 
more patients with dementia in a bid to help improve patients’ and their carers’ quality 
of life. The seven, who are based around the country, will be helping local GPs in 
England to use the best possible methods to diagnose more people.  Their focus is to 
support CCGs to improve the numbers of people able to access a timely diagnosis of 
dementia and appropriate care. Their work will include providing one to one support to 
CCGs, sharing learning and best practice, providing tools, resources and guidance. 
http://www.england.nhs.uk/2014/10/13/ambassadors/ 


 
11.31 Health Secretary launches new patient safety collaboratives  - A new national 


programme is being launched by the Secretary of State for Health to improve the 
safety of patients and ensure continual learning sits at the heart of healthcare in 
England. The programme, coordinated by NHS England and NHS Improving Quality 
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(NHS IQ), will be the largest and most comprehensive of its kind in the world. 
http://alturl.com/pgwyy 


 
11.32 Tackling the rise in antibiotic resistance - NICE is developing two new guidelines to 


help tackle the growing threat of antibiotic resistance. 
https://www.gov.uk/government/collections/ebola-virus-disease-clinical-management-
and-guidance 


 
11.33 Loneliness in older men - Independent Age and the International Longevity Centre UK 


have jointly published ‘Isolation: the emerging crisis for older men’. It highlights new 
research which explores the experiences of older men who are socially isolated or 
lonely. Despite a growth in activity from across the ageing sector to tackle the 
challenge of loneliness and social isolation amongst older people, this report illustrates 
why services still need to adapt to meet the unique needs of older men. The report 
highlighted that isolated and lonely men were much more likely to be in poor health. 
Over a quarter (28%) of the loneliest men said their health was poor, in contrast to just 
one in twenty (5%) men who were not lonely 
http://www.independentage.org/isolation-a-growing-issue-among-older-men/ 


 
11.34 Careless eating costs lives - This report argues for a 5-10 year cross-sector strategy to 


be put in place in order to tackle the obesity crisis. Covering both education and 
regulation, the report grasps the extent of the obesity explosion and sets out the 
essential responses to halting progression and reversing the drastic effects of 
overweight on individual health, employment, social care and the wider economy. 
http://alturl.com/okws2 


 
11.35 English surveillance programme for antimicrobial utilisation and resistance (ESPAUR): 


report 2014 - Key messages: 
o the number of patients with bloodstream infections has increased each year from 


2010 to 2013; 
o there were an increased number of bloodstream infections where antibiotic 


resistance was identified; 
o antibiotic prescribing has increased in England year on year; 
o the majority of antibiotic prescribing takes place in the community (i.e. general 


practice); 
o there is considerable variability in both antibiotic resistance and antibiotic 


prescribing across England; frequently areas with high prescribing also have high 
resistance; 


o individual healthcare organisations should use this data to benchmark their 
organisation; 


http://alturl.com/a8uuk 
 
11.36 State of the Nation 2014 - Thee Social Mobility and Child Poverty Commission has 


published its second annual State of the Nation 2014 report, which shows that Britain 
is on the brink of becoming a permanently divided nation. While a strong economic 
recovery and a record number of people in work are welcome, the social recovery 
needed to get Britain back on track to abolish child poverty has not happened. Instead 
it predicts 2020 is set to mark the end of the first decade since records began without 
a fall in absolute poverty. The report makes a number of recommendations for action 
and defines the 2020 challenge. 
https://www.gov.uk/government/publications/state-of-the-nation-2014-report 
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11.37 Healthwatch England Annual Report 2013/14 - This report details the progress on 
work in 2013/14 to raise concerns for patients and users of health and social care 
services.  http://www.healthwatch.co.uk/annual-report 


 
11.38 Community pharmacy management of minor illness - This report shows that common 


ailments such as coughs and sore throats cost the NHS an extra £1.1 billion a year 
when patients are treated at A&E or GP surgeries rather than at community 
pharmacies. Treatment results were equally good regardless of whether patients were 
treated at a pharmacy, A&E or GP practice. Overall, the study estimates that 3% of all 
A&E consultations and 5.5% of GP consultations for common ailments could be 
managed in community pharmacies. This equates to over 650,000 visits to A&E and 
over 18 million GP consultations every year that could be diverted with a total annual 
cost saving of over £1billion.  
http://www.rpharms.com/pressreleases/pr_show.asp?id=2342 


 
11.39 Cold weather plan for England 2014  - This suite of documents gives advice on 


preparing for the effects of winter weather on people’s health: 
 


o Cold Weather Plan for England 2014: Protecting health and reducing harm from 
cold weather - this framework intends to prevent the major avoidable effects on 
health during periods of cold weather in England by alerting people to the negative 
health effects of cold weather, and enabling them to prepare and respond 
appropriately.  http://alturl.com/nk8z8 


 
o Cold Weather Plan for England 2014: Making the case: why long-term strategic 


planning for cold weather is essential to health and wellbeing - this document aims 
to provide further detail about the evidence of the effect of cold on health and what 
is known about the effectiveness of interventions in order to make the case for long 
term strategic planning and commissioning.  http://alturl.com/om56n 


o 'Keep Warm Keep Well’ leaflet - this updated leaflet gives advice on staying well in 
cold weather, covering issues such as financial help, healthy lifestyle, flu jabs and 
heating.  http://alturl.com/9otmf 


 
11.40 NHS Sickness Absence Rates April 2014 - June 2014 - Key facts: 


o Between April and June 2014 the average sickness absence rate for the NHS in 
England was 3.92%, an increase from the same period in 2013. 


o The North West HEE region had the highest average sickness absence rate at 
4.57%. North Central and East London HEE region had the lowest average at 
3.15%, although Special Health Authorities and other statutory bodies would have 
had the lowest rate (3.05%) if classed as a region. 


o Ambulance Staff were the staff group with the highest average sickness absence 
rate with an average of 6.41%. Nursing, Midwifery and Health Visiting Learners 
had the lowest average at 1.11%. 


o Amongst types of organisation, Ambulance Trusts had the highest average 
sickness absence rate with an average of 5.98%. Clinical Commissioning Groups 
had the lowest average with a rate of 2.37%. 


http://www.hscic.gov.uk/catalogue/PUB15692 
 
12. Impact Assessment and Risk Management Issues 
 
12.1 Consideration given and action taken in this report relating to impact assessment and 


risk management issues is detailed below: 
 


16 
 



http://www.healthwatch.co.uk/annual-report

http://www.rpharms.com/pressreleases/pr_show.asp?id=2342

http://alturl.com/nk8z8

http://alturl.com/om56n

http://alturl.com/9otmf

http://www.hscic.gov.uk/catalogue/PUB15692





a) Risk  
Not applicable 
 


b) Environmental impact / sustainability 
Not applicable 
 


c) Legal implications 
Not applicable 
 


d) Resource implications – finance and/or staffing 
Not applicable 
 


e) Equality Assessment 
Not applicable 
 


f) Quality, Innovation, Productivity and Prevention 
Not applicable 
 


g) Patient, public and stakeholder involvement 
Not applicable 


 
h) Clinical engagement 


Not applicable 
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Durham Dales, Easington and Sedgefield 
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Emergency Ambulance services  
 


 


 
 


Report of Lorraine O’Donnell, Assistant Chief Executive 
 
Purpose of the Report 
1 To update members of the Adults Wellbeing and Health Overview and 


Scrutiny Committee in respect of a review of Accident and Emergency 
Ambulance services and to introduce a report and presentation from 
representatives of Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group detailing the results of the recent public engagement 
exercise and the proposals for the future of this service. 


Background 
2 The Committee has previously considered reports and presentations from 


North East Ambulance Service NHS FT, NHS County Durham and Darlington 
(the former Primary Care Trust) and representatives of the Durham Dales 
Ambulance Monitoring Group in respect of the ongoing review of Accident and 
Emergency Ambulance services. 


3 On 9 March 2012, members were advised of proposals set out by the North 
East Ambulance Service (NEAS) NHS Foundation Trust  to ensure that 
ambulances were located in the right places and at the right times in the day 
and night to meet a forecast increase in 999 demand and continue to meet 
our national response time standards. An expanded, non-emergency tier was 
also proposed to respond to urgent care patients who are not 999 
emergencies but still require a level of clinical care during transfers between 
hospitals or transport at the request of GPs. 


4 At the aforementioned meeting, members were advised of the public 
engagement proposals to accompany the review and the Committee agreed 
to receive a further update following the completion of the engagement 
proposals including those planned with the Council’s Area Action 
Partnerships. 


5 On 24 July 2012, the Adults Wellbeing and Health OSC considered a report 
and presentation by North East Ambulance Service NHS FT which set out:- 


• Current and future demand for A&E Ambulance services across the 
North East region; 


• Key performance indicators across the North East Region including the 
regional 75% target for meeting potentially life-threatening calls in less 
than 8 minutes; 


 







• A&E Ambulance review proposals for County Durham; 


• Engagement activity undertaken as part of the review and the key 
emerging themes from this activity; 


• Activity pressures upon the A&E Ambulance service and the 
performance improvement actions developed by NEAS for County 
Durham; 


• The specific funding arrangements put in place by NHS County 
Durham for A&E Ambulance services within the Durham Dales area. 


6 At the conclusion of the meeting, the Committee recommended :- 


1. That the feedback from the Area Action Partnerships and other 
organisations in relation to the reconfiguration of Accident and 
Emergency Ambulance services within the region be noted; 
 


2. That the Committee support North East Ambulance Service in 
implementing the proposed changes by April 2013 to maintain 
ambulance performance standards and to begin to bring the county up 
to the same level of performance as other parts of the North East; 
 


3. That the Committee support the proposed evaluation of current 
Ambulance service provision that has been commissioned by NHS 
County Durham, and that this should be carried out in conjunction with 
and overseen by the Rural Ambulance Monitoring Group, who will 
report back to the Committee on this process; 
 


4. That the Committee note that the future of the provision of ambulance 
services within County Durham, including the skill mix of crews and the 
ring fencing of resources currently in place for Weardale and Teesdale 
may be subject to further consideration, following the conclusion of the 
proposed evaluation process referred to in (3) above; 
 


5. Notwithstanding (4) above, the Committee stresses that no changes 
will be made existing Ambulance service provision within the Durham 
Dales Area without first being subject to an extensive and robust public 
consultation exercise. 
 


7 Since these recommendations were made, there has been a significant 
change in the NHS organisational structure nationally with Clinical 
Commissioning Groups being set up to replace the former Primary Care 
Trusts and taking on the Commissioning responsibilities for service provision 
within their areas. 


8 As a result, the previously agreed additional resource allocation for the 
Durham Dales A&E Ambulance service has been taken on and continued by 
the Durham Dales, Easington and Sedgefield Clinical Commissioning Group. 


 


 







9 As part of this process however, ongoing dialogue has taken place via the 
DDES Ambulance Patient Reference Group regarding the outstanding issues 
relating to A&E Ambulance service response times and performance and the 
skills mix of the crews within the Durham Dales area. 


Consideration by Adults Wellbeing and Health OSC – 18 July 2014 


10 At a special meeting on 18 July 2014, the Adults Wellbeing and Health 
Overview and Scrutiny Committee considered a report and presentation from 
representatives of Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group together with a presentation from representatives of 
the Rural Ambulance Monitoring Group regarding proposals to review 
Accident and Emergency Ambulance services across Durham Dales, 
Easington and Sedgefield CCG. 


11 The report by the North East Commissioning Support unit on behalf of the 
Durham Dales, Easington and Sedgefield CCG setting out proposals for 
change and a communications and engagement plan was considered by the 
Committee at the aforementioned meeting and is attached to this report. 


12 During consideration of all of the reports and presentations, members raised a 
number of issues on which they sought further clarification generally around 
Accident and Emergency ambulance services including:- 


• Statistical analysis on major trunk roads; 


• NEAS Response times and sickness levels; 


• Fire Fighters’ Community 1st responders pilot, and 


• the position relating to two particular ambulance stations in the Dales. 


13 At the meeting the Committee resolved that:- 


(i) that the report be received. 
(ii) that the engagement programme proposed by DDES CCG in respect of 


the commissioning options for the future funding of Accident and 
Emergency Ambulance services within the DDES CCG area be supported; 


(iii) that a further report be brought back to the next meeting of the Committee 
on 29 September 2014 detailing the results/feedback obtained from the 
engagement process; 


(iv) that additional information requested by the Committee in respect of 
Statistical analysis on major trunk roads; NEAS Response times and 
sickness levels; Fire Fighters’ Community 1st responders pilot and the 
position relating to two particular ambulance stations in the Dales be 
included in a separate report to the next meeting of the Committee on 29 
September 2014. 


 
Latest position and considerations for the Committee 


 
14 The Durham Dales, Easington and Sedgefield CCG engagement programme 


concludes on 25 September 2014 and representatives of the CCG will be in 
attendance to present to the Committee the key findings and feedback from 
that activity. 


 







15 A separate report on the Committee’s agenda details the additional 
information requested by members at its meeting on 18 July 2014 and 
highlighted in paragraph 12 above. 


16 The key considerations for the Adults, Wellbeing and Health Overview and 
Scrutiny Committee in respect of the proposed changes are:- 


(a)  Has Durham Dales, Easington and Sedgefield CCG demonstrated the 
 case for change in respect of the proposed service changes in terms of 
 clinical need, resource availability and service performance? 


(b)  Does the engagement and communications activity undertaken by the 
 CCG demonstrate and represent an extensive and robust consultation 
 process? 


(c)  Subject to (a) and (b) above, what assurances would the Committee 
 wish to see put in place to ensure that, should the proposals be agreed 
 by the CCG for implementation, effective performance monitoring 
 arrangements are in place which through a range of agreed metrics 
 would assess the effectiveness of the proposals in delivering improved 
 performance in respect of Accident and Emergency ambulance 
 services across the Durham Dales, Easington and Sedgefield area?  


17 Durham Dales, Easington and Sedgefield CCG has indicated that its 
Executive board will be meeting to consider whether to implement the 
proposals on Tuesday 30 September 2014 and will consider the response of 
this Committee as part of their deliberations. Thereafter, a final decision to 
ratify this will be made at the CCG’s Governing body meeting to be held on 
11November 2014. 


Recommendation 
 
18 The Adults Wellbeing and Health Overview and Scrutiny Committee is 


recommended to:- 


(i) receive this report. 


(ii) comment on the proposals detailed within the presentation from NHS 
North East Commissioning Support Unit and Durham Dales, Easington 
and Sedgefield Clinical Commissioning Group regarding the feedback 
received from the engagement activity undertaken in respect of the 
proposals; 


(iii) consider the key issues identified within paragraph16 of this report and 
comment upon the proposals for the future of this service. 


Background papers 
 
Reports and presentations to the Adults Wellbeing and Health OSC meetings held 
on 9 March 2012 and 24 July 2012. 
 
Reports and presentations to the special Adults Wellbeing and Health OSC Meeting 
on 18 July 2014 
 


 







Contact: Stephen Gwillym, Principal Overview and Scrutiny Officer 
E-Mail: stephen.gwillym@durham.gov.uk  Tel: 03000 268140  


 







 
Appendix 1:  Implications 
 
 
Finance - None 
 
Staffing - None 
 
Risk - None 
 
Equality and Diversity / Public Sector Equality Duty - None 
 
Accommodation - None 
 
Crime and Disorder - None 
 
Human Rights - None 
 
Consultation – Consultation and engagement proposals by the North East 
Commissioning Support unit on behalf of the Durham Dales, Easington and 
Sedgefield CCG have been previously supported by the Committee and the 
feedback from this activity will be presented to the Committee at the meeting. 
 
Procurement - None 
 
Disability Issues - None 
 
Legal Implications – None  
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Armed Forces Health Commissioning 
Arrangements 


Melanie Iredale 


Head of Armed Forces 
Commissioning 


Tuesday 11th November 2014 







Armed Forces Commissioning 
• Cement the “No disadvantage” 


requirement as specified in Armed 
Forces Covenant and Government’s 
Mandate to the NHS 
 


• A single, national body 
commissioning for the serving armed 
forces with one set of commissioning 
policies 
  


• Build commissioning capability in the 
new system so as to credibly build 
networks and relationships 
 


• Standard operating procedures for 
Armed Forces personnel in 
development 


2 







 
 
 
 


Health and Wellbeing Boards, AFNs, Community Covenant and partnerships  


NHS England -  Armed Forces Health 


NHS England Board 


NHS England 
Operations 
Directorate 


Area Teams – x 3 


Armed Forces Commissioning  
Interface between MOD and Providers 
(Securing Excellence – Military Health) 


CCGs - Veterans, Families, 
Reservists, Armed Forces Networks  


lead 


Armed Forces 
Commissioning 


Veterans’ and families commissioning   
Transition management 


Veterans, reservists and families 


Reservists, Veterans’ 
& Families 
Commissioning 


Design Principles : 
Retain: Knowledge, expertise, capability, continuity, 
skillsets, credibility 
Ensure: Momentum, partnerships, linkages,  AFNs,  
practical configuration and delivery 


CCGs 


3 







Armed Forces commissioning responsibilities 
   


Serving 
Armed 
Forces in 
England 


 
Serving Armed 
Forces 
overseas 


Armed Forces 
Families 
registered with 
DMS med 
centres in 
England 


Armed Forces 
Families 
registered with 
DMS med 
centres overseas 


Armed Forces 
Families  
registered with 
NHS GP 
Practices 


 
Reservists while 
mobilised i 


 
Veterans (inc. 
reservists when 
not mobilised) 


Primary Care  
DMS ii 


 
DMS 


 
DMS 


 
DMS 


 
NHS England 


DMS 
& 
NHS England iv 


 
NHS England 


Community Mental 
Health 


 
DMS 


 
DMS 


 
NHS England 


 
DMS 


 
CCGs 


 
DMS 


 
CCGs 


Secondary acute & 
community care 


 
NHS England 


DMS 
& 
NHS England iv 


 
NHS England 


DMS 
& 
NHS England iv 


 
CCGs 


DMS 
& 
NHS England iv 


 
CCGs iii 


MOD Enhanced 
pathways 


 
DMS 


 
DMS 


 
N/A 


 
N/A 


 
N/A 


 
DMS 


 
N/A 


i - Reservists have access to DMS care whilst mobilised 
ii - Serving personnel can access local GPs on an emergency basis if needing to access care whilst away from the military 
address 
iii - The NHS England will commission specialised services for veterans, e.g. limb prostheses,  
iv - While overseas, serving personnel and families can access DMS-commissioned healthcare where such provision exists, or 
may be provided with non-DMS healthcare by local Host Nation or other contracted arrangements, or have right of return for 
NHS England-commissioned NHS care in England 4 
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NHS England 


COO 
 


NHS North 


Comm Mgr – James 
Carter 


Asst Hd 
Military 


Andy Bacon 


DoC 
(Corporate) 
Ann Sutton 


CCGs - Link to JSNA 
and H&Wb Bds 


Armed  
Forces 


Networks 


N Yorks 
&Humber AT 


Hd of Spec AF 
Melanie Iredale 


Comm  Mgr –
North 


Jim Khambatta 


DoC  
Julie Warren 


NHS Mildands NHS South 


Bath, Swindon 
& Wilts AT 


Hd of Spec AF 
Jenny Kirby  


Comm Mgr -
South 


Sharon 
Greaves/Karen 


Beckett 


DoC  
Debra Elliott 


Notts & Derbs 
AT 


Hd of Spec AF 
Alison Treadgold 


Comm Mgr - 
Mids 


Ann Berry 


DoC  
Vicky Taylor 


Hd PH, Armed 
Forces and 
Offender 


Kate Davies 


DoC 
Julie Higgins 


DoC 
Catherine 
O’Connell 


DoC 
Sue Davies 


NHS London 


 
DoC 


Simon Weldon 
 


AF Network 
Lead/Transition  


Richard Swarbrick 


Head of Public 
Health, Armed 


Forces and 
Offender Health 
Commissioning 


 
Alison Frater 


 
Kenny Gibson 


Wayne Kirkham 
National Lead 


National Veteran 
Mental Health 


Network 


Armed Forces commissioning responsibilities: 
Structures post-April 2013 
 







 NHS England Internal 


Oversight & Assurance  
structures 


Operations & Delivery 
structures 


External  Assurance Groups 


Armed Forces Governance Structure 


Clinical 
Priorities 


Advisory Group  


Internal Delivery Groups (Armed Forces) 


AF 
CRG 


Armed Forces 
Partnership 


Board 


External 
Partnership 


Groups  


Health 
Partnership 


Working  
Group 


Defence 
Recovery 
Steering  
Group 


DMS/NHS 
England Joint 


Commissioning 
Group 


Veterans Mental 
Health  


Network 


AF Joint 
Commissioning 
Task & Finish 


Groups 


Screening & 
Immunisations 
Delivery Group 


Patient & Public 
Voice Forum 


Armed Forces 
Networks 


ETM 


Directly 
Commissioned 


Services 
Committee 


Armed Forces 
Oversight 


Group 


Operations 
SMT 


NHS England Board  


CRG sub-
groups as 
required 6 







DH Future Roles 
• Policy 


• Governmental and inter departmental 
business 


• 2 Murrison Reports 
• Mental Health Provision: 


• Veterans MH Network 


• Big White Wall 


• Prosthetics: 
• National Funding of Veterans Prosthetics 


• Improved Disablement Support Centres 


• Veterans Information Service 
 7 







MoD/Joint Medical Command 


Joint Medical Command 


• MoD (Chief of Defence Personnel) deliver (support): 
• Tri-service welfare and recovery 
• Chain of Command looks after/owns service 
 personnel under their command (Single Service or Tri 
 Service) 
• Transition 
• Recovery 


 
• MoD (Joint Medical Command) still  
 commission/provide (supporting) healthcare:  


• Operational Care 
• Primary Care 
• Rehabilitation 
• Community Mental Health  
• Inpatient Mental Health (NHS Provided) 


 
n.b. note supporting/supported tension that we understand 8 



http://www.google.co.uk/url?sa=i&rct=j&q=ministry+of+defence&source=images&cd=&cad=rja&docid=AIWhgrGK9erkZM&tbnid=iV4HhyO-IEqMLM:&ved=0CAUQjRw&url=https://www.nuclear.nsacademy.co.uk/associate/ministry-defence&ei=pfYwUayiKYLL0AXhoYCIAg&bvm=bv.43148975,d.d2k&psig=AFQjCNEtEGsv4LHYdISxTQ2r5PdB5fiTgw&ust=1362249738227214





Obligations 
• “The NHS and its public sector partners need to work together to help one another 


to achieve their objectives. …. This includes, in particular, demonstrating progress 
against the Government’s priorities of: upholding the Government’s obligations 
under the Armed Forces Covenant; 


• The Covenant says: 
• The Armed Forces Community should enjoy the same standard of, and access to, 


healthcare as that received by any other UK citizen in the area they live.  
• Personnel injured on operations should be treated in conditions which recognise service 


needs 
• For family members, primary healthcare may be provided by the MOD in some cases (eg 


when accompanying Service personnel posted overseas). And … should retain their relative 
position on any NHS waiting list, if moved around the UK due to the Service person being 
posted.  


• Veterans … should receive priority treatment where it relates to a condition which relates to 
.. their service, subject to clinical need 


• Those injured in service should be cared for in a way which reflects the Nation’s moral 
obligation …with professionals who have an understanding of Armed Forces culture 9 







NHS England 
• England (not whilst Overseas), or Devolved Administrations 


• Direct Commissioning: 


• Post Operational Health Care (non-recovery) 


• Community Care 


• Hospital Care (also for MH not in main contract) 


• Specialist IVF 


• IVF on Moves 


• Indirect Commissioning: 


• CCG Assurance 


• DMS – NHS IM&T Connectivity 


• NHS England Other: Dental, “Specialised”, Offenders, Immunization, 
Vaccination and Screening 


1
0 







Armed Forces Networks 
• All Local Stakeholders: 


 
• Regional Armed Forces Structures 
• PRUs 
• Local NHS – Commissioners and 


providers 
• Local Authorities 
• Charities 
• Veterans Organisations 


 
• Currently 9 in England mapped closely to 


Brigade structure 


NHS 


         Charities  Armed  
Forces 


Local 
Authorities 


1
1 







Planned Improvements 
• Continuity of Care 


 
• Pathway redesign (especially roles of 
 1ry/2ry) 
 
• Improved Choice 


 
• Recording and Performance monitoring of quality 


 
• Referrer Involvement 


 
• Patient and Carer involvement 


1
2 







Issues 
• Very poor data: 


• £15M or £170M? 
 


• Philosophical Differences: 
• “The Armed Forces Community is entitled to appropriate recognition for the 


unique Service which it has given, and continues to give, to the Nation, and 
the unlimited liability which the Service person assumes” AF Covenant 


 


• “Only clinical features taken into account: The NHS CB must make 
decisions fairly about funding treatments and not on the basis of age, sex, 
sexuality, race, religion, lifestyle, occupation, family status (including 
responsibility for caring for others) social position, financial status etc. unless 
these directly affect the expected clinical benefit that an individual will derive 
from a treatment” NHS England Interim Standard Operating Procedures 


 1
3 







So what does this mean for CCG’s 
• Involvement in Armed Forces Networks 


• New North East, Yorkshire & Humber AFN 


• CCG stewardship 


• Rotating chair 


• Multi-agency representation 


• Veteran’s Awareness 


• Identification at practice level 


• RCGP e-learning tool 


• Staff training 


 


 
1
4 







Continued ….. 
• Veteran Mental Health Services 


• Outreach services 
• Big White Wall 
• Combat Stress residential 


1
5 







Thank you! 


http://www.england.nhs.uk/resources 
/resources-armed/  


1
6 



http://www.england.nhs.uk/resources/resources-armed/
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NHS England Core Standards for Emergency preparedness, resilience and response
v2.0


The attached EPRR Core Standards spreadsheet has 3 tabs: 
  
EPRR Core Standards tab - with core standards nos 1 - 37. 
 
HAZMAT/ CBRN core standards tab: with core standards 38- 51.  Please note this is designed as a stand alone tab.  
 
HAZMAT/ CBRN equipment checklist:  designed to support acute and ambulance service providers in core standard 43.   
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Evidence for NHS Durham Dales, Easington and Sedgefield 
CCG


Self 
asse
ssm
ent 
RAG


Red 
= Not 
com
plian
t 


Action to be taken Lead Timescale


Governance


1
Organisations have a director level accountable emergency officer who is responsible for EPRR (including 
business continuity management) Y Y Y Y Y Y Y Y Y


•Director level accountable emergency officer identified - Chief 
Operating Officer


G


2


Organisations have an annual work programme to mitigate against identified risks and incorporate the lessons 
identified relating to EPRR (including details of training and exercises and past incidents) and improve 
response.


Y Y Y Y Y Y Y Y Y


•BCP agreed by Executive on 21/10/14. Internal processes are 
outlined within the plan.
• Externally the CCG is a member of the LHRP, represented by 
Darlington CCG, and so is linked into the annual work 
programme.
• Internally work is being done with NECS to ensure that training 
for the specific roles identified in the BCP is undertaken.
• Following this training NECS will organise a table top exercise 
to test the CCG’s BCP.


G


• Training to be undertaken by 
NECS to be rearranged.


• Table top exercise to be 
arranged


• SL


• SL


• By 31/12/14


• By 31/12/14


3


Organisations have an overarching framework or policy which sets out expectations of emergency 
preparedness, resilience and response.


Y Y Y Y Y Y Y Y Y


•The CCG is a member of the LHRP and fulfils all the functions 
necessary as a category 2 responder


G


4


The accountable emergency officer will ensure that the Board and/or Governing Body will receive as appropriate 
reports, no less frequently than annually, regarding EPRR, including reports on exercises undertaken by the 
organisation, significant incidents, and that adequate resources are made available to enable the organisation 
to meet the requirements of these core standards.


Y Y Y Y Y Y Y Y Y


• Feedback is provided as necessary from the LHRP and the 
LRFs.
• EPRR statement of compliance on the agenda for GB in 
November 2014, paper to include.


G


• Paper to be written for GB. • NB • !!/11/14


Duty to assess risk


5


Assess the risk, no less frequently than annually, of emergencies or business continuity incidents occurring
which affect or may affect the ability of the organisation to deliver it's functions.


Y Y Y Y Y Y Y Y Y Y Y


• Internally risk is assessed as part of the business continuity 
proceess.


• Externally the LHRP informs its business as a result of the 
LRFs' risk assessment process and annual business cycle.


G • Internally need to ensure 
version control on 
documentation.


• Risk documentation yet to be 
shared with NECS, 
neighbouring CCGs etc.


•SL


•SL


• November 2014 
and annual 
thereafter


• By 31/12/14


6


There is a process to ensure that the risk assessment(s) is in line with the organisational, Local Health
Resilience Partnership, other relevant parties, community (Local Resilience Forum/ Borough Resilience Forum),
and national risk registers.


Y Y Y Y Y Y Y Y Y Y Y


• Standard documentation approved by LHRP used. G


7


There is a process to ensure that the risk assessment(s) is informed by, and consulted and shared with your
organisation and relevant partners.


Y Y Y Y Y Y Y Y Y Y Y


• Risk assessments have been shared between the CCG leads. 
This has yet to be done partners.


A • Suite of BIAs to be shared with 
partners including NECS, 
CDDFT, DCC and the 
Rivergreen Centre.


• SL • By 31/12/14


Duty to maintain plans – emergency plans and business continuity plans  


Y Y Y Y Y Y Y Y Y Y


• Externally the CCG is part of the work being done across the 
health economy and engages with partners as necessary as a 
category 2 responder.


G


Y Y Y Y Y Y Y Y Y Y Y
• CCG's BCP agreed by Executive on 21/10/14. Following 
agreement with the Area Team information will be added to the 
plan to incorporate incident planning.


G • Process for incident planning 
to be added to the BCP.


• SL • By 31/01/15


Y Y Y Y Y Y • HAZMAT


Y Y Y Y Y Y Y Y Y Y Y


• It has been determined that as no frontline services are 
provided by the CCG it is not necessary to have a specific plan 
however as part of the LHRP the CCG would operate any health 
economy wide arrangements that are agreed. 


G


Y Y Y Y Y Y Y Y Y Y Y


• It has been determined that as no frontline services are 
provided by the CCG it is not necessary to have a specific plan 
however as a member of the LHRP the CCG would operate any 
health economy wide arrangements that are agreed.


G


Y Y Y Y Y Y Y • Mass countermeasures
Y Y Y Y Y Y Y • Mass casualties


Effective arrangements are in place to respond to the risks the organisation is exposed to, appropriate to the 
role, size and scope of the organisation, and there is a process to ensure the likely extent to which particular 
types of emergencies will place demands on your resources and capacity. 


Have arrangements for (but not necessarily have a separate plan for) some or all of the following (organisation 
dependent) (NB, this list is not exhaustive): 
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Evidence for NHS Durham Dales, Easington and Sedgefield 
CCG


Self 
asse
ssm
ent 
RAG


Red 
= Not 
com
plian
t 


Action to be taken Lead Timescale


Y Y Y Y Y Y Y Y Y Y Y


• It has been determined that as no frontline services are 
provided by the CCG it is not necessary to have a specific plan 
however as a member of the LHRP the CCG would operate any 
health economy wide arrangements that are agreed.


G


Y Y Y Y Y Y Y Y Y Y


• It has been determined that as no frontline services are 
provided by the CCG it is not necessary to have a specific plan 
however as a member of the LHRP the CCG would operate any 
health economy wide arrangements that are agreed.


G


Y Y Y Y Y Y Y Y Y Y


• It has been determined that as no frontline services are 
provided by the CCG it is not necessary to have a specific plan 
however as a member of the LHRP the CCG would operate any 
health economy wide arrangements that are agreed.


G


Y Y Y Y Y Y Y Y Y Y Y


• Landlord of the CCG’s HQ building has evacuation plan in place 
which is tested as part of the fire safety arrangements.  This has 
been activated successfully on at least two occasions within the 
last year.


G


Y Y Y Y Y Y Y Y Y • Lockdown
Y Y Y Y Y Y Y Y Y Y Y • Utilities failure is addressed within the BIAs of the BCP. G
Y Y Y Y Y Y • Excess deaths


Y • HART


Y • Firearms


9


Ensure that plans are prepared in line with current guidance and good practice which includes:


Y Y Y Y Y Y Y Y Y Y Y


• Standard templates are used as developed by the LHRP. G


10


Arrangements include a procedure for determining whether an emergency or business continuity incident has 
occurred.  And if an emergency or business continuity incident has occurred, whether this requires changing the 
deployment of resources or acquiring additional resources.


Y Y Y Y Y Y Y Y Y Y Y


• Internal incidents would be reported to the Head of Corporate 
Services of the CCG.
• Necessary contact details for cascade are included in the suite 
of PARPs that supports the BCP.
• Externally on-call arrangements have been agreed and are in 
place via the Northern CCG Forum across the North East.


A • Work to be done to ensure 
that contact details held in the 
PARPS are up-to-date.


•Directorate 
Leads


• by 31/12/14


11


Arrangements include how to continue your organisation’s prioritised activities (critical activities) in the event of 
an emergency or business continuity incident insofar as is practical. 


Y Y Y Y Y Y Y Y Y Y Y


• Business impact analyses completed and a list of prioritised 
functions is included within the BCP approved by the Executive.  
This will be reviewed annually.


G


12 Arrangements explain how VIP and/or high profile patients will be managed. Y Y Y Y Y


13


Preparedness is undertaken with the full engagement and co-operation of interested parties and key 
stakeholders (internal and external) who have a role in the plan and securing agreement to its content


Y Y Y Y Y Y Y Y Y Y Y


• Internally engagement has been undertaken within the CCG 
and between neighbouring CCGs.   This has yet to be done 
partners.
• Externally the CCG is part of the work being done across the 
health economy and engages with partners as necessary as a 
category 2 responder.


A • Engagement to be undertaken 
with partners including NECS, 
CDDFT, DCC, NHS Property 
Services and other users of 
Sedgefield Community Hospital 
.


•SL • By 31/12/14


14 Arrangements include a debrief process so as to identify learning and inform future arrangements Y Y Y Y Y Y Y Y Y Y Y • The CCG is a member of the LHRP and feedback is provided
as necessary from the LHRP/LRFs.


G


Command and Control (C2)


8
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Evidence for NHS Durham Dales, Easington and Sedgefield 
CCG


Self 
asse
ssm
ent 
RAG


Red 
= Not 
com
plian
t 


Action to be taken Lead Timescale


15


Arrangements demonstrate that there is a resilient single point of contact within the organisation, capable of 
receiving notification at all times of an emergency or business continuity incident; and with an ability to respond 
or escalate this notification to strategic and/or executive level, as necessary.  


Y Y Y Y Y Y Y Y Y


• Internal incidents would be reported to the HOCS of the CCG.
• Necessary contact details for cascade are included in the suite 
of PARPs that supports the BCP.
• Externally on-call arrangements have been agreed and are in 
place via the Northern CCG Forum across the North East.


A • Work to be done to ensure 
that contact details held in the 
PARPS are up-to-date


• Directorate 
Leads


• By 31/12/14


16


Those on-call must meet identified competencies and key knowledge and skills for staff.


Y Y Y Y Y Y Y Y Y


• Those on call are required to attend any training deemed 
necessary via the LHRP.
• The Area Team is arranging training sessions across CD&D 
and Tees. Dates have yet to be agreed.


A • Those on call will be required 
to attend the major incident and 
any other relevant training 
organised by NHS England.  


• NB •Dates for training 
awaited from NHS 
England.


17
Documents identify where and how the emergency or business continuity incident will be managed from, ie the 
Incident Co-ordination Centre (ICC), how the ICC will operate (including information management) and the key 
roles required within it, including the role of the loggist .


Y Y Y Y Y Y Y Y Y Y Y
• Arrangements for incident ICC and the specific roles are 
outlined within the BCP approved by Executive.


G


18


Arrangements ensure that decisions are recorded and meetings are minuted during an emergency or business 
continuity incident.


Y Y Y Y Y Y Y Y Y Y Y


• Arrangements are outlined within the BCP.  A • Individuals from the admin 
team to attend loggist training.  


• Once loggist training is 
complete named individuals well 
be added to the BCP.


• SL


• SL


• Dates for training 
awaited from NHS 
England Area Team.


• Once loggist 
training is complete.


19
Arrangements detail the process for completing, authorising and submitting situation reports (SITREPs) and/or 
commonly recognised information pictures (CRIP) / common operating picture (COP) during the emergency or 
business continuity incident response.


Y Y Y Y Y Y Y Y Y Y Y
• SITREP reports will be submitted via the established LHRP
processes.


G


20 Arrangements to have access to 24-hour specialist adviser available for incidents involving firearms or 
chemical, biological, radiological, nuclear, explosive or hazardous materials, and support strategic/gold and 
tactical/silver command in managing these events.


Y Y


21 Arrangements to have access to 24-hour radiation protection supervisor available in line with local and national 
mutual aid arrangements; Y Y


 Duty to communicate with the public
22 Arrangements demonstrate warning and informing processes for emergencies and business continuity 


incidents.


Y Y Y Y Y Y Y Y Y Y


• Internally there is a BIA and PARP for the communications 
function included in the suite of documents that support the BCP.  
For wider incidents arrangements are in place via the LHRP and 
LRFs.


G


23


Arrangements ensure the ability to communicate internally and externally during communication equipment 
failures 


Y Y Y Y Y Y Y Y Y Y Y


• Internally mobile phones are available and recovery plans are in 
place via the landlord for landlines.  Externally arrangements are 
in place for a multi-agency response via the LHRP and LRFS 
with access to VOIP etc.


G


Information Sharing – mandatory requirements


24


Arrangements contain information sharing protocols to ensure appropriate communication with partners.


Y Y Y Y Y Y Y Y Y Y Y


• As a member of the LHRP and LRFs the CCG is signed up to 
information sharing arrangements which are regularly reviewed 
via the chief officers group of the LRF.


G


Co-operation 


25


Organisations actively participate in or are represented at the Local Resilience Forum (or Borough Resilience 
Forum in London if appropriate) Y Y Y Y Y Y Y Y Y Y


• The CCG is represented on the LHRP by NHS Darlington CCG 
but has the right to be represented in its own right as a category 
2 responder.


G
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Red 
= Not 
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Action to be taken Lead Timescale


26


Demonstrate active engagement and co-operation with other category 1 and 2 responders in accordance with 
the CCA


Y Y Y Y Y Y Y Y Y Y


• The CCG is represented on the LHRP by NHS Darlington CCG 
but has the right to be represented in its own right as a category 
2 responder and would do so whenever it was felt appropriate.


G


27


Arrangements include how mutual aid agreements will be requested, co-ordinated and maintained. 


Y Y Y Y Y Y Y Y Y Y


• Mutual arrangements are in place locally with NHS North 
Durham CCG and with other partners and providers via the 
agreed LRHP arrangements.


G


28 Arrangements outline the procedure for responding to incidents which affect two or more Local Health 
Resilience Partnership (LHRP) areas or Local Resilience Forum (LRF) areas. Y Y Y Y


29 Arrangements outline the procedure for responding to incidents which affect two or more regions. Y Y Y


30
Arrangements demonstrate how organisations support NHS England locally in discharging its EPRR functions 
and duties Y Y Y Y Y Y Y


• Arrangements are in place via the LHRP.
• They are tested regularly and have recently been used in 
response to an actual incident.


G


31
Plans define how links will be made between NHS England, the Department of Health and PHE. Including how 
information relating to national emergencies will be co-ordinated and shared Y


32
Arrangements are in place to ensure an Local Health Resilience Partnership (LHRP) (and/or Patch LHRP for the 
London region) meets at least once every 6 months Y Y


33


Arrangements are in place to ensure attendance at all Local Health Resilience Partnership meetings at a 
director level


Y Y Y Y Y Y Y Y Y


• The CCG is represented on the LHRP by NHS Darlington CCG 
but has the right to be represented in its own right as a category 
2 responder and would do so whenever it was felt appropriate.


G


Training And Exercising


34


Arrangements include a training plan with a training needs analysis and ongoing training of staff required to 
deliver the response to emergencies and business continuity incidents


Y Y Y Y Y Y Y Y Y Y Y


• Those on call are required to attend any training deemed 
necessary via the LHRP.


• The Area Team is arranging training sessions across CD&D 
and Tees.This will be an ongoing arrangement but dates have 
yet to be agreed.


A • Those individuals identified to 
undertake specific roles outlined 
within the BCP will receiving 
training arrnaged via NECS.  


• Those on call will be required 
to attend the major incident and 
any other relevant training 
organised by NHS England.  


• SL


• NB


• By 31/12/14.


•Dates for training 
awaited from NHS 
England Area Team.


35


Arrangements include an ongoing exercising programme that includes an exercising needs analysis and informs 
future work.  Y Y Y Y Y Y Y Y Y Y Y


• Arrangements are in place via the LHRP.
• They are tested regularly and have recently been used in 
response to an actual incident.


G


36


Demonstrate organisation wide (including oncall personnel) appropriate participation in multi-agency exercises


Y Y Y Y Y Y Y Y Y


• This is an ongoing process arranged via the LHRP which is 
done in partnership with other agencies.
• Multi-agency exercises are arranged but not all appropriate 
individuals have participated to date.


A • Those individuals on call will 
be required to participate in 
multi-agency exercises as and 
when they are arrnged by NHS 
England.  


• NB •Dates for training 
awaited from NHS 
England Area Team.


37


Preparedness ensures all incident commanders (oncall directors and managers) maintain a continuous personal 
development portfolio demonstrating training and/or incident /exercise participation. 


Y Y Y Y Y Y Y Y Y


• Records of continuous personal development of CCG members 
of staff on-call are maintained by NHS England as part of the 
processes established via LHRP.
• Due to the number of staff involved across agencies 
participation in training events, planned exercises and actual 
incidents is limited.


A • Those individuals on call will 
be required to participate in 
training, exercises and actual 
incidents as and when required.    


• NHS 
England Area 
Team


•This is an ongoing 
process.
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Red = Not compliant with core standard and 
not in the EPRR work plan within the next 12 
months. 
Amber = Not compliant but evidence of 
progress and in the EPRR work plan for the 
next 12 months.
Green = fully compliant with core standard.


Action to be taken Lead Timescale


Q Core standard Clarifying information Evidence of assurance


Preparedness
38 There is an organisation specific HAZMAT/ CBRN plan (or dedicated annex) Arrangements include:


• command and control interfaces 
• tried and tested process for activating the staff and equipment (inc. Step 1-2-3 Plus)
• pre-determined decontamination locations and access to facilities
• management and decontamination processes for contaminated patients and fatalities in line 
with the latest guidance
• communications planning for public and other agencies
• interoperability with other relevant agencies
• access to national reserves / Pods
• plan to maintain a cordon / access control
• emergency / contingency arrangements for staff contamination
• plans for the management of hazardous waste
• stand-down procedures, including debriefing and the process of recovery and returning to 
(new) normal processes
• contact details of key personnel and relevant partner agencies


Y Y Y Y Y • Being able to provide documentary evidence of a regular process for monitoring, 
reviewing and updating and approving arrangements
• Version control


39 Staff are able to access the organisation HAZMAT/ CBRN management plans. Decontamination trained staff can access the plan Y Y Y Y Y • Site inspection
• IT system screen dump


40 HAZMAT/ CBRN decontamination risk assessments are in place which are appropriate to 
the organisation.


• Documented systems of work
• List of required competencies
• Impact assessment of CBRN decontamination on other key facilities
• Arrangements for the management of hazardous waste


Y Y Y Y Y • Appropriate HAZMAT/ CBRN risk assessments are incorporated into EPRR risk 
assessments (see core standards 5-7)


41 Rotas are planned to ensure that there is adequate and appropriate decontamination 
capability available 24/7.


Y Y • Resource provision / % staff trained and available
• Rota / rostering arrangements


42 Staff on-duty know who to contact to obtain specialist advice in relation to a HAZMAT/ 
CBRN incident and this specialist advice is available 24/7.


• For example PHE, emergency services. Y Y Y Y Y • Provision documented in plan / procedures
• Staff awareness


Decontamination Equipment


43 There is an accurate inventory of equipment required for decontaminating patients in 
place and the organisation holds appropriate equipment to ensure safe decontamination 
of patients and protection of staff.


• Acute and Ambulance service providers - see Equipment checklist overleaf on separate tab
• Community, Mental Health and Specialist service providers - see Response Box in 'Preparation 
for Incidents Involving Hazardous Materials - Guidance for Primary and Community Care 
Facilities' (NHS London, 2011) (found at: 
http://www.londonccn.nhs.uk/_store/documents/hazardous-material-incident-guidance-for-
primary-and-community-care.pdf)
• Initial Operating Response (IOR) DVD and other material: http://www.jesip.org.uk/what-will-
jesip-do/training/ 


Y Y Y Y Y • completed inventory list (see overleaf) or Response Box (see Preparation for 
Incidents Involving Hazardous Materials - Guidance for Primary and Community 
Care Facilities (NHS London, 2011))


44 The organisation has the expected number of PRPS suits (sealed and in date) available 
for immediate deployment should they be required  (NHS England published guidance 
(May 2014) or subsequent later guidance when applicable) 


There is a plan and finance in place to revalidate (extend) or replace suits that are reaching the 
end of shelf life until full capability of the current model is reached in 2017


Y Y


45 There are routine checks carried out on the decontamination equipment including: 
A) Suits
B) Tents
C) Pump
D) RAM GENE (radiation monitor)
E) Other decontamination equipment 


There is a named role responsible for ensuring these checks take place Y Y


46 There is a preventative programme of maintenance (PPM) in place for the maintenance, 
repair, calibration and replacement of out of date Decontamination equipment for: 
A) Suits
B) Tents
C) Pump
D) RAM GENE (radiation monitor)
E) Other equipment 


Y Y


47 There are effective disposal arrangements in place for PPE no longer required. (NHS England published guidance (May 2014) or subsequent later guidance when applicable) Y Y


Training
48 The current HAZMAT/ CBRN Decontamination training lead is appropirately trained to 


deliver HAZMAT/ CBRN training
Y Y


49 Internal training is based upon current good practice and uses material that has been 
supplied as appropriate.


• Documented training programme
• Primary Care HAZMAT/ CBRN guidance
• Lead identified for training
• Established system for refresher training so that staff that are HAZMAT/ CBRN 
decontamination trained receive refresher training within a reasonable time frame (annually). 
• A range of staff roles are trained in  decontamination techniques
• Include HAZMAT/ CBRN command and control training
• Include ongoing fit testing programme in place for FFP3 masks to provide a 24/7 capacity and 
capability when caring for patients with a suspected or confirmed infectious respiratory virus
• Including, where appropriate, Initial Operating Response (IOR) and other material: 
http://www.jesip.org.uk/what-will-jesip-do/training/ 


Y Y Y Y Y • Show evidence that achievement records are kept of staff trained and refresher 
training attended
• Incorporation of HAZMAT/ CBRN issues into exercising programme


50 The organisation has sufficient number of trained decontamination trainers to fully 
support it's staff HAZMAT/ CBRN training programme. 


Y Y


51 Staff that are most likely to come into first contact with a patient requiring 
decontamination understand the requirement to isolate the patient to stop the spread of 
the contaminant.


• Including, where appropriate, Initial Operating Response (IOR) and other material: 
http://www.jesip.org.uk/what-will-jesip-do/training/ 
• Community, Mental Health and Specialist service providers - see Response Box in 'Preparation 
for Incidents Involving Hazardous Materials - Guidance for Primary and Community Care 
Facilities' (NHS London, 2011) (found at: 
http://www.londonccn.nhs.uk/_store/documents/hazardous-material-incident-guidance-for-
primary-and-community-care.pdf)


Y Y Y Y Y


Hazardous materials (HAZMAT) and chemical, biological, radiolgocial and nuclear (CBRN) response core standards 
(NB this is designed as a stand alone sheet)







HAZMAT CBRN equipment list - for use by Acute and Ambulance service providers in relation to Core Standard 43.


No Equipment Equipment model/ generation/ details etc. Self assessment RAG
Red = Not in place and not in the EPRR 
work plan to be in place within the next 
12 months. 
Amber = Not in place and in the EPRR 
work plan to be in place within the next 
12 months.
Green = In place.  


EITHER: Inflatable mobile structure
E1 Inflatable frame


E1.1 Liner
E1.2 Air inflator pump
E1.3 Repair kit
E1.2 Tethering equipment


OR: Rigid/ cantilever structure
E2 Tent shell


OR: Built structure
E3 Decontamination unit or room


AND: 
E4 Lights (or way of illuminating decontamination area if dark)
E5 Shower heads
E6 Hose connectors and shower heads
E7 Flooring appropriate to tent in use (with decontamination basin if 


needed)
E8 Waste water pump and pipe
E9 Waste water bladder


PPE for chemical, and biological incidents
E10 The organisation (acute and ambulance providers only) has the 


expected number of PRPS suits (sealed and in date) available for 
immediate deployment should they be required.  (NHS England 
published guidance (May 2014) or subsequent later guidance 
when applicable).


E11 Providers to ensure that they hold enough training suits in order to 
facilitate their local training programme
Ancillary


E12 A facility to provide privacy and dignity to patients
E13 Buckets, sponges, cloths and blue roll 
E14 Decontamination liquid (COSHH compliant)
E15 Entry control board (including clock)
E16 A means to prevent contamination of the water supply
E17 Poly boom (if required by local Fire and Rescue Service)


E18 Minimum of 20 x Disrobe packs or suitable equivalent (combination 
of sizes) 


E19 Minimum of 20 x re-robe packs or suitable alternative (combination 
of sizes - to match disrobe packs)


E20 Waste bins
Disposable gloves


E21 Scissors - for removing patient clothes but of sufficient calibre to 
execute an emergency PRPS suit disrobe


E22 FFP3 masks
E23 Cordon tape
E24 Loud Hailer
E25 Signage
E26 Tabbards identifying members of the decontamination team
E27 Chemical Equipment Assessement Kits (ChEAKs) (via PHE)


(replaced Toxboxes in 2010)
Radiation


E28 RAM GENE monitors (x 2 per Emergency Department and/or 
HART team)


E29 Hooded paper suits
E30 Goggles
E31 FFP3 Masks - for HART personnel only
E32 Overshoes & Gloves
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GOVERNING BODY ACTION LOG 
UPDATED 28 OCTOBER 2014 


 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


1.  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 
Nov 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 
 
9/9/14 – The report would be 
ready for the November 
meeting. 
 
22/9/14 – Report drafted for 
November GB and will go to 
Exec during October  
Recommend this is noted 
by the GB as complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


2.  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. 
28/10/14 – On the agenda for 
November meeting 
Recommend this is noted 
by the GB as complete 
 


 


3.  9/9/14 GB/14/267 Better Care Fund 
 
SH to add Better Care Fund to the 
agenda for the Governing Body 
Development Session in October and 
SB would provide the update. 
 


 
 
SH / SB 


 
 
October 14 


 
 
Item went to the GB 
Development Session 
Recommend this is noted 
by the GB as complete 


 


4.  9/9/14 GB/14/268 Engagement Strategy 
 
Include in the delivery plan how to 
define successful engagement.   As part 
of this he would ask Patient Reference 
Group members what they think 
successful engagement would look like. 
 
Make reference in the Delivery Plan to 
the Engagement Memorandum of 
Understanding mentioned in the Health 
and Wellbeing Report. 
 
Ensure that the important issue of 
communications was contained in the 
Delivery Plan including when meetings 


 
 
JCh 
 
 
 
 
 
JCh 
 
 
 
 
JCh 
 
 


 
 
November 
14 
 
 
 
 
October 14 
 
 
 
 
October 14 
 
 


  


 2 







No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


would be taking place. 
 
Finalise the Engagement Strategy. 
 
Take the proposed Delivery Plan to the 
Executive Committee in October for 
agreement and then to the Governing 
Body for information in November or 
January. 
 


 
 
JCh 
 
 
JCh 


 
 
October 14 
 
 
October 14 
Nov 14 / 
Jan 15 
 
 


5.  9/9/14 Gb/14/269 Urgent Care Redesign 
 
SB to correct the Strategy document to 
correct/finish the final bullet point in 
section two and the third sentence of the 
final paragraph in section one. 
 


 
 
SB 


 
 
Nov 14 


 
 
28/10/14 - Corrections made 
and amended report 
circulated to the GB. 
Recommend this is noted 
as complete 
 


 


6.  9/9/14 GB/14/272 Finance Update: Month 4, 
2014-15  
 
Change the presentation front sheet to 
show variances clearly against QIPP 
and re-name the YTD and Forecast 
boxes to make the meaning more 
explicit. 
 
Look at how the work of the GP 
variation team could feed into future 
reporting. 
 
 


 
 
 
MP 
 
 
 
 
 
MP/SB 


 
 
 
Nov 14 
 
 
 
 
 
Nov 14 


 
 
 
Report changed 
Recommend this is noted 
as complete 
 
 
 
This will be included in 
ongoing development of 
reporting   Recommend this 
is noted as complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


7.  9/9/14 GB/14/278 Extended General Practice 
Opening: Practice Perception 
 
Look at asking again for responses and 
remind practices that it was appropriate 
to contribute to service evaluations.  If 
this was not set out in service 
specifications, they would ensure this 
was included in future. 
 


 
 
 
MP/SB 


 
 
 
Nov 14 


 
 
 
SB will ensure that this 
happens 
Recommend that GB note 
this item as complete 
 


 


8.  9/9/14 GB/14/280 Equality Strategy 14-16 
 
Complete the number of staff under item 
4.4 and correct the number of lay 
members to three. 
 


 
 
JCh 


 
 
Immediate 


  


9.  9/9/14 GB/14/287 Risk management update 
 
Circulate Appendix 2 (DDES Risk 
Register). 
 
 
Ensure that this item was included in the 
agenda as a discussion rather than an 
information item in future. 
 


 
 
MP 
 
 
 
SH/SM 


 
 
Immediate 
 
 
 
Nov 14 


 
 
Circulated on 22 Sept 14.  
Recommend this is noted 
by GB as Complete 
 
Noted for future reference 


 


10.  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 


 
 
GF 
 
 
 


 
 
July 14 
Sept 14 
 
 


 
 
29/5/14 – Information 
requested from NEAS via 
NECS 
2/7/14 – As not received, this 


 
 
Complete  
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


data would be broken down by area.  
 


 
 
 


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. 
 


 
 


11.  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 


 
 
Complete 


12.  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 


 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


interest SM to update as 
emails are replied. 
Recommend that the GB 
say complete. 


13.  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 
 


 
 
Complete 
 
 
 
 
Complete 
 
 
 
 
 
Complete 


14.  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. 
 
 


 
 
JCa / NB 
 
 
 
 


 
 
Sept 14 


 
 
Terms of Reference on 
September GB meeting 
agenda – Recommend 
noted as complete 
 


 
 
Complete 
 
 
 
 


 6 







No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


 
All colleagues would share any proofing 
feedback on TORs with NB. 
 
 
 
 
NB would take in suggested 
amendments provided by the 
Remuneration Committee. 
 


 
NB 
 
 
 
 
NB 


 
Comments received and 
terms of reference amended 
– Recommend noted as 
complete 
 
Incorporated into the Terms 
of Reference – Recommend 
noted as complete 


 
Complete 
 
 
 
 
Complete 


15.  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  


 
 
Complete 
 
 
 
 
Complete 
 


16.  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 
considered.  Recommend 
noted as complete. 
 
 
 


 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


 


17.  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 
 


 
 
 
Complete 
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Health and Wellbeing Board 
 
 
Date Wednesday 5 November 2014 


Time 9.30 am 


Venue Committee Room 2, County Hall, Durham 


 
 


Business 
 


Part A 
 


Items during which the Press and Public are welcome to attend. 
Members of the Public can ask questions with the Chairman’s 


agreement 
 
 
1. Apologies for Absence   


 
2. Substitute Members   


 
3. Declarations of Interest   


 
4. Minutes of the meeting held on 3 July 2014  (Pages 1 - 8) 


 
5. Making Smoking History and Signing of NHS Statement of Support for 


Tobacco Control - Presentation of Director of Public Health County 
Durham, Children and Adults Services, Durham County Council   


 
6. County Durham 'No Health without Mental Health' Local 


Implementation Plan - Report of Chief Operating Officer, North Durham 
and Durham Dales, Easington and Sedgefield Clinical Commissioning 
Group  (Pages 9 - 66) 


 
7. Mental Health Crisis Care Concordat  - Local Response and 


Implementation - Report of Chief Operating Officer, North Durham and 
Durham Dales, Easington and Sedgefield Clinical Commissioning 
Group  (Pages 67 - 74) 


 
8. Securing Quality in Health Services - Joint Report of Chief Officer, 


Darlington Clinical Commissioning Group and Clinical Chair, Hartlepool 
and Stockton on Tees Clinical Commissioning Group  (Pages 75 - 80) 
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9. Better Care Fund - Joint Report of Corporate Director, Children and 
Adults Services, Durham County Council, Chief Clinical Officer, 
Durham Dales Easington and Sedgefield Clinical Commissioning 
Group and Chief Operating Officer, North Durham and Durham Dales 
Easington and Sedgefield Clinical Commissioning Group  (Pages 81 - 
86) 


 
10. Safeguarding Framework - Joint Report of Strategic Manager, Policy, 


Planning & Partnerships, Children and Adults Services, Durham 
County Council, Safeguarding and Practice Development Manager, 
Children and Adults Services, Durham County Council and Local 
Safeguarding Children Board Business Manager, Children and Adults 
Services, Durham County Council  (Pages 87 - 114) 


 
11. County Durham Drug Strategy 2014-2017 - Report of Director of Public 


Health County Durham, Children and Adults Services, Durham County 
Council  (Pages 115 - 168) 


 
12. Strategy for Prevention of Unintentional Injuries in Children and Young 


People (0-19year) - Report of Director of Public Health County 
Durham, Children and Adults Services, Durham County Council  
(Pages 169 - 196) 


 
13. Healthy Weight Strategic Framework for County Durham - Report of 


Director of Public Health County Durham, Children and Adults 
Services, Durham County Council  (Pages 197 - 224) 


 
14. Children and Adolescent Mental Health Services Strategy - Report of 


Chief Operating Officer, North Durham and Durham Dales, Easington 
and Sedgefield Clinical Commissioning Group  (Pages 225 - 268) 


 
15. Early Help Strategy - Report of Head of Children's Services, Children 


and Adults Services, Durham County Council  (Pages 269 - 310) 


 
16. Joint Health & Wellbeing Strategy - 2nd Quarter 2014/15 Performance 


Report - Report of Head of Planning and Service Strategy, Children 
and Adults Services, Durham County Council  (Pages 311 - 340) 


 
17. Update - Implementing "Fulfilling and Rewarding Lives"- the statutory 


guidance for local authorities and NHS bodies regarding the 
implementation of the Autism Act (2010) - Report of Head of 
Commissioning, Children and Adults Services, Durham County Council  
(Pages 341 - 348) 


 
18. Integrated Personal Commissioning - Report of Corporate Director, 


Children and Adults Services, Durham County Council and Chief 
Operating Officer, North Durham and Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group  (Pages 349 - 352) 


 







19. Winterbourne View Concordat and Action Plan Implementation in 
County Durham - Report of Head of Commissioning, Children and 
Adults Services, Durham County Council  (Pages 353 - 366) 


 
20. Transfer of 0 to 5 Commissioning Responsibilities for Health Visitors 


and Family Nurse Partnership - Report of Director of Public Health 
County Durham, Children and Adults Services, Durham County Council  
(Pages 367 - 374) 


 
21. Such other business as, in the opinion of the Chairman of the meeting, 


is of sufficient urgency to warrant consideration   


 
22. Any resolution relating to the exclusion of the public during the 


discussion of items containing exempt information   


 
Part B 


 
 
 
Items during which it is considered the meeting will not be open to the 


public (consideration of exempt or confidential information) 
 
 
23. Pharmacy Relocation Applications - Report of Director of Public Health,  


County Durham, Children and Adults Services, Durham County Council  
(Pages 375 - 378) 


 
24. Such other business as, in the opinion of the Chairman of the meeting, 


is of sufficient urgency to warrant consideration   
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FOREWORD  
 
The NHS may be the proudest achievement of our modern society.  
 
It was founded in 1948 in place of fear - the fear that many people had of 
being unable to afford medical treatment for themselves and their 
families. And it was founded in a spirit of optimism - at a time of great 
uncertainty, coming shortly after the sacrifices of war. 
 
Our nation remains unwavering in that commitment to universal 
healthcare, irrespective of age, health, race, social status or ability to pay. 
To high quality care for all.  
 
Our values haven’t changed, but our world has. So the NHS needs to adapt 
to take advantage of the opportunities that science and technology offer 
patients, carers and those who serve them. But it also needs to evolve to 
meet new challenges: we live longer, with complex health issues, 
sometimes of our own making. One in five adults still smoke. A third of us 
drink too much alcohol. Just under two thirds of us are overweight or 
obese.  
 
These changes mean that we need to take a longer view - a Five-Year 
Forward View – to consider the possible futures on offer, and the choices 
that we face. So this Forward View sets out how the health service needs 
to change, arguing for a more engaged relationship with patients, carers 
and citizens so that we can promote wellbeing and prevent ill-health.  
 
It represents the shared view of the NHS’ national leadership, and reflects 
an emerging consensus amongst patient groups, clinicians, local 
communities and frontline NHS leaders. It sets out a vision of a better 
NHS, the steps we should now take to get us there, and the actions we 
need from others. 
 







EXECUTIVE SUMMARY 
 
1. The NHS has dramatically improved over the past fifteen years. 


Cancer and cardiac outcomes are better; waits are shorter; patient 
satisfaction much higher. Progress has continued even during global 
recession and austerity thanks to protected funding and the 
commitment of NHS staff. But quality of care can be variable, 
preventable illness is widespread, health inequalities deep-rooted. 
Our patients’ needs are changing, new treatment options are 
emerging, and we face particular challenges in areas such as mental 
health, cancer and support for frail older patients. Service pressures 
are building. 
 


2. Fortunately there is now quite broad consensus on what a better 
future should be. This ‘Forward View’ sets out a clear direction for 
the NHS – showing why change is needed and what it will look like. 
Some of what is needed can be brought about by the NHS itself. Other 
actions require new partnerships with local communities, local 
authorities and employers. Some critical decisions – for example on 
investment, on various public health measures, and on local service 
changes – will need explicit support from the next government. 
 


3. The first argument we make in this Forward View is that the future 
health of millions of children, the sustainability of the NHS, and the 
economic prosperity of Britain all now depend on a radical upgrade 
in prevention and public health. Twelve years ago Derek Wanless’ 
health review warned that unless the country took prevention 
seriously we would be faced with a sharply rising burden of avoidable 
illness. That warning has not been heeded - and the NHS is on the 
hook for the consequences.  
 


4. The NHS will therefore now back hard-hitting national action on 
obesity, smoking, alcohol and other major health risks. We will help 
develop and support new workplace incentives to promote employee 
health and cut sickness-related unemployment. And we will advocate 
for stronger public health-related powers for local government and 
elected mayors. 
 


5. Second, when people do need health services, patients will gain 
far greater control of their own care – including the option of 
shared budgets combining health and social care. The 1.4 million full 
time unpaid carers in England will get new support, and the NHS will 
become a better partner with voluntary organisations and local 
communities. 
 


6. Third, the NHS will take decisive steps to break down the barriers 
in how care is provided between family doctors and hospitals, 
between physical and mental health, between health and social care. 
The future will see far more care delivered locally but with some 
services in specialist centres, organised to support people with 
multiple health conditions, not just single diseases. 
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7. England is too diverse for a ‘one size fits all’ care model to apply 
everywhere. But nor is the answer simply to let ‘a thousand flowers 
bloom’. Different local health communities will instead be supported 
by the NHS’ national leadership to choose from amongst a small 
number of radical new care delivery options, and then given the 
resources and support to implement them where that makes sense. 
 


8. One new option will permit groups of GPs to combine with nurses, 
other community health services, hospital specialists and perhaps 
mental health and social care to create integrated out-of-hospital care 
- the Multispecialty Community Provider. Early versions of these 
models are emerging in different parts of the country, but they 
generally do not yet employ hospital consultants, have admitting 
rights to hospital beds, run community hospitals or take delegated 
control of the NHS budget.  
 


9. A further new option will be the integrated hospital and primary care 
provider - Primary and Acute Care Systems - combining for the first 
time general practice and hospital services, similar to the Accountable 
Care Organisations now developing in other countries too. 
 


10. Across the NHS, urgent and emergency care services will be 
redesigned to integrate between A&E departments, GP out-of-hours 
services, urgent care centres, NHS 111, and ambulance services. 
Smaller hospitals will have new options to help them remain viable, 
including forming partnerships with other hospitals further afield, 
and partnering with specialist hospitals to provide more local 
services. Midwives will have new options to take charge of the 
maternity services they offer. The NHS will provide more support for 
frail older people living in care homes. 
 


11. The foundation of NHS care will remain list-based primary care. 
Given the pressures they are under, we need a ‘new deal’ for GPs. Over 
the next five years the NHS will invest more in primary care, while 
stabilising core funding for general practice nationally over the next 
two years.  GP-led Clinical Commissioning Groups will have the option 
of more control over the wider NHS budget, enabling a shift in 
investment from acute to primary and community services. The 
number of GPs in training needs to be increased as fast as possible, 
with new options to encourage retention.  
 


12. In order to support these changes, the national leadership of the 
NHS will need to act coherently together, and provide meaningful 
local flexibility in the way payment rules, regulatory requirements 
and other mechanisms are applied. We will back diverse solutions and 
local leadership, in place of the distraction of further national 
structural reorganisation. We will invest in new options for our 
workforce, and raise our game on health technology - radically 
improving patients’ experience of interacting with the NHS. We will 
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improve the NHS’ ability to undertake research and apply innovation 
– including by developing new ‘test bed’ sites for worldwide 
innovators, and new ‘green field’ sites where completely new NHS 
services will be designed from scratch. 
 


13. In order to provide the comprehensive and high quality care the 
people of England clearly want, Monitor, NHS England and 
independent analysts have previously calculated that a combination of 
growing demand if met by no further annual efficiencies and flat real 
terms funding would produce a mismatch between resources and 
patient needs of nearly £30 billion a year by 2020/21. So to sustain a 
comprehensive high-quality NHS, action will be needed on all three 
fronts – demand, efficiency and funding. Less impact on any one of 
them will require compensating action on the other two.  
 


14. The NHS’ long run performance has been efficiency of 0.8% annually, 
but nearer to 1.5%-2% in recent years. For the NHS repeatedly to 
achieve an extra 2% net efficiency/demand saving across its whole 
funding base each year for the rest of the decade would represent a 
strong performance - compared with the NHS' own past, compared 
with the wider UK economy, and with other countries' health systems. 
We believe it is possible – perhaps rising to as high as 3% by the end 
of the period - provided we take action on prevention, invest in new 
care models, sustain social care services, and over time see a bigger 
share of the efficiency coming from wider system improvements.  
 


15. On funding scenarios, flat real terms NHS spending overall would 
represent a continuation of current budget protection. Flat real terms 
NHS spending per person would take account of population growth. 
Flat NHS spending as a share of GDP would differ from the long term 
trend in which health spending in industrialised countries tends to 
rise as a share of national income. 
 


16. Depending on the combined efficiency and funding option pursued, 
the effect is to close the £30 billion gap by one third, one half, or all the 
way. Delivering on the transformational changes set out in this 
Forward View and the resulting annual efficiencies could - if matched 
by staged funding increases as the economy allows - close the £30 
billion gap by 2020/21. Decisions on these options will be for the next 
Parliament and government, and will need to be updated and adjusted 
over the course of the five year period. However nothing in the 
analysis above suggests that continuing with a comprehensive tax-
funded NHS is intrinsically un-doable. Instead it suggests that there 
are viable options for sustaining and improving the NHS over the 
next five years, provided that the NHS does its part, allied with the 
support of government, and of our other partners, both national and 
local. 
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CHAPTER ONE 
Why does the NHS need to change? 


Over the past fifteen years the NHS has dramatically improved. Cancer 
survival is its highest ever. Early deaths from heart disease are down by 
over 40%. Avoidable deaths overall are down by 20%. About 160,000 
more nurses, doctors and other clinicians are treating millions more 
patients so that most long waits for operations have been slashed – down 
from 18 months to 18 weeks. Mixed sex wards and shabby hospital 
buildings have been tackled. Public satisfaction with the NHS has nearly 
doubled. 


Over the past five years - despite global recession and austerity - the NHS 
has generally been successful in responding to a growing population, an 
ageing population, and a sicker population, as well as new drugs and 
treatments and cuts in local councils’ social care. Protected NHS funding 
has helped, as has the shared commitment and dedication of health 
service staff – on one measure the health service has become £20 billion 
more efficient.  
 
No health system anywhere in the world in recent times has managed five 
years of little or no real growth without either increasing charges, cutting 
services or cutting staff. The NHS has been a remarkable exception. 
What’s more, transparency about quality has helped care improve, and 
new research programmes like the 100,000 genomes initiative are putting 
this country at the forefront of global health research. The Commonwealth 
Fund has just ranked us the highest performing health system of 11 
industrialised countries.   


Of course the NHS is far from perfect. Some of the fundamental challenges 
facing us are common to all industrialised countries’ health systems: 


• Changes in patients’ health needs and personal preferences. Long 
term health conditions - rather than illnesses susceptible to a one-off 
cure - now take 70% of the health service budget. At the same time 
many (but not all) people wish to be more informed and involved with 
their own care, challenging the traditional divide between patients 
and professionals, and offering opportunities for better health 
through increased prevention and supported self-care. 
 


• Changes in treatments, technologies and care delivery. Technology is 
transforming our ability to predict, diagnose and treat disease. New 
treatments are coming on stream. And we know, both from examples 
within the NHS and internationally, that there are better ways of 
organising care, breaking out of the artificial boundaries between 
hospitals and primary care, between health and social care, between 
generalists and specialists—all of which get in the way of care that is 
genuinely coordinated around what people need and want. 
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• Changes in health services funding growth. Given the after-effects of 


the global recession, most western countries will continue to 
experience budget pressures over the next few years, and it is 
implausible to think that over this period NHS spending growth could 
return to the 6%-7% real annual increases seen in the first decade of 
this century.  


Some of the improvements we need over the next five years are more 
specific to England. In mental health and learning disability services. In 
faster diagnosis and more uniform treatment for cancer. In readily 
accessible GP services.  In prevention and integrated health and social 
care. There are still unacceptable variations of care provided to patients, 
which can have devastating effects on individuals and their families, as the 
inexcusable events at Mid-Staffordshire and Winterbourne View laid bare. 


One possible response to these challenges would be to attempt to muddle 
through the next few years, relying on short term expedients to preserve 
services and standards. Our view is that this is not a sustainable strategy 
because it would over time inevitably lead to three widening gaps:  


The health and wellbeing gap: if the nation fails to get serious about 
prevention then recent progress in healthy life expectancies will stall, 
health inequalities will widen, and our ability to fund beneficial new 
treatments will be crowded-out by the need to spend billions of pounds 
on wholly avoidable illness.  


The care and quality gap: unless we reshape care delivery, harness 
technology, and drive down variations in quality and safety of care, then 
patients’ changing needs will go unmet, people will be harmed who 
should have been cured, and unacceptable variations in outcomes will 
persist. 


The funding and efficiency gap: if we fail to match reasonable funding 
levels with wide-ranging and sometimes controversial system efficiencies, 
the result will be some combination of worse services, fewer staff, deficits, 
and restrictions on new treatments.   


We believe none of these three gaps is inevitable. A better future is 
possible – and with the right changes, right partnerships, and right 
investments we know how to get there.  


That’s because there is broad consensus on what that future needs to be. 
It is a future that empowers patients to take much more control over their 
own care and treatment. It is a future that dissolves the classic divide, set 
almost in stone since 1948, between family doctors and hospitals, 
between physical and mental health, between health and social care, 
between prevention and treatment. One that no longer sees expertise 
locked into often out-dated buildings, with services fragmented, patients 
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having to visit multiple professionals for multiple appointments, endlessly 
repeating their details because they use separate paper records. One 
organised to support people with multiple health conditions, not just 
single diseases. A future that sees far more care delivered locally but with 
some services in specialist centres where that clearly produces better 
results.  One that recognises that we cannot deliver the necessary change 
without investing in our current and future workforce.  


The rest of this Forward View sets out what that future will look like, and 
how together we can bring it about. Chapter two – the next chapter – 
outlines some of the action needed to tackle the health and wellbeing gap. 
Chapter three sets out radical changes to tackle the care and quality gap. 
Chapter four focuses on options for meeting the funding and efficiency 
challenge. 


BOX 1:  FIVE YEAR AMBITIONS ON QUALITY  


The definition of quality in health care, enshrined in law, includes three key 
aspects: patient safety, clinical effectiveness and patient experience. A high 
quality health service exhibits all three.  However, achieving all three 
ultimately happens when a caring culture, professional commitment and 
strong leadership are combined to serve patients, which is why the Care 
Quality Commission is inspecting against these elements of quality too.  


We do not always achieve these standards.  For example, there is variation 
depending on when patients are treated: mortality rates are 11% higher for 
patients admitted on Saturdays and 16% higher on Sundays compared to a 
Wednesday.  And there is variation in outcomes; for instance, up to 30% 
variation between CCGs in the health related quality of life for people with 
more than one long term condition.  


We have a double opportunity: to narrow the gap between the best and the 
worst, whilst raising the bar higher for everyone. To reduce variations in 
where patients receive care, we will measure and publish meaningful and 
comparable measurements for all major pathways of care for every 
provider – including community, mental and primary care – by the end of 
the next Parliament. We will continue to redesign the payment system so 
that there are rewards for improvements in quality.  We will invest in 
leadership by reviewing and refocusing the work of the NHS Leadership 
Academy and NHS Improving Quality. To reduce variations in when patients 
receive care, we will develop a framework for how seven day services can be 
implemented affordably and sustainably, recognising that different 
solutions will be needed in different localities.   As national bodies we can do 
more by measuring what matters, requiring comprehensive transparency of 
performance data and ensuring this data increasingly informs payment 
mechanisms and commissioning decisions. 
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CHAPTER TWO   
What will the future look like? A new 
relationship with patients and communities 


One of the great strengths of this country is that we have an NHS that - at 
its best - is ‘of the people, by the people and for the people’.  


Yet sometimes the health service has been prone to operating a ‘factory’ 
model of care and repair, with limited engagement with the wider 
community, a short-sighted approach to partnerships, and under-
developed advocacy and action on the broader influencers of health and 
wellbeing.  


As a result we have not fully harnessed the renewable energy represented 
by patients and communities, or the potential positive health impacts of 
employers and national and local governments.  


Getting serious about prevention 


The future health of millions of children, the sustainability of the NHS, and 
the economic prosperity of Britain all now depend on a radical upgrade in 
prevention and public health. Twelve years ago, Derek Wanless’ health 
review warned that unless the country took prevention seriously we 
would be faced with a sharply rising burden of avoidable illness. That 
warning has not been heeded - and the NHS is on the hook for the 
consequences.  


Rather than the ‘fully engaged scenario’ that Wanless spoke of, one in five 
adults still smoke. A third of people drink too much alcohol. A third of men 
and half of women don’t get enough exercise. Almost two thirds of adults 
are overweight or obese. These patterns are influenced by, and in turn 
reinforce, deep health inequalities which can cascade down the 
generations. For example, smoking rates during pregnancy range from 2% 
in west London to 28% in Blackpool. 


Even more shockingly, the number of obese children doubles while 
children are at primary school. Fewer than one-in-ten children are obese 
when they enter reception class. By the time they’re in Year Six, nearly 
one-in-five are then obese. 


And as the ‘stock’ of population health risk gets worse, the ‘flow’ of costly 
NHS treatments increases as a consequence. To take just one example – 
Diabetes UK estimate that the NHS is already spending about £10 billion a 
year on diabetes. Almost three million people in England are already 
living with diabetes and another seven million people are at risk of 
becoming diabetic. Put bluntly, as the nation’s waistline keeps piling on 
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the pounds, we’re piling on billions of pounds in future taxes just to pay 
for preventable illnesses. 


We do not have to accept this rising burden of ill health driven by our 
lifestyles, patterned by deprivation and other social and economic 
influences. Public Health England’s new strategy sets out priorities for 
tackling obesity, smoking and harmful drinking; ensuring that children get 
the best start in life; and that we reduce the risk of dementia through 
tackling lifestyle risks, amongst other national health goals.  


We support these priorities and will work to deliver them. While the 
health service certainly can’t do everything that’s needed by itself, it can 
and should now become a more activist agent of health-related social 
change. That’s why we will lead where possible, or advocate when 
appropriate, a range of new approaches to improving health and 
wellbeing.  


Incentivising and supporting healthier behaviour. England has made 
significant strides in reducing smoking, but it still remains our number 
one killer. More than half of the inequality in life expectancy between 
social classes is now linked to higher smoking rates amongst poorer 
people. There are now over 3,000 alcohol-related admissions to A&E 
every day. Our young people have the highest consumption of sugary soft 
drinks in Europe. So for all of these major health risks – including tobacco, 
alcohol, junk food and excess sugar - we will actively support 
comprehensive, hard-hitting and broad-based national action to include 
clear information and labelling, targeted personal support and wider 
changes to distribution, marketing, pricing,  and product formulation. We 
will also use the substantial combined purchasing power of the NHS to 
reinforce these measures. 


Local democratic leadership on public health. Local authorities now have a  
statutory responsibility for improving the health of their people, and 
councils and elected mayors can make an important impact. For example, 
Barking and Dagenham are seeking to limit new junk food outlets near 
schools. Ipswich Council, working with Suffolk Constabulary, is taking 
action on alcohol.  Other councils are now following suit. The mayors of 
Liverpool and London have established wide-ranging health commissions 
to mobilise action for their residents. Local authorities in greater 
Manchester are increasingly acting together to drive health and wellbeing. 
Through local Health and Wellbeing Boards, the NHS will play its part in 
these initiatives. However, we agree with the Local Government 
Association that English mayors and local authorities should also be 
granted enhanced powers to allow local democratic decisions on public 
health policy that go further and faster than prevailing national law – on 
alcohol, fast food, tobacco and other issues that affect physical and mental 
health. 
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Targeted prevention. While local authorities now have responsibility for 
many broad based public health programmes, the NHS has a distinct role 
in secondary prevention. Proactive primary care is central to this, as is the 
more systematic use of evidence-based intervention strategies. We also 
need to make different investment decisions - for example, it makes little 
sense that the NHS is now spending more on bariatric surgery for obesity 
than on a national roll-out of intensive lifestyle intervention programmes 
that were first shown to cut obesity and prevent diabetes over a decade 
ago. Our ambition is to change this over the next five years so that we 
become the first country to implement at scale a national evidence-based 
diabetes prevention programme modelled on proven UK and 
international models, and linked where appropriate to the new Health 
Check. NHS England and Public Health England will establish a 
preventative services programme that will then expand evidence-based 
action to other conditions. 


NHS support to help people get and stay in employment.  Sickness absence-
related costs to employers and taxpayers have been estimated at £22 
billion a year, and over 300,000 people each year take up health-related 
benefits. In doing so, individuals collectively miss out on £4 billion a year 
of lost earnings. Yet there is emerging evidence that well targeted health 
support can help keep people in work thus improving their wellbeing and 
preserving their livelihoods. Mental health problems now account for 
more than twice the number of Employment and Support Allowance and 
Incapacity Benefit claims than do musculoskeletal complaints (for 
example, bad backs). Furthermore, the employment rate of people with 
severe and enduring mental health problems is the lowest of all disability 
groups at just 7%. A new government-backed Fit for Work scheme starts 
in 2015. Over and above that, during the next Parliament we will seek to 
test a win-win opportunity of improving access to NHS services for at-risk 
individuals while saving ‘downstream’ costs at the Department for Work 
and Pensions, if money can be reinvested across programmes.  


Workplace health. One of the advantages of a tax-funded NHS is that - 
unlike in a number of continental European countries - employers here do 
not pay directly for their employees’ health care. But British employers do 
pay national insurance contributions which help fund the NHS, and a 
healthier workforce will reduce demand and lower long term costs. The 
government has partially implemented the recommendations in the 
independent review by Dame Carol Black and David Frost, which allow 
employers to provide financial support for vocational rehabilitation 
services without employees facing a tax bill. There would be merit in 
extending incentives for employers in England who provide effective NICE 
recommended workplace health programmes for employees. We will also 
establish with NHS Employers new incentives to ensure the NHS as an 
employer sets a national example in the support it offers its own 1.3 
million staff to stay healthy, and serve as “health ambassadors” in their 
local communities.  
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BOX 2.1:  A HEALTHIER NHS WORKPLACE 


While three quarters of NHS trusts say they offer staff help to quit smoking, 
only about a third offer them support in keeping to a healthy weight. Three 
quarters of hospitals do not offer healthy food to staff working night shifts. 
It has previously been estimated the NHS could reduce its overall sickness 
rate by a third – the equivalent of adding almost 15,000 staff and 3.3 million 
working days at a cost saving of £550m. So among other initiatives we will: 
● Cut access to unhealthy products on NHS premises, implementing food 
standards, and providing healthy options for night staff. ● Measure staff 
health and wellbeing, and introduce voluntary work-based weight watching 
and health schemes which international studies have shown achieve 
sustainable weight loss in more than a third of those who take part. ● 
Support “active travel” schemes for staff and visitors. ● Promote the 
Workplace Wellbeing Charter, the Global Corporate Challenge and the 
TUC’s Better Health and Work initiative, and ensure NICE guidance on 
promoting healthy workplaces is implemented, particularly for mental 
health. ● Review with the Faculty of Occupational Medicine the 
strengthening of occupational health. 


Empowering patients 


Even people with long term conditions, who tend to be heavy users of the 
health service, are likely to spend less than 1% of their time in contact 
with health professionals.  The rest of the time they, their carers and their 
families manage on their own. As the patients’ organisation National 
Voices puts it: personalised care will only happen when statutory services 
recognise that patients’ own life goals are what count; that services need 
to support families, carers and communities; that promoting wellbeing 
and independence need to be the key outcomes of care; and that patients, 
their families and carers are often ‘experts by experience’.  


As a first step towards this ambition we will improve the information to 
which people have access—not only clinical advice, but also information 
about their condition and history. The digital and technology strategies 
we set out in chapter four will help, and within five years, all citizens will 
be able to access their medical and care records (including in social care 
contexts) and share them with carers or others they choose. 


Second, we will do more to support people to manage their own health – 
staying healthy, making informed choices of treatment, managing 
conditions and avoiding complications.  With the help of voluntary sector 
partners, we will invest significantly in evidence-based approaches such 
as group-based education for people with specific conditions and self-
management educational courses, as well as encouraging independent 
peer-to-peer communities to emerge. 


A third step is to increase the direct control patients have over the care 
that is provided to them.  We will make good on the NHS’ longstanding 
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promise to give patients choice over where and how they receive care. 
Only half of patients say they were offered a choice of hospitals for their 
care, and only half of patients say they are as involved as they wish to be 
in decisions about their care and treatment. We will also introduce 
integrated personal commissioning (IPC), a new voluntary approach to 
blending health and social care funding for individuals with complex 
needs. As well as care plans and voluntary sector advocacy and support, 
IPC will provide an integrated, “year of care” budget that will be managed 
by people themselves or on their behalf by councils, the NHS or a 
voluntary organisation. 


Engaging communities 


More broadly, we need to engage with communities and citizens in new 
ways, involving them directly in decisions about the future of health and 
care services. Programmes like NHS Citizen point the way, but we also 
commit to four further actions to build on the energy and compassion that 
exists in communities across England. These are better support for carers; 
creating new options for health-related volunteering; designing easier 
ways for voluntary organisations to work alongside the NHS; and using 
the role of the NHS as an employer to achieve wider health goals. 


Supporting carers. Two thirds of patients admitted to hospital are over 65, 
and more than a quarter of hospital inpatients have dementia. The five 
and a half million carers in England make a critical and underappreciated 
contribution not only to loved ones, neighbours and friends, but to the 
very sustainability of the NHS itself. We will find new ways to support 
carers, building on the new rights created by the Care Act, and especially 
helping the most vulnerable amongst them – the approximately 225,000 
young carers and the 110,000 carers who are themselves aged over 85. 
This will include working with voluntary organisations and GP practices 
to identify them and provide better support. For NHS staff, we will look to 
introduce flexible working arrangements for those with major unpaid 
caring responsibilities. 


Encouraging community volunteering. Volunteers are crucial in both 
health and social care. Three million volunteers already make a critical 
contribution to the provision of health and social care in England; for 
example, the Health Champions programme of trained volunteers that 
work across the NHS to improve its reach and effectiveness.  The Local 
Government Association has made proposals that volunteers, including 
those who help care for the elderly, should receive a 10% reduction in 
their council tax bill, worth up to £200 a year. We support testing 
approaches like that, which could be extended to those who volunteer in 
hospitals and other parts of the NHS. The NHS can go further, accrediting 
volunteers and devising ways to help them become part of the extended 
NHS family – not as substitutes for but as partners with our skilled 
employed staff. For example, more than 1,000 “community first 
responders” have been recruited by Yorkshire Ambulance in more rural 
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areas and trained in basic life support. New roles which have been 
proposed could include family and carer liaison, educating people in the 
management of long-term conditions and helping with vaccination 
programmes. We also intend to work with carers organisations to support 
new volunteer programmes that could provide emergency help when 
carers themselves face a crisis of some kind, as well as better matching 
volunteers to the roles where they can add most value. 


Stronger partnerships with charitable and voluntary sector organisations. 
When funding is tight, NHS, local authority and central government 
support for charities and voluntary organisations is put under pressure. 
However these voluntary organisations often have an impact well beyond 
what statutory services alone can achieve. Too often the NHS conflates the 
voluntary sector with the idea of volunteering, whereas these 
organisations provide a rich range of activities, including information, 
advice, advocacy and they deliver vital services with paid expert staff. 
Often they are better able to reach underserved groups, and are a source 
of advice for commissioners on particular needs.  So in addition to other 
steps the NHS will take, we will seek to reduce the time and complexity 
associated with securing local NHS funding by developing a short national 
alternative to the standard NHS contract where grant funding may be 
more appropriate than burdensome contracts, and by encouraging 
funders to commit to multiyear funding wherever possible.  


The NHS as a local employer. The NHS is committed to making substantial 
progress in ensuring that the boards and leadership of NHS organisations 
better reflect the diversity of the local communities they serve, and that 
the NHS provides supportive and non-discriminatory ladders of 
opportunity for all its staff, including those from black and minority ethnic 
backgrounds. NHS employers will be expected to lead the way as 
progressive employers, including for example by signing up to efforts 
such as Time to Change which challenge mental health stigma and 
discrimination. NHS employers also have the opportunity to be more 
creative in offering supported job opportunities to ‘experts by experience’ 
such as people with learning disabilities who can help drive the kind of 
change in culture and services that the Winterbourne View scandal so 
graphically demonstrated is needed.  


The NHS as a social movement 


None of these initiatives and commitments by themselves will be the 
difference between success and failure over the next five years. But 
collectively and cumulatively they and others like them will help shift 
power to patients and citizens, strengthen communities, improve health 
and wellbeing, and—as a by-product—help moderate rising demands on 
the NHS.  


So rather than being seen as the ‘nice to haves’ and the ‘discretionary 
extras’, our conviction is that these sort of partnerships and initiatives are 
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in fact precisely the sort of ‘slow burn, high impact’ actions that are now 
essential.  


They in turn need to be matched by equally radical action to transform 
the way NHS care is provided. That is the subject of the next chapter.  


 BOX 2.2: SUPPORT FOR PEOPLE WITH DEMENTIA 


About 700,000 people in England are estimated to have dementia, many 
undiagnosed. Perhaps one in three people aged over 65 will develop 
dementia before they die. Almost 500,000 unpaid carers look after people 
living with dementia. The NHS is making a national effort to increase the 
proportion of people with dementia who are able to get a formal diagnosis 
from under half, to two thirds of people affected or more. Early diagnosis 
can prevent crises, while treatments are available that may slow 
progression of the disease.  


For those that are diagnosed with dementia, the NHS’ ambition over the 
next five years is to offer a consistent standard of support for patients newly 
diagnosed with dementia, supported by named clinicians or advisors, with 
proper care plans developed in partnership with patients and families; and 
the option of personal budgets, so that resources can be used in a way that 
works best for individual patients. Looking further ahead, the government 
has committed new funding to promote dementia research and treatment. 


But the dementia challenge calls for a broader coalition, drawing together 
statutory services, communities and businesses. For example, Dementia 
Friendly Communities – currently being developed by the Alzheimer’s 
Society – illustrate how, with support, people with dementia can continue to 
participate in the life of their community. These initiatives will have our full 
support—as will local dementia champions, participating businesses and 
other organisations. 
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CHAPTER THREE     
What will the future look like? New models of 
care 


The traditional divide between primary care, community services, and 
hospitals - largely unaltered since the birth of the NHS - is increasingly a 
barrier to the personalised and coordinated health services patients need. 
And just as GPs and hospitals tend to be rigidly demarcated, so too are 
social care and mental health services even though people increasingly 
need all three.   


Over the next five years and beyond the NHS will increasingly need to 
dissolve these traditional boundaries. Long term conditions are now a 
central task of the NHS; caring for these needs requires a partnership with 
patients over the long term rather than providing single, unconnected 
‘episodes’ of care.   As a result there is now quite wide consensus on the 
direction we will be taking. 


• Increasingly we need to manage systems – networks of care – not just 
organisations. 


• Out-of-hospital care needs to become a much larger part of what the 
NHS does. 


• Services need to be integrated around the patient. For example a 
patient with cancer needs their mental health and social care 
coordinated around them. Patients with mental illness need their 
physical health addressed at the same time. 


• We should learn much faster from the best examples, not just from 
within the UK but internationally.  


• And as we introduce them, we need to evaluate new care models to 
establish which produce the best experience for patients and the best 
value for money. 


Emerging models 


In recent years parts of the NHS have begun doing elements of this. The 
strategic plans developed by local areas show that in some places the 
future is already emerging. For example: 


In Kent, 20 GPs and almost 150 staff operate from three modern sites 
providing many of the tests, investigations, minor injuries and minor 
surgery usually provided in hospital. It shows what can be done when 
general practice operates at scale. Better results, better care, a better 
experience for patients and significant savings.  


In Airedale, nursing and residential homes are linked by secure video to 
the hospital allowing consultations with nurses and consultants both in 
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and out of normal hours - for everything from cuts and bumps to diabetes 
management to the onset of confusion. Emergency admissions from these 
homes have been reduced by 35% and A&E attendances by 53%. 
Residents rate the service highly.  


In Cornwall, trained volunteers and health and social care professionals 
work side-by-side to support patients with long term conditions to meet 
their own health and life goals.  


In Rotherham, GPs and community matrons work with advisors who 
know what voluntary services are available for patients with long term 
conditions. This “social prescribing service” has cut the need for visits to 
accident and emergency, out-patient appointments and hospital 
admissions. 


In London, integrated care pioneers that combine NHS, GP and social care 
services have improved services for patients, with fewer people moving 
permanently into nursing care homes.  They have also shown early 
promise in reducing emergency admissions.  Greenwich has saved nearly 
£1m for the local authority and over 5% of community health 
expenditure.  


All of these approaches seem to improve the quality of care and patients’ 
experience. They also deliver better value for money; some may even cut 
costs. They are pieces of the jigsaw that will make up a better NHS. But 
there are too few of them, and they are too isolated. Nowhere do they 
provide the full picture of a 21st century NHS that has yet to emerge. 
Together they describe the way the NHS of the future will look. 


One size fits all? 


So to meet the changing needs of patients, to capitalise on the 
opportunities presented by new technologies and treatments, and to 
unleash system efficiencies more widely, we intend to support and 
stimulate the creation of a number of major new care models that can be 
deployed in different combinations locally across England. 


However England is too diverse – both in its population and its current 
health services – to pretend that a single new model of care should apply 
everywhere. Times have changed since the last such major blueprint, the 
1962 Hospital Plan for England and Wales. What’s right for Cumbria won’t 
be right for Coventry; what makes sense in Manchester and in Winchester 
will be different.   


But that doesn’t mean there are an infinite number of new care models. 
While the answer is not one-size-fits-all, nor is it simply to let ‘a thousand 
flowers bloom’. Cumbria and Devon and Northumberland have quite a lot 
in common in designing their NHS of the future. So do the hospitals on the 
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outer ring around Manchester and the outer ring around London. So do 
many other parts of the country.  


That’s why our approach will be to identify the characteristics of similar 
health communities across England, and then jointly work with them to 
consider which of the new options signalled by this Forward View 
constitute viable ways forward for their local health and care services 
over the next five years and beyond. 


In all cases however one of the most important changes will be to expand 
and strengthen primary and ‘out of hospital’ care. Given the pressures 
that GPs are under, this is dependent on several immediate steps to 
stabilise general practice – see Box 3.1.  


BOX 3.1: A new deal for primary care 


General practice, with its registered list and everyone having access to a 
family doctor, is one of the great strengths of the NHS, but it is under severe 
strain. Even as demand is rising, the number of people choosing to become a 
GP is not keeping pace with the growth in funded training posts - in part 
because primary care services have been under-resourced compared to 
hospitals. So over the next five years we will invest more in primary care. 
Steps we will take include: 


• Stabilise core funding for general practice nationally over the next two 
years while an independent review is undertaken of how resources are 
fairly made available to primary care in different areas. 


• Give GP-led Clinical Commissioning Groups (CCGs) more influence over 
the wider NHS budget, enabling a shift in investment from acute to 
primary and community services. 


• Provide new funding through schemes such as the Challenge Fund to 
support new ways of working and improved access to services. 


• Expand as fast as possible the number of GPs in training while training 
more community nurses and other primary care staff. Increase 
investment in new roles, and in returner and retention schemes and 
ensure that current rules are not inflexibly putting off potential 
returners.  


• Expand funding to upgrade primary care infrastructure and scope of 
services. 


• Work with CCGs and others to design new incentives to encourage new 
GPs and practices to provide care in under-doctored areas to tackle 
health inequalities. 


• Build the public’s understanding that pharmacies and on-line resources 
can help them deal with coughs, colds and other minor ailments without 
the need for a GP appointment or A&E visit.  







 


 


 


19 


 


 


Here we set out details of the principal additional care models over and 
above the status quo which we will be promoting in England over the next 
five years.   


New care model – Multispecialty Community Providers (MCPs) 


Smaller independent GP practices will continue in their current form 
where patients and GPs want that. However, as the Royal College of 
General Practitioners has pointed out, in many areas primary care is 
entering the next stage of its evolution. As GP practices are increasingly 
employing salaried and sessional doctors, and as women now comprise 
half of GPs, the traditional model has been evolving.  


Primary care of the future will build on the traditional strengths of ‘expert 
generalists’, proactively targeting services at registered patients with 
complex ongoing needs such as the frail elderly or those with chronic 
conditions, and working much more intensively with these patients. 
Future models will expand the leadership of primary care to include 
nurses, therapists and other community based professionals. It could also 
offer some care in fundamentally different ways, making fuller use of 
digital technologies, new skills and roles, and offering greater 
convenience for patients.  


To offer this wider scope of services, and enable new ways of delivering 
care, we will make it possible for extended group practices to form – 
either as federations, networks or single organisations. 


These Multispecialty Community Providers (MCPs) would become the 
focal point for a far wider range of care needed by their registered 
patients.  


• As larger group practices they could in future begin employing 
consultants or take them on as partners, bringing in senior nurses, 
consultant physicians, geriatricians, paediatricians and psychiatrists 
to work alongside community nurses, therapists, pharmacists, 
psychologists, social workers, and other staff.  
 


• These practices would shift the majority of outpatient consultations 
and ambulatory care out of hospital settings. 
 


• They could take over the running of local community hospitals which 
could substantially expand their diagnostic services as well as other 
services such as dialysis and chemotherapy.  
 


• GPs and specialists in the group could be credentialed in some cases 
to directly admit their patients into acute hospitals, with out-of-hours 
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inpatient care being supervised by a new cadre of resident 
‘hospitalists’ – something that already happens in other countries.  
 


• They could in time take on delegated responsibility for managing the 
health service budget for their registered patients.  Where funding is 
pooled with local authorities, a combined health and social care 
budget could be delegated to Multispecialty Community Providers. 


 
• These new models would also draw on the ‘renewable energy’ of 


carers, volunteers and patients themselves, accessing hard-to-reach 
groups and taking new approaches to changing health behaviours.   


There are already a number of practices embarking on this journey, 
including high profile examples in the West Midlands, London and 
elsewhere. For example, in Birmingham, one partnership has brought 
together 10 practices employing 250 staff to serve about 65,000 patients 
on 13 sites. It will shortly have three local hubs with specialised GPs that 
will link in community and social care services while providing central 
out-of-hours services using new technology. 


To help others who want to evolve in this way, and to identify the most 
promising models that can be spread elsewhere, we will work with 
emerging practice groups to address barriers to change, service models, 
access to funding, optimal use of technology, workforce and 
infrastructure.  As with the other models discussed in this section, we will 
also test these models with patient groups and our voluntary sector 
partners. 


New care model – Primary and Acute Care Systems (PACS) 


A range of contracting and organisational forms are now being used to 
better integrate care, including lead/prime providers and joint ventures.  


We will now permit a new variant of integrated care in some parts of 
England by allowing single organisations to provide NHS list-based GP 
and hospital services, together with mental health and community care 
services.  


The leadership to bring about these ‘vertically’ integrated Primary and 
Acute Care Systems (PACS) may be generated from different places in 
different local health economies.  


• In some circumstances – such as in deprived urban communities 
where local general practice is under strain and GP recruitment is 
proving hard – hospitals will be permitted to open their own GP 
surgeries with registered lists. This would allow the accumulated 
surpluses and investment powers of NHS Foundation Trusts to kick-
start the expansion of new style primary care in areas with high 
health inequalities. Safeguards will be needed to ensure that they do 
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this in ways that reinforce out-of-hospital care, rather than general 
practice simply becoming a feeder for hospitals still providing care in 
the traditional ways. 


 
• In other circumstances, the next stage in the development of a mature 


Multispecialty Community Provider (see section above) could be that 
it takes over the running of its main district general hospital. 
 


• At their most radical, PACS would take accountability for the whole 
health needs of a registered list of patients, under a delegated 
capitated budget - similar to the Accountable Care Organisations that 
are emerging in Spain, the United States, Singapore, and a number of 
other countries. 


PACS models are complex. They take time and technical expertise to 
implement. As with any model there are also potential unintended side 
effects that need to be managed. We will work with a small number of 
areas to test these approaches with the aim of developing prototypes that 
work, before promoting the most promising models for adoption by the 
wider NHS. 


New care model - urgent and emergency care networks 


The care that people receive in England’s Emergency Departments is, and 
will remain, one of the yardsticks by which the NHS as a whole will be 
judged.  Although both quality and access have improved markedly over 
the years, the mounting pressures on these hospital departments 
illustrate the need to transition to a more sustainable model of care. 


More and more people are using A&E – with 22 million visits a year. 
Compared to five years ago, the NHS in England handles around 3,500 
extra attendances every single day, and in many places, A&E is running at 
full stretch. However, the 185 hospital emergency departments in 
England are only a part of the urgent and emergency care system.  The 
NHS responds to more than 100 million urgent calls or visits every year.  


Over the next five years, the NHS will do far better at organising and 
simplifying the system. This will mean: 


• Helping patients get the right care, at the right time, in the right place, 
making more appropriate use of primary care, community mental 
health teams, ambulance services and community pharmacies, as well 
as the 379 urgent care centres throughout the country. This will partly 
be achieved by evening and weekend access to GPs or nurses working 
from community bases equipped to provide a much greater range of 
tests and treatments; ambulance services empowered to make more 
decisions, treating patients and making referrals in a more flexible 
way; and far greater use of pharmacists. 
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• Developing networks of linked hospitals that ensure patients with the 
most serious needs get to specialist emergency centres - drawing on 
the success of major trauma centres, which have saved 30% more of 
the lives of the worst injured. 


 
• Ensuring that hospital patients have access to seven day services 


where this makes a clinical difference to outcomes. 
 


• Proper funding and integration of mental health crisis services, 
including liaison psychiatry. 
 


• A strengthened clinical triage and advice service that links the system 
together and helps patients navigate it successfully. 
 


• New ways of measuring the quality of the urgent and emergency 
services; new funding arrangements; and new responses to the 
workforce requirements that will make these new networks possible.  


New care model – viable smaller hospitals 


Some commentators have argued that smaller district general hospitals 
should be merged and/or closed.  In fact, England already has one of the 
more centralised hospital models amongst advanced health systems. It is 
right that these hospitals should not be providing complex acute services 
where there is evidence that high volumes are associated with high 
quality. And some services and buildings will inevitably and rightly need 
to be re-provided in other locations - just as they have done in the past 
and will continue to be in every other western country.  


However to help sustain local hospital services where the best clinical 
solution is affordable, has the support of local commissioners and 
communities, we will now take three sets of actions. 


First, NHS England and Monitor will work together to consider whether 
any adjustments are needed to the NHS payment regime to reflect the 
costs of delivering safe and efficient services for smaller providers relative 
to larger ones.  The latest quarterly figures show that larger foundation 
trusts had EBITDA margins of 5% compared to -0.4% for smaller 
providers. 


Second, building on the earlier work of Monitor looking at the costs of 
running smaller hospitals, and on the Royal College of Physicians Future 
Hospitals initiative, we will work with those hospitals to examine new 
models of medical staffing and other ways of achieving sustainable cost 
structures. 


Third, we will create new organisational models for smaller acute 
hospitals that enable them to gain the benefits of scale without necessarily 
having to centralise services. Building on the recommendations of the 
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forthcoming Dalton Review, we intend to promote at least three new 
models:  


• In one model, a local acute hospital might share management either of 
the whole institution or of their ‘back office’ with other similar 
hospitals not necessarily located in their immediate vicinity. These 
type of ‘hospital chains’ already operate in places such as Germany 
and Scandinavia. 
 


• In another new model, a smaller local hospital might have some of its 
services on a site provided by another specialised provider – for 
example Moorfields eye hospital operates in 23 locations in London 
and the South East.  Several cancer specialist providers are also 
considering providing services on satellite sites. 
 


• And as indicated in the PACS model above, a further new option is that 
a local acute hospital and its local primary and community services 
could form an integrated provider. 


New care model - specialised care 


In some services there is a compelling case for greater concentration of 
care.  In these services there is a strong relationship between the number 
of patients and the quality of care, derived from the greater experience 
these more practiced clinicians have, access to costly specialised facilities 
and equipment, and the greater standardisation of care that tends to 
occur. For example, consolidating 32 stroke units to 8 specialist ones in 
London achieved a 17% reduction in 30-day mortality and a 7% reduction 
in patient length of stay. 


The evidence suggests that similar benefits could be had for most 
specialised surgery, and some cancer and other services.  For example, in 
Denmark reducing by two thirds the number of hospitals that perform 
colorectal cancer surgery has improved post-operative mortality after 2 
years by 62%.  In Germany, the highest volume centres that treat prostate 
cancer have substantially fewer complications.  The South West London 
Elective Orthopaedic Centre achieves lower post-operative complication 
rates than do many hospitals which operate on fewer patients.   


In services where the relationship between quality and patient volumes is 
this strong, NHS England will now work with local partners to drive 
consolidation through a programme of three-year rolling reviews. We will 
also look to these specialised providers to develop networks of services 
over a geography, integrating different organisations and services around 
patients, using innovations such as prime contracting and/or delegated 
capitated budgets.  To take one example: cancer. This would enable 
patients to have chemotherapy, support and follow up care in their local 
community hospital or primary care facility, whilst having access to 
world-leading facilities for their surgery and radiotherapy.   In line with 
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the UK Strategy for Rare Diseases, we will also explore establishing 
specialist centres for rare diseases to improve the coordination of care for their 
patients. 


New care model - modern maternity services 


Having a baby is the most common reason for hospital admission in 
England. Births are up by almost a quarter in the last decade, and are at 
their highest in 40 years.  


Recent research shows that for low risk pregnancies babies born at 
midwife-led units or at home did as well as babies born in obstetric units, 
with fewer interventions. Four out of five women live within a 30 minute 
drive of both an obstetric unit and a midwife-led unit, but research by the 
Women’s Institute and the National Childbirth Trust suggests that while 
only a quarter of women want to give birth in a hospital obstetrics unit, 
over 85% actually do so.  


To ensure maternity services develop in a safe, responsive and efficient 
manner, in addition to other actions underway – including increasing 
midwife numbers - we will: 


• Commission a review of future models for maternity units, to report 
by next summer, which will make recommendations on how best to 
sustain and develop maternity units across the NHS. 
 


• Ensure that tariff-based NHS funding supports the choices women 
make, rather than constraining them. 
 


• As a result, make it easier for groups of midwives to set up their own 
NHS-funded midwifery services. 


New care model – enhanced health in care homes  


One in six people aged 85 or over are living permanently in a care home. 
Yet data suggest that had more active health and rehabilitation support 
been available, some people discharged from hospital to care homes could 
have avoided permanent admission. Similarly, the Care Quality 
Commission and the British Geriatrics Society have shown that many 
people with dementia living in care homes are not getting their health 
needs regularly assessed and met. One consequence is avoidable 
admissions to hospital.  


In partnership with local authority social services departments, and using 
the opportunity created by the establishment of the Better Care Fund, we 
will work with the NHS locally and the care home sector to develop new 
shared models of in-reach support, including medical reviews, medication 
reviews, and rehab services. In doing so we will build on the success of 
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models which have been shown to improve quality of life, reduce hospital 
bed use by a third, and save significantly more than they cost.   


How will we support the co-design and implementation of these new 
care models? 


Some parts of the country will be able to continue commissioning and 
providing high quality and affordable health services using their current 
care models, and without any adaptation along the lines described above.  


However, previous versions of local ‘five year plans’ by provider trusts 
and CCGs suggest that many areas will need to consider new options if 
they are to square the circle between the desire to improve quality, 
respond to rising patient volumes, and live within the expected local 
funding. 


In some places, including major conurbations, we therefore expect several 
of these alternative models to evolve in parallel.  


In other geographies it may make sense for local communities to discuss 
convergence of care models for the future. This will require a new 
perspective where leaders look beyond their individual organisations’ 
interests and towards the future development of whole health care 
economies - and are rewarded for doing so.  


It will also require a new type of partnership between national bodies and 
local leaders. That is because to succeed in designing and implementing 
these new care models, the NHS locally will need national bodies jointly to 
exercise discretion in the application of their payment rules, regulatory 
approaches, staffing models and other policies, as well as possibly 
providing technical and transitional support. 


We will therefore now work with local communities and leaders to 
identify what changes are needed in how national and local organisations 
best work together, and will jointly develop:  


• Detailed prototyping of each of the new care models described above, 
together with any others that may be proposed that offer the potential 
to deliver the necessary transformation - in each case identifying 
current exemplars, potential benefits, risks and transition costs.  
 


• A shared method of assessing the characteristics of each health 
economy, to help inform local choice of preferred models, promote 
peer learning with similar areas, and allow joint intervention in health 
economies that are furthest from where they need to be. 
 


• National and regional expertise and support to implement care model 
change rapidly and at scale.  The NHS is currently spending several 
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hundred million pounds on bodies that directly or indirectly could 
support this work, but the way in which improvement and clinical 
engagement happens can be fragmented and unfocused. We will 
therefore create greater alignment in the work of strategic clinical 
networks, clinical senates, NHS IQ, the NHS Leadership Academy and 
the Academic Health Science Centres and Networks. 


 
• National flexibilities in the current regulatory, funding and pricing 


regimes to assist local areas to transition to better care models.  
 


• Design of a model to help pump-prime and ‘fast track’ a cross-section 
of the new care models. We will back the plans likely to have the 
greatest impact for patients, so that by the end of the next Parliament 
the benefits and costs of the new approaches are clearly 
demonstrable, allowing informed decisions about future investment 
as the economy improves. This pump-priming model could also 
unlock assets held by NHS Property Services, surplus NHS property 
and support Foundation Trusts that decide to use accrued savings on 
their balance sheets to help local service transformation. 


BOX 3.2:  FIVE YEAR AMBITIONS FOR MENTAL HEALTH 


Mental illness is the single largest cause of disability in the UK and each year 
about one in four people suffer from a mental health problem. The cost to 
the economy is estimated to be around £100 billion annually – roughly the 
cost of the entire NHS. Physical and mental health are closely linked – 
people with severe and prolonged mental illness die on average 15 to 20 
years earlier than other people – one of the greatest health inequalities in 
England. However only around a quarter of those with mental health 
conditions are in treatment, and only 13 per cent of the NHS budget goes on 
such treatments when mental illness accounts for almost a quarter of the 
total burden of disease.  


Over the next five years the NHS must drive towards an equal response to 
mental and physical health, and towards the two being treated together. We 
have already made a start, through the Improving Access to Psychological 
Therapies Programme – double the number of people got such treatment 
last year compared with four years ago. Next year, for the first time, there 
will be waiting standards for mental health. Investment in new beds for 
young people with the most intensive needs to prevent them being admitted 
miles away from where they live, or into adult wards, is already under way, 
along with more money for better case management and early intervention. 


This, however, is only a start. We have a much wider ambition to achieve 
genuine parity of esteem between physical and mental health by 2020. 
Provided new funding can be made available, by then we want the new 
waiting time standards to have improved so that 95 rather than 75 per cent 
of people referred for psychological therapies start treatment within six 
weeks and those experiencing a first episode of psychosis do so within a 
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fortnight. We also want to expand access standards to cover a 
comprehensive range of mental health services, including children’s services, 
eating disorders, and those with bipolar conditions. We need new 
commissioning approaches to help ensure that happens, and extra staff to 
coordinate such care. Getting there will require further investment. 
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CHAPTER FOUR      
How will we get there? 


This ‘Forward View’ sets out a clear direction for the NHS – showing why 
change is needed and what it will look like. Some of what is needed can be 
brought about by the NHS itself. Other actions require new partnerships 
with local communities, local authorities and employers. Some critical 
decisions – for example on investment, on local reconfigurations, or on 
various public health measures – need the explicit support of the elected 
government. 


So in addition to the strategies we have set out earlier in this document 
we also believe these complementary approaches are needed, and we will 
play our full part in achieving them:  


We will back diverse solutions and local leadership 


As a nation we’ve just taken the unique step anywhere in the world of 
entrusting frontline clinicians with two thirds – £66 billion – of our health 
service funding. Many CCGs are now harnessing clinical insight and 
energy to drive change in their local health systems in a way that frankly 
has not been achievable before now. NHS England intends progressively 
to offer them more influence over the total NHS budget for their local 
populations, ranging from primary to specialised care.  


We will also work with ambitious local areas to define and champion a 
limited number of models of joint commissioning between the NHS and 
local government. These will include Integrated Personal Commissioning 
(described in chapter two) as well as Better Care Fund-style pooling 
budgets for specific services where appropriate, and under specific 
circumstances possible full joint management of social and health care 
commissioning, perhaps under the leadership of Health and Wellbeing 
Boards. However, a proper evaluation of the results of the 2015/16 BCF is 
needed before any national decision is made to expand the Fund further. 


Furthermore, across the NHS we detect no appetite for a wholesale 
structural reorganisation. In particular, the tendency over many decades 
for government  repeatedly to tinker with the number and functions of the 
health authority / primary care trust / clinical commissioning group tier 
of the NHS needs to stop. There is no ‘right’ answer as to how these 
functions are arranged – but there is a wrong answer, and that is to keep 
changing your mind. Instead, the default assumption should be that 
changes in local organisational configurations should arise only from local 
work to develop the new care models described in chapter three, or in 
response to clear local failure and the resulting implementation of ‘special 
measures’.  
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We will provide aligned national NHS leadership 


NHS England, Monitor, the NHS Trust Development Authority, the Care 
Quality Commission, Health Education England, NICE and Public Health 
England have distinctive national duties laid on them by statute, and 
rightly so. However in their individual work with the local NHS there are 
various ways in which more action in concert would improve the impact 
and reduce the burden on frontline services. Here are some of the ways in 
which we intend to develop our shared work as it affects the local NHS: 


• Through a combined work programme to support the development of 
new local care models, as set out at the end of chapter three.  In 
addition to national statutory bodies, we will collaborate with patient 
and voluntary sector organisations in developing this programme. 
 


• Furthermore, Monitor, TDA and NHS England will work together to 
create greater alignment between their respective local assessment, 
reporting and intervention regimes for Foundation Trusts, NHS trusts, 
and CCGs, complementing the work of CQC and HEE. This will include 
more joint working at regional and local level, alongside local 
government, to develop a whole-system, geographically-based 
intervention regime where appropriate. NHS England will also 
develop a new risk-based CCG assurance regime that will lighten the 
quarterly assurance reporting burden from high performing CCGs, 
while setting out a new ‘special measures’ support regime for those 
that are struggling. 
 


• Using existing flexibilities and discretion, we will deploy national 
regulatory, pricing and funding regimes to support change in specific 
local areas that is in the interest of patients. 
 


• Recognising the ultimate responsibilities of individual NHS boards for 
the quality and safety of the care being provided by their organisation, 
there is however also value in a forum where the key NHS oversight 
organisations can come together regionally and nationally to share 
intelligence, agree action and monitor overall assurance on quality. The 
National Quality Board provides such a forum, and we intend to re-
energise it under the leadership of the senior clinicians (chief medical 
and nursing officers / medical and nursing directors / chief inspectors 
/ heads of profession) of each of the national NHS leadership bodies 
alongside CCG leaders, providers, regulators and patient and lay 
representatives.  


We will support a modern workforce  


Health care depends on people — nurses, porters consultants and 
receptionists, scientists and therapists and many others. We can design 
innovative new care models, but they simply won’t become a reality 
unless we have a workforce with the right numbers, skills, values and 
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behaviours to deliver it.  That’s why ensuring the NHS becomes a better 
employer is so important: by supporting the health and wellbeing of 
frontline staff; providing safe, inclusive and non-discriminatory 
opportunities; and supporting employees to raise concerns, and ensuring 
managers quickly act on them.  


Since 2000, the workforce has grown by 160,000 more whole-time 
equivalent clinicians. In the past year alone staff numbers at Foundation 
Trusts are up by 24,000 – a 4% increase. However, these increases have 
not fully reflected changing patterns of demand. Hospital consultants have 
increased around three times faster than GPs and there has been an 
increasing trend towards a more specialised workforce, even though 
patients with multiple conditions would benefit from a more holistic 
clinical approach. And we have yet to see a significant shift from acute to 
community sector based working – just a 0.6% increase in the numbers of 
nurses working in the community over the past ten years.  


Employers are responsible for ensuring they have sufficient staff with the 
right skills to care for their patients.  Supported by Health Education 
England, we will address immediate gaps in key areas. We will put in 
place new measures to support employers to retain and develop their 
existing staff, increase productivity and reduce the waste of skills and 
money. We will consider the most appropriate employment arrangements 
to enable our current staff to work across organisational and sector 
boundaries. HEE will work with employers, employees and 
commissioners to identify the education and training needs of our current 
workforce, equipping them with the skills and flexibilities to deliver the 
new models of care, including the development of transitional roles. This 
will require a greater investment in training for existing staff, and the 
active engagement of clinicians and managers who are best placed to 
know what support they need to deliver new models of care. 


Since it takes time to train skilled staff (for example, up to thirteen years 
to train a consultant), the risk is that the NHS will lock itself into outdated 
models of delivery unless we radically alter the way in which we plan and 
train our workforce. HEE will therefore work with its statutory partners 
to commission and expand new health and care roles, ensuring we have a 
more flexible workforce that can provide high quality care wherever and 
whenever the patient needs it. This work will be taken forward through 
the HEE’s leadership of the implementation of the Shape of Training 
Review for the medical profession and the Shape of Care Review for the 
nursing profession, so that we can ‘future proof’ the NHS against the 
challenges to come.  


More generally, over the next several years, NHS employers and staff and 
their representatives will need to consider how working patterns and pay 
and terms and conditions can best evolve to fully reward high 
performance, support job and service redesign, and encourage 
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recruitment and retention in parts of the country and in occupations 
where vacancies are high.    


We will exploit the information revolution  


There have been three major economic transitions in human history – the 
agricultural revolution, the industrial revolution, and now the information 
revolution. But most countries’ health care systems have been slow to 
recognise and capitalise on the opportunities presented by the 
information revolution. For example, in Britain 86% of adults use the 
internet but only 2% report using it to contact their GP. 


While the NHS is a world-leader in primary care computing and some 
aspects of our national health infrastructure (such as NHS Choices which 
gets 40 million visits a month, and the NHS Spine which handles 200 
million interactions a month), progress on hospital systems has been slow 
following the failures of the previous ‘connecting for health’ initiative. 
More generally, the NHS is not yet exploiting its comparative advantage as 
a population-focused national service, despite the fact that our spending 
on health-related IT has grown rapidly over the past decade or so and is 
now broadly at the levels that might be expected looking at comparable 
industries and countries. 


Part of why progress has not been as fast as it should have been is that the 
NHS has oscillated between two opposite approaches to information 
technology adoption – neither of which now makes sense. At times we 
have tried highly centralised national procurements and implementations. 
When they have failed due to lack of local engagement and lack of 
sensitivity to local circumstances, we have veered to the opposite extreme 
of ‘letting a thousand flowers bloom’. The result has been systems that 
don’t talk to each other, and a failure to harness the shared benefits that 
come from interoperable systems. 


In future we intend to take a different approach. Nationally we will focus 
on the key systems that provide the ‘electronic glue’ which enables 
different parts of the health service to work together. Other systems will 
be for the local NHS to decide upon and procure, provided they meet 
nationally specified interoperability and data standards. 


To lead this sector-wide approach a National Information Board has been 
established which brings together organisations from across the NHS, 
public health, clinical science, social care, local government and public 
representatives. To advance the implementation of this Five Year Forward 
View, later this financial year the NIB will publish a set of ‘road maps’ 
laying out who will do what to transform digital care. Key elements will 
include: 


• Comprehensive transparency of performance data – including the 
results of treatment and what patients and carers say – to help health 
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professionals see how they are performing compared to others and 
improve; to help patients make informed choices; and to help CCGs 
and NHS England commission the best quality care. 
 


• An expanding set of NHS accredited health apps that patients will be 
able to use to organise and manage their own health and care; and the 
development of partnerships with the voluntary sector and industry 
to support digital inclusion. 
 


• Fully interoperable electronic health records so that patients’ records 
are largely paperless. Patients will have full access to these records, 
and be able to write into them. They will retain the right to opt out of 
their record being shared electronically. The NHS number, for safety 
and efficiency reasons, will be used in all settings, including social 
care. 
 


• Family doctor appointments and electronic and repeat prescribing 
available routinely on-line everywhere. 
 


• Bringing together hospital, GP, administrative and audit data to 
support the quality improvement, research, and the identification of 
patients who most need health and social care support. Individuals 
will be able to opt out of their data being used in this way. 


 
• Technology – including smartphones - can be a great leveller and, 


contrary to some perceptions, many older people use the internet.  
However, we will take steps to ensure that we build the capacity of all 
citizens to access information, and train our staff so that they are able 
to support those who are unable or unwilling to use new technologies.  


We will accelerate useful health innovation 


Britain has a track record of discovery and innovation to be proud of. 
We’re the nation that has helped give humanity antibiotics, vaccines, 
modern nursing, hip replacements, IVF, CT scanners and breakthrough 
discoveries from the circulation of blood to the DNA double helix—to 
name just a few. These have benefited not only our patients, but also the 
British economy – helping to make us a leader in a growing part of the 
world economy.   


Research is vital in providing the evidence we need to transform services 
and improve outcomes. We will continue to support the work of the 
National Institute for Health Research (NIHR) and the network of 
specialist clinical research facilities in the NHS.  We will also develop the 
active collection and use of health outcomes data, offering patients the 
chance to participate in research; and, working with partners, ensuring 
use of NHS clinical assets to support research in medicine.   
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We should be both optimistic and ambitious for the further advances that 
lie within our reach. Medicine is becoming more tailored to the individual; 
we are moving from one-size-fits-all to personalised care offering higher 
cure rates and fewer side effects. That’s why, for example, the NHS and 
our partners have begun a ground-breaking new initiative launched by 
the Prime Minister which will decode 100,000 whole genomes within the 
NHS.  Our clinical teams will support this applied research to help 
improve diagnosis and treatment of rare diseases and cancers.  


Steps we will take to speed innovation in new treatments and diagnostics 
include:  


• The NHS has the opportunity radically to cut the costs of conducting 
Randomised Controlled Trials (RCTs), not only by streamlining 
approval processes but also by harnessing clinical technology. We will 
support the rollout of the Clinical Practice Research Datalink, and 
efforts to enable its use to support observational studies and quicker 
lower cost RCTs embedded within routine general practice and 
clinical care.  


• In some cases it will be hard to test new treatment approaches using 
RCTs because the populations affected are too small. NHS England 
already has a £15m a year programme, administered by NICE, now 
called “commissioning through evaluation” which examines real 
world clinical evidence in the absence of full trial data. At a time when 
NHS funding is constrained it would be difficult to justify a further 
major diversion of resources from proven care to treatments of 
unknown cost effectiveness. However, we will explore how to expand 
this programme and the Early Access to Medicines programme in 
future years.  It will be easier if the costs of doing so can be supported 
by those manufacturers who would like their products evaluated in 
this way. 


• A smaller proportion of new devices and equipment go through 
NICE’s assessment process than do pharmaceuticals. We will work 
with NICE to expand work on devices and equipment and to support 
the best approach to rolling out high value innovations—for example,  
operational pilots to generate evidence on the real world financial and 
operational impact on services—while decommissioning outmoded 
legacy technologies and treatments to help pay for them.  


• The Department of Health-initiated Cancer Drugs Fund has expanded 
access to new cancer medicines. We expect over the next year to 
consult on a new approach to converging its assessment and 
prioritisation processes with a revised approach from NICE.  


• The average time it takes to translate a discovery into clinical practice 
is however often too slow. So as well as a commitment to research, we 
are committed to accelerating the quicker adoption of cost-effective 
innovation - both medicines and medtech.  We will explore with 
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partners—including patients and voluntary sector organisations—a 
number of new mechanisms for achieving this. 


Accelerating innovation in new ways of delivering care 


Many of the innovation gains we should be aiming for over the next five or 
so years probably won’t come from new standalone diagnostic 
technologies or treatments - the number of these blockbuster ‘silver 
bullets’ is inevitably limited.  


But we do have an arguably larger unexploited opportunity to combine 
different technologies and changed ways of working in order to transform 
care delivery. For example, equipping house-bound elderly patients who 
suffer from congestive heart failure with new biosensor technology that 
can be remotely monitored can enable community nursing teams to 
improve outcomes and reduce hospitalisations. But any one of these 
components by itself produces little or no gain, and may in fact just add 
cost. So instead we need what is now being termed ‘combinatorial 
innovation’.   


The NHS will become one of the best places in the world to test 
innovations that require staff, technology and funding all to align in a 
health system, with universal coverage serving a large and diverse 
population. In practice, our track record has been decidedly mixed. Too 
often single elements have been ‘piloted’ without other needed 
components. Even where ‘whole system’ innovations have been tested, 
the design has sometimes been weak, with an absence of control groups 
plus inadequate and rushed implementation.  As a result they have 
produced limited empirical insight. 


Over the next five years we intend to change that. Alongside the 
approaches we spell out in chapter three, three of the further mechanisms 
we will use are: 


• Develop a small number of ‘test bed’ sites alongside our Academic 
Health Science Networks and Centres. They would serve as real world 
sites for ‘combinatorial’ innovations that integrate new technologies, 
bioinformatics, new staffing models and payment-for-outcomes. 
Innovators from the UK and internationally will be able to bid to have 
their proposed discovery or innovation deployed and tested in these 
sites. 


• Working with NIHR and the Department of Health we will expand 
NHS operational research, RCT capability and other methods to 
promote more rigorous ways of answering high impact questions in 
health services redesign. An example of the sort of question that might 
be tested: how best to evolve GP out of hours and NHS 111 services so 
as to improve patient understanding of where and when to seek care, 
while improving  clinical outcomes and ensuring the most appropriate 







 


 


 


35 


 


use of ambulance and A&E services. Further work will also be 
undertaken on behavioural ‘nudge’ type policies in health care.  


• We will explore the development of health and care ‘new towns’.  
England’s population is projected to increase by about 3 to 4 million 
by 2020.  New town developments and the refurbishment of some 
urban areas offers the opportunity to design modern services from 
scratch, with fewer legacy constraints - integrating not only health 
and social care, but also other public services such as welfare, 
education and affordable housing. The health campus already planned 
for Watford is one example of this.   


We will drive efficiency and productive investment 


It has previously been calculated by Monitor, separately by NHS England, 
and also by independent analysts, that a combination of a) growing 
demand, b) no further annual efficiencies, and c) flat real terms funding 
could, by 2020/21, produce a mismatch between resources and patient 
needs of nearly £30 billion a year. 


So to sustain a comprehensive high-quality NHS, action will be needed on 
all three fronts. Less impact on any one of them will require compensating 
action on the other two. 


Demand   


On demand, this Forward View makes the case for a more activist 
prevention and public health agenda: greater support for patients, carers 
and community organisations; and new models of primary and out-of-
hospital care. While the positive effects of these will take some years to 
show themselves in moderating the rising demands on hospitals, over the 
medium term the results could be substantial. Their net impact will 
however also partly depend on the availability of social care services over 
the next five years. 


Efficiency 


Over the long run, NHS efficiency gains have been estimated by the Office 
for Budget Responsibility at around 0.8% net annually. Given the 
pressures on the public finances and the opportunities in front of us, 0.8% 
a year will not be adequate, and in recent years the NHS has done more 
than twice as well as this.  


A 1.5% net efficiency increase each year over the next Parliament should 
be obtainable if the NHS is able to accelerate some of its current efficiency 
programmes, recognising that some others that have contributed over the 
past five years will not be indefinitely repeatable. For example as the 
economy returns to growth, NHS pay will need to stay broadly in line with 
private sector wages in order to recruit and retain frontline staff. 
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Our ambition, however, would be for the NHS to achieve 2% net efficiency 
gains each year for the rest of the decade – possibly increasing to 3% over 
time. This would represent a strong performance - compared with the 
NHS' own past, compared with the wider UK economy, and with other 
countries' health systems. It would require investment in new care 
models and would be achieved by a combination of "catch up" (as less 
efficient providers matched the performance of the best), "frontier shift" 
(as new and better ways of working of the sort laid out in chapters three 
and four are achieved by the whole sector), and moderating demand 
increases which would begin to be realised towards the end of the second 
half of the five year period (partly as described in chapter two). It would 
improve the quality and responsiveness of care, meaning patients getting 
the 'right care, at the right time, in the right setting, from the right 
caregiver'. The Nuffield Trust for example calculates that doing so could 
avoid the need for another 17,000 hospital beds - equivalent to opening 
34 extra 500-bedded hospitals over the next five years.  


Funding 


NHS spending has been protected over the past five years, and this has 
helped sustain services. However, pressures are building. In terms of 
future funding scenarios, flat real terms NHS spending overall would 
represent a continuation of current budget protection. Flat real terms NHS 
spending per person would take account of population growth. Flat NHS 
spending as a share of GDP would differ from the long term trend in which 
health spending in industrialised countries tends to rise a share of 
national income. 


Depending on the combined efficiency and funding option pursued, the 
effect is to close the £30 billion gap by one third, one half, or all the way.  


• In scenario one, the NHS budget remains flat in real terms from 
2015/16 to 2020/21, and the NHS delivers its long run productivity 
gain of 0.8% a year. The combined effect is that the £30 billion gap in 
2020/21 is cut by about a third, to £21 billion. 


• In scenario two, the NHS budget still remains flat in real terms over 
the period, but the NHS delivers stronger efficiencies of 1.5% a year. 
The combined effect is that the £30 billion gap in 2020/21 is halved, 
to £16 billion. 


• In scenario three, the NHS gets the needed infrastructure and 
operating investment to rapidly move to the new care models and 
ways of working described in this Forward View, which in turn 
enables demand and efficiency gains worth 2%-3% net each year. 
Combined with staged funding increases close to ‘flat real per person’ 
the £30 billion gap is closed by 2020/21. 
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Decisions on these options will inevitably need to be taken in the context 
of how the UK economy overall is performing, during the next Parliament. 
However nothing in the analysis above suggests that continuing with a 
comprehensive tax-funded NHS is intrinsically undoable – instead it 
suggests that there are viable options for sustaining and improving the 
NHS over the next five years, provided that the NHS does its part, together 
with the support of government. The result would be a far better future 
for the NHS, its patients, its staff and those who support them.  


 


BOX 5:  WHAT MIGHT THIS MEAN FOR PATIENTS? FIVE YEAR 
AMBITIONS FOR CANCER  


One in three of us will be diagnosed with cancer in our lifetime. Fortunately 
half of those with cancer will now live for at least ten years, whereas forty 
years ago the average survival was only one year. But cancer survival is 
below the European average, especially for people aged over 75, and 
especially when measured at one year after diagnosis compared with five 
years. This suggests that late diagnosis and variation in subsequent access 
to some treatments are key reasons for the gap.  


So improvements in outcomes will require action on three fronts: better 
prevention, swifter access to diagnosis, and better treatment and care for all 
those diagnosed with cancer. If the steps we set out in this Forward View are 
implemented and the NHS continues to be properly resourced, patients will 
reap benefits in all three areas: 


Better prevention. An NHS that works proactively with other partners to 
maintain and improve health will help reduce the future incidence of cancer. 
The relationship between tobacco and cancer is well known, and we will 
ensure everyone who smokes has access to high quality smoking cessation 
services, working with local government partners to increase our focus on 
pregnant women and those with mental health conditions. There is also 
increasing evidence of a relationship between obesity and cancer. The World 
Health Organisation has estimated that between 7% and 41% of certain 
cancers are attributable to obesity and overweight, so the focus on reducing 
obesity outlined in Chapter two of this document could also contribute 
towards our wider efforts on cancer prevention. 


Faster diagnosis. We need to take early action to reduce the proportion of 
patients currently diagnosed through A&E—currently about 25% of all 
diagnoses.  These patients are far less likely to survive a year than those who 
present at their GP practice. Currently, the average GP will see fewer than 
eight new patients with cancer each year, and may see a rare cancer once in 
their career.  They will therefore need support to spot suspicious 
combinations of symptoms. The new care models set out in this document 
will help ensure that there are sufficient numbers of GPs working in larger 
practices with greater access to diagnostic and specialist advice. We will 
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also work to expand access to screening, for example, by extending breast 
cancer screening to additional age groups, and spreading the use of 
screening for colorectal cancer. As well as supporting clinicians to spot 
cancers earlier, we need to support people to visit their GP at the first sign of 
something suspicious. If we are able to deliver the vision set out in this 
Forward View at sufficient pace and scale, we believe that over the next five 
years, the NHS can deliver a 10% increase in those patients diagnosed early, 
equivalent to about 8,000 more patients living longer than five years after 
diagnosis.  


Better treatment and care for all. It is not enough to improve the rates of 
diagnosis unless we also tackle the current variation in treatment and 
outcomes. We will use our commissioning and regulatory powers to ensure 
that existing quality standards and NICE guidance are more uniformly 
implemented, across all areas and age groups, encouraging shared learning 
through transparency of performance data, not only by institution but also 
along routes from diagnosis.  And for some specialised cancer services we 
will encourage further consolidation into specialist centres that will 
increasingly become responsible for developing networks of supporting 
services. 


But combined with this consolidation of the most specialised care, we will 
make supporting care available much closer to people’s homes; for example, 
a greater role for smaller hospitals and expanded primary care will allow 
more chemotherapy to be provided in community. We will also work in 
partnership with patient organisations to promote the provision of the 
Cancer Recovery Package, to ensure care is coordinated between primary 
and acute care, so that patients are assessed and care planned 
appropriately. Support and aftercare and end of life care – which improves 
patient experience and patient reported outcomes – will all increasingly be 
provided in community settings.  
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ABBREVIATIONS 
 
A&E   Accident & Emergency 
AHSCs  Academic Health Science Centres 
AHSNs  Academic Health Science Networks 
BCF  Better Care Fund 
CCGs   Clinical Commissioning Groups 
CQC   Care Quality Commission  
CT   Computerised Tomography 
EBITDA  Earnings before interest, taxes, depreciation and 


amortisation 
GP   General Practitioner 
HEE   Health Education England 
IPC   Integrated Personal Commissioning 
IVF   In Vitro Fertilisation 
LTCs   Long term conditions 
NHS IQ  NHS Improving Quality 
NHS TDA  NHS Trust Development Authority  
NIB   National Information Board 
NICE   National Institute for Health and Care Excellence 
NIHR   National Institute of Health Research 
PHE   Public Health England  
RCTs   Randomised Controlled Trials 
TUC   Trades Union Congress  
WHO   World Health Organisation 
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GOVERNING BODY 
9 September 2014 


1:00pm 
Horden Social Welfare Centre, Horden, Peterlee 


 
UNCONFIRMED MINUTES 


 
Present: Annie Dolphin Lay Chair 
 Keith Tallintire Lay Member, Audit and Risk 
 David Taylor-Gooby (part) Lay Member, Patient and Public Engagement 
 Gillian Findley Director of Nursing 
 Joseph Chandy  Director of Primary Care, Partnerships & Engagement 
 Mark Pickering Chief Finance Officer 
 Sarah Burns Director of Commissioning   
 Dr Jonathan Smith  Locality Lead, Easington 
 Dr Dilys Waller (part) Locality Lead, Durham Dales 
 Ian Spencer Secondary Care Clinician 
  
In Attendance: Anna Lynch Director of Public Health, Durham County Council 
 Dr James Carlton (part) Medical Advisor  
 Sharon Milton Administrator 
 Sue Humpish Executive Assistant (minutes) 
 
Apologies:  Dr Stewart Findlay Chief Clinical Officer 
 Nicola Bailey Chief Operating Officer 
 Dr John McGuire Sessional GP representative 
 Lesley Jeavons Head of Adult Care, Durham County Council 
 Dr Helen Moore Locality Lead, Sedgefield 
 Dr Winny Jose Locality Lead, Sedgefield 
 Dr Robin Armstrong Locality Lead, Easington 
 
Item No 


 
 Action 


GB/14/260 Apologies for Absence 
 
AD welcomed everybody to the meeting in public and noted apologies.  
She explained that the CCG tried to be as paperless as possible and 
therefore governing body members would be accessing the papers 
electronically as the meeting progressed.   
 


 
 


GB/14/261 Public Health Review and Procurement 
Anna Lynch, Director of Public Health 
Nicola Bailey, Chief Operating Officer 
 
AL gave a presentation which provided 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.  The 
accompanying report also included an update on public health contracts. 
 


 


1 
 







IS and DW joined the meeting 
 
A discussion ensued including the changes to the way in which the 
Council was having to approach commissioning of services, how the 
Council and the CCG could learn to communicate more effectively and at 
an earlier stage of decision making and a partnership approach in 
supporting the MacMillan Centre in Peterlee. 
 
In answer to a question raised by JCh, AL indicated that the weight 
management voucher scheme would continue until 31 March or the 
vouchers run out.  In future, weight management would be part of the 
Wellbeing for Life service and the Council would liaise with primary care 
colleagues around signposting to this holistic model. 
 
DW commented that the current exercise on prescription service was 
important to patients, especially those with mental health problems and 
expressed concern that changes to venues may mean that patients may 
not be able to access services.  AL replied that the wide range of current 
services would be maintained until the new model was put in place under 
the new contract arrangements.  Work would be done with practices to 
ensure that patients could effectively be signposted to appropriate 
services and that the needs of populations were met. 
 
JS expressed concern from the Easington locality that if funding was re-
distributed on a per capital basis, that Easington would lose out, despite 
being the area with the greatest need and deprivation.  AL indicated that it 
was recognised that Easington had the poorest health and there were still 
plans to have outreach services in the area. 
 
The Governing Body: 
• Noted the content of the report and the review programme detailed in 


the appendices; 
• Noted 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. 


 
GB/14/262 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. 
 
Item GB/14/269 Urgent Care Redesign – JCh, DW and JS declared an 
interest as working in practices that would be directly involved in any new 
urgent care models. 
 
Item GB/14/288 Primary Medical Services Assurance Framework – JCh, 
DW and JS declared an interest in the item as working for practices that 
were involved in the process. 
 
Item GB/14/284 Alternative Provider Medical Services Review - JCh 
declared an interest in the item as working for a practice directly involved 
in the review.  
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GB/14/263 Minutes of the meeting held on 8 July 2014 
 
The minutes were approved as a true record. 
 


 
 


GB/14/264 Matters arising from the meeting held on 8 July 2014 
 
There were no matters arising that were not included on the action log. 
 


 
 


GB/14/265 Review of Action Log 
 
The action log was reviewed and updated. 
 


 


GB/14/266 Terms of Reference: Clinical Champions 
James Carlton, Medical Adviser 
Nicola Bailey, Chief Operating Officer 
 
In JCa’s absence, GF presented the report which set out the draft Terms 
of Reference for DDES CCG’s Clinical Champions meeting produced as 
part of the New Ways of Working Process and reflecting new governance 
arrangements. 
 
IS indicated that he would be willing to join the group, if required. 
 
The Governing Body: 
• Noted the adoption of the Terms of Reference by the Executive 


Committee. 
 


 
 


GB/14/267 Better Care Fund 
Sarah Burns, Director of Commissioning 
 
SB spoke to the report which captured the latest position on the emerging 
guidance on the Better Care Fund and identified the agreed position with 
Durham County Council.  However, she pointed out that although this was 
correct at the time of writing, further guidance had since been received 
which required resubmission of plans by 19 September.   In response to 
this, the CCG had enhanced the narrative in the plan, but not 
fundamentally changed the content.   
 
SB spoke about the targets to reduce emergency admissions, indicating 
that over the next few weeks work would be done to finalise this in 
conjunction with providers.  In addition the CCG had regular contact with 
the Area Team that was looking at risks associated with delivery. 
 
During the brief discussion, it was recognised that the Governing Body 
had looked at Better Care Fund in its latest development session so were 
aware of progress and any issues.  Also, it was noted that there was no 
anticipated change to the financial risk for the CCG arising from any 
change in the non-elective target ambition. 
 
ACTION: SH to add Better Care Fund to the agenda for the next 
Governing Body Development session for SB to provide an update. 
 
JCa joined the meeting 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SB 
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The Governing Body: 
• Noted the latest update regarding BCF guidance; 
• Noted and discussed the changes in performance funding linked to 


non-elective admissions; 
• Noted the reduced level of risk for the BCF associated with current 


ambition levels within contracts with acute providers; 
• Approved delegated authority to the Chief Clinical Officer and Chief 


Operating to make decision in conjunction with Cllr Lucy Hovvels to 
sign off the final plan; 


• Noted that a presentation would be made to the Governing Body on 
the content of the final plan 


 
GB/14/268 Engagement Strategy 


Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
JCh presented the paper about the new Engagement Strategy for 2014-
2015, speaking about the outcome of the engagement events and how 
these informed the objectives.  A delivery plan would be produced for the 
Executive Committee to agree. 
 
The ensuing discussion included the identification of and how to link with 
hard to reach groups and the differences between Patient Reference 
Groups and Patient Participation Groups.  KT commented that the report 
was good, but commented that he was unclear as to how the CCG would 
determine if it had succeeded in engagement. 
 
ACTION: JCh to include in the delivery plan how to define 
successful engagement.   As part of this he would ask Patient 
Reference Group members what they think successful engagement 
would look like. 
 
ACTION: JCh to make reference in the Delivery Plan to the 
Engagement Memorandum of Understanding mentioned in the 
Health and Wellbeing Report. 
 
ACTION: JCh to ensure that the important issue of communications 
was contained in the Delivery Plan including when meetings would 
be taking place. 
 
ACTION: JCh to finalise the Engagement Strategy. 
 
ACTION: JCh to take the proposed Delivery Plan to the Executive 
Committee in October for agreement and then to the Governing 
Body for information in November or January. 
 
The Governing Body: 
• Agreed the Strategy and objectives for engagement in DDES for 2014-


2016; 
• Agreed that actions to achieve the Strategy’s objectives (including 


Internal Audit Recommendations) would form the delivery plan which 
would be taken to the Executive Committee for approval; 


• Noted that progress against the action plan would form part of the 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


JCh 
 
 
 
 


JCh 
 
 
 


JCh 
 
 
 


JCh 
 
 


JCh 
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annual evaluation and assurance at Governing Body. 
GB/14/269 Urgent Care Redesign 


Sarah Burns, Director of Commissioning 
 
JCh, DW and JS declared an interest as working in practices that would 
be directly involved in any new urgent care models. 
 
SB spoke to the paper which set out the proposed approach and model 
for urgent care provision in the DDES area.  A strategy had been devised 
based on a significant review of evidence, national policy and 
engagement work and an implementation model drawn up.  The model 
was set out in three parts, including the commissioning of in hours urgent 
care and weekend care services and the re-procurement of the out of 
hours service.  AL clarified that this would be done in three separate lots 
with the latter being re-procured because of a technical contracting issue. 
 
The approach was supported by member practices and there was now a 
need to refine the model to meet the needs of the localities and their 
populations in order to offer more holistic, integrated care. 
 
It had been agreed in the Overview and Scrutiny meeting that the CCG 
would lead on a 12 week formal public consultation.  
 
GF commented that the direction of travel was supported by evidence 
from Professor Sir Keith Willet, the national Tsar for urgent and 
emergency care services who had analysed the evidence base and 
concluded that patients had better outcomes if managed by their own 
practices.  She supported the paper. 
 
JS pointed out that urgent care centres were put in place in Easington to 
deal with additional demand with about 42,000 8am to 6pm appointments 
being used each year.  GPs in that locality did not feel that they had the 
capacity or the workforce to mop up this number of appointments.  In 
addition, if urgent care was taken away and money re-distributed on a per 
capita basis, Easington would miss out.  SB responded that the CCG was 
conscious of the workforce issues and was looking at numbers of GPs 
and whether staff could be transferred.  The Executive Committee would 
review proposals in detail to ensure they met the needs of the population. 
 
AL commented that equality was not about providing the same service 
everywhere, but where there was the greatest need.  It was recognised 
that each locality had its own complex needs which required careful 
consideration.   
 
KT asked what assurance the Governing Body had that any changes 
would deliver the required outcomes.  SB responded that weekly 
meetings were taking place to develop the model with a consultation 
process to follow.  It was not acceptable to put patients at risk of not 
having the services they need and the CCG must take on board what they 
say.  Contingencies were in place to meet the financial risk with a review 
process in place. 
 
IS commented that looking at the data, he was not convinced of the need 
to provide services at times when there was very low demand although he 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


5 
 







confirmed that he was supportive of exploring the proposed option.  SB 
took this on board, replying that there was variation from practice to 
practice which needed to be carefully considered. 
 
DTG indicated that there was a perception from some members of the 
public that they cannot see a GP when they need to, though this might be 
that they can’t see the one they want.  A good public engagement 
exercise would be needed in addition to work with practices.  SB indicated 
that the engagement would commence in October. 
 
ACTION: SB to correct the Strategy document to correct/finish the 
final bullet point in section two and the third sentence of the final 
paragraph in section one. 
 
The Governing Body: 
• Considered the proposed model outlined and confirmed their support 


for exploring the option proposed. 
 


 
 
 
 
 
 
 
 
 


SB 
 
 


GB/14/270 Green and GP Urgent Care Ambulance Responses 
Gillian Findley, Director of Nursing 
 
GF reminded the group that at a previous meeting, she had been asked 
to find out the current North East Ambulance Service (NEAS) rates for 
green and urgent care responses.  These were contained in the report 
along with a graph showing a downward performance trajectory. 
 
It had been agreed with NEAS and the other CCGs in the region to 
include in the CQUIN element of the contract the implementation of an 
integrated transport solution.  The CQUIN allocation would be used to 
fund additional non paramedic response capability for non-urgent calls.  
There would be a period of time during which staff would be recruited and 
trained, but it was anticipated that performance would improve because of 
this and have a positive impact on releasing blue light ambulances to 
respond to red calls. 
 
KT asked why performance had dropped so significantly since last year.  
GF responded that there were a myriad of reasons including the 
increased number of red calls and also hospital hand over delays.  
However, actions were being put in place with County Durham and 
Darlington Foundation Trust to address the hand over delays with 
significant improvements being made. 
 
The Governing Body: 
• Noted the information provided. 


 


 


GB/14/271 Chief Clinical Officer’s Report 
Stewart Findley, Chief Clinical Officer 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
JCh spoke to the report in SF’s absence which provided an update on the 
key issues affecting DDES CCG, drawing attention to some key areas, 
including the identification of people with dementia, the successful 
outcome of the NHS England Area Team’s annual assurance visit and the 
support being given to the North East Ambulance Service in the changes 
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to the ambulance service in Durham Dales. 
 
IS asked whether changes to the ambulance service would make a 
difference to discussions around the Midwifery Led Unit.  GF responded 
that she didn’t think that there would be an impact on discussions, though 
the expected improvement in performance in the ambulance service was 
likely to feed into any evidence. 
 
IS drew attention to the item on End of Life care which mentioned that 
every main provider had alternative arrangements in place for end of life 
care following the cessation of the Liverpool care Pathway.  He asked 
whether the CCG had seen the guidelines.  GF responded yes, adding 
that all interim arrangements were in place with appropriate 
documentation until the launch in October. 
 
With reference to the national update about ‘Access to general practice 
and visits to accident and emergency departments in England: cross-
sectional analysis of a national patient survey’, IS commented that there 
might not be a cost benefit of any reduction in attendance at A&E. 
 
The Governing Body: 
• Received, discussed and noted the progress made to date. 
 


GB/14/272 Finance Update: Month 4, 2014/15 
Mark Pickering, Chief Finance Officer / Mark Booth, Head of Finance 
 
MP gave a presentation and spoke to the report to update on financial 
performance to the end of July 2014.  He drew attention to key 
performance areas which were all on track and spoke about budget to 
actual variances and ongoing work to address pressures and mitigate 
risks.   
 
KT noted that it was good to see that the CCG was not dipping into its 
reserves and was in a satisfactory position for the first few months.  There 
was added risk in no longer having a block contract, he was assured that 
this was being managed, though he pointed out it could be a problem in 
the longer-term.   
 
ACTION: MP to change the presentation front sheet to include show 
variances clearly against QIPP and re-name the YTD and Forecast 
boxes to make the meaning more explicit. 
 
ACTION: MP/SB would look at how the work of the GP variation team 
could feed into future reporting. 
 
The Governing Body: 
Noted the financial position of the CCG as at 31 July 2014. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MP 
 
 
 


MP/SB 


GB/14/273 Clinical Quality Summary Report – May and June 2014 
Gillian Findley, Director of Nursing 
 
GF spoke to the paper which provided a bi-monthly (May/June) briefing 
on headline issues relating to clinical quality and assurance that actions 
are being undertaken with providers where necessary.   She noted some 
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changes made to the format of the report. 
 
GF was pleased to highlight that County Durham and Darlington, North 
Tees and Hartlepool and City Hospitals Sunderland Foundation Trusts 
had all received accolades at the Innovations Awards for the use of 
technology. 
 
It was noted that there had been some concerns regarding Opthalmology 
at CDDFT and arrangements had been made for the College of 
Opthalmology to undertake a peer review in order to understand where 
improvements should be made. 
 
A discussion took place including the use of soft intelligence, action being 
taken to reduce the number of falls in hospital and use of staff comments 
on hospital safety. 
 
The Governing Body: 
• Received and noted the content of the summary report; 
• Supported the actions being taken forward through the CQRG to 


improve quality and experience for patients. 
 


GB/14/274 Quality, Performance and Finance Report 
Gillian Findley, Director of Nursing 
 
GF spoke to the report which provided a summary overview of quality, 
performance and finance in DDES CCG including a summary of key 
indicators and additional narrative which had been requested at a 
previous meeting. 
 
Attention was drawn to the Executive Summary and colleagues were 
assured that all of the items were discussed in detail in the 
Commissioning, Quality, Finance and Performance themed meeting of 
the Executive Committee where specialists were being invited to speak 
about topics in depth. 
 
GF highlighted the significant improvement in performance at CDDFT in 
terms of four hour waits in the emergency department.  This was a result 
of targeted work managed by the trust e.g. a member of staff identified to 
meet ambulances on arrival to establish the best form of treatment at the 
front door.   
 
IS noted that primary care incident reporting in Sedgefield was increasing 
and GF responded that this was good.  The CCG encouraged an open 
culture where people felt able to report incidents in order that measures 
could be put in place to avoid them happening in future.  JS added that 
Sedgefield had historically always had a higher reporting rate, though 
added that the system was unwieldy and he was working on addressing 
this to encourage wider use. 
 
Colleagues discussed the increased awareness raising of early cancer 
detection and the impact this had in services as well as ambulance crews 
treating patients at the site of the call out.  This was beneficial depending 
on the location of the call out e.g. if in the centre of Darlington the patient 
would be taken to hospital, but if in a remote rural area, it might save time 
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to treat. 
 
KT suggested that for future reporting, it might be useful to have a 
balanced score card showing performance trends to make it easier for 
members of the Governing Body to understand.   
 
The Governing Body: 
• Received the current performance report; 
• Noted the progress of performance management processes. 
• Asked that a balanced score card approach be considered. 
 


 
 
 
 
 
 
 
 
 


GF/MP 


GB/14/275 Savile Report 
Gillian Findley, Director of Nursing 
 
GF spoke to the paper which presented the findings of an investigation 
undertaken by County Durham and Darlington NHS Foundation Trust 
regarding any possible connections between the late Jimmy Savile and 
University Hospital North Durham (formerly Dryburn Hospital) and Shotley 
Bridge Hospital.  
 
The report gives assurance that 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. 
 
A number of actions had been identified in terms of reviewing policies 
which would be monitored through Quality Review Groups. 
 
Colleagues passed on their thanks to Kim Lawther for a very thorough 
and useful report. 
 
The Governing Body: 
• Received and acknowledged the findings and recommendations of the 


report. 
 


 


GB/14/276 Update on the Francis Report 
Gillian Findley, Director of Nursing 
 
GF presented the paper which provided a six monthly update showing the 
progress made against agreed actions.  She was pleased to report that 
Internal Audit had stated that it was assured that the CCG was 
implementing the Francis recommendations appropriately. 
 
There were a number of questions around the report and the actions 
being taken in the provider organisations.  Questions were asked about 
the staffing levels being reported on wards and whether the data was 
useful. GF reported that the data was being mapped towards where there 
were higher than average levels of harm. The Director of Nursing in 
CDDFT then reviews the staffing level on the wards to determine their 
appropriateness. 
 
The governing Body: 
• Noted progress set out in the report and assurance around 


implementation. 
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GB/14/277 Dementia Strategy for County Durham and Darlington 2014-2016 


James Carlton, Medical Adviser 
Matthew James, Commissioning Manager 
 
JCa spoke to the paper which introduced the new Dementia Strategy for 
County Durham and Darlington and the Plan on a Page showing timelines 
for when information on possible investments may be required.   
 
The Governing Body as well as the three locality groups had already 
discussed and contributed to the strategy. 
 
The Governing Body 
• Received and approved adoption of the strategy.  
 


 


GB/14/278 Extended General Practice Opening – Practice Perception 
Sarah Burns, Director of Commissioning 
 
SB spoke to the report which outlined the results of a survey with 
practices to ascertain their views on sustainability of the extended hours 
pilot which was requested by the Governing Body in February.  
Unfortunately, the response rate had been low. 
 
ACTION: SB/MP to look at asking again for responses and remind 
practices that it was appropriate to contribute to service evaluations.  
They would also ensure that service specifications included this 
requirement. 
 
The Governing Body: 
Noted the results of the survey as set out in the report. 
 


 
 
 
 
 
 
 
 
 


SB 


GB/14/279 Infection, Prevention and Control Annual Report 2013-2014 
Gillian Findley, Director of Nursing 
 
GF spoke to the paper which provided an update on the issues and 
developments within the Infection Prevention and Control Team over the 
last 12 months. 
 
AD noted the work that had been done during the year and the positive 
assurance that the report provided. 
 
The Governing Body: 
Received and noted the content of the report. 
 


 


GB/14/280 Equality Strategy 2014-2016 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
JCh spoke to the report which outlined the CCG’s strategic direction to 
ensure compliance with its statutory duties and highlighted the national 
and local drivers that would influence the CCG’s approach.  He added 
that regular reports would be submitted to the Executive Committee.   
 
ACTION: JCh to complete the number of staff under item 4.4 and 
correct the number of lay members to three. 
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The Governing Body: 
• Received and approved the Equality Strategy for 2014-16. 
 
DW and DTG left the meeting 
 


GB/14/281 Quality Impact Assessment of Provider Cost Improvement Plans 
Gillian Findley, Director of Nursing 
 
GF introduced the report which highlighted that following the Francis 
report into the failings at Mid Staffordshire NHS Foundation Trust, there 
was a requirement for all CCGs to assure themselves that all major 
providers had assessed the impact on quality of any cost improvement 
programme. 
 
The report provided a summary of the position in relation to the 
assessments undertaken for each of the provider organisations and the 
programme of ongoing management of future cost improvement plans.  
The CCG was satisfied that all of its providers had plans and monitoring 
systems in place but noted that none of the providers has provided full 
details of their cost reduction programmes. Work will continue throughout 
the year to assure the CCG that there is no negative impact on quality 
from cost reduction  schemes. 
 
The Governing Body: 
• Noted the information provided in the report. 
 


 


GB/14/282 Overview and Scrutiny Annual Report 2013-2014 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
JCh spoke to the report which provided an update on the work 
undertaken by the Overview and Scrutiny Committee of Durham County 
Council during 2013/14.  He added that the CCG worked closely with this 
group as well as the Health sub group. 
 
IS commented that the Committee looked at alcohol consumption, but did 
not appear to be taking any action, for example, to limit licensing hours.  
AL responded that the council was hamstrung by national licensing 
regulations.  The Licencing Committee was only able to turn down an 
application on four key issues, and health was not one of them.  However, 
the policy was due to be renewed and would be submitted to Cabinet in 
due course.  
 
The Governing Body: 
• Received and noted the content of the Annual Report. 
 


 


GB/14/283 Annual Complaints Report 2013-2014 
Gillian Findley, Director of Nursing 
Katharine Humby, Senior Clinical Quality Officer 
 
GF spoke to the report which provided an overview of the number of 
complaints/concerns handled by the North of England Commissioning 
Support Unit (NECS) on behalf of DDES CCG and provided a breakdown 
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of the issues complained about and performance against key 
performance indicators associated with the complaints process. 
 
The report was discussed and it was noted that appropriately, the majority 
of complaints regarding provider organisations were made direct to the 
service provider, rather than to the CCG or Northern England 
Commissioning Support. 
 
The Governing Body: 
• Received and considered the report. 


 
GB/14/284 Alternative Provider Medical Services Review 


Mark Pickering, Chief Finance Officer 
 
JCh declared an interest in the item as working for a practice directly 
involved in the review.  
 
JCh spoke to the document which outlined a vision for the future of 
Alternative Provider Medical Services (APMS) in the Durham Area 
building upon an internal review undertaken by the NHS England Area 
Team which wanted to ensure the provision of high quality, sustainable 
and affordable primary care services. 
 
This was not a CCG review, but did impact on three practices in the 
DDES area where this kind of contract was in place.   
 
The review period had now started and would run until 29 September 
2014.  The Area Team welcomed views from all stakeholders: 
Online    www.surveymonkey.com/s/DurhamAPMSConsultation 
E-mail  NYHCSU.centralengagementteam-@nhs.net 
 
Tara Case was co-ordinating a response for the CCG, so members of the 
Governing Body should contact her should they wish to contribute to this. 
 
In answer to a question raised by AL about the potential implications of 
co-commissioning, JCh explained that this would depend on the level of 
co-commissioning concerned with level 3 including APMS contracts. 
 
The Governing Body: 
• Noted that the consultations were ongoing in relation to two contracts 


and three practices in the DDES CCG area. 
 


 


GB/14/285 Safeguarding and Looked After Children Annual Report 2013-2014 
Gillian Findley, Director of Nursing 
Carole Atherton, Designated Nurse: Safeguarding and Looked After Children 
 
GF spoke to the report which summarised the achievements over the past 
year, provided a position statement against the Safeguarding and Looked 
After Children Delivery Plan and highlighted the next steps for 2014-15 to 
enhance future delivery and continuous quality improvement. 
 
GF commented that in terms of safeguarding children, there was a 
specific set of instructions, “Working Together”, which was very clear 
about the requirements of the CCG.  Internal Audit had also reviewed the 
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CCGs safeguarding arrangements and gave assurance that processes 
were in place to deal with any incidents that should arise.  She confirmed 
that the CCG was doing everything it should to meet its statutory 
requirements and fulfil its responsibilities.  
 
The Governing Body: 
• Received the report; 
• Acknowledged the positive developments and relationships that had 


been put into place over the last 12 months; 
• Confirmed that the CCG had delivered against its statutory 


safeguarding children responsibilities; 
• Endorsed the areas for development for 2014-15. 
 


GB/14/286 Health and Wellbeing Board Annual Report 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
JCh spoke to the report which shared the Health and Wellbeing Board’s 
Annual Report 2013/14 and drew attention to salient points. 
 
AD noted that Patient Reference Groups had been referred to under 
section five on engagement, and hoped that in future reports there would 
be more detail about the CCG’s different engagement activities.  
 
The Governing Body: 
• Received and noted the content of the Annual report. 
 


 


GB/14/287 Risk Management Update 
Mark Pickering, Chief Finance Officer 
Debra Elliott, Senior Governance Manager 
 
MP spoke to the report which provided information on the current CCG-
wide risks and an update on risk reporting management. 
 
There was concern about the lack of detail in the report and it was noted 
that the risk register in appendix 2 was not included.  This would be 
circulated after the meeting.  AD queried whether the Audit and 
Assurance Committee had considered the report.  MP responded that 
normally that would have happened but the Audit meeting had been 
delayed until the following week.   
 
The risks were discussed briefly and there was concern that there 
seemed to be no red risks, even though there were some risks that on the 
face of it seemed sufficiently serious.  It was agreed that these would be 
considered in more detail at the Audit and Assurance meeting the 
following week. 
 
ACTION: MP to circulate Appendix 2 (DDES Risk Register). 
 
ACTION: SM/SH to ensure that this item was included in the agenda 
as a discussion rather than an information item in future. 
 
The Governing Body: 
• Noted the ongoing development work and the ongoing process of 


embedding a positive risk management culture across the CCG. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MP 
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GB/14/288 Primary Medical Services Assurance Framework 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
James Carlton, Medical Advisor 
 
JCh and JS declared an interest in the item as working for practices that 
were involved in the process. 
 
JCh spoke to the report which set out the approach being taken by the 
NHS England Area Team in the delivery of a single operating model, 
enabling them to respond to local issues within a national framework 
when managing primary medical care contracts.  It was clarified that in 
this case, the CCG was not the commissioner, that was a function of the 
Area Team.  This was about how they held primary care providers to 
account.   
 
The framework was discussed and it was pointed out that although a 
number of practices would be identified as outliers in several different 
areas, the Area Team took a positive approach as they did not simply 
respond to raw data, but would work closely with practices and the CCG 
to understand the underlying issues.  The CCG was responsible for 
primary care development and so was a key player in this.  JCh briefly 
outlined the processes involved.  
 
JCa commented that it would be interesting to see how this moved 
forward given the impending re-organisation of NHS England. 
 
The Governing Body: 
• Received for information the report regarding the process and the 


CCG’s involvement.  
 


 


GB/14/289 Minutes to receive 
 
Confirmed minutes from the following meetings were received: 
 
• Audit and Assurance Committee, 30 January and 22 April 2014; 
• Formal Executive Committee (Commissioning, Quality, Finance and 


Performance Theme), 27 May and 24 June, 22 July 2014; 
• Formal Executive Committee, 17 June, 1, 15 and 29 July 2014. 
 


 


GB/14/289 Any Other Business 
 
There was no other business. 
 


 


 Next Meeting 
 
11 November 2014 at Spennymoor Town Hall 
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		UNCONFIRMED MINUTES






Durham Darlington and Tees Local Health Resilience Partnership 


STATEMENT OF COMPLIANCE 


NHS Durham Dales, Easington and Sedgefield Clinical Commissioning Group  has 
undertaken a self-assessment against required areas of the NHS England Core 
Standards for EPRR (v2.0). 


Following assessment, the organisation has been self-assessed as demonstrating 
the Substantial compliance level (from the four options in the table below) against 
the core standards. 


 


Compliance Level Evaluation and Testing Conclusion 
Full The plans and work programme in place 


appropriately address all the core standards that the 
organisation is expected to achieve.   


Substantial The plans and work programme in place do not 
appropriately address one or more of the core 
standard themes, resulting in the organisation being 
exposed to unnecessary risk. 


Partial The plans and work programme in place do not 
adequately address multiple core standard themes; 
resulting in the organisational exposure to a high 
level of risk. 


Non-compliant The plans and work programme in place do not 
appropriately address several core standard themes 
leaving the organisation open to significant error in 
response and /or an unacceptably high level of risk. 


 


Where areas require further action, this is detailed in the attached core standards 
improvement plan and will be reviewed in line with the CCG’s business continuity 
governance arrangements.   


The above level of compliance with the core standards will be confirmed by the 
CCG’s Governing Body at the meeting to be held on 11th November 2014. 


 


 


 
Signed by  NHS Durham Dales, Easington and Sedgefield CCG’s 


Accountable Emergency Officer, 
                                Nicola Bailey, Chief Operating Officer 
 
 11/11/2014 30/10/2014 


     Date of governing body meeting Date signed 
 


EPRR self-assessment 2014/15 








How was the NCAR approval category reached?


The NCAR review provides an assurance rating for each plan based on both its quality as an approach and its deliverability in the local context. There were four key elements to the review:
1.       A standardised review of the quality of the plan, by external review experts and a conversation with HWB Boards
2.       An assessment of the local context or delivery risks in which plans will be implemented, by NHS England area teams with HWBs and local government regional colleagues
3.       Moderation by a reviewer team informed by NHS area team and regional colleagues
4.       National calibration overseen by the BCF Task Force


The principles behind the design of the review include:
1.       Maximising the time available to develop the plans and minimising the time for assurance
2.       Using independent external experts to conduct the reviews
3.       Using a consistent set of checks for each plan
4.       Giving each health and wellbeing board the opportunity to discuss key risks or issues
5.       Keeping the focus on actions and risks
6.       Involving area team and regional colleagues from NHS England and the Local Government Association to provide a context for the local system


What does the approval category mean?
Approved No significant actions required and the plan can move forward to implementation


Approved 
with support There are some required actions but these do not represent a fundamental flaw in the plan’s approach or a material concern and can be resolved by a clarification or additional information


Approved 
subject to 
conditions


While the fundamental approach is suitable, there are specific challenges that need to be addressed before proceeding to implementation, such as:
- A material concern about the ability to deliver the national conditions
- A material concern about the credibility of the non-elective target, given either current performance or the provider engagement in the plan
- The volume of corrective actions or unmitigated risks in the plan being such that a significant level of further work is required before they can be assured


Not approved The plan falls short of key criteria either because it is not signed-up to by all parties or the fundamental approach is flawed


What happens next?


The next steps for local areas in each approval category are:


Approved The local area is given full responsibility for its BCF budget, and any ongoing support or oversight will now be handled by NHS England regional and area teams


Approved 
with support


The local area is given full responsibility for its BCF budget but will be required to submit further information or evidence in line with the outcome of its NCAR report. Ongoing support and oversight will be handled by NHS England regional and 
area teams, who will appoint a relationship manager to agree a timetable with the local area to complete the agreed actions. This manager will coordinate and track the agreed actions, assessing additional evidence supplied and moving plans to a 
fully approved status; it is expected this will happen quickly, by the end of November


Approved 
subject to 
conditions


The local area will be approved to continue improving its plan but will not receive full responsibility for its BCF budget until it meets the conditions set. It will be assigned a named Better Care Advisor who will get in touch shortly to arrange a 
meeting with the area to understand how they can help to develop an action plan within two weeks to address the NCAR conditions, and identify what support is needed to gear up toward implementation. The local area may need to resubmit its 
plan in full or part, depending on the nature of the conditions. Once the plans have been reassessed, it is expected that the plan will move to the approved or approved with support category, which is intended to be by the end of December 2014


Not approved
The local area is not given responsibility for its BCF budget at this stage, and by implication will be limited in terms of proceeding implementation activities that commit BCF expenditure. It will be assigned a Better Care Advisor who will get in 
touch shortly to arrange a meeting with the area to understand how they can help to develop an action plan and agree appropriate support to enable the area to develop a cohesive and credible plan. It is intended that this is resubmitted by early 
January 2015, when it will be reassessed, with the intention that the plan will move to through the approval categories to fully approved


What are the conditions?


Theme Conditions
Condition 1a: The plan must further demonstrate how it will meet the national condition of protecting social care to ensure that people can still access the services they need 
Condition 1b: The plan must further demonstrate how it will meet the national condition of having an agreed impact on acute care sector to prevent people reaching crisis point and reducing the pressures on A&E 
Condition 1c: The plan must further demonstrate how it will meet the national condition of Seven day health and care services: to ensure that people can access the care they need when they need it 
Condition 1d: The plan must further demonstrate how it will meet the national condition of Data sharing, including the use of digital care plans and NHS number so people don’t endlessly repeat their story and professionals spend less time filling 
out paperwork 
Condition 1e: The plan must  further demonstrate how it will meet the national condition of Joint assessments so that services can work together to assess and meet people's holistic needs 
Condition 1f: The plan must further demonstrate how it will meet the national condition of having an accountable professional who can join up services around individuals and prevent them from falling through gaps


2. NHS 
funding  Condition 2: The plan must further demonstrate how it are meeting the minimum funding requirement for NHS out of hospital services
3. NEL 
ambition  Condition 3: The plan must further demonstrate how they will deliver the planned NEL reduction


Condition 4a: The plan must address the outstanding narrative risks identified in the NCAR report
Condition 4b: The plan must address the outstanding financial risks identified in the NCAR report
Condition 4c: The plan must address the outstanding  analytical risks identified in the NCAR report


Will there be support around implementation?


Keep in touch


4. Plan quality


The BCF Task Force is developing a range of materials and support to further assist local areas as they move towards implementation. This will take the form of a programme of guidance and coaching around developing system enablers at a local level, including 
information systems, operational management processes and governance arrangements, as well as developing robust and effective delivery and performance management arrangements.


For further information:
- Visit the NHS England BCF web pages, http://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/
- Subscribe to the Task Force’s weekly bulletin at bettercarefund@dh.gsi.gov.uk 


The letter this report accompanies sets out the result for the NCAR (Nationally Consistent Assurance Review) for your area’s BCF plan. Your plan has been placed in one of four categories, which are:
- Approved
- Approved with support
- Approved subject to conditions
- Not approved


The approval categories recognise the challenging task required of local areas as part of an ongoing process to transform local services and improve the lives of people in your community. The aim is for all areas to be ready to implement their BCF schemes from 
next April, so the assurance categories reflect local areas’ state of readiness.


The letter attached to this report also sets out the next steps arising from your approval category. This will vary according to the nature and degree of actions required. The NCAR Report tabs in this report set out in detail all the actions identified by the NCAR 
review. These will range from minor clarifications to more substantial concerns, and each local area will be assisted to prioritise and address the identified actions.


If you are placed in any approval category other than 'approved', you will need to complete an Action Plan in coordination with your Better Care Advisor or NHS England relationship manager (as appropriate). Details of this is included in the letter but the Action 
Plan template is included in this report.


As set out in the NCAR methodology published in August 2014, areas whose plans fall into the ‘Approved Subject to Conditions’ category will need to fulfil specified conditions before their plan is fully approved.  If required, you will receive additional support to 
assist you in meeting these conditions and further details will be included in the accompanying letter.


1. National 
conditions


Understanding the NCAR process and implementing the Better Care Fund 







Reviewer Body:
South West CSU


Please select 'preliminary' Quality of written plan (y-axis): 
Medium Quality
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Risk Applicable \ Line of Enquiry 
(please select from dropdown list)


Reviewer's Reasoning \Notes Notes of discussion with HWB and Area Teams
Outcome Staus \ Pending HWB Action 
(please select staus from dropdown list in the first box)


No longer a risk - if the following action is put in place (enter action in box below)


A rationale is added to the required box for the red ratings in 6. HWB Supporting Metrics tab, template 1, that 
explains the increased DTOCs in the two quarters.


No longer a risk - if the following action is put in place (enter action in box below)


The HWB agreed to produce a signed statement e.g. board report to show that this is in place.


No longer a risk - no further action required
Whilst this is no longer a risk, the HWB have agreed to provide evidence of the consideration of barriers 
to integration if required.


No longer a risk - no further action required


Risk remains outstanding


No longer a risk - no further action required
Suggested action: HWB to provide examples of dashboards and scorecards for a sample of schemes and 
commentary to confirm that similar documents exist for all schemes.


No longer a risk - if the following action is put in place (enter action in box below)


 


N4-The plan does not sufficiently 
explain how the overarching vision 


  


Including the schemes previously referred to, the plan details seven 
areas of change (work programmes). These are integrated short term 
i t ti  i  i t d d t ti  f  i d d  


       
      


           
           
           


HWB explained that previously the BCF did contain milestones and they have gant charts for each 
scheme.
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F4-BCF financial risks are not fully 
identified, inadequate contingencies, 
lack ownership


Q6 c) In Section 5b of Template Part One ‘Contingency and risk 
sharing’, does the plan reflect a contingency plan and risk sharing in 
the event that the target for reduction in non-elective emergency 
admissions is not met? The following should be taken into account:
i) Demonstration that this has been calculated using analytics and 
modelling. Link to Payment for Performance tab, Part 2 plan template
ii) Articulate any other risks associated with not meeting the target 
f  d ti  i   d i i   ill thi  h   k k  


Although 3.5% target, produced with little modelling and analysis, is accepted as being 
aspirational, optimistic and ambitious, HWB are confident that there will be little negative 
financial impact were this target not to be met. Feedback from HWB after 24 hours asked for 
confirmation that supply of a risk sharing agreement would close down this risk. The BCF team 
have confirmed that it would.


Financial risk could therefore be discounted, although the failure to meet the 3.5% target may 
h   i t  th  fi i l i k
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A4-P4P: the overall level of ambition 
is not consistent with the quantified 
impact of the schemes contributing 
to a reduction in non-elective 
admissions


4 a) Part 1, Annex 1: Detailed Scheme Description:  
Is there a clear description of relevant metrics that will be used to 
measure and monitor the impact of BCF schemes that contribute to 
the reduction in non-elective admissions and supporting metrics?


All schemes in Part 1, Annex 1 refer to one or more of the set BCF 
metrics or are planned to contribute to the overall BCF objectives.
It i  t l  h t ifi  t i   ti  l  ill b  


Detailed metrics and monitoring are not available for individual schemes.


HWB feedback was that detailed dashboards and/or scorecards exist for all schemes and in some 
cases show interdependence of metrics. Monitoring is already in place for these schemes and so 
although the detail has not been presented in the documentation already received it is readily 
available.
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N1-The National Conditions have not 
been met


GPs to take lead professional role, DES in place to encourage GP 
practices to undertake risk profiling and stratification of their 
patients, work within a multi-disciplinary approach and co-ordinate 
with other professionals with regard to those patients who would 
benefit from more active care management. Good analysis of tools to 
identify high risk groups.


Diffi lt t   f  th  l  h  h lth d i l  t  ill 


Discussed with HWB who explained that due to their joint working they no longer percieve 
significant barriers to joint working. They have previously covered barriers and risks in their work 
with SAP and their integrated care team model. Their presentation covered how they are 
including dementia and mental health as well as other heard to reach groups and evidenced this 
within their plans. They are able to produce evidence of consideration of barriers to integration if 
requested.
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F3-Schemes are not financially 
evidence-based or financially 
modelled adequately for full benefits 
realisation


Q6 a) Do the benefits calculations as reviewed in ‘section 5 Template 
Part 2 - HWB Benefits Plan’ above seem consistent with the 
descriptions of the schemes provided in Part One Annex 1?


Little or no detailed mention is made of the financial benefits within 
the descriptions of the schemes provided in Part 1 Annex 1, especially 
in relation to contract negotiation with providers


HWB has assured Reviewer Body that contract negotiations have already taken place and savings 
are already being generated


County Durham
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r A1-P4P: validity issue with values 


submitted - errors in plan values 
entered are causing incorrect results


DTOCs (in 6. HWB Supporting Metrics tab, template 1) shows 
increase in rate quarter on quarter for two quarters, but no rationale 
is given in the box provided (cell R29), as required by the guidance. 
Increase is fairly marginal on each so may be due to local factors


HWB understood the issue during the call and agreed to look into before the final assessmenst day
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N1-The National Conditions have not 
been met


The plan outlines progress using the NHS number as the primary 
identifier including incorporating the number on social care case 
management systems. 95% of live adult records to have a valid NHS 
number by 30 September 2014 with the target of 31 March 2015 for 
the NHS number to be the prime identifier for use with the public and 
partners. County Durham has a defined cohort of 13298 high risk 
patients over the age of 60 as their focus. High risk patients are 
identified using the PARR-Combined Predictive Model. 


The HWB confirmed that they do have IG protocols and are compliant with the NHS Standard 
Contract requirements, IG Toolkit and Caldicott guidelines. The local authority also confirmed that 
they are complaint with required IG requirements. 







HWB agreed to supply gant charts to show milestones for projects.


No longer a risk - if the following action is put in place (enter action in box below)


HWB to provide chart which illustrates connections with housing.


No longer a risk - if the following action is put in place (enter action in box below)


HWB to provide terms of reference for the HWB Officer Group


No longer a risk - if the following action is put in place (enter action in box below)


It was agreed that a diagram of governance arrangements linked to the BCF would be supplied.


No longer a risk - no further action required


No longer a risk - if the following action is put in place (enter action in box below)


Risk will be removed if acceptable explanation of figures is provided


No longer a risk - if the following action is put in place (enter action in box below)


Once cells are completed and approved, risk will be removed


No longer a risk - no further action required
The HWB asked if the team could clarify what was meant by the statement "Financial risk could therefore 
be disounted, although the failure to meet the 3.5 % target may have an impact on other non-financial 
risks. Please could  this be clarified and inform the HWB what is required to mitigate this risk. THe Team is 
taking further advice on this risk as in some ways it is not a risk as the Durham team felt there finsncial 
position was such that there would be litle impact on finances if it were not met. 


No longer a risk - no further action required


 


F9- Unrealistic savings Q5 d) Do the benefits arising from Other Metrics seem reasonable: 


            
     


         
         


HWB has assured Reviewer Body that contract negotiations have already taken place and savings 
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F9- Unrealistic savings Q5 a) Has the Tab 4 ‘HWB Benefits Plan’ been completed fully for 
both 2014/15 and 2015/16 specifically:
 i) Have all of the columns been completed, where necessary?
 ii) Has the ’How is the savings value calculated’ column been 
completed appropriately?


i) and ii) No information entered about how the Short Term 
Intervention Service saving (row 128) has been calculated or how the 
savings will be monitored


Relevant cells will be completed by HWB
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F9- Unrealistic savings Q5b) For benefits arising from the P4P Metrics: 
ii) Are there disproportionate allocations\linkage to individual 
schemes that require local context to fully assess the reasonableness 
and criticalness of schemes and allocations to them? 
iii) In the 2.Summary tab ‘Summary of Benefits’ table, if there is a 
difference between the ‘From 4. HWB Benefits’ and ‘From 5.HWB P4P 
metric‘ on the Reduction in non-elective (general + acute only) in cell 
D44  E44  h   lid l ti  b  id d i  ll G44?


Although 3.5% target, produced with little modelling and analysis, is accepted as being 
aspirational, optimistic and ambitious, HWB are confident that there will be little negative 
financial impact were this target not to be met.


Financial risk could therefore be discounted, although the failure to meet the 3.5% target may 
have an impact on other, non-financial risks


10


N
ar


ra
tiv


e


Fu
rt


he
r R


is
ks


N9-Insufficient evidence of 
engagement


County Durham as a community has clearly engaged service users 
and the public in their plans in a variety of way. This includes CCGs 
public stakeholder events and meetings with GP practices, 
Healthwatch and providers 


The BCF brings together and carries forward a range of strategies 
within the Health and Wellbeing strategy 2014 – 2017. This went 
th h  id  lt ti   i l i   400 l  


Healthwatch within Durham have recently expanded and improved their services. When 
undertaking public and patient consultation Healthwatch have been consulted. Howevere more 
recently they have been carrying out consultation with service users on behalf of the HWB.  
Reports of these consultations are available if required. 
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F7-Incompleteness\lack of evidence-
based financial planning


Q3 a) In the ‘Summary’ tab Summary of Total BCF Expenditure 
section, ii) Has any discrepancy with the figures reported on the HWB 
expenditure plan been explained for 2014/15 and 2015/16?


Need confirmation that figures entered are correct – CCG 
contribution to ‘Social Care’ is £16.507m in HWB Expenditure, with 
Local Authority being £4.542m. In addition 2014/15 protected figure 
is higher than that proposed to be spent


Explanation of figures is going to be provided by HWB
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N8-Insufficient documentation of the 
risks


The HWB has signed off the plan; however there is no confirmation 
that they have been consulted on possible risks and contingencies to 
mitigate those risks. There is no mention of their role in the 
monitoring of this in section 5 of the submission. 


The team explained that the escalation process is up to the HWB who performance manage the 
risk with the schemes. The HWB has an officer group who initially deal with risks. It was agreed 
that the terms of reference for this group would be supplied.
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N5-The plan is not aligned Whilst some evidence is provided in section 2 of the plan, there is 
limited reference to other local initiatives cited. However the plan 
does state that the implementation of personal health budgets as a 
key enabler to delivering the key work programmes of the BCF plan 
and that these is alignment and interdependencies between the 
schemes in the BCF and the urgent and emergency care strategy 
implementation. However it is not explicit which does not give 
confidence that links across projects are being actively considered.


HWB agreed to show how governance arrangements link to BCF, team explained that they do 
have a diagram of this.


6


N
ar


ra
tiv


e


To
p 


Ri
sk


s


     
     


will be achieved


          
          


intervention services; equipment and adaptations for independence; 
supporting independent living; supporting carers; social inclusion; 
care home support and transforming care. 


Each area has an endpoint for delivery and outlines key success 
factors. This has not been broken down further although the more 
detailed plans for some of the schemes state “agree timetable for 
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N7-There is unsufficient detail as to 
how the schemes will be delivered


Each scheme is written to set headings which give an overview of 
each scheme who will deliver it and expected outcomes in relation to 
the BCF are given. They also link to other local plans. However it is 
unclear how they fit together, either at the implementation level or 
strategic level and what impact one might have on another. It is 
understood that the HWB will have an overview role, but links 
between projects and interdependencies need to be explicit and 
clear. 


The local authority representatives explained that they have a joint commissioing plan with 
housing colleagues and that the equipment scheme as well as the ISIS scheme have been 
developed with housing colleagues around the table. 







No longer a risk - if the following action is put in place (enter action in box below)


Once cells are completed and approved, risk will be removed


No longer a risk - no further action required


No longer a risk - if the following action is put in place (enter action in box below)


Suggested action: HWB to confirm if the numerators for 2014/15 and 2015/16 are correct and to change 
them if they are incorrect. If they are correct then commentary should be provided to explain why there 
is no change in 2015/16.


No longer a risk - if the following action is put in place (enter action in box below)


Suggested action: HWB to confirm the time period used and demonstrate that it is long enough to 
account for seasonality (e.g. one year) and is the most recent data available.


No longer a risk - if the following action is put in place (enter action in box below)


Suggested action: HWB to provide numerator and denominator for baseline and planned figures ensuring 
there is planned improvement in 2015/16.


No longer a risk - if the following action is put in place (enter action in box below)


4 a) Part 1, Annex 1: Detailed Scheme Description:  
Is there a clear description of relevant metrics that will be used to 
measure and monitor the impact of BCF schemes that contribute to 
the reduction in non-elective admissions and supporting metrics?


All schemes in Part 1, Annex 1 refer to one or more of the set BCF 
          


Suggested action: HWB to provide examples of dashboards and scorecards for a sample of schemes and 
commentary to confirm that similar documents exist for all schemes.


Risk remains outstanding
Suggested action: HWB to confirm if the annual % for 2014/15 and 2015/16 are correct and to provide 
corrected figures for this section if they are incorrect. If these figures are incorrect and should show an 
improvement from the 2013/14 position then this risk can be removed.


If these figures are correct then this risk remains.


No longer a risk - if the following action is put in place (enter action in box below)


 
s


A7-Supporting Metrics: the level of 
ambition for a given metric is not 


     
     


HWB feedback: The performance lead was unavailble at the time of the call so it was agreed that 
this should remain as a risk at this stage.


20


An
al


yt
ic


s


Fu
rt


he
r R


is
ks


A7-Supporting Metrics: the level of 
ambition for a given metric is not 
consistent with the quantified impact 
of the schemes contributing to it


Detailed metrics and monitoring are not available for individual schemes.


HWB feedback was that detailed dashboards and/or scorecards exist for all schemes and in some 
cases show interdependence of metrics. Monitoring is already in place for these schemes and so 
although the detail has not been presented in the documentation already received it is readily 
available.
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A8-Supporting Metrics: contextual 
information indicates that the plan(s) 
may be under or over ambitious


3.1 c) Do the planned trajectories for all three of the set metrics 
(Residential Admissions, Reablement, and DTOCs) indicate a 
reasonable level of ambition, taking into account available contextual 
information?


Reablement – proportion of people still at home 91 days after 
discharge is lower in 2015/16 than in 2013/14. Is this intentional or a 


ibl  d t  ? 


HWB feedback: The performance lead was unavailble at the time of the call so it was agreed that 
this should remain as a risk at this stage. After 24 hours the HWB stated that their 2014/15 target 
was based on 2012/13 baseline and included in the BCF . THe coucil taret agreed by elected 
members and teh HWB. Q1 perforance already reported against previous targets, and do not wish 
to have conflicting targets. Improvement is anticipated by increase in use of STIS. Is this narrative 
sufficient to close down this risk or is further evidence required. The BCF review teams response is 
that this risk relates to reablement,. That the rational given in Part 2 of the plan and restated here 
d ib  th  tti  f th  t t h  th  i t l d f  2015/2016 i   ll 
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A11-Supporting Metrics:  information 
provided on Local Metric is not valid


3.2 a)  Is the metric adequately described:


Number of people in receipt of telecare/100,000 population – the 
baseline period is not clearly defined. There is only an end date of 
31/03/2014 given.


HWB feedback: The performance lead was unavailable at the time of the call so it was agreed that 
this should remain as a risk at this stage.


Clarification is required over figures in Tab 6 HWB Supporting metrics
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A10-Supporting Metrics:  information 
provided on Patient Experience 
Metric is not valid


3.2 b) Are the figures submitted for the baseline and planned for 
14/15 and 15/16 valid:


Patient experience. This part of the template is incomplete.  The 
number of carers who are very/extremely satisfied with the support – 
suitable metric with planned increase in 2014/15 but it is not clear 
why there is no improvement planned for 2015/16.


HWB feedback: The performance lead was unavailable at the time of the call so it was agreed that 
this should remain as a risk at this stage.


Clarification is required over figures in Tab 6 HWB Supporting metrics
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F6-Full budgets are not identified to 
meet the cost of carers


Q6 f) In Section 7a (vi) of Template Part One:
I. Has the plan considered the impact on the local authority’s budget 
of the revisions to the £1bn performance and NHS commissioned 
services pot?
II. Has the plan articulated a figure? 


i) Although not explicitly stated, it appears that there is assumed to 
b  littl  t ti l i t  th  l l th it ’  b d t


HWB has assured Reviewer Body that there is likely to be little impact on the financial resources of 
the HWB and its constituent bodies regardless of the success (or otherwise) of these plans
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A8-Supporting Metrics: contextual 
information indicates that the plan(s) 
may be under or over ambitious


3.1 c) Are the planned trajectories for all three of the set metrics 
(Residential Admissions, Reablement, and DTOCs) consistent with the 
quantified impact of any supporting schemes as set out in the 4. HWB 
Benefits Plan tab?


Residential Admissions –numerator is the same for 2014/15 and 
2015/16. Is this intentional or a possible data error? 


HWB feedback: The performance lead was unavailable at the time of the call so it was agreed that 
this should remain as a risk at this stage.


Clarification is required over figures in Tab 6 HWB Supporting metrics
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i.e.
i)  Do activity reductions used in the HWB Benefits Plan reflect 
activity reductions in HWB Supporting Metrics?
ii) Are the unit prices used excessively low or high?
iii) Have the benefits have been allocated appropriately across 
schemes?


              
are already being generated
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F10-Schemes are implemented but 
not monitored


Q5 e) For ALL benefits, does the plan indicate how the financial 
benefits will be monitored?


No information entered about how the Short Term Intervention 
Service saving (row 128) has been calculated or how the savings will 
be monitored


Relevant cells will be completed by HWB







3.1 b) Are the planned trajectories for all three of the set metrics 
(Residential Admissions, Reablement, and DTOCs) consistent with the 
quantified impact of any supporting schemes as set out in the 4. HWB 
Benefits Plan tab?


DTOC – there is a change of -424 in 4. HWB Benefits Plan tab but it is 
            


Suggested action: HWB to provide explanation of the relationship between the change of -424 and the 
annual change in admissions shown in tab 6 Supporting metrics.


<Please select Risk Status>


<Please select Risk Status>


<Please select Risk Status>


<Please select Risk Status>


<Please select Risk Status>


<Please select Risk Status>


<Please select Risk Status>


<Please select Risk Status>
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<Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>


24


Ar
ea


Ca
te


go
ry


<Please select applicable risk>
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consistent with the quantified impact 
of the schemes contributing to it
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<Please select applicable risk>







Minimum CCG contribution 15/16 (£000s) £39,193


Additional CCG contribution 15/16 (£000s) £0


Total contribution (including LA) (£000s) £43,735 Top 10 Schemes (in order of highest expenditure first)
Expenditure as 


at 15/16 
(£000s)


Risk raised relating to National Conditions as part of initial NCAR 
review?


No Transforming Care
 £12,484


Non-elective activity reduction %  - 3.5% Short Term Intervention Services (ISIS) £6,973


P4P size/value (£000) £3,241 Short Term Intervention Services (Other) £6,455


Did the initial technical review confirm the minimum required 
investment in NHS Commissioned out of hospital services?


Yes Equipment and Adaptations for Independence (Other) £6,104


Supporting Independent Living £5,005


Equipment and Adaptations for Independence (HELS) £2,458


Care Home Support £1,774


Narrative 5 Supporting Carers £1,361


Analytics 7 Social Isolation £1,121


Finance 4 Scheme Name10: £0


Moderate risk


Key facts


No of Risks either requiring further action or still outstanding:
1. No longer a risk - if the following action is put in place


2. Risk remains outstanding 


County Durham  Lead Reviewer's Narrative


South West CSU
a) Overall findings
A range of risks were identified following the review of the County Durham plan, however following the call with the HWB, actions were agreed which will resolve these risks. The scale and comoplexity of 
these actions, which in many cases related to the provision of detailed information, was such that these actions could be resolved within a one month timeframe. The plan is therefore Approved with 
Support.


b) Narrative Plan Template
 This BCF plan described seven schemes of work which related to the overall strategic vision. It used case studies to illustrate how services would impact on individual people. The shortfall appeared to be how 
each scheme truly connected to the metrics and exactly what impact each planned improvement was going to achieve. There were two show stoppers in terms of the narrative 9a)iii data sharing, however the 
HWB confirmed that they were appropriately compliant at the teleconference and agreed to produce a board report to support this, and 9a)iv (joint assessment) was indicative of some of the integration 
inherent in the proposals in that it was difficult to see how joint assessment and joint processes would work at all levels.
Analytics
There were issues where the level of ambition for the individual metrics was not consistent with that quantified in the Benefit Plan, rationale has been requested to explain this. Most areas relating to 
analytics were fully completed but the Patient / Service User Experience Metric baseline and plan was incomplete. NEL reductions were considered to be credible when taking into account the contextual data 
available. Overall the plan was consistent with related areas of the narrative.


c) Activity & Finance Template
Initial conclusions were that this plan was over-ambitious with the financial risks of under-performance not fully addressed. However, reassurance was gained following discussions with the HWB that, even if 
certain targets were not met, there would be little negative financial impact arising as a result.
Parts of the Part 2 template were also incomplete, and other parts required further clarification and explanation. The HWB agreed to address these issues.


d) Pending / Mitigating Actions Activity & Finance Template
There were several areas requiring actions which the HWB team agreed to take forward, which are illustrated in Part D.


Overall Assurance Outcome from NCAR


Approved with Support


Quality of written plan (y-axis)


Medium Quality


Context and environment risk assessment (x-axis):


Part E: BCF Plans NCAR Review Summary 







Reviewer Body:
South West CSU


Please select 'preliminary' Quality of written plan (y-axis): 
Medium Quality
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Risk Applicable \ Line of Enquiry 
(please select from dropdown list)


Reviewer's Reasoning \Notes Notes of discussion with HWB and Area Teams
Outcome Staus \ Pending HWB Action 
(please select staus from dropdown list in the first box)


How Agreed Action Will be Met 
You will also need to consider what additional resources 
and skills sets will be required within your local area to 
meet these actions


Target Date for 
Completion


                 


No longer a risk - if the following action is put in place (enter action in box below) e.g. review of raw data


                            


A rationale is added to the required box for the red ratings in 6. HWB Supporting Metrics tab, template 1, that 
explains the increased DTOCs in the two quarters.


                 


No longer a risk - if the following action is put in place (enter action in box below)


                 


The HWB agreed to produce a signed statement e.g. board report to show that this is in place.


        No longer a risk - no further action required


                      


Whilst this is no longer a risk, the HWB have agreed to provide evidence of the consideration of barriers to 
integration if required.


        No longer a risk - no further action required


  Risk remains outstanding


        No longer a risk - no further action required


                         


Suggested action: HWB to provide examples of dashboards and scorecards for a sample of schemes and 
commentary to confirm that similar documents exist for all schemes.


                 


No longer a risk - if the following action is put in place (enter action in box below)


          


HWB agreed to supply gant charts to show milestones for projects.


                 


No longer a risk - if the following action is put in place (enter action in box below)


        


HWB to provide chart which illustrates connections with housing.


                 


No longer a risk - if the following action is put in place (enter action in box below)


10/12/2014


 
s


N8-Insufficient documentation of the 
risks


The HWB has signed off the plan; however there is no confirmation 
that they have been consulted on possible risks and contingencies to 


iti t  th  i k  Th  i   ti  f th i  l  i  th  
         


The team explained that the escalation process is up to the HWB who performance manage the 
risk with the schemes. The HWB has an officer group who initially deal with risks. It was agreed 
th t th  t  f f  f  thi   ld b  li d
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N7-There is unsufficient detail as to 
how the schemes will be delivered


Each scheme is written to set headings which give an overview of 
each scheme who will deliver it and expected outcomes in relation to 
the BCF are given. They also link to other local plans. However it is 
unclear how they fit together, either at the implementation level or 
strategic level and what impact one might have on another. It is 
understood that the HWB will have an overview role, but links 
between projects and interdependencies need to be explicit and 
clear. 


The local authority representatives explained that they have a joint commissioing plan with 
housing colleagues and that the equipment scheme as well as the ISIS scheme have been 
developed with housing colleagues around the table. 
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N4-The plan does not sufficiently 
explain how the overarching vision 
will be achieved


Including the schemes previously referred to, the plan details seven 
areas of change (work programmes). These are integrated short term 
intervention services; equipment and adaptations for independence; 
supporting independent living; supporting carers; social inclusion; 
care home support and transforming care. 


Each area has an endpoint for delivery and outlines key success 
factors. This has not been broken down further although the more 
detailed plans for some of the schemes state “agree timetable for 


HWB explained that previously the BCF did contain milestones and they have gant charts for each 
scheme.
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A4-P4P: the overall level of ambition 
is not consistent with the quantified 
impact of the schemes contributing 
to a reduction in non-elective 
admissions


4 a) Part 1, Annex 1: Detailed Scheme Description:  
Is there a clear description of relevant metrics that will be used to 
measure and monitor the impact of BCF schemes that contribute to 
the reduction in non-elective admissions and supporting metrics?


All schemes in Part 1, Annex 1 refer to one or more of the set BCF 
metrics or are planned to contribute to the overall BCF objectives.
I  i   l  h  ifi  i   i  l  ill b  i l d 


Detailed metrics and monitoring are not available for individual schemes.


HWB feedback was that detailed dashboards and/or scorecards exist for all schemes and in some 
cases show interdependence of metrics. Monitoring is already in place for these schemes and so 
although the detail has not been presented in the documentation already received it is readily 
available.
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F4-BCF financial risks are not fully 
identified, inadequate contingencies, 
lack ownership


Q6 c) In Section 5b of Template Part One ‘Contingency and risk 
sharing’, does the plan reflect a contingency plan and risk sharing in 
the event that the target for reduction in non-elective emergency 
admissions is not met? The following should be taken into account:
i) Demonstration that this has been calculated using analytics and 
modelling. Link to Payment for Performance tab, Part 2 plan template
ii) Articulate any other risks associated with not meeting the target for 


d i  i   d i i   ill hi  h   k k  


Although 3.5% target, produced with little modelling and analysis, is accepted as being aspirational, 
optimistic and ambitious, HWB are confident that there will be little negative financial impact were 
this target not to be met. Feedback from HWB after 24 hours asked for confirmation that supply of 
a risk sharing agreement would close down this risk. The BCF team have confirmed that it would.


Financial risk could therefore be discounted, although the failure to meet the 3.5% target may 
have an impact on other, non-financial risks.
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F3-Schemes are not financially 
evidence-based or financially 
modelled adequately for full benefits 
realisation


Q6 a) Do the benefits calculations as reviewed in ‘section 5 Template 
Part 2 - HWB Benefits Plan’ above seem consistent with the 
descriptions of the schemes provided in Part One Annex 1?


Little or no detailed mention is made of the financial benefits within 
the descriptions of the schemes provided in Part 1 Annex 1, especially 
in relation to contract negotiation with providers


HWB has assured Reviewer Body that contract negotiations have already taken place and savings 
are already being generated
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N1-The National Conditions have not 
been met


GPs to take lead professional role, DES in place to encourage GP 
practices to undertake risk profiling and stratification of their patients, 
work within a multi-disciplinary approach and co-ordinate with other 
professionals with regard to those patients who would benefit from 
more active care management. Good analysis of tools to identify high 
risk groups.


Diffi l    f  h  l  h  h l h d i l   ill 


Discussed with HWB who explained that due to their joint working they no longer percieve 
significant barriers to joint working. They have previously covered barriers and risks in their work 
with SAP and their integrated care team model. Their presentation covered how they are including 
dementia and mental health as well as other heard to reach groups and evidenced this within their 
plans. They are able to produce evidence of consideration of barriers to integration if requested.


HWB understood the issue during the call and agreed to look into before the final assessmenst day
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N1-The National Conditions have not 
been met


The plan outlines progress using the NHS number as the primary 
identifier including incorporating the number on social care case 
management systems. 95% of live adult records to have a valid NHS 
number by 30 September 2014 with the target of 31 March 2015 for 
the NHS number to be the prime identifier for use with the public and 
partners. County Durham has a defined cohort of 13298 high risk 
patients over the age of 60 as their focus. High risk patients are 
identified using the PARR-Combined Predictive Model. 


The HWB confirmed that they do have IG protocols and are compliant with the NHS Standard 
Contract requirements, IG Toolkit and Caldicott guidelines. The local authority also confirmed that 
they are complaint with required IG requirements. 


County Durham
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r A1-P4P: validity issue with values 


submitted - errors in plan values 
entered are causing incorrect results


DTOCs (in 6. HWB Supporting Metrics tab, template 1) shows increase 
in rate quarter on quarter for two quarters, but no rationale is given 
in the box provided (cell R29), as required by the guidance. Increase is 
fairly marginal on each so may be due to local factors







          


HWB to provide terms of reference for the HWB Officer Group


                 


No longer a risk - if the following action is put in place (enter action in box below)


               


It was agreed that a diagram of governance arrangements linked to the BCF would be supplied.


        No longer a risk - no further action required


                 


No longer a risk - if the following action is put in place (enter action in box below)


          


Risk will be removed if acceptable explanation of figures is provided


                 


No longer a risk - if the following action is put in place (enter action in box below)


         


Once cells are completed and approved, risk will be removed


        No longer a risk - no further action required


                                                                                               


The HWB asked if the team could clarify what was meant by the statement "Financial risk could therefore 
be disounted, although the failure to meet the 3.5 % target may have an impact on other non-financial 
risks. Please could  this be clarified and inform the HWB what is required to mitigate this risk. THe Team is 
taking further advice on this risk as in some ways it is not a risk as the Durham team felt there finsncial 
position was such that there would be litle impact on finances if it were not met. 


        No longer a risk - no further action required


                 


No longer a risk - if the following action is put in place (enter action in box below)


         


Once cells are completed and approved, risk will be removed


        No longer a risk - no further action required


                 


No longer a risk - if the following action is put in place (enter action in box below)


                                       


Suggested action: HWB to confirm if the numerators for 2014/15 and 2015/16 are correct and to change 
them if they are incorrect. If they are correct then commentary should be provided to explain why there is 
no change in 2015/16.


                 


No longer a risk - if the following action is put in place (enter action in box below)


 
s


A11-Supporting Metrics:  information 
provided on Local Metric is not valid


3.2 a)  Is the metric adequately described:


N b  f l  i  i t f t l /100 000 l ti   th  
             


 


HWB feedback: The performance lead was unavailable at the time of the call so it was agreed that 
this should remain as a risk at this stage.
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A8-Supporting Metrics: contextual 
information indicates that the plan(s) 
may be under or over ambitious


3.1 c) Are the planned trajectories for all three of the set metrics 
(Residential Admissions, Reablement, and DTOCs) consistent with the 
quantified impact of any supporting schemes as set out in the 4. HWB 
Benefits Plan tab?


Residential Admissions –numerator is the same for 2014/15 and 
2015/16. Is this intentional or a possible data error? 


HWB feedback: The performance lead was unavailable at the time of the call so it was agreed that 
this should remain as a risk at this stage.


Clarification is required over figures in Tab 6 HWB Supporting metrics
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F6-Full budgets are not identified to 
meet the cost of carers


Q6 f) In Section 7a (vi) of Template Part One:
I. Has the plan considered the impact on the local authority’s budget 
of the revisions to the £1bn performance and NHS commissioned 
services pot?
II. Has the plan articulated a figure? 


i) Although not explicitly stated, it appears that there is assumed to be 
li l  i l i   h  l l h i ’  b d


HWB has assured Reviewer Body that there is likely to be little impact on the financial resources of 
the HWB and its constituent bodies regardless of the success (or otherwise) of these plans
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F10-Schemes are implemented but 
not monitored


Q5 e) For ALL benefits, does the plan indicate how the financial 
benefits will be monitored?


No information entered about how the Short Term Intervention 
Service saving (row 128) has been calculated or how the savings will 
be monitored


Relevant cells will be completed by HWB
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F9- Unrealistic savings Q5 d) Do the benefits arising from Other Metrics seem reasonable: 
i.e.
i)  Do activity reductions used in the HWB Benefits Plan reflect activity 
reductions in HWB Supporting Metrics?
ii) Are the unit prices used excessively low or high?
iii) Have the benefits have been allocated appropriately across 
schemes?


HWB has assured Reviewer Body that contract negotiations have already taken place and savings 
are already being generated
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F9- Unrealistic savings Q5b) For benefits arising from the P4P Metrics: 
ii) Are there disproportionate allocations\linkage to individual 
schemes that require local context to fully assess the reasonableness 
and criticalness of schemes and allocations to them? 
iii) In the 2.Summary tab ‘Summary of Benefits’ table, if there is a 
difference between the ‘From 4. HWB Benefits’ and ‘From 5.HWB P4P 
metric‘ on the Reduction in non-elective (general + acute only) in cell 
D44  E44  h   lid l i  b  id d i  ll G44?


Although 3.5% target, produced with little modelling and analysis, is accepted as being aspirational, 
optimistic and ambitious, HWB are confident that there will be little negative financial impact were 
this target not to be met.


Financial risk could therefore be discounted, although the failure to meet the 3.5% target may 
have an impact on other, non-financial risks
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F9- Unrealistic savings Q5 a) Has the Tab 4 ‘HWB Benefits Plan’ been completed fully for 
both 2014/15 and 2015/16 specifically:
 i) Have all of the columns been completed, where necessary?
 ii) Has the ’How is the savings value calculated’ column been 
completed appropriately?


i) and ii) No information entered about how the Short Term 
Intervention Service saving (row 128) has been calculated or how the 
savings will be monitored


Relevant cells will be completed by HWB
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F7-Incompleteness\lack of evidence-
based financial planning


Q3 a) In the ‘Summary’ tab Summary of Total BCF Expenditure 
section, ii) Has any discrepancy with the figures reported on the HWB 
expenditure plan been explained for 2014/15 and 2015/16?


Need confirmation that figures entered are correct – CCG 
contribution to ‘Social Care’ is £16.507m in HWB Expenditure, with 
Local Authority being £4.542m. In addition 2014/15 protected figure 
is higher than that proposed to be spent


Explanation of figures is going to be provided by HWB
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N9-Insufficient evidence of 
engagement


County Durham as a community has clearly engaged service users and 
the public in their plans in a variety of way. This includes CCGs public 
stakeholder events and meetings with GP practices, Healthwatch and 
providers 


The BCF brings together and carries forward a range of strategies 
within the Health and Wellbeing strategy 2014 – 2017. This went 
h h  id  l i   i l i   00 l  


Healthwatch within Durham have recently expanded and improved their services. When 
undertaking public and patient consultation Healthwatch have been consulted. Howevere more 
recently they have been carrying out consultation with service users on behalf of the HWB.  
Reports of these consultations are available if required. 
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N5-The plan is not aligned Whilst some evidence is provided in section 2 of the plan, there is 
limited reference to other local initiatives cited. However the plan 
does state that the implementation of personal health budgets as a 
key enabler to delivering the key work programmes of the BCF plan 
and that these is alignment and interdependencies between the 
schemes in the BCF and the urgent and emergency care strategy 
implementation. However it is not explicit which does not give 
confidence that links across projects are being actively considered.


HWB agreed to show how governance arrangements link to BCF, team explained that they do have 
a diagram of this.
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mitigate those risks. There is no mention of their role in the 
monitoring of this in section 5 of the submission. 


                
                  


that the terms of reference for this group would be supplied.







                             


Suggested action: HWB to confirm the time period used and demonstrate that it is long enough to account 
for seasonality (e.g. one year) and is the most recent data available.


                 


No longer a risk - if the following action is put in place (enter action in box below)


                   


Suggested action: HWB to provide numerator and denominator for baseline and planned figures ensuring 
there is planned improvement in 2015/16.


                 


No longer a risk - if the following action is put in place (enter action in box below)


                         


4 a) Part 1, Annex 1: Detailed Scheme Description:  
Is there a clear description of relevant metrics that will be used to 
measure and monitor the impact of BCF schemes that contribute to 
the reduction in non-elective admissions and supporting metrics?


All schemes in Part 1, Annex 1 refer to one or more of the set BCF 
          


Suggested action: HWB to provide examples of dashboards and scorecards for a sample of schemes and 
commentary to confirm that similar documents exist for all schemes.


  Risk remains outstanding


                                                      


Suggested action: HWB to confirm if the annual % for 2014/15 and 2015/16 are correct and to provide 
corrected figures for this section if they are incorrect. If these figures are incorrect and should show an 
improvement from the 2013/14 position then this risk can be removed.


If these figures are correct then this risk remains.


                 


No longer a risk - if the following action is put in place (enter action in box below)


                         


3.1 b) Are the planned trajectories for all three of the set metrics 
(Residential Admissions, Reablement, and DTOCs) consistent with the 
quantified impact of any supporting schemes as set out in the 4. HWB 
Benefits Plan tab?


DTOC – there is a change of -424 in 4. HWB Benefits Plan tab but it is 
            


Suggested action: HWB to provide explanation of the relationship between the change of -424 and the 
annual change in admissions shown in tab 6 Supporting metrics.


   <Please select Risk Status>


   <Please select Risk Status>


   <Please select Risk Status>


   <Please select Risk Status>


   <Please select Risk Status>


   <Please select Risk Status>


   <Please select Risk Status><Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>
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<Please select applicable risk>


HWB feedback: The performance lead was unavailble at the time of the call so it was agreed that 
this should remain as a risk at this stage. After 24 hours the HWB stated that their 2014/15 target 
was based on 2012/13 baseline and included in the BCF . THe coucil taret agreed by elected 
members and teh HWB. Q1 perforance already reported against previous targets, and do not wish 
to have conflicting targets. Improvement is anticipated by increase in use of STIS. Is this narrative 
sufficient to close down this risk or is further evidence required. The BCF review teams response is 
that this risk relates to reablement,. That the rational given in Part 2 of the plan and restated here 
d ib  h  i  f h   h  h  i  l d f  20 /20 6 i   ll 
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A7-Supporting Metrics: the level of 
ambition for a given metric is not 
consistent with the quantified impact 
of the schemes contributing to it


HWB feedback: The performance lead was unavailble at the time of the call so it was agreed that 
this should remain as a risk at this stage.
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A7-Supporting Metrics: the level of 
ambition for a given metric is not 
consistent with the quantified impact 
of the schemes contributing to it


Detailed metrics and monitoring are not available for individual schemes.


HWB feedback was that detailed dashboards and/or scorecards exist for all schemes and in some 
cases show interdependence of metrics. Monitoring is already in place for these schemes and so 
although the detail has not been presented in the documentation already received it is readily 
available.
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A8-Supporting Metrics: contextual 
information indicates that the plan(s) 
may be under or over ambitious


3.1 c) Do the planned trajectories for all three of the set metrics 
(Residential Admissions, Reablement, and DTOCs) indicate a 
reasonable level of ambition, taking into account available contextual 
information?


Reablement – proportion of people still at home 91 days after 
discharge is lower in 2015/16 than in 2013/14. Is this intentional or a 


ibl  d  ? 
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A10-Supporting Metrics:  information 
provided on Patient Experience 
Metric is not valid


3.2 b) Are the figures submitted for the baseline and planned for 
14/15 and 15/16 valid:


Patient experience. This part of the template is incomplete.  The 
number of carers who are very/extremely satisfied with the support – 
suitable metric with planned increase in 2014/15 but it is not clear 
why there is no improvement planned for 2015/16.


HWB feedback: The performance lead was unavailable at the time of the call so it was agreed that 
this should remain as a risk at this stage.


Clarification is required over figures in Tab 6 HWB Supporting metrics
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Number of people in receipt of telecare/100,000 population – the 
baseline period is not clearly defined. There is only an end date of 
31/03/2014 given.


                  
        


Clarification is required over figures in Tab 6 HWB Supporting metrics







   <Please select Risk Status>
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<Please select applicable risk>
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GOVERNING BODY - IN PUBLIC 


 
Tuesday 11th November 2014  


1:00pm – 4:00pm 
 


Spennymoor Town Hall, High Street, Spennymoor,  
County Durham, DL16 6DG 


 


A G E N D A 
Item No 


 
Item Time Format 


GB/14/291 Apologies for Absence 
Ian Spencer, Anna Lynch, Helen Moore 
 


1:00pm Verbal 


GB/14/292 Declarations of Interest 
 


1:02pm Attached 


GB/14/293 Armed Forces Health Strategy and  commissioning roles 
Melanie Iredale, Head of Armed Forces Commissioning 
 
The work of Veterans at Ease 
Garreth Murrell, Veterans at Ease  
 


1:03pm Attached 
 
 


Attached 


GB/14/294 Minutes of the meeting held on 9 September 2014 
 


1:30pm Attached 


GB/14/295 Matters arising from the meeting held on 9 September 14 
 


1:35pm Verbal 


GB/14/296 Review of Action Log  
 


1:45pm Attached 


 
Items for Decision 
 
GB/14/297 Engagement on the Ambulance service model changes in 


DDES CCG   
 Joseph Chandy, Director of Primary Care, Partnerships & Engagement 


 


1:55pm Attached 


GB/14/298 Primary Care Implementation Plan 
 Joseph Chandy, Director of Primary Care, Partnerships & Engagement 
 Tara Case, Head of Primary Care Development and Engagement 


 


2:15pm Attached 


GB/14/299 Engagement Implementation Plan 
 Joseph Chandy, Director of Primary Care, Partnerships & Engagement 
 Tara Case, Head of Primary Care Development and Engagement 


 


2:25pm Attached 


  


1 
 







GB/14/300 Emergency Planning, Risk and Resilience and Business 
Continuity Plan 


 Nicola Bailey, Chief Operating Officer 
 


2:35pm Attached 


GB/14/301 Health and Safety Strategy 
Nicola Bailey, Chief Operating Officer 
 


2:40pm Attached 


 
Items for Discussion 
 
GB/14/302 Chief Clinical Officer update 


Stewart  Findlay, Chief Clinical Officer 
 


2:45pm Attached 


GB/14/303 Quality, Performance and Finance Report    
Gill Findley, Director of Nursing 
Andrew Rowlands, Senior Commissioning Support Officer, NECS 
 


 Attached 


GB/14/304 Quality Premium 
Sarah Burns, Director of Commissioning 
Gillian Findley, Director of Nursing 
 


 Attached 


GB/14/305 Month Six Finance update 
Mark Pickering, Chief Finance Officer 


 


 Attached 


GB/14/306 Commissioning Planning 2015/16 
 Sarah Burns, Director of Commissioning 
 Mark Pickering, Chief Finance Officer 


 


 Attached 


GB/14/307 Risk Management update 
Mark Pickering, Chief Finance Officer 
 


 Attached 


GB/14/308 Healthcare Associated Infection (HCAI) update 
Gill Findley, Director of Nursing 
Jean Armstrong, Lead Infection, Prevention and Control Nurse 
 


 Attached 


 
Items for Information 
 
GB/14/309 Tees, Esk and Wear Valley NHS Foundation Trust Quality 


Strategy 2014-19   
Gill Findley, Director of Nursing 
 


3:30pm Attached 


GB/14/310 Discharge Summary Update 
 Gill Findley, Director of Nursing 


 


 Attached 


GB/14/311 North Tees and Hartlepool Oversight Report 
Nicola Bailey, Chief Operating Officer 
 


  
Attached 


GB/14/312 Adult Safeguarding Assurance Annual Report 
 Gill Findley, Director of Nursing 
 Sue Nuttall, Adult Safeguarding Senior Manager (not attending) 


 


 Attached 


GB/14/313 Healthwatch County Durham:  Annual Report 2013/2014 
 Nicola Bailey, Chief Operating Officer 


 


 Attached 


GB/14/314 Due North: Inquiry on Health Equity for North of England 
 Stewart Findlay, Chief Clinical Officer 


 Attached 
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GB/14/315 CCG Equality Objectives – Action Plan Progress Report 
 Joseph Chandy, Director of Primary Care, Partnerships & Engagement 
 Gillian Stanger, Senior Governance Officer, NECS  


 


 Attached 


GB/14/316 Communications and Engagement Activity –  
April to October 2014 


 Stewart Findlay, Chief Clinical Officer 
 Paul Parsons, Senior Communications and Engagement Manager 
 Gail Seymour, Senior Communications Officer, NECS (not attending) 


 


 Attached 


GB/14/317 Cancer Health Equity Audit   
Nicola Bailey, Chief Operating Officer 


 Michael Fleming, Public Health Epidemiologist 
 Anna Lynch, Director of Public Health, Durham County Council  


 


 Attached 


GB/14/318 Confirmed minutes to receive: 
 


Appendix 1 - Formal Executive Committee 
(Commissioning, Quality, Finance and Performance 
Theme) Confirmed Minutes, 22nd July 2014 
 
Appendix 2 - Formal Executive Committee Confirmed 
Minutes, 5 August 2014 
 
Appendix 3 – Formal Executive Committee Confirmed 
Minutes, 19th August 2014 
 
Appendix 4 - Formal Executive Committee 
(Commissioning, Quality, Finance and Performance 
Theme) Confirmed Minutes,  26 August 2014  
 
Appendix 5 – Formal Executive Committee Confirmed 
Minutes, 2nd September 2014 
 
Appendix 6 – Formal Executive Committee Confirmed 
Minutes, 16th September 2014 
 
Appendix 7 - Formal Executive Committee Confirmed 
Minutes, 30 September 2014 
 


3:50pm  
 


Attached 
 
 
 


Attached 
 
 


Attached 
 
 


Attached 
 
 
 
 


Attached 
 
 


Attached 
 
 


Attached 


GB/14/319 Any other business 
 


3:55pm  


 Next Meeting: 
 
13th January 2015 at 1pm 
GlaxoSmithKline Sports and Social Club, Strathmore Road, 
Barnard Castle, County Durham, DL12 8DT 
 


  


 
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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APPENDIX 3 
 


Ambulance Services in Durham Dales, Easington and Sedgefield 


Communications and Engagement Plan 


Action Plan Update 17 September 2014 
 


This document updates Appendix 1 of the plan published in July 2014 


 


 
 


  


1 
 







Activity  Detail Who? When? 


Liaison with OSC officer To determine involvement  CCG 


NECS  


Complete 


Liaison with Area Team  Seek advice and provide outline timetable CCG 


NECS 


Complete 


Prepare outline briefing for 
OSC  


Outline service change, rationale and 
engagement activity 


CCG 


NECs 


Complete 


Healthwatch  Liaison with Healthwatch re input/support 
available 


CCG 


NECS 


Complete 


Adults, Wellbeing and  
Health Overview and 
Scrutiny 


Attendance and briefing paper with Chair and 
Overview and Scrutiny Officers 


 


CCG 


NECS 


18 July 2014 


29 September 2014 


Briefing for MPs / Local 
Councillors 


Prepare and circulate letters. NECS July 2014 


Discussion with local GPs TBC 


 


CCG August 2014 


Engagement documentation 
drafted for approval  


Prepare leaflet, poster and feedback form, 
stands etc. Identify any other requirements.  


NECS Complete 
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Activity  Detail Who? When? 


Agree feedback and 
recording mechanisms 


Part of NECS process NECS 


CCG 


Complete 


Engagement with provider 
staff 


NEAS to advise NEAS  


CCG 


In progress 


Engagement documentation 
produced  


Leaflets, feedback forms, frequently asked 
questions document 


 


NECS End July 2014 


Circulation of engagement 
materials  


Prepare and circulate letter/briefing and 
engagement materials. This will include 
distribution to: 


Community and voluntary sector 
organisations 


Health Networks 


Area Action Partnerships (AAPs) 
• East Durham Rural Corridor  
• East Durham  
• Spennymoor 
• 3 Towns 
• Weardale 
• Great Aycliffe and Middridge 
• Bishop Auckland and Shildon 


CCG 


NECS 


Healthwatch County 
Durham 


NEAS 


Complete 


 


 


 


 


 


3rd September 2014 
10th September 2014 
11th September 2014 
11th September 2014 
18th September 2014 
23rd September 2014 
25th September 2014 
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Activity  Detail Who? When? 


Patient Reference Groups 
• Dales PRG 
• Sedgefield PRG 
• Easington PRG 


GP practices – DDES Wide Meeting 


Public buildings such as libraries and leisure 
centres 


 
5th September 2014 
20th August 2014 
27th August 2014 


28th August 2014 


“Hard to Reach” Groups Targeting of specific groups and 
communities, particularly those defined within 
the Equality Act 2010 


CCG 


NECS 


August / September 2014 


Websites / My NHS / Social 
media 


Information on CCG website, to My NHS 
members and through social media 


NECS Initial activity complete. Timely 
progress updates. 


Survey Monkey 
questionnaire 


Online Survey Monkey questionnaire  NECS Complete 


Media Press releases and statements prepared 


Spokesperson identified 


Articles developed for local press 


NECS 


CCG 


Dales Ambulance 
Monitoring Group 


Complete 


Complete 


Complete 


FOI/PALS Advise staff of engagement activity NECS Complete 


Public Events Public invited to find out more and give views CCG  Complete  
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Activity  Detail Who? When? 


NEAS 


NECS 


Dales Ambulance 
Monitoring Group 


Healthwatch County 
Durham 


Community drop-in 
sessions  


Discussions at regular community events 
facilitated by Healthwatch County Durham 


Healthwatch County 
Durham 


CCG 


NECS 


Complete 


Health and Wellbeing Board Attendance and briefing paper  CCG 


NECS 


Complete 


Follow-up meeting with 
local MP (if required / as 
appropriate) 


 CCG 


NECS 


To be arranged as required 


Evidence log Prepare log and agree recording protocol 


 


NECS 


CCG 


Complete 


Analysis, response handling 
and reporting 


Manage ongoing handling of postal 
responses   


Log, collect and collate responses from web, 


NECS  In progress 
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Activity  Detail Who? When? 


mail, email letter and meetings (meeting 
summaries and notes) 


Summarise and provide analysis of 
responses received 


 


 


Formal Board decision  To agree commissioning intention CCG November 2014 


Reporting Report provided to OSC, Healthwatch and 
other stakeholders on request. 


Decision and report on CCG website 


 


CCG/NECS November 2014 
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Meeting Date: 11th November 2014 
 Item No: GB/14/298 


GOVERNING BODY 
 


Report Title  Primary Care Implementation Plan 
Author  Tara Case, Head of Primary Care Development & Engagement 
Sponsor Director Joseph Chandy, Director of Primary Care Development & Engagement 
Date 14 October 2014 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 


This paper provides the detail of the Durham Dales Easington and 
Sedgefield Clinical Commissioning Group (DDES CCG) primary care 
strategy implementation plan. This implementation plan is underpinned 
by, and should be considered in conjunction with, the DDES CCG 
primary care strategy.  


Summary of key 
points  
 
 
 
 
 
 


The primary care implementation plan has three priority areas: 
1. Workforce: investing in general practice for recruitment, retention 


and development of primary care teams 


2. Out of hospital strategy: sustainable care closer to home, out of 
hospital where appropriate  


3. Access: general practice accessible over seven day week with 
personalisation and continuity of care  


In addition, the priority areas are underpinned by six enablers: 
• Information technology, 
• Primary care co-commissioning 
• Research in primary care 
• Federated working in primary care 
• Engagement 
• Premises 


 
 


DDES approval 
route 
 


• Formal Executive Meeting: 21 October 2014 
• Meeting with the DDES finance team to align this implementation plan 


with a primary care financial plan: 21 October 2014 
• DDES wide management meeting: 23 October 2014  
• Governing Body: 11 November 2014 


 
  
Other consultation 
routes 


This paper is underpinned by the Durham Dales Easington and 
Sedgefield Clinical Commissioning Group (DDES CCG) primary care 
strategy, which was considered by the DDES Executive Committee on 20 


 
 
 







May 2014 and agreed by the Governing Body on 8 July 2014. 
 


  
Supporting 
documentation / 
Appendices 
 


• DDES Primary Care Strategy Implementation 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  


   


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body is asked to: 
• Consider any suggestions that have arisen from the Executive 


Committee and/or the DDES Wide management meeting 
• Make a decision whether to support the implementation of this plan 


 
 
 


 
 
 


 


2 
 







                        
 
1. Primary Care Strategy Implementation Plan 
 


The delivery of DDES’ Primary Care Strategy focuses on three priority areas: 
1.1   Workforce: investing in General Practice for recruitment, retention and development of primary care teams 


1.2   Out of Hospital Strategy: Sustainable care closer to home, out of hospital where appropriate  


1.3   Access: General Practice accessible over seven day week with personalisation and continuity of care  
 
 
Priority 
Area  


Objective(s) Areas of Focus / Actions  Lead(s)  Timeline 


Workforce  


 


Develop clinical leaders  • Develop clinical leaders for clinical commissioning and federated working, 
in association with the North East Leadership Academy (NELA) 
programme 


• Investigate (with local acute trust and Health Education North East 
(HENE)) the development of shared post(s) between primary and 
secondary care  


• CCG Representation on HENE Primary Care Workforce Task Group, 
including HENE Workforce Forum group 


JS/JCh/ 
SB 
 
 
JS 
 
JS/ TC 


2014-17 
 
 
 
2014-16 
 
Sept 2014 - 
ongoing 


Recruit and retain GPs • Create a task and finish group (CCG leads, GP tutors, clinical chairs, 
NECS) to brainstorm recruitment approaches and build upon the prior 
Easington Big Project approach 


• Work with organisations (LA, FTs, HENE, NECS) to promote DDES CCG 
as a place to work 


• Develop promotional materials to highlight positive attributes of the CCG 
as a place to work. 


• Co-ordinate GP recruitment through Federation or DDES-wide advert(s) 
• Targeting hot spot recruitment areas for 10 practices in the 30% LSOAs 


JS/JCh 
 
 
 


JS/JCh 
 
JCh/ JS/ 
NECS 
JS 
JCh 


2014 
 
 
 


2014-17 
 
2014-15 
 
2014-15 
2014-16 


 
 
 







Promote teaching and learning 
culture within General Practices  


• Establish a baseline of training practices  
• Assist local surgeries to become training practices  


o Support increase in educating / teaching undergraduate medical 
students 


o Support increase in positions for foundation doctors (F1/F2)  
o Support increase in GP trainees (with aim to enhance recruitment in 


long-term) 
• Develop links with Medical Schools, including Durham Stockton campus 
• Develop action learning set for GPs nearing retirement age  
• Provide training for nurses and Health Care Assistants for primary care 


and develop Career Start 


JS/ JCh 
JS / JCh 
 
 
 
 
 
 
Jane 
Leigh 
GF/ JCh 


2014 
2014-16 
 
 
 
 
 
2014-15 
2014-15 
 
2014-16 


‘Out of 
Hospital’ 
strategy 
 


Develop sustainable care closer to 
home 


• Promote better integration of primary / secondary care 
• Implementation of Integrated Short-term Intervention Service (ISIS) 


(underway) and GP medical cover 
• Reduce unnecessary admissions through Unplanned Directed Enhanced 


Service (DES) 
• Support reduction in primary care referrals to secondary care through 


Enhanced Services innovation basket and support from Demand 
Management Team 


• Support innovation, development of additional primary care services and 
federated working through Local Incentive Scheme (LIS) and Enhanced 
Services scheme (ES) 


• Commitment to County Durham Urgent Care Strategy, including transfer 
of care into general practice 


 


JCh 
SB/ MP 
NB 
JCh/JCa 
 
JCh/JS/
JCa 
 
 
 
 
 
SB 
 


2014-2016 
2014-15 
 
2014-15 
 
2014-16 
 
 
2014-16 
 
 
 
2014-16 


Deliver integrated planned care 
pathways in the community using a 
multidisciplinary approach 
 


• Re-procurement of community diabetes pathway with several care 
providers within a single provider model 


• Development of referral pathway system (CSI) 


SB 
 
JCa 


October 
2015 
2014-16 


Access General Practice accessible over 
extended hours over seven days 
with personalisation and continuity 
of care 


• Extended hours over and above the national extended hours DES, 
moving towards 7-day working 


• Phase I – Saturday morning 
o Weekday 6-8pm opening (subject to market testing with providers) 


• Phase II – 7-day opening 
• Friends and Family Test implementation in Primary Care 
• Support to practices through provision of Elephant Kiosks 
• Federations invited to bid for funding for accountable GP for all over 75’s 


 
 
 


SB, JCh 
SB 
SB 
TC, JCh 
 
SB 


Oct 2014-15 
 
 


Sept 2014 
July 2015 
2015-2020 
Dec 2014 
2014-15 
2014-15 
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Ongoing primary care work that acts as enablers to the above top three priorities 
 
Priority Area  Objective(s) Areas of Focus / Actions  Lead(s)  Timeline 


Information 
technology  


To optimise communications and 
information sharing to support through the 
use of Information technology (IT) 


• Increase and standardise the use of GPTeamNet to improve 
communication and sharing of good  


• Appointment of 6 champions for GPTeamNet to support 
behavioural change and best practice 


• Migration of all practices to web-based IT systems (GPSOC: 
Systm1 and Emis) 


• Patient online programme 
• Utilisation of electronic prescribing and GP2GP 


 


Laura 
Kirkup 
6 x 
champions 
 
JCh 
JCh 
JCh  


Sept 2014- 
March 2015 
 
 
 
Jan 2014- 
Jan 2015 


Primary Care 
co-
commissioning 
 


To work with NHS England (NHSE) to 
develop a partnership approach to 
supporting practices to increase quality 
standards and promote system 
complementarity across health and social 
care 
 


• To re-submit joint expression of interest (with North Durham 
CCG) to NHSE. Awaiting further guidance from NHSE, 
expected in time for implementation in April 2015. 


• Support practices in the NHS England Assurance process 
including the Primary Care Web tool 


• Joint work with NHSE Area Team to develop proposals for 
additional investment in general practice services, whether 
deployed through local Personal Medical Services (PMS) 
contracts review or other contractual routes 


 


NB/JCh 
 
 
JCh/JCa 


Winter 
2014-15 
 
2014-16 
 
Nov 2014 
(ongoing 
for up to 6 
years) 


Research in 
Primary Care 


To support continuous improvement in 
quality of care 


• Quarterly reports from NECS including all the CCG research 
activity per practice 
 


• Establish a group of practice representatives federated 
(federated approach promotes collaboration and efficiencies) in 
order to deliver successful bids for industry research studies 


 


Shona 
Harding 
(NECS) 
James 
Larcombe / 
Amanda 
McGough 


2014-15 
 
 
 
2013-15 


Federated 
working in 
Primary Care 


To support primary care to deliver 
expanded services and responsibilities due 
to movement of care out of hospital closer 
to patients’ homes, with high quality and 
reduction of variation 
 


• Financial incentive and training opportunities offered to 
practices to support establishment and development of 
federations  


• Invitations to federations to tender for enhanced services  
 


MP, TC 
 
 
SB, JCh 


2014-15 
 
2015-16 


Engagement To ensure that patient, public and clinicians • Regular input from and feedback to patients, public and TC, JCh, ongoing 
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have access to relevant information and 
that their views are incorporated into 
delivery planning 


clinicians through established communication mechanisms  NECS 


Premises To identify where premises developments 
are needed (including funding sources for 
this) 


• Joint plans to be agreed by NHSE with recommendations from 
CCG and Health and Wellbeing Boards  


• Identify how premises will support the ‘Out of Hospital’ Strategy 


NB, JCh 2014-16 
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2. Impact Assessment and Risk Management Issues 
 
2.1 Consideration given and action taken in this report relating to impact assessment and 


risk management issues is detailed below: 
 


a) Risk  
Potential risk that primary care (and health system by extension could be 
destabilised, with possible negative impact on patient care, if implementation not 
adequately supported. 
 


b) Environmental impact / sustainability 
No anticipated significant environmental impact or sustainability issues. 
 


c) Legal implications 
Commissioning team is aware of legal implications related to federations and 
procurement processes. 
 


d) Resource implications – finance and/or staffing 
Financial implications to be discussed with DDES finance team on 21 October 
2014. Discussions with NHSE Area Team regarding possible additional 
investment in general practice through local personal medical services (PMS) 
contract reviews expected in November 2014. 
 


e) Equality Assessment 
No equality assessments have been undertaken for this implementation plan. 
Specific aspects of the implementation plan, when considering implementation (for 
example, service or pathway changes), may require this. If so, equality 
assessment will be undertaken at that point. 
 


f) Quality, Innovation, Productivity and Prevention (QIPP) 
Financial implications to be discussed with DDES finance team on 21 October 
2014, including QIPP implications 
 


g) Patient, public and stakeholder involvement 
Engagement has taken place with clinicians (CCG member practices), patients, 
public and stakeholder during the development of the DDES CCG Primary Care 
Strategy, which this implementation plan has been based upon. 


 
h) Clinical engagement 


This implementation plan is based upon the DDES CCG Primary Care Strategy, 
which was developed in conjunction with member practices. The strategy was 
circulated to all GPs in DDES for consultation in June 2014. The strategy was also 
considered by the DDES Executive Committee on 20 May 2014 and agreed by the 
Governing Body on 8 July 2014 


 


 
 
 








                        
 


Meeting Date: 28th October 2014 
 Item No: GB/14/301 


GOVERNING BODY 
 


Report Title  Health and Safety Strategy 
Author  Lee Crowe, Senior Governance Officer Health and Safety 
Sponsor Director Nicola Bailey Chief Operating Officer 
Date 20.10.14 
 
Purpose  of report  
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This Strategy aims to set out the Clinical Commissioning Groups’ 
(CCG’s) approach to Health and Safety (H&S) ensuring the health, 
safety and welfare of its employees, clients, contractors, visitors and 
members of the general public 
 
The Strategy ensures the CCG is “safe & sound” moving forward and 
retain the credibility of their customers.  The Strategy ensures the CCG 
meet their legal obligations in relation to the Health and Safety at Work 
Act and subsequent regulations. 
 
Monitoring of the strategy will take place via the relevant CCG 
Committee; the strategy is a live document that will be updated following 
any changes in legislation.    
 


Summary of key 
points  
 
 
 
 
 
 


• The strategy sets out the CCG’s responsibility in relation to Health 
and Safety including: 
 


• General Approach to H&S (Principles, Aims and Objectives) 
 
• Duties and Responsibilities 


• Legal Requirements 


 
DDES approval route 
 


• Formal Executive Committee (CQPF) 28th October 2014  
• Governing Body 17th November 2014 


  
Other consultation 
routes 


• Not applicable 
 


  
Appendices 
 


• Appendix 1 DDES CCG Health and Safety Strategy 


 
Strategic objectives 
in Assurance 
Framework 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


 
 
 







supported by this 
report 
 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body is asked to: 
• Receive the H&S Strategy 
• Review and agree the content within the H&S Strategy and  
• Approve the H&S Strategy 
 


 
Impact Assessment and Risk Management Issues 
 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 


a) Risk  
No Risks identified relating to the strategy, however there may be identified risks 
relating to ongoing work of the organisation in relation to Health and Safety which 
will be identified via work of the Health and Safety Team within the Commissioning 
Support Unit in conjunction with the CCG. 
 


b) Environmental impact / sustainability 
Not applicable 
 


c) Legal implications 
Strategy ensures the CCG meets its legal requirements in relation to Health and 
Safety Legislation. 
 


d) Resource implications – finance and/or staffing 
Staff time in relation to H&S Duties 
 


e) Equality Assessment 
Completed and included as part of the strategy 
 


f) Quality, Innovation, Productivity and Prevention 
Not applicable 
 


g) Patient, public and stakeholder involvement 
Not applicable 


 
h) Clinical engagement 


Not applicable  
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28 October 2014 


 


To:  


 


System Resilience Group Chairs 


NHS Trust and NHS Foundation Trust Chief Executives 


 


Cc:  


 


CCG Clinical Leads and Accountable Officers 


NHS England Area Directors 


 


Dear Colleague,  


 


Winter Resilience and the Delivery of A&E NHS Constitution Standards 


 


We are grateful for the significant effort and commitment providers and commissioners have 


shown in the development of System Resilience and Capacity Plans. 


 


Delivery of a maximum waiting time of 4 hours in A&E is part of the NHS Constitution and is a 


critical indicator of overall success in the delivery of high quality health services to NHS patients.  


To support the delivery of the A&E standards this winter, NHS England, Monitor and the NHS Trust 


Development Authority have secured additional non-recurrent investment.  This funding is in 


addition to the initial tranche of system resilience money, which is being released through the 


Month 7 revenue transfer forms to CCGs.   


 


Based on indicative investment information provided by System Resilience Groups and 


discussions with individual providers, the Tripartite Regional Directors for the North have agreed 


an additional funding allocation for each provider.  These allocations have already been discussed 


with NHS Trusts and NHS Foundation Trusts by the NHS Trust Development Authority and 


Monitor respectively.   


 


This letter provides formal and final confirmation that providers are guaranteed to receive the 


allocation that has been agreed with them.  If SRGs or providers are unclear about the funding 


which has been allocated to them, they should contact their NHS England Area Team operations 


director, Monitor regional account manager or TDA portfolio director as soon as possible. 


 


This funding will also be released through the Month 7 revenue transfer forms to CCGs.  The 


Regional Tripartite expects that CCGs will pass the funding directly to providers without additional 


conditions.  But the Tripartite also expects that providers will work with their local SRGs when 


deciding the final schemes to be implemented, taking into account the indicative schemes 


submitted during this process. 


 


 


 







It is critical that providers now quickly put in place the agreed service enhancements to increase 


system resilience and secure delivery of the A&E standards.  Any spending slippage should be 


identified to the Tripartite as early as possible so that funding can be reallocated elsewhere if 


necessary. 


 


Trusts will be required to account for their spending of the funding and the impact of the schemes 


to the Regional Tripartite.  Further details of the process and timings for this will be provided 


shortly. 


 


For absolute clarity, this additional funding, together with your System Resilience Group plans is to 


secure consistent delivery of the maximum 4 hour wait in A&E in at least 95% of cases throughout 


winter and to March 2015. 


 


Please do not hesitate to contact us should you require any further information or assistance. 


 


Yours sincerely 


 


 


 
  


Lyn Simpson 


Director of Delivery and 


Development (North) 


 


NHS Trust Development 


Authority  


Paul Chandler 


Regional Director (North)  


 


 


Monitor  


Richard Barker  


Regional Director (North) 


 


 


NHS England  


 


 


 
   








  


 


NEAS  - Five year plan update 


14 October 2014 


1. Introduction 


1.1 NEAS recently compiled and submitted both a two year operational plan and five 
year strategic plan to our regulator Monitor. During the work a number of planning 
assumptions were made, based on drafts of CCGs’ plans, attendance at some Units 
of Planning and other regional planning events and also contents of Better Care 
Funds.  


1.2 In agreement with our lead CCG representatives, a forum was requested to ascertain 
updates from each CCG regarding the development of their Five Year Plans and to 
gain a whole system understanding of the impact of individual’s plans on our regional 
service provision. 


1.3 To aid the discussion this paper provides a summary of the main aspects of our Plan 
and also the assumptions that have been made.  


2. Plan summary 


2.1 Our long term plan acknowledges that our current operating model is no longer 
sustainable and requires a key transformational change which is the development 
‘Integrating Care and Transport’ (ICT).  


2.2 This development is being supported with CQUIN funding and piloted in 
Northumberland and Durham, Dales, Easington and Sedgefield localities. The key 
objectives of the transformation are to: 


• Model the service to incorporate wider performance standards (not just for 
Emergency Care) 


• Introduce a tier of Advanced Paramedic Practitioners and upskill the core 
Paramedic workforce to treat and care for more patients outside of hospital 


• Utilise the breadth of our resource from Emergency Care through to planned 
Patient Transport, to be more efficient and reduce clinical risk through the 
allocation of an appropriate resource. 


2.3 The strategy of our overall plan is to drive a reduction in acute care and improve the 
financial position of the Trust. Other key programmes of work include: 


• Roll out of Enhanced CARe training (this is not dependent on the ICT initiative). 


• Joint Demand Management Programme 


• Care hub development – enhancing the role NHS 111 can play in managing 
demand and introducing Telehealth 


• Developing a Centre of Excellence for Training and Education 


• Agile working 
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• A £2.265million investment to roll out front-line clinical leadership – our new 
Emergency Care Clinical Manager 


2.4 The plan is underpinned by four enabling programmes of work: 


• Achieving a sustainable and engaging workforce to champion change – our 
workforce plan and organisation development strategy 


• Embedding compassion in practice – achieving safe, effective, responsive, 
caring and well led services 


• Effective partnership and integration to achieve ‘care close to home’ 


• Advancing our services through technology and research – clinical 
advancement and new technologies to be deployed 


2.5 Attached in Appendix 1 is a mapping of our main programmes of work to the seven 
outcome ambitions (as per the NHS Outcomes framework) and also our Plan on a 
Page.  


3. Planning assumptions 


3.1 A number of planning assumptions were made at the time and shared with CCG 
colleagues for comment. In summary they included: 


• Effective joint demand management. Demand growth is limited to <1% per 
annum. Alternative scenarios have been modelled, but they simply add 
pressure to the whole system which is not sustainable. For modelling we have 
assumed <1% per annum for the next five years.  


It is being assumed demand can be managed through effective NHS 111 
signposting, management of frequent callers, new /improved clinical pathways 
for NEAS to access, prevention and self-care, use of new technologies in areas 
of Telehealth (wide scale roll out helping people manage their conditions more 
independently and commissioning of Expert Patient Programmes), 7 day 
primary care, improved use of special patients notes and effective public 
education campaigns.  


• Integrating care. We have assumed this would enable us to reduce duplication 
therefore eliminate waste and create efficiency. Optimising our estate is part of 
this assumption, assuming some integrated care means co-location of teams 
and services and joint development and investment in systems and potential 
exploration of partnership models. 


• A new contract model from 2016/17. This may be reflective of an integrated 
transport solution, based on evaluation of the CQUIN scheme and the 
transformational programme to integrate care and transport. It may be a 
change to currency and tariff with incentive built in – essentially a more 
sophisticated model contract which optimises financial reward. 


For our own modelling we have assumed an increase in the Hear & Treat tariff 
and an increase of See & Treat Tariff aligning to the See, Treat and Convey 
Tariff by 2018/19. This is on the basis NEAS is able to effectively evidence the 
positive impact Enhanced CARe and ICT is having in reducing hospital 
attendances and admissions, generating savings to the whole health and social 
care economy. 


• PTS efficiency programme. This work is already in-tray as part of the two 
year contract, involving introduction of eligibility criteria and reinstatement of 
transport from acute providers back to NEAS to manage and co-ordinate to 
maximise resource utilisation.  
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• Reduced efficiency. For planning we have assumed a continuation of a 4% 
efficiency target, however the relaxation of this locally (or nationally) based on 
our reference cost output plays a significant part in our mitigation plan.  


• Introduction of Advanced Practice Paramedic. We have assumed this role 
to be recruited for 2016/17 in order to deliver the ongoing and necessary shift 
of conveyances to see & treats. This service sits above the core workforce and 
we have assumed income through an alternative income stream such as the 
Better Care Fund, aligning these roles to integrated health and social care 
teams.  


• Reduced system pressure – ie hospital delays 


3.2 Also, for the first two years of the plan to support our financial recovery we have 
assumed: 


• No adverse impact of service reconfigurations on Emergency Care 


• No changes to regulatory requirements ie continued application of Trust-wide 
performance targets. 


4. Further development of our plan 


4.1 It is anticipated that as CCG plans are completed we will need to adjust our own 
plan.  


4.2 We also anticipate changes arising from: 


• Release of a new service specification for ambulance services (although our 
strategy is in line with the current national direction of travel) 


• Release of a new service specification for NHS 111 


• Firmer plans emerging regarding Emergency Care Networks 


• Output arising from our eight System Resilience Groups. 


5. Conclusion 


5.1 Operating efficiently for a number of years is now starting to affect the Trust in its 
ability to maintain standards, including those not mandated and financial stability of 
the Trust is an increasing concern and programmes of work to address this are a key 
priority. 


5.2 There is the opportunity that with investment NEAS can act as a key lever in 
delivering a shift in care, away from acute hospitals, to care closer to home and the 
strategic plan is focussed on achieving this shift, helping to deliver savings to the 
whole health economy and an improved patient experience. 


 


Nichola Fairless 
Associate Director of Strategy, Contracting and Performance, 
14/10/2014 
N:\Public\Performance Management & Business Planning\CONTRACTING\NEAS Five Year Plan_Update for 
Commissioners Oct 2014.docx 
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Appendix 1 


 


NEAS Strategic Mapping to the NHS Outcomes framework and 7 ambitions
‘Right care, right place, right time’


NHS outcomes framework


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 episodes of ill health or following 
injury


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


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


7 Outcome ambitions


1: Securing additional years of life for 
the people of England with treatable 
mental and physical health conditions


2: Improving the health related quality 
of life of the 15 million+ people with 
one or more long-term condition, 
including mental health conditions


3: Reducing the amount of time 
people spend avoidably in hospital 
through better and more integrated 
care in the community, outside of 
hospital
4: Increasing the proportion of older 
people living independently at home 
following discharge from hospital


5: Increasing the number of people 
having a positive experience of 
hospitals care
6: Increasing the number of people 
with mental and physical health 
conditions having a  positive 
experience of care outside hospital, in 
general practice and in the community


7: Making significant progress towards 
eliminating avoidable deaths in our 
hospitals caused by problems in care


Success measures for NEAS


Adding years: Responsive to 
life threatening and urgent
need


Improving QOL: Integration
of paramedic and NHS 111 
with primary and community 
care teams, delivering 
coordinated, personalised
care, referring to ambulatory 
care
Reduce avoidable 
admissions: Increase See & 
Treat activity by 9% by 
2018/19


Reduction in patients in call 
who require a front-line 
response.


Improving experiences: 
Positives survey results, 
reduced adverse media and 
improved FFT year on year.


Keeping people safe: 
Compassionate, caring and 
accountable workforce


Reduced Serious Incidents


Integrating 
care and  
transport


111 smart 
call / 


Telehealth
New 


Advanced 
Practice 


Paramedic 
role


Enhanced 
CARe


Demand 
management 
programme


Delivery programmes


New 
Emergency 
Care Clinical 


Manager 
role


Clinical 
Competency 


Based 
Assessment 
Framework 


Integration 
with primary 
care/ GP OOH 
/Community 


teams


Intelligent 
dispatch


Point of 
Care Testing


4 
 







 


Mobile treatment: New 
tier of Advanced 


Practice Paramedics


NEAS: 5 Year Strategic Plan 2014 - 2019
‘Right care, right  place, right time’


Vision: To make a difference by integrating care and transport in pursuit of equity and excellence for our patients


Integrating care and  
transport


Challenges & Risk


Increasing 
demand


Financially 
constrained


Low staff 
morale


National driver 
to transform 


E&U Care


Deprivation 
and ill-health


Sys. pressure: 
primary care/ 
acute capacity


Lean 
infrastructure


Transformation


Enabling 
programmes


Up-skilling and 
alignment of workforce  


(emerging structure and reform)


Demand management 
programme


Care hub development 
to push care upstream


Effective partnership 
and integration 


programme to achieve 
‘care close to home’


Achieving a sustainable 
and engaging workforce 


to champion change


Advancing our services 
through  technology and 


research


Embedding compassion 
in practice


Success measures


We want to 
deliver safe, 


effective, 
caring, 


responsive 
and well-led 


services


We want to 
provide safe 
alternatives 
to hospital


We want to 
move to a 


single 
operational 


model –
across 


emergency, 
urgent and 


planned 
activity


We want to 
have sound 


financial 
health and 
grow our 


commercial 
revenue 
streams


Centre of Excellence for 
Training & Education


• AYTL: Achievement 
of all national 
Emergency Care 
targets


• AYTL: Delivery of 
agreed standards 
across urgent and 
planned tier care 
and transport


• Increasing number of 
tailored responses to 
patients


• Reducing avoidable 
admissions through 
increased See & 
Treat activity (9% by 
2018/19)


• Timely End of Life 
and Section 136 
transports


• Improved patient 
experiences


• Consistently 
compliant


• Positive culture – a 
good place to work 
(FFT)


• Year on year 
improvement in staff 
survey results


• Achieved financial 
recovery from 
2016/17


Key initiatives


• CQUIN Integrating transport 2014/15-2015/16


• Development of Adv. P Paramedic role - as soon as can 
be secured - BCF


• Organisational development strategy


• Workforce plan and new Emergency Care Clinical 
Manager phased in from Sept 14


• Agile working


• Special Patient Notes project 


• DoS population


• New e-PCR from Mar 2016


Shaping the 


future


Our values


Committed 
professional
accountable


Working 


together


Delivering 


consistently


Showing we care


Sustainability


• New contract model, rewarding outcome and value
• Reduced demand – prevention and self-care
• Maximise benefit from latest technologies
• Integrating care – eliminating waste and rework across 


organisations and optimising estate
• Reduced efficiency requirement
• New/improved clinical pathways for NEAS to access
• PTS efficiency realisation programme


• No adverse impact of service reconfigurations on EC
• No changes to regulatory requirements ie continued 


application of Trust-wide performance targets


• Short term/2 year financial recovery 
position during transformation period


Governance – Monitor RAF


• Review 2014/15 • Review 2017/18


Re
du


cin
g E


D 
at


te
nd


an
ce


s/
em


er
ge


nc
y a


ds
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From Jane Ellison MP 
Parliamentary Under Secretary of State for Public Health 


 


 


Richmond House  
79 Whitehall 


London 
SW1A 2NS 


  
Tel: 020 7210 4850 


 


 


 


 


 


 


 


 


22 October 2014 


Dear Health and Wellbeing Board Chairs, 


 


 


Getting Ready for Winter  


 


 


I am writing to make you aware of the ‘Get Ready for Winter’ campaign which was 


launched on Wednesday, 22
nd


 October 2014. This campaign has cross-government 


input and is hosted by the Met Office. Other key elements of winter preparedness for 


the health and care system are: 


 


Influenza – ‘Flu’ 
Flu is an unpredictable but recurring pressure that the NHS, the social care system 


and the public face each winter. For most healthy people, it is an unpleasant but 


usually self-limiting disease with recovery generally within a week but for at-risk 


groups it is much more serious. 


 


Effective local flu planning is an integral part of wider winter planning and the 


annual flu immunisation programme is a critical element of the system-wide 


approach for delivering robust and resilient health and care services. I urge everyone 


to continue to support delivery of the Annual Flu Plan (accessible here 


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/30663


8/FluPlan2014_accessible.pdf), published on 28 April 2014, with as much energy as 


possible. 


 


Flu immunisation really is crucial in protecting those at risk and GPs will as you 


know, offer free flu vaccinations to: 


 people aged 65 years and over 


 clinical at-risk groups  


 pregnant women 


 carers and Health and social care workers and 


 residents in long-stay care homes 


 



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/306638/FluPlan2014_accessible.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/306638/FluPlan2014_accessible.pdf





Uptake of the vaccine in some of these groups remains disappointingly low and we 


hope that, with your support, we can help to encourage individuals eligible for free 


vaccinations to take them up. 


 


Key actions are:  


 


 Encourage flu vaccination in at-risk groups and ensure that staff in contact with 


vulnerable individuals have access to flu vaccination (particularly social care and 


NHS staff). 


 Encourage good hand hygiene, to reduce the spread of flu and other infections in 


all settings e.g. “catch it, bin it, kill it” campaign. 


 Information about the annual flu programme and resources can be found here 


https://www.gov.uk/government/collections/annual-flu-programme and if you 


would like further information please email immunisation@phe.gov.uk. 


 


Norovirus 


Norovirus is the most common cause of infectious gastroenteritis (diarrhoea and 


vomiting) in England and outbreaks occur regularly each winter with disruptions to 


the provision of public services such as closures of hospital wards or schools. It is 


generally mild and people usually recover fully within 2-3 days but it can be 


dangerous for the very young and elderly.  


The most effective control measures are: 


 attention to good infection control practice, including hand washing with soap and 


water (not relying on alcohol gels as these do not kill the virus); 


 prompt segregation of affected patients, and 


 good communication with staff, patients, visitors and other local organisations. 


 


Guidance on norovirus, including management in community health and social care 


settings and a poster for winter can be found here 


https://www.gov.uk/government/collections/norovirus-guidance-data-and-analysis 


 


Health and Social Care integration 


Actions to reduce winter mortality, and morbidity, and winter pressures on the NHS 


and social care system provide opportunities for greater integration of health and 


care commissioning.  


 


PHE has recently published tools that: 


 forecast total non-elective and avoidable emergency admissions. Local area 


can use this data to confirm that their Better Care Fund (BCF) plans address 


any adverse trends identified by the tool (accessible here 



https://www.gov.uk/government/collections/annual-flu-programme

mailto:immunisation@phe.gov.uk

https://www.gov.uk/government/collections/norovirus-guidance-data-and-analysis





http://www.yhpho.org.uk/default.aspx?RID=203927). 


 


 give local areas access to indicators related to the BCF and enables 


comparison with other local authority areas and to the national average. For 


access to the site and feedback please contact Justin Robinson at 


justin.robinson@phe.gov.uk 


 


Cold Weather Plan 


The Cold Weather Plan for England launched on 21
st
 October is operationally led by 


Public Health England, NHS England and the Local Government Association. The 


Plan focuses on reducing harm to health in winter and unnecessary hospital visits 


and should be considered by all orgnaisations, including Health and Wellbeing 


Boards. The 2014/15 edition and its associated documents are available here: 


https://www.gov.uk/government/publications/cold-weather-plan-for-england-2014.  


 


I know that for many, local authorities winter plans are well developed and I am sure 


that as the clocks go back this weekend, many people will be encouraged to prepare 


for the winter ahead.  As ever, I would like to thank you for the work that you do to 


promote the health of your communities. 


 


Kind regards, 


 


 


 
 


JANE ELLISON 


 



http://www.yhpho.org.uk/default.aspx?RID=203927

mailto:justin.robinson@phe.gov.uk

https://www.gov.uk/government/publications/cold-weather-plan-for-england-2014






DDES GB Declaration of interest as at 22nd Septem    reviewed monthly, correct at time of publishing. 


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 


Annie Dolphin  01/04/2013 Lay Chair DDES CCG  
Panel member - County Durham and Darlington NHS Health Improvement 
Revenue Fund administered by County Durham Community Foundation.


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


Annie Dolphin 01/04/2013 Lay Chair DDES CCG   Performers list decision panel chair NHS England DDT Area Team
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Annie Dolphin 14/08/2012 Lay chair DDES CCG   Teesdale AAP forum member
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Annie Dolphin 11/06/2013 Lay chair DDES CCG     NHS partner Board Member -Teesdale AAP
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Keith Tallintire 14/08/2012 
amended 1/4/13 Lay Member, Governance   


Derwentside Homes Ltd, Prince Bishops Homes Ltd, Prince Bishops 
Community Bank, Mid Durham Area Action Partnership, KT Financial 


Services Ltd, Social Housing Enterprise Durham Ltd and North Durham 
Engineering Forum.


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


Keith Tallintire 11/06/2013 Lay Member, Governance     NHS partner Board Member East Durham (Easington) AAP
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


David Taylor-Gooby 14/08/2012 Lay Member PPE    Freelance writer, sometimes write on NHS matters Will not mention matters which could influence 
DDES in his writings. When area of doubt will consult accountable officer or the chair.


David Taylor-Gooby 11/06/2013 Lay Member PPE    NHS partner Weardale Action Partnership
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


David Taylor-Gooby 11/06/2013 Lay Member PPE    Forum Member of AAP - Easington
Will declare interest in specific instances and will 


not take part in discussions or decisions as 
agreed appropriate


Stewart Findlay 28/11/2011 Chief Clinical Officer    Link to Website GP Partner at Bishopgate Medical Centre/elected GP lead for Durham 
Dales


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer    Link to Website NHS Clinical Commissioners lead for the North East
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer    Link to Website


Bishopgate Medical Centre also provide occupational health services for 
Cummins (Serco), Health Sure (Serco), Health Management, Norwich 


Union, Sunlight Services, Healthcare Connexions, OCCHEA, Connought 
Compliances, Nexus, TMD Friction.


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer    Link to Website Bishopgate provide Dr Bowron in his role as Medical Referee at the Wear 
Valley Crematorium at Coundon, Bishop Auckland.


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer    Link to Website Bishopgate also provides a GP Clinical Tutor and Appraisal lead within the 
Durham Dales area (Dr Bowron).


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 31/07/2014 Chief Clinical Officer    Link to Website Member of Durham Dales Health Federation
will not participate in any commissioning decision 
that awards funding to a GP Federation that I 
have an interest in


Joseph Chandy 22/11/2011 Director of Primary Care Development & 
Engagement   Link to Website Partner Shinwell Medical Group


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Practice has submitted an outline business case for premises 
extension.


Joseph Chandy 22/11/2011 Director of Primary Care Development & 
Engagement   Link to Website Peterlee Health Centre, Landlord Representative Not take part in decisions around capital funds 


prioritisation or premises process approvals


Joseph Chandy 22/11/2011 Director of Primary Care Development & 
Engagement   Link to Website  Partner Wheatley Hill & Thornley Practice Not take part in decisions around capital funds 


prioritisation or premises process approvals Assisting the GP partners in their new premises development


Joseph Chandy 04/02/2013 Director of Primary Care Development & 
Engagement   Link to Website Senior partner at Shinwell Medical Group is a provider of speacialist care at 


Barchester Hawthorns.


No involvment in any commissioning/new 
procurement discussions regarding this 


decommissioned contract.


Joseph Chandy 22/11/2011 Director of Primary Care Development & 
Engagement   Link to Website Related to the senior partner, Shinwell Medical Group, the senior partnesr 


are members of Easington South Health Social Enterprise
Joseph will not participate in any related 


procurement panels.
Easington South Social Enterprise is a not for profit organisation 


providing services in the community


Joseph Chandy 12/02/2013 Director of Primary Care Development & 
Engagement   Link to Website Trustee Dr Joseph Chandy Charitable Trust incorporating Roseby Road 


Well Being Centre


No part in CCG  discussion/ decision-making  
regarding any funding to the voluntary sector that 


would advantage this charity. 


The trust is involved in an asset transfer of Roseby Road, 
Horden.  This involves the local authority and CDDFT health 


improvement team.


Joseph Chandy 16/04/2013 Director of Primary Care Development & 
Engagement   Link to Website Carodoc Practice, Wingate, Partner.  


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.
Partner in practice from April 2013


Joseph Chandy 16/06/2014 Director of Primary Care Development & 
Engagement   Link to Website Partner/Provider Jupiter House Practice


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


Joseph Chandy 16/06/2014 Director of Primary Care Development & 
Engagement   Link to Website Director Wheatley Hill Property Co


Will declare interest in specific instances and will 
not take part in discussions or decisions as 


agreed appropriate


Joseph Chandy 31/07/2014 Director of Primary Care Development & 
Engagement   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 14/08/2012 Locality Lead Sedgefiled locality   Link to Website  Chair Sedgefield Locality Commissioning Group & GP Ferryhill


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary will 
withdraw from the discussinos or decision making 


process on procurement.  


for attendance at the following DDES meetings
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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    
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 
30/11/2011 


updated 
01/04/2013


Chief Finance Officer     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


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
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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 


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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