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10 September 2013 
 Item No: GB/13/118 


GOVERNING BODY 
 


Report Title  Consultation on the NHS Mandate 
Author and Job 
Title  


Mike Taylor 
Chief Finance and Operating Officer 


Sponsor Director Mike Taylor 
Date September 2013 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The Department of Health published a consultation document “Refreshing 
the Mandate to NHS England: 2014-2015” in July 2013.  
 
The consultation period will run from 4 July to 26 September.   
 
The consultation document and the first mandate are available at 
http://consultations.dh.gov.uk/mandate/mandate-refresh/consult_view.  
 
 


Summary of key 
points  
 
 
 
 
 
 


The final version of the mandate to NHS England will be a major influence 
on the planning guidance that NHS England issues to CCGs for 2014/15. 
It is therefore appropriate that NHS Durham Dales Easington and 
Sedgefield Clinical Commissioning Group (DDES CCG) considers and 
responds to the consultation document.  
 
Some initial comments are provided for discussion. The final response by 
the CCG to the Mandate will incorporate any comments by the Governing 
Body as well as those from Member Practices and our local communities. 
 
 
 
 
 
 
 
 
 
 
 
 


 
Approval route 
 


The final response will be reviewed by the Executive Committee prior to 
submission and publication across the CCG. 


 
  


 
 
 







Supporting 
documentation / 
Appendices 
 


Appendix A - NHS England Board paper considering the Mandate  
Appendix B - Consultation document: “Refreshing the Mandate to NHS 
England:2014-2015” 
 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Review the consultation document and initial comments indicating 


support for these and adding any further comments they would wish to 
include in the final response. 
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CONSULTATION ON THE NHS MANDATE 
 


1 Introduction 
 
The Mandate from Government was published in November 2012 and sets the objectives for 
NHS England for the period April 2013 to March 2015. It is now due for annual refresh for 
2014-15 and the Department of Health has launched a 12 week consultation which closes on 
27th September 2013 on the proposed changes to the Mandate, with an aim to publish the 
final Mandate by mid to late October 2013 in time for the planning round.  
 
The main proposed changes relate to:  
 


• the actions being taken forward by NHS England in response to the Francis Report  


• working with NHS England to develop a vulnerable older people’s plan, which will 
improve support for older people and those with long term conditions, particularly 
through reform of primary care given its pivotal role within communities  


• the need for the NHS to contribute to the recovery of the economy and make better 
use of resources in light of the challenging financial climate  


 
The Health and Social Care Act 2012 requires the Mandate to be reviewed on an annual 
basis to ensure that it remains up to date. 
 
This paper provides comments from NHS England (at Appendix A) as well some initial 
observations on the issues in the draft mandate which are most relevant to the Durham 
Dales Easington and Sedgefield Clinical Commissioning Group (DDES CCG).  
 
 
2  General comments 
 
The intent to refresh the mandate to NHS England is supported as it is appropriate that the 
national requirements for the NHS are updated and reflect changing needs and priorities. 
This can then be reflected in the planning guidance NHS England provides CCGs.  


The emphasis given to responding to the Francis and Winterbourne View inquiries, to making 
best use of resources, and to meeting the needs of vulnerable older people all welcome.  


The tone of this refresh, unlike the previous mandate, seems to be moving towards one not 
just setting outcomes to be achieved but also describing how this should be done. 
Restrictions to local flexibility to respond to local needs is not seen as consistent with the 
need for local innovation.  


 
3  Delivery 
 
It is not clear how a target of avoiding 10,000 excess deaths per year by 2018 will be 
achieved given that we first need to identify the ‘excess’ deaths. Furthermore, experience 
would suggest that such targets are long term targets which will rely as much on public 
health action on the wider determinants health of as healthcare interventions. 
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As mentioned above it is arguable that it is inappropriate in a mandate to the NHS generally 
that the document should be as prescriptive as to go into detail on the specifics around  
plans to strengthen A&E.     
 
The emphasis on mental health crisis interventions is welcomed. However new mental health 
service standards for access or waiting times will come at a cost. There is an implication that 
additional funding may be available and more explicit wording would provide greater clarity. 
 
It is considered appropriate that the mandate is updated to reflect the Francis and the 
Winterbourne View inquiries, however it is considered that it would be more appropriate for 
the mandate to concentrate on outcomes and not detailed actions. 
 
There are some concerns around the proposal to establish a ‘level playing field’ given that 
procurement already poses challenges to commissioners and that more focus on partnership 
working would better support delivery of service transformation projects. 
 
It is not made clear how the NHS can support economic growth by focussing on a very 
specific objective in respect of genomics and what is the evidence base for this proposal. 
 
 
4  Affordability 
 
All the new requirements contained in the mandate are likely to require significant new 
investment. While the document recognises this and says that the Government will need to 
consider adapting existing priorities, it does not set out how this will happen or ask for any 
comments on which existing priorities might be adapted. At a time when the CCG’s funding 
allocation is set to reduce materially there is a significant risk that the requirements are 
unaffordable and that the ability to focus on local needs will be eroded. 
 
While the importance of recovering costs and fraud are acknowledged it is service 
transformation that will drive better use of resources and more on support for CCGs and Area 
Teams would be welcome. 
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Appendix A 


 
 
 
 
NHS ENGLAND BOARD PAPER 
NHSE180711 
 
Title: Government consultation on the Mandate 
 
Clearance: Bill McCarthy, National Director: Policy 
 
Purpose of paper: 
The Government mandate to NHS England is due to be refreshed for 2014- 2015. The 
Department of Health (DH) launched a consultation on the changes to the mandate on 5 July 
and plans to publish the revised mandate in October. The consultation document is provided 
at Annex A. 
 
The purpose of this paper is to notify the Board of the consultation, and provide advice on the 
proposed changes. 
 
Key issues and recommendations: 
The paper provides an initial assessment of the proposed amendments set out in the 
consultation document, focusing on: 
• The scope and volume of the changes, and the extent to which these relate to process 
rather than outcomes 
• The affordability of the proposals 
 
Actions required by Board Members: 
• Board members are asked to note the process for refreshing the 
mandate, and provide views on the consultation document. 
 
 
Mandate Refresh for 2014-2015 
 
Purpose 
1. The mandate was published in November 2012 and sets the objectives for NHS England 
for the period April 2013 to March 2015. The Government recently began a consultation on 
the proposed changes for the financial year 2014-15 and plans to publish the refreshed 
mandate in October. The consultation document is attached at Annex A. 
 
2. The purpose of this paper is to provide an overview of the changes 
proposed in the document. 
 
The role of the mandate 
3. The mandate sets out how NHS England will be accountable to parliament and the public. 
It sets objectives for a multi-year period in order to provide constancy of purpose as well as 
the space and stability for local commissioners to plan effectively. 
 
4. Our view is that the mandate should be strategic and outcomes focused to provide the 
headroom for commissioners to operationalise the objectives in a way that makes sense 
locally. We also believe that changes as part of the refresh should be kept to a minimum in 
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order to maximise stability and allow commissioners to plan on a multi-year basis and that 
changes should adhere to the following four principles: 
• outcomes-focused 
• evidence-based 
• deliverable and affordable 
• resilient to events 
 
Proposed changes 
5. The consultation document proposes only one entirely new objective, which is for NHS 
England to take forward “commitments in response to the Francis report, and as part of 
Patients First and Foremost, working closely with CCGs and others to implement both the 
substance and the spirit of the system wide response”. As set out in our business plan, NHS 
England is fully committed to playing its part in the implementation of these commitments. 
 
6. There are, however, a significant number of proposed updates and additions to existing 
objectives which will increase the requirements on the system. There are two overarching 
issues relating to the consultation document as it stands which the Board may want to reflect 
in its formal response to the consultation: 
 
The volume of changes and capacity of the system to deliver 
7. There are 20 proposed updates and amendments, the large majority of which are over and 
above the objectives set in last year’s mandate. Our view is that these will place additional 
burden on the system. 
 
8. Many of these amendments relate to specific actions or processes that NHS England or 
the wider NHS is required to put in place. In a number of areas, the document moves into the 
territory of ‘how’ the NHS should deliver rather than focusing on the more strategic question 
of what outcomes it should achieve. 
 
9. Our view is that there is a risk that this additional burden on the health system and focus 
on process measures will reduce the ability of its local clinical leaders and health and 
wellbeing partners to respond effectively to the health outcomes and inequalities that are 
most important locally. 
 
Affordability 
10. The additional proposals set out in the consultation document will inevitably impose an 
additional financial pressure on the NHS. The context for this is very challenging – the NHS 
England budget has not been formally set for 2014-2015, but the current mandate was set on 
an assumed level of funding uplift for 2014-2015. It is very unlikely that there will be any 
additional funding above the level already committed under the current mandate and it is 
therefore NHS England Finance team’s view that new proposals need to be cost neutral. 
 
11. Our assessment is that many of the amendments will also have recurrent costs which 
move into 2015-2016 and beyond. As set out in the Government’s recent spending review 
announcements, the financial position in 2015-2016 is very challenging and these proposed 
changes will add to the pressure. 
 
12. At the time of writing we have not received a full financial analysis of these proposals 
from the Department of Health. The consultation document states that ‘where there are 
additional cost implications as a result of the proposals, the Government will need to consider 
how these can be managed within existing resources by adapting existing priorities’. It is 
unlikely however that this prioritisation will lead to a reduction or removal of any of the other 
objectives in the mandate.  
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13. We have raised these issues with the Department of Health and will continue to work with 
them on the financial analysis during the consultation period. 
 
Conclusion and next steps 
14. The Board are asked to note the process to refresh the mandate and provide views on 
the consultation document. 
 
15. We will respond formally to the consultation at a later date, and will use this Board 
discussion as a basis for the response. We will share the draft response with the Board for 
sign off. 
 
Bill McCarthy 
National Director: Policy 
July 2013 
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Meeting Date 
 Item No: ****** 


GOVERNING BODY 
 


 
Report Title  


 
Governance arrangements update  
 


Author and Job 
Title  


Mike Taylor 
Chief Finance and Operating Officer 


Sponsor Director Mike Taylor 
Date September 2013 
 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
 
 


 


Brief introduction / 
Purpose of paper 
 
 


This paper provides an update in respect of the Durham Dales, Easington 
and Sedgefield Clinical Commissioning Group’s (DDES CCG’s) 
continually evolving governance arrangements. 


Summary of key 
points  
 
 
 
 
 


• The paper reports the outcome of the CCG’s request to NHS England 
to amend its Constitution. 


• The paper also requests the Governing Body to approve an updated 
set of Standing Financial Instructions (SFIs)  which, based upon those 
of the predecessor PCT, follow good practice and take account of the 
CCG’s structure and governance requirements. 


 
Approval route 
 


• Report to the Executive Committee on 3 September, following 
discussion with the Audit and Assurance Chair,  where agreed to seek 
Governing Body approval for latest version of the Constitution before 
seeking member practice sign up as well as for latest iteration of the 
Standing Financial Instructions (SFIs). 


 
  
Supporting 
documentation / 
Appendices 
 


• Appendix A – New appendix in the approved version of the DDES 
CCG Constitution. 


• Appendix B – Latest iteration of DDES CCG’s Standing Financial 
Instructions (SFIs). 


 
 


Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


 
 
 







Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
 
• Note the amendments to the Constitution submitted for approval to 


NHS England and adopt the latest version of the document 
• Adopt the latest iteration of the CCG’s Standing Financial Instructions.  
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GOVERNANCE ARRANGEMENTS UPDATE 


 
1 Introduction 


 
As a new organisation Durham Dales Easington and Sedgefield Clinical Commissioning 
Group (DDES CCG) has evolving governance arrangements. 
 
To support the ability to quickly ensure that governance arrangements keep pace with 
organisational development the CCG submitted an amended constitution for approval when 
the opportunity arose in July 2013. This reflected NHS England requested changes to 
strengthen the sections related to whistleblowing as well as creating a smaller document with 
appendices setting out committee and working group terms of reference consolidated in a 
separate volume within our governance library. The key benefit of this approach being that 
NHS England approval would no longer be required for any amendment to the terms of 
reference. 
 
The CCG is in the process of replacing the PCT-derived governance documents submitted 
when seeking authorisation. The latest document reviewed are the CCG’s Standing Financial 
Instructions (SFIs). The original followed good practice and the changes in latest version 
simply better tailor the document to the CCG’s structure and governance requirements. 
 
 


2 Latest version of the DDES CCG Constitution 
 
The Governing Body approved the amendments in respect of whistleblowing at the meeting 
held in June 2013. Since then dialogue with NHS England which has seen only one further 
change before approval was secured. This was to add a new appendix which set out the 
governance library arrangements and where supporting governance documents can be 
found. Full copies of the Constitution are available but in support of this paper only the new 
appendix is reproduced as Appendix A. 
 
No further amendments are planned and the intention is that, as with the original constitution, 
practices support for the constitution is gathered. This time GP TeamNet will be used to 
make the process as easy as possible for both member practices and the CCG. 
 
 


3 DDES CCG Standing Financial Instructions 
 


Attached in full as Appendix B are the CCG’s latest set of Standing Financial Instructions 
(SFIs). These are a refinement of the previous SFIs used by the predecessor PCT and which 
follow best practice. There are no material changes other than to reflect the different titles of 
CCG officers and committees which the CCG has established. 
 
The SFIs support of the  Prime Financial Policies contained in DDES CCG’s Constitution. 
They shall have effect as if incorporated in the Standing Orders (SOs) and provide detail on 
the financial responsibilities, policies and procedures adopted by the CCG.  They are 
designed to ensure that the CCG’s financial transactions are carried out in accordance with 
the law and with Government policy in order to achieve probity, accuracy, economy, 
efficiency and effectiveness.  They should be used in conjunction with the CCG Constitution 
which incorporates the Prime Financial Policies and the Scheme of Reservation and 
Delegation as well as the CCG’s previously published and agreed Schedule of Financial 
Limits.  
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The SFIs identify the financial responsibilities which apply to everyone working for the CCG 
and its constituent organisations including any other organisation or third party authorised 
under a service level agreement to undertake financial responsibilities on behalf of the CCG.  
They do not provide detailed procedural advice and should be read in conjunction with the 
detailed departmental and financial procedure notes.  All financial procedures must be 
approved by the Chief Finance Officer. 
 
 


4 Recommendations 
 
The governing body is asked to: 
 
• Note the amendments to Constitution submitted for approval to NHS England and adopt 


the latest version of the document 
• Adopt the latest iteration of the CCG’s Standing Financial Instructions.  
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Appendix A 


 
New Appendix added to the Durham Dales, Easington and Sedgefield Clinical 


Commissioning Group Constitution 
 
 
 


Appendix K: 
Governance library and links to other governance documents 


 
Introduction 
 
Good governance is fundamental in any effective and well managed organisation. The 
governance arrangements for DDES CCG explain the way in which we are directed, 
controlled, led and accountable. It defines relationships and the distribution of rights and 
responsibilities among those who work with and in the organisation, determines the rules and 
procedures through which the organisation’s objectives are set, and provides the means of 
attaining those objectives, monitoring performance and managing risks. Importantly, it 
defines where accountability lies throughout the organisation.  
 
In order to set out our governance arrangements as clearly as possible these have been 
grouped together to form our governance ‘library’ 
 
The books in the library are set out below. Any amendment is captured in the minutes of the 
Governing Body where any approval from NHS England will also be reported. 
 
The governance library is available on the CCG’s website at: 
 
 www.durhamdaleseasingtonsedgefieldccg.nhs.uk 
 
The documents will also be made available upon request in writing to: 
 
NHS Durham Dales Easington and Sedgefield CCG 
Sedgefield Community Hospital 
Salters Lane 
Sedgefield 
TS21 3EE 
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GOVERNANCE LIBRARY 
 


Indices of Books 1-8 
 
 


 
Book 1 – The Constitution 
Book 2 – Financial Governance Arrangements 
Book 3 – Committee / Terms of Reference 
Book 4 – Corporate Policies and Procedures 
Book 5 – Information Governance Policies 
Book 6 – Human Resources (HR) Policies 
Book 7 – Standard Operating Procedures 
Book 8 – Clinical Policies and Procedures 
Book 9 – Miscellaneous Governance Documents 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6 


 







 
 


CONTENTS  
 
 BOOK 1 – The Constitution  
Reference Description Page 
 Foreword 3 
1 Introduction and Commencement  4 
 1.1 Name 4 
 1.2 Statutory framework 4 
 1.3 Status of this constitution 4 
 1.4 Amendment and variation of this constitution 5 
2 Area Covered 6 
3 Membership 7 
 3.1 Membership of the clinical commissioning Group 7 
 3.2 Eligibility 7 
 3.3 Dispute and grievance process 8 
4 Vision, Aims and Values 9 
 4.1 Vision, aims and values 9 
 4.2 Principles of good governance 9 
 4.3 Accountability 10 
5 Functions and General Duties 12 
 5.1 Functions 12 
 5.2 General duties 13 
 5.3 General financial duties 14 
 5.4 Other relevant regulations, directions and documents 15 
6 Decision Making: The Governing Structure 16 
 6.1 Authority to act 16 
 6.2 Scheme of reservation and delegation 17 
 6.3 General 17 
 6.4 Committees of the Group  18 
 6.5 The Governing Body 18 
 6.6 Role of Working Groups and Localities 21 
 6.7 Joint working arrangements 22 
7 Roles and Responsibilities 23 
 7.1 Practice representatives 23 
 7.2 All members of the Group’s Governing Body 23 
 7.3 The chair of the Governing Body 23 
 7.4 The deputy chair of the Governing Body 24 
 7.5 Role of the accountable officer 24 
 7.6 Role of the chief finance and operating officer 25 
 7.7 Locality Chairs 26 
 7.8 Secondary Care doctor 27 
 7.9 Director of Nursing / Nurse Advisor 27 
 7.10 Sessional GP 28 
8 Standards of Business Conduct and Managing Conflicts of Interest 29 
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 BOOK 1 – The Constitution  
Reference Description Page 
 8.1 Standards of business conduct 29 
 8.2 Conflicts of interest  29 
 8.3 Declaring and registering interests 30 
 8.4 Managing conflicts of interest: general 30 
 8.5 Managing conflicts of interest: contractors and people who provide 


services to the Group 
33 


 8.6 Transparency in procuring services 33 
 8.7 Process for addressing disagreements on conflict of interest issues 34 
9 The Group as Employer 35 
10 Transparency, Ways of Working and Standing Orders  36 
 10.1 General 36 
 10.2 Standing orders 36 
 10.3 Membership Agreement 36 
Appendix   
 A Definitions of Key Descriptions used in this Constitution 37 
 B List of Member Practices 39 
 C Standing Orders  41 
 D Scheme of Reservation and Delegation 49 
 E Prime Financial Policies 61 
 F Nolan Principles 71 
 G NHS Constitution  72 
 H Checklist for a clinical commissioning group’s constitution 73 
 I Clinical Commissioning Group’s Membership Agreement 76 
 J Map of the area covered by NHS Durham Dales, Easington and 


Sedgefield Clinical Commissioning Group 
85 
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 BOOK 2 – Financial governance arrangements  
Section Description Page 
1  Standing Financial Instructions (SFIs)  
 1 Introduction 5 
 2 Audit 8 
 3 Resource Limit Control 12 
 4 Allocations, Budgets, Budgetary Control and Monitoring 13 
 5 Annual Accounts and Reports 15 
 6 Banking arrangements 16 
 7 Income fees and charges and security of cash, cheques and other 


negotiable instruments 
17 


 8 Tendering and contracting procedure 18 
 9 Commissioning 31 
 10 Terms of service, allowances and payment of members of the 


Governing Body and other senior employees 
32 


    
2  Schedule of financial limits  
 1 Introduction 2 
 2 Expenditure Authorisation Limits 2 
 2.1 General CCG expenditure excluding locality delegated budgets 2 
 2.2 Healthcare Commissioning Invoices 3 
 3 Virements and variations to approved budgets 5 
 3.1 Items previously earmarked in CCG reserves 5 
 3.2 Items not previously earmarked in reserves 5 
 3.3 Virements 6 
 Ann 1 Scheme of delegation for locality budgets 7 
3 Scheme of delegation of operational decisions, authority and duties to 


officers of Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group 
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4 Delegated locality responsibility 18 
 1 Introduction 18 
 2 Basis of delegation 18 
 3 Financial management 21 
 4 Risk management 22 
 App 1 Financial Information Flow 23 
 App 2 Locality budget delegation 2012/13 24 
 1 Introduction 24 
 2 Delegated budgets 24 
 3 Scheme of delegation for locality budgets 24 
 4 Performance management 25 
 Ann 1 Details of the healthcare and prescribing budgets proposed for 


delegation 
26 


5 4.1 Draft CCG delegated limits to  NECS re healthcare contracts 
14.03.2013 


27 


 
 
 BOOK 3 – Committee / Group Terms of reference  
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Section Description Page 
1 Terms of Reference for the Council of Members 4 
2 Terms of Reference for the CCG Governing Body  7 
3 Terms of Reference for the Audit and Assurance Committee 11 
4 Terms of Reference for the Remuneration Committee 17 
5 Terms of Reference for the Executive Committee 21 
6 Terms of Reference for the Quality, Finance and Performance Group 24 
7 Terms of Reference for the Clinical Quality Working Group 26 
8 Terms of Reference for the Research and Innovation Group 31 
 
 
 
 
 BOOK 4 – Corporate Policies and Procedures  
Reference Description Page 
CCG CO01 Access and choice policy 4 
CCG CO02 Complaints policy and procedure 16 
CCG CO03 Deprivation of liberty safeguards (DoL) policy 48 
CCG CO04 Policy for the development and approval of policites 88 
CCG CO05 Fire safety policy 136 
CCG CO06 Anti-fraud policy 149 
CCG CO07 Health and Safety Policy 167 
CCG CO08 Incident reporting and management policy 183 
CCG CO09 Intellectual property rights policy 214 
CCG CO10 Mental capacity act policy 226 
CCG CO11 Moving and handling policy 247 
CCG CO12 Policy and framework for partnership governance 265 
CCG CO13 Procurement policy 291 
CCG CO14 Risk management policy 324 
CCG CO15 Safeguarding children policy 341 
CCG CO16 Safeguarding vulnerable adults policy 371 
CCG CO17 Security policy 382 
CCG CO18 Serious incidents (Sis) management policy 396 
CCG CO19 Standards of business conduct and declarations of interest policy 426 
CCG CO20 Violence, Agression and Abuse Management Policy 466 
 
 
 
 


 BOOK 5 – Information Governance Policies  
Reference Description Page 


 Introduction 3 
CCG IG01 Confidentiality & Data Protection Policy 4 
CCG IG02 Data quality policy 19 
CCG IG03 Information governance & information risk policy 33 
CCG IG04 Information Access Policy 50 
CCG IG05 Information Security Policy 78 
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 BOOK 5 – Information Governance Policies  
Reference Description Page 


CCG IG06 Records management policy & strategy 99 
 
 
 


 BOOK 6 – Human Resources (HR) Policies  
Reference Description Page 
 Introduction 4 
HR01 Policy Template including Scheme of delegation 5 
HR02 Absence management policy 9 
HR03 Adoption policy 25 
HR04 Annual leave policy 37 
HR05 Career Break policy 47 
HR06 Change Management Policy (CDPCT Policy HR033 Managing 


Organisational Change Principles and Procedure) 
57 


HR07 Disciplinary policy 64 
HR08 Equality and Diversity policy 80 
HR09 Flexible working policy 86 
HR10 Further education and continuing professional development policy  97 
HR11 Grievance policy 105 
HR12 Harassment and bullying at work policy 113 
HR13 Induction policy (Corporate and Locality, Permanent and 


Temporary Staff) (CDPCT Policy HR022 Induction Policy and 
Procedure including Risk Management) 


124 


HR14 Job evaluation 154 
HR15 Lease Car Policy (CDPCT Policy CO072 Lease Car Policy) 162 
HR16 Managing work performance policy 177 
HR17 Maternity leave guide and policy 183 
HR18 Staff Appraisal Policy 194 
HR19 Other Leave policy (CDPCT Policy HR017 Balancing Work and 


Personal Life Policy – Section 2) 
202 


HR20 Parental leave policy 247 
HR21 Partnership working agreement Under development by NECS 254 
HR22 Paternity leave guide and policy 255 
HR23 Pay Protection Policy (CDPCT Policy HR025 Pay and Conditions of 


Employment Protection Policy Agreement) 
263 


HR24 Professional registration policy 267 
HR25 Recruiting ex-offenders policy 275 
HR26 Recruitment and retention premia 285 
HR27 Recruitment and selection policy 291 
HR28 Redeployment policy 300 
HR29 Retirement policy 309 
HR30 Secondment policy 316 
HR31 Substance misuse policy 322 
HR32 Temporary promotion 331 
HR33 Training and development policy (CDPCT Policy HR003 Education, 338 
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 BOOK 6 – Human Resources (HR) Policies  
Reference Description Page 


Learning and Development Policy and Procedure) 
HR34 HR34 Travel expenses and subsistence including excess travel 


policy (CDPCT Removals Policy HR029) 
373 


HR35 Whistleblowing policy (including bribery, fraud and corruption) 383 
HR36 Working Time Directive policy 394 
 
 
 BOOK 7 – Standard Operating Procedures  
Reference Description Page 
CCG SOP01 Claims management 4 
CCG SOP02 Commissioning for quality and innovation (CQUIN) procedure 16 
CCG SOP03 Decommissioning procedure 21 
CCG SOP04 Display screen equipment 34 
CCG SOP05 Electrical equipment use 49 
CCG SOP07 First aid 53 
CCG SOP08 Lone worker 64 
CCG SOP09 Procedure for obtaining legal advice 79 
CCG SOP10 Management of contractors 85 
CCG SOP11 Management of slips, trips and falls 89 
CCG SOP12 Media handling 97 
CCG SOP06 Evidence-Based Guidelines Development, Dissemination and 


Implementation Under development by NECS 
101 


 
 
 BOOK 8 – Clinical Policies  
Reference Description Page 
CO071 Local Policy and Procedure for the Management of Independent 


Contractor and Practitioner Professional Performance 
4 


   
   
   
 
 BOOK 9 – Miscellaneous governance documents  
Reference Description Page 
1 Letter to member practices and membership agreements signed 


and received  
4 


2 SHA Assurance of CCG Configuration 8 
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Durham Dales, Easington and Sedgefield Clinical Commissioning Group Proposed 


Standing Financial Instructions 
 
 


DURHAM DALES EASINGTON AND SEDGEFIELD CLINICAL 
COMMISSIONING GROUP 


 
 
 
 


STANDING FINANCIAL INSTRUCTIONS  
 
 
 


SEPTEMBER 2013 
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CONTENTS 
Page 
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1. 
1.1 
1.2 


INTRODUCTION 
General 
Responsibilities and delegation 
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2. 


 
AUDIT 
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2.1 
2.2 


Audit and Assurance Committee 
Chief Finance Officer 


 


2.3 
2.4 
2.5 
2.6 
 


Role of internal audit 
External audit 
Fraud and corruption 
Security management 
 


 


3. 
 


RESOURCE LIMIT CONTROL 12 


4. 
 
4.1 
4.2 
4.3 
4.4 
4.5 
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ALLOCATIONS, BUDGETS, BUDGETARY CONTROL AND 
MONITORING 
Allocations 
Preparation  and Approval of budgets 
Budgetary delegation 
Budgetary control and reporting 
Capital expenditure 
Monitoring returns 
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15 


 
6. 
6.1 
6.2 
6.3 
6.4 


BANK AND ARRANGEMENTS 
General 
Bank and GBS accounts 
Banking procedures 
Tendering and review 


16 
 


 
7. 
 
7.1 
7.2 
7.3 
7.4 


 
INCOME, FEES AND CHARGES AND SECURITY OF CASH, 
CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS 
Income systems 
Fees and charges 
Debt recovery 
Security of cash, cheques and other negotiable instruments 
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8. 
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STANDING FINANCIAL INSTRUCTIONS 
 
 
1. Introduction 
 
1.1 General 
 
1.1.1 These Standing Financial Instructions (SFIs) are issued in support of the  Prime 


Financial Policies contained in the NHS Durham Dales Easington and Sedgefield 
Clinical Commissioning Group’s (DDES CCG’s) Constitution. They shall have effect 
as if incorporated in the Standing Orders (SOs). 


 
1.1.2 These SFIs detail the financial responsibilities, policies and procedures adopted by 


the CCG.  They are designed to ensure that the CCG’s financial transactions are 
carried out in accordance with the law and with Government policy in order to 
achieve probity, accuracy, economy, efficiency and effectiveness.  They should be 
used in conjunction with the CCG Constitution which incorporates the Prime 
Financial Policies and the Scheme of Reservation and Delegation. 


 
1.1.3 These SFIs identify the financial responsibilities which apply to everyone working for 


the CCG and its constituent organisations including any other organisation or third 
party authorised under a service level agreement to undertake financial 
responsibilities on behalf of the CCG.  They do not provide detailed procedural 
advice and should be read in conjunction with the detailed departmental and financial 
procedure notes.  All financial procedures must be approved by the Chief Finance 
Officer. 


 
1.1.4 Should any difficulties arise regarding the interpretation or application of any of the 


SFIs then the advice of the Chief Finance Officer must be sought before acting.  The 
user of these SFIs should also be familiar with and comply with the provisions of the 
CCG’s SOs and Prime Financial Policies which can be found within the CCG’s 
Constitution. 


 
1.1.5 The failure to comply with SFIs and SOs can in certain circumstances be 


regarded as a disciplinary matter that could result in dismissal. 
 
1.1.6 Overriding SFIs – If for any reason these SFIs are not complied with, full details of 


the non-compliance and any justification for non-compliance and the circumstances 
around the non-compliance shall be reported to the next formal meeting of the risk 
and audit sub-committee for referring action or ratification.  All members of the 
Governing Body and CCG staff have a duty to disclose any non-compliance with 
these SFIs to the Chief Finance Officer as soon as possible. 


 
1.1.7 In addition to the Interpretation and Definitions in the Constitution and SOs, these 


definition will apply to the SFIs: 
 


(a) wherever the title “Accountable Officer”, “Chief Finance Officer”, or other 
nominated officer is used in these instructions, it shall be deemed to include such 
other directors or employees as have been duly authorised to represent them; 


 
(b) wherever the term “employee” is used and where the context permits, it shall be 


deemed to include employees of third parties contracted to the CCG when acting 
on behalf of the CCG. 
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1.2   Responsibilities and delegation 
 
1.2.1 The Governing Body 
 
1.2.1.1 The Governing Body exercises financial supervision and control by: 
 


(a) formulating the financial strategy; 
 


(b) requiring the submission and approval of budgets within approved 
allocations/overall income; 


 
(c) defining and approving essential features in respect of important procedures and 


financial systems (including the need to obtain value for money); and 
 


(d) defining specific responsibilities placed on members of the Governing Body and 
employees as indicated in the Scheme of Reservation and Delegation. 


 
1.2.1.2 The CCG has resolved that certain powers and decisions may only be exercised by 


the Governing Body in formal session. These are set out in the Scheme of 
Reservation and Delegation within the CCG’s Constitution. 


 
1.2.1.3 The Governing Body will delegate responsibility for the performance of its functions 


in accordance with the SOs and Scheme of Reservation and Delegation adopted by 
the CCG. 


 
1.2.2 The Accountable Officer and Chief Finance Officer  
 
1.2.2.1 The Accountable Officer and Chief Finance Officer will, as far as possible, delegate 


their detailed responsibilities, but they remain accountable for financial control. 
 
1.2.2.2 Within the SFIs, it is acknowledged that the Accountable Officer will have ultimate 


responsibility for ensuring that the CCG meets its obligation to perform its functions 
within the financial resources available to it.  The Accountable Officer has overall 
executive responsibility for the CCG's activities; is responsible to the Chair and the 
Governing Body for ensuring that its financial obligations and targets are met and 
has overall responsibility for the CCG’s system of internal control. 


 
1.2.2.3  It is a duty of the Accountable Officer to ensure that members of the Governing 


Body, employees and all new appointees are notified of, and put in a position to 
understand their responsibilities within the SO’s and SFI’s. 


 
1.2.3 The Chief Finance Officer 
 
1.2.3.1 The Chief Finance Officer is responsible for: 
 


(a) implementing the CCG's financial policies and for co-ordinating any corrective 
action necessary to further these policies; 


 
(b) maintaining an effective system of internal financial control including ensuring that 


detailed financial procedures and systems incorporating the principles of 
separation of duties and internal checks are prepared, documented and 
maintained to supplement these instructions; and 
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(c) ensuring that sufficient records are maintained to show and explain the CCG's 
transactions, in order to disclose, with reasonable accuracy, the financial position 
of the CCG at any time. 


 
1.2.3.2   Without prejudice to any other functions of the CCG, and employees of the CCG, 


the duties of the Chief Finance Officer include: 
 


(a) the provision of financial advice to other members of the Governing Body and 
employees; 


 
(b) the design, implementation and supervision of systems of internal financial 


control; and 
 
(c) the preparation and maintenance of such accounts, certificates, estimates, 


records and reports as the CCG may require for the purpose of carrying out 
statutory duties. 


 
1.2.4 Governing Body Members and Employees 
 
1.2.4.1  All members of the Governing Body and employees, severally and collectively, are 


responsible for: 
   


(a) the security of the property of the CCG; 
 
(b) avoiding loss; 


 
(c) exercising economy and efficiency in the use of resources; and 


 
(d) conforming with the requirements of SOs, SFIs, financial procedures and the 


Scheme of Reservation and Delegation. 
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1.2.5 Contractors and their employees 
 
1.2.5.1   Any contractor or employee of a contractor who is empowered by the CCG to 


commit the CCG to expenditure or who is authorised to obtain income shall be 
covered by these instructions.  It is the responsibility of the Accountable Officer to 
ensure that such persons are made aware of this. 


 
10.2.9 For all members of the Governing Body and any employees who carry out a financial 


function, the form in which financial records are kept and the manner in which 
members of the Governing Body and employees discharge their duties must be to 
the satisfaction of the Chief Finance Officer. 


 
 
2. Audit 
 
2.1 Audit and Assurance Committee 
 
2.1.1 An independent audit and assurance committee is a central means by which the 


CCG ensures effective internal control arrangements are in place. In addition, the 
risk and audit sub-committee provides a form of independent check upon the 
executive arm of the CCG in the exercise of its functions through the Governing 
Body.  In accordance with the SO’s, the CCG shall formally establish an audit 
committee, with clearly defined terms of reference.  The CCG’s audit and assurance 
committee will provide an independent and objective view of internal control by: 


 
(a) overseeing internal and external audit services; 
 
(b) reviewing financial and information systems, monitoring the integrity of the 


financial statements and reviewing significant financial reporting judgements; 
 


(c) reviewing the establishment and maintenance of an effective system of risk 
management and internal control, across the whole of the organisation’s 
activities, that supports achievement of the organisation’s objectives; 


 
(d) monitoring compliance with SOs and SFIs; 


 
(e) ensuring that the organisation has adequate arrangements in place for countering 


fraud and reviewing the outcomes of counter fraud work; 
 


(f) reviewing schedules of losses and compensations and making recommendations 
to the Governing Body; 


 
(g) reviewing the work of other sub-committees, and other significant assurance 


providers or functions, which can provide relevant assurances; and 
 


(h) requesting and reviewing reports and positive assurances from directors and 
managers on overall arrangements for governance, risk management and 
internal control. 


 
2.1.2 The minutes of the risk and audit sub-committee meetings shall be formally recorded 


and submitted to the Governing Body. The Chair of the Committee shall draw to the 
attention of the Governing Body any issues that require disclosure to the full 
Governing Body, or require executive action. The Committee will report to the 


20 
 







Governing Body annually on its work in support of the Annual Governance 
Statement, specifically commenting on the fitness for purpose of the Assurance 
Framework, the completeness and embedding of risk management in the 
organisation and the integration of governance arrangements. 


 
2.1.3 Where the audit and assurance committee considers there is evidence of ultra vires 


transactions, evidence of improper acts, or if there are other important matters that 
the committee wishes to raise, the Chair of the audit and assurance committee 
should raise the matter in the first instance with the Chief Finance Officer and the 
Accountable Officer.  If the matter has still not be resolved to the committee’s 
satisfaction, then the matter should be raised at a full meeting of the Governing 
Body.    


 
2.2 Chief Finance Officer 
 
2.2.1 The Chief Finance Officer is responsible for: 
 


(a) ensuring there are arrangements to review, evaluate and report on the 
effectiveness of internal financial control including the establishment of an 
effective internal audit function; 


 
(b) ensuring that the internal audit function is adequate, meets the NHS mandatory 


audit standards and provides sufficient independent and objective assurance to 
the audit and assurance committee and the Accountable Officer; 


 
(c) deciding at what stage to involve the police in cases of misappropriation and 


other irregularities not involving fraud or corruption.  
 


(d) ensuring that an annual internal audit report is prepared for the consideration of 
the audit and assurance committee.  The report must cover: 


 
(i) a clear opinion on the effectiveness of internal control in accordance with 


current  assurance framework guidance issued by the Department of 
Health including for example compliance with control criteria and 
standards; 


(ii) major internal financial control weaknesses discovered; 
(iii) progress on the implementation of internal audit recommendations; 
(iv) progress against plan over the previous year; 
(v) strategic audit plan covering the coming three years; 
(vi) a detailed plan for the coming year 


 
 
2.2.2 The Chief Finance Officer or designated internal or external auditor is entitled without 


necessarily giving prior notice to require and receive: 
 


(a) access to all records, documents and correspondence relating to any financial or 
other relevant transactions, including documents of a confidential nature; 


 
(b) access at all reasonable times to any land, premises or members of the 


Governing Body or employee of the CCG; 
 


(c) the production of any cash, stores or other property of the CCG under the control 
of a member of the Governing Body or an employee; and 


 
(d) explanations concerning any matter under investigation. 
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2.3 Role of Internal Audit 
 
2.3.1 Internal audit is an independent and objective appraisal service within an 


organisation which provides: 
 


(a) an independent and objective opinion to the Accountable Officer, the Governing 
Body, and the audit and assurance committee on the degree to which risk 
management, control and governance, support the achievement of the 
organisation’s agreed objectives; 


 
(b) an independent and objective consultancy service specifically to help line 


management improve the organisation’s risk management, control and 
governance arrangements.  


 
2.3.2 Internal audit will review, appraise and report upon policies, procedures and 


operations in place to; 
 


(a) establish and monitor the achievement of the organisation’s objectives;  
 
(b) identify, assess and manage the risks to achieving the organisation’s objectives; 
 
(c) ensure the economical, effective and efficient use of resources; 
 
(d) ensure compliance with established policies (including behavioural and ethical 


expectations), procedures, laws and regulations; 
 
(e) safeguard the organisation’s assets and interests from losses of all kinds, 


including those arising from fraud, irregularity or corruption; 
 
(f) ensure the integrity and reliability of information, accounts and data, including 


internal and external reporting and accountability processes. 
 


2.3.3 The Head of Internal Audit will provide to the risk and audit sub-committee; 
 


(a) a risk-based plan of internal audit work, agreed with management and approved 
by the audit and assurance committee, based upon management’s Assurance 
Framework that will enable the auditors to collect sufficient evidence to give an 
opinion on the adequacy and effective operation of the organisation; 


 
(b) Regular updates on the progress against plan; 
 
(c) Reports of management’s progress on the implementation of action agreed as a 


result of internal audit findings; 
 


(d) An annual opinion, based upon and limited to the work performed, on the overall 
adequacy and effectiveness of the organisation’s risk management, control and 
governance processes (i.e. the organisation’s system of internal control); 


 
(e) Additional reports as requested by the audit and assurance committee. 


 
2.3.4 Whenever any matter arises which involves, or is thought to involve, irregularities 


concerning cash, stores, or other property or any suspected irregularity in the 
exercise of any function of a pecuniary nature, the Chief Finance Officer must be 
notified immediately. 


22 
 







 
2.3.5 The Head of Internal Audit, or nominated deputy, will normally attend audit and 


assurance committee meetings and has a right of access to all risk and audit sub-
committee members, the Chair and Accountable Officer. 


 
2.3.6 The Head of Internal Audit reports to the audit and assurance committee and is 


managed by the Chief Finance Officer.  The reporting system for internal audit shall 
be agreed between the Chief Finance Officer, the audit and assurance committee 
and the Head of Internal Audit.  The agreement shall be in writing and shall comply 
with the guidance on reporting contained in the NHS Internal Audit Standards.  The 
reporting system shall be reviewed at least every three years. 


 
2.3.7 The appointment and termination of the Head of Internal Audit and/or the internal 


audit service must be approved by the audit and assurance committee. 
 
2.4 External Audit  
 
2.4.1 The external auditor is appointed by the Audit Commission and paid for by the CCG.  


The audit and assurance committee must ensure a cost-efficient service.  If there 
are any problems relating to the service provided by the external auditor, then this 
should be raised with the external auditor and referred on to the Audit Commission if 
the issue cannot be resolved. 


 
2.5 Fraud and Corruption 
 
2.5.1 In line with their responsibilities, the Accountable Officer and Chief Finance Officer 


shall monitor and ensure compliance with Directions issued by the Secretary of 
State for Health on fraud and corruption.  


 
2.5.2 The CCG shall nominate a suitable person to carry out the duties of the Local 


Counter Fraud Specialist (LCFS) as specified by the NHS Counter Fraud and 
Corruption Manual, and guidance. 


 
2.5.3 The LCFS shall report to the Chief Finance Officer and shall work with staff in NHS 


Protect in accordance with the NHS Counter Fraud and Corruption Manual. 
 
2.5.4 The LCFS will provide a written report, at least annually, on counter fraud work within 


the CCG. 
 
2.6 Security Management 
 
2.6.1 In line with their responsibilities, the Accountable Officer will monitor and ensure 


compliance with Directions issued by the Secretary of State for Health on NHS 
security management.  


 
2.6.2 The CCG shall nominate a suitable person to carry out the duties of the Local 


Security Management Specialist (LSMS) as specified by the Secretary of State for 
Health guidance on NHS Security Management. 


 
2.6.3 The Accountable Officer has overall responsibility for controlling and coordinating 


security. However, key tasks are delegated to the relevant officer and the appointed 
LSMS. 
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3. Resource Limit Control   
 
3.1.1 The CCG is required by statutory provisions not to exceed its resource limit.  The 


Accountable Officer has overall executive responsibility for the CCG's activities and 
is responsible to the CCG for ensuring that it stays within its resource limit. 


 
3.1.2 The Chief Finance Officer will: 


 
(a) provide monthly reports in the form required by the Secretary of State; 
 


(b) ensure money drawn from the Department of Health against the financing 
requirement arising from the resource limit is required for approved expenditure 
only, and is drawn down only at the time of need, follows best practice as set out 
in ‘Cash Management in the NHS’; and 


 
(c) be responsible for ensuring that an adequate system of monitoring financial 


performance is in place to enable the CCG to fulfil its statutory responsibility not 
to exceed its annual revenue and capital resource limits and cash limit. 


 
4. Allocations, Budgets, Budgetary Control and Monitoring 
 
4.1 Allocations  
 
4.1.1 The Chief Finance Officer will: 
 


(a) periodically review the basis and assumptions used by NHS England for 
distributing allocations and ensure that these are reasonable and realistic and 
secure the CCG's entitlement to funds; 


 
(b) prior to the start of each financial year submit to the CCG Governing Body for 


approval a report showing the total allocations received and their proposed 
distribution including any sums to be held in reserve; and 


 
(c) regularly update the CCG Governing Body on significant changes to the initial 


allocation and the uses of such funds. 
 
4.2 Preparation and Approval of Budgets 
 
4.2.1 Prior to the start of the financial year the Chief Finance Officer will, on behalf of the 


Accountable Officer, prepare and submit budgets for approval by the Governing 
Body.  Such budgets will: 
 
(a) be in accordance with the strategic aims and objectives of the CCG; 
 
(b) accord with workload and manpower plans; 
 
(c) be produced following discussion with appropriate budget holders; 
 
(d) be prepared within the limits of available funds; and 
 
(e) identify potential risks. 
 


4.2.2 The Chief Finance Officer shall monitor financial performance against budget and 
plan, periodically review them, and report to the Governing Body. 
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4.2.3 All budget holders must provide information as required by the Chief Finance Officer 


to enable budgets to be compiled. 
 
4.2.4 The Chief Finance Officer has a responsibility to ensure that adequate training is 


delivered on an on-going basis to budget holders to help them manage successfully. 
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4.3 Budgetary Delegation 
 
4.3.1 The Accountable Officer may delegate the management of a budget to permit the 


performance of a defined range of activities.  This delegation must be in writing and 
be accompanied by a clear definition of: 


 
(a) the amount of the budget; 
 
(b) the purpose(s) of each budget heading; 
 
(c) individual and group responsibilities; 
 
(d) authority to exercise virement; 
 
(e) achievement of planned levels of service;  
 
(f) the provision of regular reports. 
 


4.3.2 The Accountable Officer and delegated budget holders must not exceed the 
budgetary total or virement limits set by the Governing Body. 


 
4.3.3 Any budgeted funds not required for their designated purpose(s) revert to the 


immediate control of the Accountable Officer, subject to any authorised use of 
virement. 


 
4.3.4 Non-recurring budgets should not be used to finance recurring expenditure without 


the authority in writing of the Accountable Officer, as advised by the Chief Finance 
Officer. 


 
4.4 Budgetary Control and Reporting 
 
4.4.1 The Chief Finance Officer will devise and maintain systems of budgetary control.  


These will include: 
 


(a) monthly financial reports to the Governing Body in a form approved by the 
Governing Body containing relevant information, including income and 
expenditure to date and forecast year-end position, explanations for any material 
variances from plan and details of any corrective action where necessary; 


 
(b) the issue of timely, accurate and comprehensible advice and financial reports to 


each budget holder, covering the areas for which they are responsible; 
 


(c) investigation and reporting of variances from financial, workload and manpower 
budgets; 


 
(d) monitoring of management action to correct variances; 


 
(e) arrangements for the authorisation of budget transfers. 


 
4.4.2 Each Budget Holder is responsible for ensuring that: 
 


(a) any likely overspending or reduction of income which cannot be met by virement 
is not incurred without the prior consent of the Governing Body; 
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(b) the amount provided in the approved budget is not used in whole or in part for 
any purpose other than that specifically authorised, subject to the rules of 
virement; 


 
(c) no permanent employees are appointed without the approval of the Accountable 


Officer other than those provided for within the available resources and 
manpower establishment as approved by the Governing Body. 


 
4.4.3 The Accountable Officer is responsible for identifying and implementing Quality, 


Innovation, Productivity and Prevention (QIPP) schemes in accordance with the 
requirements of the annual operational plan, the strategic plan and a balanced 
budget. 


 
4.5   Capital Expenditure 
 
4.5.1 The general rules applying to delegation and reporting shall also apply to any capital 


expenditure.  
  
4.6   Monitoring Returns 
 
4.6.1 The Accountable Officer is responsible for ensuring that the appropriate monitoring 


forms are submitted to the requisite monitoring organisation. 
 
 
5. Annual Accounts and Reports 
 
5.1 The Chief Finance Officer, on behalf of the CCG, will: 
 


(a) prepare financial returns in accordance with the accounting policies and guidance 
given by the Department of Health, NHS England and the Treasury, the CCG’s 
accounting policies, and generally accepted accounting practice; 


 
(b) prepare and submit annual financial reports to the relevant organisation certified 


in accordance with relevant guidelines and timescales;  
 


(c) submit financial returns to the relevant organisation for each financial year in 
accordance with the timetable prescribed by NHS England. 


 
5.2 The CCG's annual accounts must be audited by the relevant auditor appointed by 


the Audit Commission. The CCG's audited annual accounts must be presented to a 
public meeting and made available to the public.   


 
5.3 The CCG will publish an annual report, in accordance with guidelines on local 


accountability, and present it at a public meeting.  The document will comply with the 
NHS Finance Manual. 


 
 
6. Banking Arrangements 
 
6.1 General 
 
6.1.1 The Chief Finance Officer is responsible for managing the CCG's banking 


arrangements and for advising the CCG on the provision of banking services and 
operation of accounts.  This advice will take into account guidance/ directions issued 
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from time to time by the Department of Health or NHS England. In line with ‘Cash 
Management in the NHS’ the CCG should minimise the use of commercial bank 
accounts and use Government Banking Service (GBS) accounts for all banking 
services. 


 
6.1.2 The Governing Body shall approve the banking arrangements. 
 
6.2 Bank and GBS Accounts 
 
6.2.1 The Chief Finance Officer is responsible for: 
 


(a) bank accounts and GBS accounts; 
 
(b) establishing separate bank accounts for the CCG's non-exchequer funds; 
 
(c) ensuring payments made from bank or GBS accounts do not exceed the amount 


credited to the account except where arrangements have been made; and 
 
(d) reporting to the Governing Body all arrangements made with the CCG's bankers 


for accounts to be overdrawn. 
 


6.2.2 All accounts should be held in the name of the CCG.  No officer other than the Chief 
Finance Officer shall open any account in the name of the CCG or for the purpose of 
furthering CCG activities. 
 


6.3 Banking Procedures 
 
6.3.1 The Chief Finance Officer will prepare detailed instructions on the operation of bank 


and GBS accounts which must include: 
 


(a) the conditions under which each bank and GBS account is to be operated; 
 
(b) those authorised to sign cheques or other orders drawn on the CCG's accounts; 


and 
 
(c) the limit to be applied to any overdraft. 
 


6.3.2 The Chief Finance Officer must advise the CCG's bankers in writing of the conditions 
under which each account will be operated. 


 
6.4 Tendering and Review 
 
6.4.1 The Chief Finance Officer will review the banking arrangements of the CCG at 


regular intervals to ensure they reflect best practice and represent best value for 
money by periodically seeking competitive tenders for the CCG's banking business. 


 
6.4.2 Competitive tenders should be sought at least every five years. This review is not 


necessary for GBS accounts.  The results of the tendering exercise should be 
reported to the Governing Body. 


 
 
7. Income, Fees and Charges and Security of Cash, Cheques and 


Other Negotiable Instruments 
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7.1 Income Systems 
 
7.1.1 The Chief Finance Officer is responsible for designing, maintaining and ensuring 


compliance with systems for the proper recording, invoicing, and collection and 
coding of all monies due. 


 
7.1.2 The Chief Finance Officer is also responsible for the prompt banking of all monies 


received. 
 
7.2 Fees and Charges 
 
7.2.1 The CCG shall follow the Department of Health's advice in the "Costing Manual” in 


setting prices for NHS service agreements. 
 
7.2.2 The Chief Finance Officer is responsible for approving and regularly reviewing the 


level of all fees and charges other than those determined by the Department of 
Health or by statute.  Independent professional advice on matters of valuation shall 
be taken as necessary. 


 
7.2.3 All employees must inform the Chief Finance Officer promptly of money due arising 


from transactions which they initiate/deal with, including all contracts, leases, 
tenancy agreements, private patient undertakings and other transactions. 


 
7.3 Debt Recovery 
 
7.3.1 The Chief Finance Officer is responsible for the appropriate recovery action on all 


outstanding debts. 
 
7.3.2 Income not received should be dealt with in accordance with losses procedures. 
 
7.3.3 Overpayments should be detected (or preferably prevented) and recovery initiated. 
 
7.4 Security of Cash, Cheques and other Negotiable Instruments 
 
7.4.1 The Chief Finance Officer is responsible for: 
 


(a) approving the form of all receipt books, agreement forms, or other means of 
officially acknowledging or recording monies received or receivable; 


 
(b) ordering and securely controlling any such stationery; 
 
(c) the provision of adequate facilities and systems for employees whose duties 


include collecting and holding cash, including the provision of safes or lockable 
cash boxes, the procedures for keys, and for coin operated machines;  


 
(d) prescribing systems and procedures for handling cash and negotiable securities 


on behalf of the CCG. 
 
7.4.2 Official money shall not under any circumstances be used for the encashment of 


private cheques or IOUs. 
 
7.4.3 All cheques, postal orders, cash etc., shall be banked intact.  Disbursements shall 


not be made from cash received, except under arrangements approved by the Chief 
Finance Officer. 
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7.4.4 The holders of safe keys shall not accept unofficial funds for depositing in their safes 
unless such deposits are in special sealed envelopes or locked containers.  It shall 
be made clear to the depositors that the CCG is not to be held liable for any loss, 
and written indemnities must be obtained from the organisation or individuals 
absolving the CCG from responsibility for any loss. 


 
 
8. Tendering and Contracting Procedure  
 
8.1  Duty to comply with Standing Orders and Standing Financial  
             Instructions 
 
8.1.1 The procedure for awarding all contracts by or on behalf of  the CCG shall comply 


with the SOs and SFIs.  The purpose of these SFIs is to set out clear rules and 
procedures for the procurement of goods, leases, services and works for the CCG. 


 
8.1.2  This section of the SFIs is structured in the following sections: 
  


 -   This section: Legislation and Policy Framework, referring to the  
     main requirements of law and policy.  This section is not definitive  
     and other guidance may also be applicable to any decision or  
     procurement (SFIs 8.1 to 8.3 inclusive); 
 
-    The decision to tender and exceptions to the requirements to  
      tender (SFI 8.4 to 8.5); 
 
-    Tendering Procedure, where a decision is made to tender pursuant  
      to SFI 8.4 and SFI 8.5 (SFI 8.6); 
 
-    Quotations where no tender process (SFI 8.7); 
 
-    Evaluation of tenders and quotations (SFI 8.8); 
 
-    Award of contracts (SFI 8.9); 
 
-    Form of contract (SFI 8.10) and compliance requirements (SFI 8.11); and 
 
-    Specific requirements in respect of disposals and funds held in trust (SFI 8.12 to 


8.12 inclusive). 
 


 
8.2 Legislation Governing Public Procurement 
 
8.2.1 The CCG shall comply with the Public Contracts Regulations 2006 (the 


“Regulations”) and any EU Directives relating to EU procurement law having direct 
effect in England (the “Directives”) and any other duties derived from the EU Treaty 
(“Treaty Obligations”) and any duties derived from the UK common law (“Common 
Law Duties”) (the Regulations, Directives, Treaty Obligations and Common Law 
Duties together are referred to elsewhere in these Standing Financial Instructions as 
“Procurement Legislation”).  The Procurement Legislation as from time to time 
amended shall have effect as if  


             incorporated in the SOs and SFIs. 
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8.2.2 The CCG should consider obtaining support from the NHS Supply Chain and/or the 
Government Procurement Service where relevant and/or any suitably qualified 
professional advisor (including, where appropriate, legal advisors) to ensure 
compliance with Procurement Legislation when engaging in tendering procedures. 


 
8.2.3 The CCG shall consider the application of any applicable duty to consult or engage 


the public or any relevant overview and scrutiny committee of a local authority prior 
to commencing any procurement process for a contract opportunity. 


 
8.3 Guidance on Procurement and Commissioning 
 
8.3.1 The CCG should have regard to all relevant guidance issued by the Department of 


Health or NHS England in relation to the conduct of procurement practice and the 
commissioning of health care services. 


 
8.4 Decisions to Tender and Exceptions to Requirement to Tender 
 
8.4.1    Presumption to Tender 
 
8.4.1.1 Where: 
 a contract opportunity that is required to be tendered under the Regulations (i.e. the 


contract opportunity is governed by the Regulations and the value of the contract 
opportunity as calculated pursuant to the regulations exceeds the relevant financial 
threshold for the requirement to run a formal tender process); or  


 
8.4.1.2 the contract would pass the Cross Border Test.  The Cross Border Test is passed 


(subject to any subsequent judicial precedent in the UK Courts or the European 
Court of Justice) if the contract opportunity under consideration would be (whatever 
the value of the contract and whether or not the contract opportunity is a Part B 
service under the Regulations, or falls outside the requirement to tender under the 
Regulations) of certain interest to anybody located in a member state of the 
European Union other than the United Kingdom; 


 
8.4.1.3  then subject to SFI 8.4.4 the CCG shall ensure that contract opportunities with the 


CCG are advertised in accordance with SFI 8.6.2 and where more than one 
response is received that competitive tenders are invited in accordance with SFI 
8.6.4 for:  


 
(a) the supply of goods, materials and manufactured articles; 
 
(b) the rendering of services including all forms of management consultancy 


services; and 
 


(c) for the design, construction and maintenance of building and engineering works 
(including construction and maintenance of grounds and gardens). 


 
8.4.2 Commissioning Health Care Services: Decision to Tender 
 
8.4.2.1 Health care services are classed as part B Services under the Regulations.  As such, 


no requirement to advertise arises by virtue of SFI 8.4.1.1 above, but may do under 
SFI 8.4.1.2 and each contract opportunity should be assessed against the Cross 
Border Test. 


 
8.4.3 Exceptions and instances where formal tendering need not be applied 
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8.4.3.1 Where a contract opportunity is required to be tendered under SFI 8.4.1, such 
contract opportunities need not be advertised and tendered and formal tendering 
procedures need not be applied where: 


 
(a) the estimated expenditure or income does not, or is not reasonably expected to, 


exceed the EU limit (currently £113,057 for services and supplies); 
 


(b) any disposals falling within SFI 8.12 and/or within SFI 14;  
 


(c) the requirement can be met under an existing contract without infringing 
procurement legislation; 


 
(d) the CCG is entitled to call off from a framework agreement and the requirements 


of SFI 8.5 (Use of Framework Agreements) have been followed; or 
 


(e) a consortium arrangement is in place and a lead organisation has been appointed 
to carry out tendering activity on behalf of the CCG. 


 
8.4.4 Formal tendering procedures may be waived in the following circumstances: 
 


(a) in very exceptional circumstances where the Accountable Officer or Chief 
Finance Officer decides that formal tendering procedures would not be 
practicable or the estimated expenditure or income would not warrant formal 
tendering procedures, and the circumstances are detailed in an appropriate CCG 
record; 


 
(b) where the timescale genuinely precludes competitive tendering for reasons of 


extreme urgency brought about by events unforeseeable by the CCG and not 
attributable to the CCG.  Failure to plan the work properly is not a justification for 
waiving the requirement; 


 
(c) where the works, services or supply required are available from only one source 


for technical or artistic reasons or for reasons connected with the protection of 
exclusive rights; 


 
(d) when the goods required by the CCG are a partial replacement for, or in addition 


to, existing goods and to obtain the goods from a supplier other than the supplier 
who supplied the existing goods would oblige the CCG to acquire goods with 
different technical characteristics and this would result in: 


(i) incompatibility with the existing goods; or 
(ii) disproportionate technical difficulty in the operation and maintenance of 


the existing goods; 
  
 but no such contract may be entered in for a duration of more than three years. 


 
(e) when works or services required by the CCG are additional to works or services 


already contracted for but for unforeseen circumstances such additional works or 
services have become necessary and that such additional works or services: 


(i) cannot for technical or economic reasons be carried out separately from 
the works or services under the original contract without major 
inconvenience to the CCG; or 
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(ii) can be carried out or provided separately from the works or services under 
the original contract but are strictly necessary to the latest stages of 
performance of the original contract; 


 
 provided that the value of such additional works or services does not exceed 50% 


of the value of the original contract; 
 


(f) for the provision of legal advice and/of services provided that any provider of legal 
advice and/or services commissioned by the CCG is regulated by the Solicitors 
Regulation Authority for the conduct of their business (or by the Bar Council for 
England and Wales in relation to the obtaining of Counsel’s opinion) and are 
generally recognised as having sufficient expertise in the area of work for which 
they are commissioned. 


 
 The Chief Finance Officer will ensure that any fees paid are reasonable and within 


commonly accepted rates for the costing of such work.  
 
8.4.5 Monitoring and Audit of Decision to Tender 
 
8.4.5.1 The waiving of competitive tendering procedures should not be used with the object 


of avoiding competition or solely for administrative convenience or, subject to SFIs 
8.4.4 (d) to (e), to award further work to a provider originally appointed through a 
competitive procedure.  


 
8.4.5.2 Where it is decided that competitive tendering need not be applied or should be 


waived, the fact of the waiver and the reasons should be documented and recorded 
in an appropriate CCG record and reported to the Risk and Audit sub-committee. 


 
8.4.5.3 Where the CCG proposes not to conduct a tender process in relation to a contract 


opportunity for a new health care service or a significantly changed health care 
service then the CCG shall consider such proposal at a meeting of the Governing 
Body. 


 
8.4.6 Contracts which subsequently breach thresholds after original approval not to 


tender 
 
8.4.6.1 Contract opportunities estimated to be below the financial limits set out in SFI 8 or 


below the threshold for the application of the requirement to tender under the 
Regulations, for which formal tendering procedures are not used which subsequently 
prove to have a value above such limits shall be reported to the Accountable Officer, 
and be recorded in an appropriate CCG record. 


 
8.5 Use of Framework Agreements 
 
8.5.1 The CCG may utilise any available framework agreement to satisfy its requirements 


for works, services or goods but only if it complies with the requirements of 
Procurement Legislation in doing so, which include (but are not limited to) ensuring 
that: 


 
(a) the framework agreement was procured on its behalf.  The CCG should satisfy 


itself that the original procurement process included the CCG within its scope; 
 


(b) the framework agreement includes the CCG’s requirement within its scope.  The 
CCG should satisfy itself that this is the case; 
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(c) where the framework agreement is a multi-operator framework  agreement, the 
process for the selection of providers to be awarded call-off contracts under the 
framework agreement is followed; and  


 
(d) the call-off contract entered into with the provider contains the contractual terms 


set out by the framework agreement.  
 
8.6 Tendering Procedure 
   
8.6.1 Equality of treatment  
 
8.6.1.1 The CCG shall ensure that no sector of any market (public, private, third 


sector/social enterprise) is given an unfair advantage in the design or conduct of any 
tender process. 


 
8.6.1.2 The subject matter and the scope of the contract opportunity should be described in 


a non-discriminatory manner.  The CCG should utilise generic and/or descriptive 
terms, rather than the trade names of particular products or processes or their 
manufacturers or their suppliers. 


 
8.6.1.3 All participants in a tender process should be treated equally and all rules governing 


a tender process must apply equally to all participants. 
 
8.6.2 Advertisement of contract opportunities  
 
8.6.2.1 Where advertisement of a contract opportunity is required then: 
 


(a) where a contract opportunity falls within the regulations and a process compliant 
with the regulations is required, an Official Journal of the European Community 
(OJEU) notice should be utilised; or  


 
(b) where a contract opportunity does not fall within the regulations the CCG shall 


utilise a form of advertising for such contract opportunity that is sufficient to 
enable potential providers (including providers in member states of the European 
Union (EU) other than the UK) to access appropriate information about the 
contract opportunity so as to be in a position to express an interest; and 


 
(c) in relation to any contract opportunity for health care services the CCG shall as a 


minimum advertise on www.supply2health.nhs.uk. 
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8.6.3 Choice of Procedure  
 
8.6.3.1 Where a contract opportunity falls within the regulations and a process compliant 


with the regulations is required then the CCG shall utilise an available tender 
procedure under the regulations. 


8.6.3.2 In all other cases the CCG shall utilise a tender procedure proportionate to the value, 
complexity and risk of the contract opportunity and shall ensure that invitations to 
tender are sent to a sufficient number of providers to provide fair and adequate 
competition (in any event no less than three where the CCG is able to identify three 
providers within the relevant market). 


 
8.6.3.3 To the extent that such a process complies with the requirements set out in these 


SFI’s, the CCG may use an e-tendering process (including the use of reverse e-
auctions) for the tendering of contract opportunities.  Consultation with the Chief 
Finance Officer or their nominated representative is required before using e-auctions. 


 
8.6.4 Invitation to tender 
 
8.6.4.1 All invitations to tender shall state the date and time as being the latest time for the 


receipt of tenders. 
 
8.6.4.2 All invitations to tender shall state that no tender will be accepted unless:  
 


(a) submitted in a plain sealed package or envelope bearing a pre-printed label 
supplied by the CCG (or the word "tender" followed by  the subject to which it 
related) and the latest date and time for the receipt of such tender addressed to 
the Accountable Officer or nominated manager;  


 
(b) tender envelopes/ packages bear no names or marks indicating the sender. 


Where courier or postal services are used to deliver tender documents, such 
services must not identify the sender on the envelope or on any receipt required 
by such service. 


 
(c) Every invitation to tender must require each bidder to give a written undertaking, 


not to engage in collusive tendering or other restrictive practice and not to engage 
in canvassing the CCG, its employees or officers concerning the contract 
opportunity tendered. 


 
8.6.5 Receipt and safe custody of tenders 
 
8.6.5.1 The Accountable Officer or his/her nominated representative (who may not be from 


the department that sponsored or commissioned the relevant invitation to tender, 
referred to as the “originating department”) will be responsible for the receipt, 
endorsement and safe custody of tenders received until the time appointed for their 
opening. 


 
8.6.5.2 The date and time of receipt of each tender shall be endorsed on the tender 


envelope/package.  Where an electronic tendering package is used the tender 
documents will be stored in the electronic mailbox until the closing date and time.  An 
audit log within the e-tendering system will record the data and time the offer 
documents are received. 


 
8.6.6 Opening tenders and Register of tenders 
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8.6.6.1 As soon as practicable after the date and time stated as being the latest time for the 
receipt of tenders, they shall be opened by two senior managers designated by the 
Accountable Officer (who may not be from the Originating Department).  Where an 
electronic tendering package is used the tender documents will be opened 
electronically by two officers independent from the originating department.  


 
8.6.6.2 A member of the Governing Body will be required to be one of the two approved 


persons present for the opening of tenders estimated to be of a value above 
£1million. The rules relating to the opening of tenders will need to be read in 
conjunction with any delegated authority set out in the CCG’s Scheme of Delegation. 


 
8.6.6.3 The involvement of finance staff in the originating department’s preparation of an 


invitation to tender will not preclude the Chief Finance Officer or any approved 
finance senior manager from serving as one of the two senior managers to open 
tenders. 


 
8.6.6.4 All executive directors / lay members will be authorised to open tenders regardless of 


whether they are from the originating department provided that the other authorised 
person opening the tenders with them is not from the originating department. 


 
8.6.6.5 Every tender received shall be marked with the date of opening and initialled by 


those present at the opening.  Where an electronic tendering package is used, the 
details of the persons opening the documents will be recorded in the audit trail 
together with the date and time of the document opening. 


 
8.6.6.6 A register shall be maintained by the Accountable Officer, or a person authorised by 


him/her, to show for each competitive invitation to tender despatched: 
 


(a) the names of all organisations/individuals invited; 
 


(b) the names of all organisations/individuals from which tenders have been 
received; 


 
(c) the date the tenders were received and opened; 


 
(d) the persons present at the opening; 


 
(e) the price shown on each tender; and 


 
(f) a note where price alterations have been made on the tender and suitably 


initialled. 
 
8.6.6.7 Each entry to this register shall be signed by those present at the opening of the 


relevant tenders. 
 
8.6.6.8 A note shall be made in the register if any one tender price has had so many 


alterations that it cannot be readily read or understood. 
 
8.6.7 Admissibility of Tenders 
 
8.6.7.1 If for any reason the designated officers are of the opinion that the tenders received 


are not sufficient to demonstrate competition (for example, because their numbers 
are insufficient or any are amended, incomplete or qualified) no contract shall be 
awarded without the approval of the Accountable Officer. 
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8.6.7.2 Where only one tender is sought and/or received, the Accountable Officer and Chief 
Finance Officer shall, as far practicable, ensure that the price to be paid is fair and 
reasonable and will ensure best value for the CCG. 


 
8.6.8 Late tenders 
 
8.6.8.1 Tenders received after the due time and date, but prior to the opening of the other 


tenders, may be considered only if the Accountable Officer or his/her nominated 
officer decides that there are exceptional circumstances i.e. despatched in good time 
but delayed through no fault of the tenderer. 


 
8.6.8.2 Only in the most exceptional circumstances will a tender be considered which is 


received after the opening of the other tenders and only then if the tenders that have 
been duly opened have not left the custody of the Accountable Officer or his/her 
nominated officer or if the process of evaluation and adjudication has not started. 


 
8.6.8.3 While decisions as to the admissibility of late, incomplete or amended tenders are 


under consideration, the tender documents shall be kept strictly confidential, 
recorded, and held in safe custody by the Accountable Officer or his/her nominated 
officer. 


 
8.6.8.4 Accepted late tenders will be reported to the Risk and Audit sub-committee. 
 
8.6.9 The CCG shall have policies and procedures in place for the control of all tendering 


activity carried out through dynamic purchasing systems and electronic auctions if 
such mechanisms are to be utilised by the CCG for tendering any contract 
opportunity. 
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8.7 Quotations: competitive and non-competitive 
 
8.7.1 General position on quotations  
 
8.7.1.1 Subject to SFI 8.7.1.2 and SFI 8.7.1.3 below, competitive quotations are required for 


all contract opportunities where formal tendering procedures are not adopted and 
where the intended expenditure or income exceeds, or is reasonably expected to 
exceed £25,000 but not exceed the EU limit (currently £113,057). 


 
8.7.1.2 Competitive quotations are not required where a contract opportunity need not be 


advertised and tendered under SFI 8.4.3. 
  
8.7.1.3 Competitive quotations are not required where the requirement to advertise and 


tender a contract opportunity has been waived under SFI 8.4.4. 
 
8.7.2 Competitive quotations 
  
8.7.2.1 Where competitive quotations are required: 
 


(a) quotations should be obtained from at least three organisations / individuals 
based on specifications or terms of reference prepared by, or on behalf of, the 
CCG; 


  
(b) quotations should be obtained in writing unless the Accountable Officer or his/her 


nominated officer determines that it is impractical to do so in which case 
quotations may be obtained by telephone. Confirmation of telephone quotations 
in writing should be obtained as soon as possible and the reasons why the 
telephone quotation was obtained should be set out in an appropriate CCG 
record. 


 
(c) all quotations should, subject to compliance with the provisions of the Freedom of 


Information Act 2000, be kept confidential and should be retained for six months 
from the date of receipt for inspection. 


   
(d) the Accountable Officer or his/her nominated officer (who shall not be from the 


originating department) should evaluate each quotation received applying 
evaluation criteria in accordance with SFI 8.8 and select the quote which gives 
the best value for money.  


 
8.7.3 Non-competitive quotations 
 
8.7.3.1 Non-competitive quotations in writing must be obtained for any contract opportunity 


where formal tendering procedures are not adopted and where competitive 
quotations are not required. 
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8.7.4 Quotations to be within Financial Limits 
 
8.7.4.1 No quotation shall be accepted by the CCG which will commit expenditure in excess 


of that which has been allocated by the CCG except with the authorisation of either 
the Accountable Officer or Chief Finance Officer. 


 
8.8 Evaluation of Tenders and Quotations  
 
8.8.1 The CCG shall ensure that it seeks to obtain best value for each contract 


opportunity. 
  
8.8.2 The CCG must for each contract opportunity which is subject to a tender or a 


competitive quotation choose to adopt evaluation criteria based on either:  
 


(a) the lowest price; or  
 
(b) the most economically advantageous tender, based on criteria linked to the 


subject matter of the contract opportunity including but not limited to some or all 
of:  


(i) quality; 
(ii) price; 
(iii) technical merit; 
(iv) aesthetic and functional characteristics; 
(v) environmental characteristics; 
(vi) running costs; 
(vii) cost effectiveness;  
(viii) after sales service; 
(ix) technical assistance; 
(x) delivery date;  
(xi) delivery period; and/or 
(xii) period of completion.  


 
8.8.3 Each invitation to tender or invitation to supply a competitive quotation must state the 


evaluation criteria to be used to evaluate the tender or quotation and the relative 
weightings of each such criteria.  


 
8.9 Award of Contracts  
 
8.9.1 Acceptance of formal tenders  
 
8.9.1.1 Any discussions with a tenderer which are deemed necessary to clarify technical 


aspects of his/her tender before the award of a contract will not disqualify the tender. 
  
8.9.1.2 Incomplete tenders (i.e. those from which information necessary for the adjudication 


of the tender is missing) and amended tenders (i.e. those amended by the tenderer 
upon his own initiative either orally or in writing after the due time for receipt) should 
be dealt with in the same way as late tenders.  
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8.9.1.3 Where examination of tenders reveal errors which would affect the tender figure, the 
tenderer may be given details of such errors and afforded the opportunity of 
confirming or withdrawing his offer. 


 
8.9.1.4 No tender shall be accepted by the CCG which will commit expenditure in excess of 


that which has been allocated by the CCG except with the authorisation of the 
Accountable Officer or Chief Finance Officer. 


 
8.9.1.5 No tender shall be accepted by the CCG which is obtained contrary to these SFIs 


except with the authorisation of the Accountable Officer or Chief Finance Officer. 
  
8.9.1.6 All tenders should subject to compliance with the provisions of the Freedom of 


Information Act 2000, be kept confidential and should be retained for 12 months from 
the date set for the receipt of tenders for inspection. 


  
8.9.2 Authorisation of tenders and competitive quotations  
 
8.9.2.1 Providing all the requirements set out in these SFI have been fully complied with, 


formal authorisation and awarding of a contract may be decided in accordance with 
the approved delegated financial limits at set out in the CCG’s Scheme of 
Delegation. 


 
8.9.2.2 Formal authorisation must be put in writing.  In the case of authorisation by the 


Governing Body this shall be recorded in their minutes.  
 
8.9.3 Reports to the Governing Body will be made on an exceptional circumstance basis 


only.  Regular summary reports of completed tender and quotation exercises will be 
reported regularly to the Audit and Risk sub-committee. 


 
8.10 Form of Contract  
 
8.10.1 Subject to the remainder of SFI 8.10 below the CCG shall consider the most 


applicable form of contract for each contract opportunity (including to the extent 
appropriate any NHS standard contract conditions available) and should consider 
obtaining support from a suitably qualified professional advisor (including, where 
appropriate, legal advisors). 


 
8.10.2 The CCG must ensure that all contracts that are governed by mandatory statutory 


requirements (whether contained in statute, regulations or directions) comply with 
such requirements.   


 
8.10.3 Where a mandatory requirement of the Department of Health or NHS England, the 


CCG shall utilise the most relevant NHS commissioning contract for the 
commissioning of health care services, or where a mandatory requirement of the 
Department of Health or NHS England, include relevant standard provisions. 


 
8.10.4 The Accountable Officer shall nominate officers with delegated authority to enter into 


permanent and temporary contracts of employment and other contracts for agency 
staff or persons engaged on a consultancy basis.  


 
8.11 Compliance requirements for all contracts  
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8.11.1 The CCG may only enter into contracts within the statutory powers delegated to it by 
the Secretary of State or otherwise derived from statute and each such contract 
shall:  


 
(a) comply with the CCG’s SOs and SFIs; 
 
(b) comply with the requirements of all EU directives directly enforceable in the UK 


and all other statutory provisions;  
 


(c) comply with any relevant directions including the Capital Investment Manual, 
Estatecode and guidance on the Procurement and Management of Consultants; 


 
(d) comply with such of the NHS standard contract conditions as are applicable; 


 
(e) embody substantially the same terms and conditions of contract as were the 


basis on which tenders or quotations were invited; 
 


(f) be entered into and managed to obtain best value; 
 


(g) have an officer nominated by the Accountable Officer to oversee and manage 
each contract on behalf of the CCG. 


 
8.12 Disposals 
 
8.12.1 Competitive tendering or quotation procedures shall not apply to the disposal of: 
 


(a) any matter in respect of which a fair price can be obtained only by negotiation or 
sale by auction as determined (or pre-determined in a reserve) by the 
Accountable Officer or his nominated officer; 


 
(b) obsolete or condemned articles and stores, which may be disposed of in 


accordance with the supplies policy of the CCG; 
 


(c) items to be disposed of with an estimated sale value of less than £25,000, this 
figure to be reviewed on a periodic basis; 


 
(d) items arising from works of construction, demolition or site clearance, which 


should be dealt with in accordance with the relevant contract. 
 


8.13 Applicability of SFIs on tendering and contracting to funds held in trust  
 
8.12.1 These Instructions shall not only apply to expenditure from exchequer funds but also 


to works, services and goods purchased from any CCG trust funds and private 
resources. 


 
 
9. Commissioning 
 
9.1 Role of the CCG in Commissioning Healthcare Services 
 
9.1.1 The CCG has responsibilities for commissioning healthcare services on behalf of the 


resident population.  This will require the CCG to work in partnership with NHS 
England, local NHS CCGs and FTs, local authority, users, carers and the voluntary 
sector and social enterprise to develop an annual operational plan. 
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9.2 Role of the Accountable Officer 
 
9.2.1 The Accountable Officer is responsible for ensuring the CCG enters into suitable 


contracts and for considering the extent to which any NHS standard contract 
conditions are mandatory for the commissioning of NHS services. 


 
9.2.2 All contracts should aim to implement the agreed priorities contained within the 


annual operational plan and wherever possible, be based upon integrated care 
pathways to reflect the expected patient experience.  The Accountable Officer will 
need to ensure that all contracts; 


 
(a) are commissioned in accordance with these SFIs; 


 
(b) meet the standards of service quality expected; 


 
(c) fit the relevant national service framework (if any); 


 
(d) enable the provision of reliable information on cost and volume of services; 


 
(e) fit the NHS National Performance Assessment Framework; 


 
(f) build where appropriate on existing joint investment plans; 


 
(g) include any mandatory NHS standard conditions of contract; 


 
(h) are based upon cost-effective services. 


 
9.2.3 The Accountable Officer will need to ensure that regular reports are provided to the 


Governing Body detailing actual and forecast expenditure and activity for each 
contract. 


 
9.2.4 Where the CCG makes arrangements for the provision of services by non-NHS 


providers it is the Accountable Officer who is responsible for ensuring that the 
agreements put in place have due regard to the quality and cost-effectiveness of 
services provided.   


 
9.3 Role of the Chief Finance Officer 
 
9.3.1 A system of financial monitoring must be maintained by the Chief Finance Officer to 


ensure the effective accounting of expenditure under the contract.  This should 
provide a suitable audit trail for all payments made under the agreements, but 
maintains patient confidentiality. 


 
9.3.2 The Chief Finance Officer must account for out of area treatments / non contract 


activity financial adjustments in accordance with national guidelines. 
 
9.4 Involving Partners and jointly managing risk  
 
9.4.1 A good contract will result from a dialogue of clinicians, users, carers, public health 


professionals and managers.  It will reflect knowledge of local needs and inequalities.  
This will require the Accountable Officer to ensure that the CCG works with all 
partner agencies involved in both the delivery and the commissioning of the service 
required.  The contract will apportion responsibility for handling a particular risk to the 
party or parties in the best position to influence the event and financial arrangements 
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should reflect this.  In this way the CCG can jointly manage risk with all interested 
parties.  


 
 
10. Terms of Service, Allowances and Payment of Members of the 


Governing Body and Other Senior Employees  
 
10.1 Remuneration and Terms of Service (see overlap with SO No. 4) 
 
10.1.1 In accordance with the SOs, the CCG shall establish a remuneration committee with 


clearly defined terms of reference, specifying which posts fall within its area of 
responsibility, its composition, and the arrangements for reporting.  


 
10.1.2 The committee will: 
 


(a) advise the Governing Body about appropriate remuneration and terms of service 
for the Accountable Officer, other members employed by the CCG and other 
senior employees including:  


 
(i) all aspects of salary (including any performance-related 


elements/bonuses); 
(ii) provisions for other benefits, including pensions and cars; 
(iii) arrangements for termination of employment and other contractual terms; 


 
(b) make such recommendations to the Governing Body on the remuneration and 


terms of service of officer members of the Governing Body and other senior 
employees to ensure they are fairly rewarded for their individual contribution to 
the CCG - having proper regard to the CCG's circumstances and performance 
and to the provisions of any national arrangements for such members and staff 
where appropriate; 


 
(c) advise on and oversee appropriate contractual arrangements for such staff 


including the proper calculation and scrutiny of termination payments taking 
account of such national guidance as is appropriate. 


 
10.1.3 The committee shall report in writing to the Governing Body the basis for its 


recommendations.  The Governing Body shall use the report as the basis for their 
decisions, but remain accountable for taking decisions on the remuneration and 
terms of service.  Minutes of the Governing Body’s meetings should record such 
decisions. 


 
10.1.4 The Governing Body will consider and need to approve proposals presented by the 


Accountable Officer for the setting of remuneration and conditions of service for 
those employees and officers not covered by the committee. 


 
10.2 Funded Establishment 
 
10.2.1 The manpower plans incorporated within the annual budget will form the funded 


establishment. 
 
10.2.2 The funded establishment of any department may not be varied without the approval 


of the Accountable Officer or his/her nominated representative. 
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10.3 Staff Appointments 
 
10.3.1 No member of the Governing Body or employee may engage, re-engage, or re-grade 


employees, either on a permanent or temporary nature, or hire agency staff, or agree 
to changes in any aspect of remuneration: 


 
(a) unless authorised to do so by the Accountable Officer; and 


 
(b) within the limit of their approved budget and funded establishment. 


 
10.3.2 The Governing Body will approve procedures presented by the Accountable Officer 


for the determination of commencing pay rates, condition of service, etc, for 
employees. 
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10.4 Processing Payroll 
 
10.4.1 The Chief Finance Officer is responsible for: 
 


(a) specifying timetables for submission of properly authorised time records and 
other notifications; 


 
(b) the final determination of pay and allowances; 


 
(c) making payment on agreed dates; and 


 
(d) agreeing method of payment. 


 
10.4.2 The Chief Finance Officer will issue instructions regarding: 
 


(a) verification and documentation of data; 
 


(b) the timetable for receipt and preparation of payroll data and the payment of 
employees and allowances; 


 
(c) maintenance of subsidiary records for superannuation, income tax, social security 


and other authorised deductions from pay; 
 


(d) security and confidentiality of payroll information; 
 


(e) checks to be applied to completed payroll before and after payment; 
 


(f) authority to release payroll data under the provisions of the Data Protection Act; 
 


(g) methods of payment available to various categories of employee and officers; 
 


(h) procedures for payment by cheque, bank credit, or cash to employees and 
officers; 


 
(i) procedures for the recall of cheques and bank credits; 


 
(j) pay advances and their recovery; 


 
(k) maintenance of regular and independent reconciliation of pay control accounts; 


 
(l) separation of duties of preparing records and handling cash;  


 
(m)a system to ensure the recovery from those leaving the employment of the CCG 


of sums of money and property due by them to the CCG. 
 
10.4.3 Appropriately nominated managers have delegated responsibility for: 


 
(a) submitting time records, and other notifications in accordance with agreed 


timetables; 
 
(b) completing time records and other notifications in accordance with the Chief 


Finance Officer’s instructions and in the form prescribed by the Chief Finance 
Officer;  
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(c) submitting termination forms in the prescribed form immediately upon knowing 
the effective date of an employee's or officer’s resignation, termination or 
retirement.   


 
10.4.4 Regardless of the arrangements for providing the payroll service, the Chief Finance 


Officer shall ensure that the chosen method is supported by appropriate (contracted) 
terms and conditions, adequate internal controls and audit review procedures and 
that suitable arrangement are made for the collection of payroll deductions and 
payment of these to appropriate bodies. 


 
10.5 Contracts of Employment 
 
10.5.1 The Governing Body shall delegate responsibility to an nominated officer for: 
 


(a) ensuring that all employees are issued with a Contract of Employment in a form 
approved by the Governing Body and which complies with employment 
legislation; and 


 
(b) dealing with variations to, or termination of, contracts of employment. 
 
 


11. Non-pay Expenditure 
 
11.1 Delegation of Authority 
 
11.1.1 The Governing Body will approve the level of non-pay expenditure on annual basis 


and the Accountable Officer will determine the level of delegation to budget 
managers. 


 
11.1.2 The Accountable Officer will set out: 
 


(a) the list of managers who are authorised to place requisitions for the supply of 
goods and services;  


 
(b) the maximum level of each requisition and the system for authorisation above 


that level. 
 
11.1.3 The Accountable Officer shall set out procedures on the seeking of professional 


advice regarding the supply of goods and services. 
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11.2 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and 


Services (see overlap with SFI No. 8) 
 
11.2.1 The requisitioner, in choosing the item to be supplied (or the service to be 


performed) shall always obtain the best value for money for the CCG.  In so doing, 
the advice of the CCG's adviser on supply shall be sought.  Where this advice is not 
acceptable to the requisitioner, the Chief Finance Officer (and/or the Accountable 
Officer) shall be consulted. 


 
11.2.2 The Chief Finance Officer shall be responsible for the prompt payment of accounts 


and claims.  Payment of contract invoices shall be in accordance with contract terms, 
or otherwise, in accordance with national guidance. 


 
11.2.3 The Chief Finance Officer will: 
 


(a) advise the Governing Body regarding the setting of thresholds above which 
quotations (competitive or otherwise) or formal tenders must be obtained; and, 
once approved, the thresholds should be incorporated in the SOs and SFIs and 
regularly reviewed; 


 
(b) prepare procedural instructions or guidance within the Scheme of Delegation on 


the obtaining of goods, works and services incorporating the thresholds; 
 


(c) be responsible for the prompt payment of all properly authorised accounts and 
claims; 


 
(d) be responsible for designing and maintaining a system of verification, recording 


and payment of all amounts payable.  The system shall provide for: 
 


(i) a list of members/employees (including specimens of their signatures) who 
are authorised to certify invoices; 


 
(ii) Certification that: 


 
- goods have been duly received, examined and are in accordance with 


specification and the prices are correct; 
 
- work done or services rendered have been satisfactorily carried out in 


accordance with the order, and, where applicable, the materials used are of 
the requisite standard and the charges are correct; 


 
- in the case of contracts based on the measurement of time, materials or 


expenses, the time charged is in accordance with the time sheets, the rates 
of labour are in accordance with the appropriate rates, the materials have 
been checked as regards quantity, quality, and price and the charges for the 
use of vehicles, plant and machinery have been examined; 


 
- where appropriate, the expenditure is in accordance with regulations and all 


necessary authorisations have been obtained; 
 
- the account is arithmetically correct; 
 
- the account is in order for payment.  
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(iii) A timetable and system for submission to the Chief Finance Officer of 
accounts for payment; provision shall be made for the early submission of 
accounts subject to cash discounts or otherwise requiring early payment; 


 
(iv) Instructions to employees regarding the handling and payment of accounts 


within the finance department. 
 


(e) be responsible for ensuring that payment for goods and service is only made 
once the goods and services are received. The only exceptions are set out in SFI 
No. 11.3 below. 


 
11.3 Prepayments 
 
11.3.1 Prepayments are only permitted where exceptional circumstances apply.  In such 


instances: 
 


(a) Prepayments are only permitted where the financial advantages outweigh the 
disadvantages (i.e. cash flows must be discounted to net present value (NPV) 
using the National Loans Fund (NLF) rate plus 2%); 


 
(b) The appropriate officer of the CCG must provide, in the form of a written report, a 


case setting out all relevant circumstances of the purchase.  The report must set 
out the effects on the CCG if the supplier is at some time during the course of the 
prepayment agreement unable to meet his commitments; 


 
(c) The Chief Finance Officer will need to be satisfied with the proposed 


arrangements before contractual arrangements proceed (in accordance with SFI8 
(Tendering and Contract Procedure); 


 
(d) The budget holder is responsible for ensuring that all items due under a 


prepayment contract are received and they must immediately inform the 
appropriate officer or Accountable Officer if problems are encountered. 
 


11.4 Official orders 
 
11.4.1 Official Orders placed on behalf of the CCG must, follow the prescribed process for 


the requisitioning of goods and services.  This includes e-requisitioning. 
 
11.4.2 Only those employees duly authorised by the Accountable Officer can place such 


orders. 
 
11.4.3 Each order will have a unique reference number and will state the CCG’s terms and 


conditions of trade. 
 


11.5 Duties of Managers and Officers 
 
11.5.1 Managers and officers must ensure that they comply fully with the guidance and 


limits specified by the Chief Finance Officer and that: 
 


(a) all contracts (except as otherwise provided for in the Scheme of Delegation), 
leases, tenancy agreements and other commitments which may result in a liability 
are notified to the Chief Finance Officer in advance of any commitment being 
made; 


 
(b) they comply with the requirements of SFI 8 (Tendering and Contract Procedure); 
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(c) where consultancy advice is being obtained, the procurement of such advice 


must be in accordance with guidance issued by the Department of Health or NHS 
England; 


 
(d) no order shall be issued for any item or items to any firm which has made an offer 


of gifts, reward or benefit to officers or employees, other than: 
      


(i) isolated gifts of a trivial character or inexpensive seasonal gifts such as 
calendars; 


  
(ii) conventional hospitality, such as lunches in the course of working visits. 


 
 (This provision needs to be read in conjunction with the principles outlined in the 


national guidance contained in HSG 93(5) “Standards of Business Conduct for NHS 
Staff”; and the CCG policies in respect of Gifts, hospitality, sponsorship and bribery 
and Standards for Business Conduct and Conflicts of Interest. 


 
(e) no requisition/order is placed for any item or items for which there is no budget 


provision unless authorised by the Chief Finance Officer on behalf of the 
Accountable Officer; 


 
(f) all goods, services, or works are ordered using the official electronic process.  


Except works and services executed in accordance with a contract and 
purchases from petty cash; 


 
(g) verbal orders must only be issued very exceptionally - by an employee 


designated by the Accountable Officer and only in cases of emergency or urgent 
necessity.  These must be confirmed by an official order and clearly marked 
"confirmation order"; 


 
(h) orders are not split or otherwise placed in a manner devised so as to avoid the 


financial thresholds; 
 


(i) goods are not taken on trial or loan in circumstances that could commit the CCG 
to a future uncompetitive purchase; 


 
(j) changes to the list of members/employees and officers authorised to certify 


invoices are notified to the Chief Finance Officer; 
 


(k) purchases from petty cash are restricted in value and by type of purchase in 
accordance with instructions issued by the Chief Finance Officer;  and 


 
(l) petty cash records are maintained in a form as determined by the Chief Finance 


Officer. 
 


11.5.2 The Accountable Officer and Chief Finance Officer shall ensure that the 
arrangements for financial control and financial audit of building and engineering 
contracts and property transactions comply with the guidance contained within 
concode and estatecode.  The technical audit of these contracts shall be the 
responsibility of the relevant officer. 


 
11.6 Joint Finance Arrangements with Local Authorities and Voluntary Bodies   
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11.6.1 Payments to local authorities and voluntary organisations made under the powers of 
section 256 of the NHS Act 2006 shall comply with procedures laid down by the 
Chief Finance Officer which shall be in accordance with the Act and any relevant 
directions issued by the Secretary of State. 


 
 
12. Capital Investment, Fixed Asset Registers and Security of Assets 
 
12.1 Capital Investment 
 
12.1.1 The Accountable Officer: 
 


(a) shall ensure that there is an adequate appraisal and approval process in place for 
determining capital expenditure priorities and the effect of each proposal upon 
plans; 


 
(b) is responsible for the management of all stages of capital schemes and for 


ensuring that schemes are delivered on time and  to cost;  
 


(c) shall ensure that the capital investment is not undertaken without confirmation of 
purchaser(s) support and the availability of resources to finance all revenue 
consequences, including capital charges. 


 
12.1.2 For every capital expenditure proposal the Accountable Officer shall ensure: 
 


(a) that a business case (in line with the guidance contained within the (Capital 
Investment Manual) is produced setting out: 


 
(i) an option appraisal of potential benefits compared with known costs to 


determine the option with the highest ratio of benefit to costs; and 
(ii) appropriate project management and control arrangements.  


 
(b) that the Chief Finance Officer has certified professionally to the costs and 


revenue consequences detailed in the business case and involved appropriate 
CCG personnel and external agencies in the process. 


 
12.1.3 For capital schemes where the contracts stipulate stage payments, the Accountable 


Officer will issue procedures for their management, incorporating the 
recommendations of concode/estatecode and the NHS capital accountancy manual. 


 
12.1.4 The Chief Finance Officer shall issue procedures for the regular reporting of 


expenditure and commitment against authorised expenditure. 
 
12.1.5 The approval of a capital programme shall not constitute approval for expenditure on 


any scheme. 
 
12.1.6 The Accountable Officer shall issue to the manager responsible for any scheme: 


 
(a) specific authority to commit expenditure; 


 
(b) authority to proceed to tender; 


 
(c) approval to accept a successful tender . 
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12.1.7 Where relevant, the Accountable Officer will issue a scheme of delegation for capital 
investment management in accordance with concode/estatecode and the NHS 
Capital Accounting Manual guidance and the CCG's Standing Orders. 
 


12.1.8 The Chief Finance Officer shall issue procedures governing the financial 
management, including variations to contract, of capital investment projects and 
valuation for accounting purposes. 


 
12.2 Asset Registers 
 
12.2.1 The Accountable Officer is responsible for the maintenance of registers of any 


assets, taking account of the advice of the Chief Finance Officer concerning the form 
of any register and the method of updating, and arranging for a physical check of 
assets against the asset register to be conducted once a year. 


 
12.2.2 The CCG shall maintain an asset register recording fixed assets.  The minimum data 


set to be held within the register shall be as specified in the Capital Accounting 
Manual as issued by the Department of Health or any successor guidance. 


 
12.2.3 Any additions to the fixed asset register must be clearly identified to an appropriate 


budget holder and be validated by reference to: 
 


(a) properly authorised and approved agreements, architect's certificates, supplier's 
invoices and other documentary evidence in respect of purchases from third 
parties; 


 
(b) stores, requisitions and wages records for own materials and labour including 


appropriate overheads;  
 


(c) lease agreements in respect of assets held under a finance lease and capitalised. 
 


12.2.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value 
must be removed from the accounting records and each disposal must be validated 
by reference to authorisation documents and invoices (where appropriate). 


 
12.2.5 The Chief Finance Officer shall approve procedures for reconciling balances on fixed 


assets accounts in ledgers against balances on fixed asset registers. 
 
12.2.6 The value of each asset shall be indexed to current values in accordance with 


methods specified in the Capital Accounting Manual issued by the Department of 
Health or any successor guidance. 


 
12.2.7 The value of each asset shall be depreciated using methods and rates as specified 


in the Capital Accounting Manual issued by the Department of Health or any 
successor guidance. 


 
12.2.8 The Chief Finance Officer shall calculate and pay capital charges as specified in the 


Capital Accounting Manual issued by the Department of Health or any successor 
guidance. 


 
12.3 Security of Assets 
 
12.3.1 The overall control of fixed assets is the responsibility of the Accountable Officer. 
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12.3.2 Asset control procedures (including fixed assets, cash, cheques and negotiable 
instruments, and also including donated assets) must be approved by the Chief 
Finance Officer.  This procedure shall make provision for: 


 
(a) recording managerial responsibility for each asset; 
 
(b) identification of additions and disposals; 
 
(c) identification of all repairs and maintenance expenses; 
 
(d) physical security of assets; 
 
(e) periodic verification of the existence of, condition of, and title to, assets recorded; 
 
(f) identification and reporting of all costs associated with the retention of an asset; 


and 
 
(g) reporting, recording and safekeeping of cash, cheques, and negotiable 


instruments. 
 
12.3.3 All discrepancies revealed by verification of physical assets to fixed asset register 


shall be notified to the Chief Finance Officer. 
 
12.3.4 Whilst each employee and officer has a responsibility for the security of property of 


the CCG, it is the responsibility of Governing Body members and senior employees 
in all disciplines to apply such appropriate routine security practices in relation to 
NHS property as may be determined by the Governing Body.  Any breach of agreed 
security practices must be reported in accordance with agreed procedures. 


 
12.3.5 Any damage to the CCG’s premises, vehicles and equipment, or any loss of 


equipment, stores or supplies must be reported by Governing Body members and 
employees in accordance with the procedure for reporting losses. 


 
12.3.6 Where practical, assets should be marked as CCG property. 


 
 
13. Stores and Receipt of Goods 
 
13.1 General position 
 
13.1.1 Stores, defined in terms of controlled stores and departmental stores (for immediate 


use) should be: 
 


(a) kept to a minimum; 
 


(b) subjected to annual stock take; and 
 


(c) valued at the lower of cost and net realisable value. 
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13.2 Control of Stores, Stocktaking, condemnations and disposal 
 
13.2.1 Subject to the responsibility of the Chief Finance Officer for the systems of control, 


overall responsibility for the control of stores shall be delegated to an employee by 
the Accountable Officer.  The day-to-day responsibility may be delegated by him/her 
to departmental employees and stores managers / keepers, subject to such 
delegation being entered in a record available to the Chief Finance Officer.   


 
13.2.2 The responsibility for security arrangements and the custody of keys for any stores 


and locations shall be clearly defined in writing by the designated manager.  
Wherever practicable, stocks should be marked as health service property. 


 
13.2.3 The Chief Finance Officer shall set out procedures and systems to regulate the 


stores including records for receipt of goods, issues and returns to stores and losses. 
 
13.2.4 Stocktaking arrangements shall be agreed with the Chief Finance Officer and there 


shall be a physical check covering all items in store at least once a year. 
 
13.2.5 Where a complete system of stores control is not justified, alternative arrangements 


shall require the approval of the Chief Finance Officer. 
 
13.2.6 The designated manager shall be responsible for a system approved by the Chief 


Finance Officer for a review of slow moving and obsolete items and for 
condemnation, disposal, and replacement of all unserviceable articles.  The 
designated manager shall report to the Chief Finance Officer any evidence of 
significant overstocking and of any negligence or malpractice.  Procedures for the 
disposal of obsolete stock shall follow the procedures set out for disposal of all 
surplus and obsolete goods. 


 
13.3 Goods supplied by NHS Supply Chain 
 
13.3.1 For goods supplied via the NHS Supply Chain logistics system, the Accountable 


Officer shall identify those authorised to requisition and accept goods from NHS 
Supply Chain.  The authorised person shall check receipt against the delivery note 
before forwarding this to the Chief Finance Officer Finance who shall satisfy 
him/herself that the goods have been received before accepting the recharge. 
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14. Disposals and Condemnations, Losses and Special Payments 
 
14.1 Disposals and Condemnations 
 
14.1.1 The Chief Finance Officer must prepare detailed procedures for the disposal of 


assets including condemnations, and ensure that these are notified to managers. 
 
14.1.2 When it is decided to dispose of a CCG asset, the Head of Service or authorised 


deputy will determine and advise the Chief Finance Officer of the estimated market 
value of the item, taking account of professional advice where appropriate. 


 
14.1.3 All unserviceable articles shall be: 
 


(a) condemned or otherwise disposed of by an employee authorised for that purpose 
by the Chief Finance Officer; 


 
(b) recorded by the Condemning Officer in a form approved by the Chief Finance 


Officer which will indicate whether the articles are to be converted, destroyed or 
otherwise disposed of.  All entries shall be confirmed by the countersignature of a 
second employee authorised for the purpose by the Chief Finance Officer. 


 
14.1.4 The Condemning Officer shall satisfy himself as to whether or not there is evidence 


of negligence in use and shall report any such evidence to the Chief Finance Officer 
who will take the appropriate action.  


 
14.2 Losses and Special Payments  
 
14.2.1 The Chief Finance Officer must prepare procedural instructions on the recording of 


and accounting for condemnations, losses, and special payments.   
 
14.2.2 Any employee or officer discovering or suspecting a loss of any kind must either 


immediately inform their head of  service, who must immediately inform the 
Accountable Officer and the Chief Finance Officer or inform an officer charged with 
responsibility for responding to concerns involving loss.  This officer will then 
appropriately inform the Chief Finance Officer and / or Accountable Officer.  Where a 
criminal offence is suspected, the Chief Finance Officer must immediately inform the 
police if theft or arson is involved.  In cases of fraud and corruption or of anomalies 
which may indicate fraud or corruption, the Chief Finance Officer must inform the 
relevant local counter fraud services (LCFS) and NHS Protect in accordance with 
Secretary of State for Health’s Directions. 


 
14.2.3 The Chief Finance Officer must notify the LCFS and the external auditor of all frauds. 
 
14.2.4 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, 


except if trivial, the Chief Finance Officer must immediate notify:  
 


(a) the Governing Body, and 
 


(b) the external auditor. 
 


14.2.5 Within limits set by the Department of Health or NHS England, the Risk and Audit 
sub-committee shall approve the writing-off of losses; on behalf of the Governing 
Body. 
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14.2.6 The Chief Finance Officer shall be authorised to take any necessary steps to 


safeguard the CCG's interests in bankruptcies and company liquidations. 
 
14.2.7 For any loss, the Chief Finance Officer should consider whether any insurance claim 


can be made. 
 
14.2.8 The Chief Finance Officer shall maintain a Losses and Special Payments Register in 


which write-off action is recorded. 
 
14.2.9 No special payments exceeding delegated limits shall be made without the prior 


approval of the Department of Health or NHS England. 
 
14.2.10 All losses and special payments must be reported to the Risk and Audit sub-


committee. 
 
 
15. Information Technology 
 
15.1 Responsibilities and duties of the Chief Finance Officer 
 
15.1.1 The Chief Finance Officer, who is responsible for the accuracy and security of the 


computerised financial data of the CCG, shall: 
 


(a) devise and implement any necessary procedures to ensure adequate 
(reasonable) protection of the CCG's data, programs and computer hardware for 
which the he/she is responsible from accidental or intentional disclosure to 
unauthorised persons, deletion or modification, theft or damage, having due 
regard for the Data Protection Act 1998; 


 
(b) ensure that adequate (reasonable) controls exist over data entry, processing, 


storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system; 


 
(c) ensure that adequate controls exist such that the computer operation is 


separated from development, maintenance and amendment; 
 


(d) ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as he / she may 
consider necessary are being carried out. 


 
15.1.2 The Chief Finance Officer shall need to ensure that new financial systems and 


amendments to current financial systems are developed in a controlled manner and 
thoroughly tested prior to implementation.  Where this is undertaken by another 
organisation, assurances of adequacy must be obtained from them prior to 
implementation. 


 
15.1.3 The officer responsible shall publish and maintain a Freedom of Information (FOI) 


Publication Scheme, or adopt a model publication scheme approved by the 
Information Commissioner.  A publication scheme is a complete guide to the 
information routinely published by a public authority. It describes the classes or types 
of information about the CCG that we make publicly available.   
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15.1.4 The CCG shall have a named Caldicott Guardian who will ensure that Caldicott 
principles for the security and use of patient information are implemented and that 
Data Protection and Subject Access legislation are complied with. 


 
15.2 Responsibilities and duties of other Officers in relation to computer systems of 


a general application 
 
15.2.1 In the case of computer systems which are proposed general applications (i.e. 


normally those applications which the majority of CCGs in the region wish to sponsor 
jointly) all responsible officers and employees will send to the responsible senior 
officer for information and technology: 


 
(a) details of the outline design of the system; 


 
(b) in the case of packages acquired either from a commercial organisation, from the 


NHS, or from another public sector organisation, the operational requirement. 
 


15.3 Contracts for computer services with other health bodies or outside agencies 
   
15.3.1 The Chief Finance Officer shall ensure that contracts for computer services for 


financial applications with another health organisation or any other agency shall 
clearly define the responsibility of all parties for the security, privacy, accuracy, 
completeness, and timeliness of data during processing, transmission and storage.  
The contract should also ensure rights of access for audit purposes. 


 
15.3.2 Where another health organisation or any other agency provides a computer service 


for financial applications, the Chief Finance Officer shall periodically seek 
assurances that adequate controls are in operation. 


 
15.4 Requirements for computer systems which have an impact on corporate 


financial systems  
 
15.4.1 Where computer systems have an impact on corporate financial  
              systems the Chief Finance Officer shall need to be satisfied that: 
 


(a) systems acquisition, development and maintenance are in line with corporate 
policies such as an Information Technology Strategy; 


 
(b) data produced for use with financial systems is adequate, accurate, complete and 


timely, and that a management (audit) trail exists;  
 


(c) relevant staff have access to such data;  
 


(d) such computer audit reviews as are considered necessary are being carried out. 
 


 
16. Acceptance of Gifts by Staff and Link to Standards of Business 


Conduct 
 
16.1 The Chief Finance Officer shall ensure that all staff are made aware of the CCG 


policy on acceptance of gifts and other benefits in kind by staff. This policy follows 
the guidance contained in the Department of Health circular HSG (93) 5 ‘Standards 
of Business Conduct for NHS Staff’; the Code of Conduct for NHS Managers 2002; 
and the ABPI Code of Professional Conduct relating to hospitality/gifts from 
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pharmaceutical/external industry and is also deemed to be an integral part of these 
SFIs. 


 
 
17. Payments to Independent Contractors  
 
17.1 The CCG will approve additions to, and deletions from, approved lists of contractors, 


taking into account the health needs of the local population, and the access to 
existing services.  All applications and resignations received shall be dealt with 
equitably, within any time limits laid down in the contractors NHS terms and 
conditions of service.  


 
17.2 The Accountable Officer shall: 
 


(a) ensure that lists of all contractors, for which the CCG is responsible, are 
maintained in an up to date condition;  


  
(b) ensure that systems are in place to deal with applications, resignations, 


inspection of premises, etc, within the appropriate contractor's terms and 
conditions of service. 


 
17.3 The Chief Finance Officer shall: 
 


(a) ensure that contractors who are included on the CCG’s approved lists receives 
payments; 


 
(b) maintain a system of payments such that all valid contractors' claims are paid 


promptly and correctly, and are supported by the appropriate documentation and 
signatures; 


 
(c) ensure that regular independent verification of claims is undertaken, to confirm 


that: 
(i) rules have been correctly and consistently applied; 
(ii) overpayments are detected (or preferably prevented) and recovery 


initiated; 
(iii) suspicions of possible fraud are identified and subsequently dealt with in 


line with the Secretary of State for Health’s directions on the management 
of fraud and corruption. 


 
(d) ensure that arrangements are in place to identify contractors receiving 


exceptionally high, low or no payments, and highlight these for further 
investigation. 


 
 
18. Retention of Records 
 
18.1 The Chief Finance Officer shall be responsible for maintaining archives for all 


records required to be retained in accordance with NHS Code of Practice - Records 
Management 2006. 


 
18.2 The records held in archives shall be capable of retrieval by authorised persons. 
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18.3 Records held in accordance with NHS Code of Practice – Records Management 
2006, shall only be destroyed at the express instigation of the Accountable Officer. 
Detail shall be maintained of records so destroyed. 


 
 
19. Risk Management and Insurance  
 
19.1 Programme of Risk Management 
 
19.1.1 The Accountable Officer shall ensure that the CCG has a programme of risk 


management, in accordance with current Department of Health assurance 
framework requirements, which must be approved and monitored by the Governing 
Body. 


 
19.1.2 The programme of risk management shall include: 
 


(a) a process for identifying and quantifying risks and potential liabilities; 
 


(b) engendering among all levels of staff a positive attitude towards the control of 
risk; 


 
(c) management processes to ensure all significant risks and potential liabilities are 


addressed including effective systems of internal control, cost effective insurance 
cover, and decisions on the acceptable level of retained risk; 


 
(d) contingency plans to offset the impact of adverse events; 


 
(e) audit arrangements including; internal audit, clinical audit, health and safety 


review; 
 


(f) a clear indication of which risks shall be insured; 
 


(g) arrangements to review the risk management programme. 
 


19.1.3 The existence, integration and evaluation of the above elements will assist in 
providing a basis to make a statement on the effectiveness of internal control within 
the annual report and accounts as required by current Department of Health 
guidance. 


 
19.2 Insurance: Risk Pooling Schemes administered by NHSLA 
 
19.2.1 The Governing Body shall decide if the CCG will insure through the risk pooling 


schemes administered by the NHS Litigation Authority or self insure for some or all of 
the risks covered by the risk pooling schemes. If the Governing Body decides not to 
use the risk pooling schemes for any of the risk areas (clinical, property and 
employers/third party liability) covered by the scheme this decision shall be reviewed 
annually.  


 
19.3 Insurance arrangements with commercial insurers 
 
19.3.1 There is a general prohibition on entering into insurance arrangements with 


commercial insurers. There are, however, three exceptions when CCGs may enter 
into insurance arrangements with commercial insurers. The exceptions are: 


 


58 
 







(a) for insuring motor vehicles owned by the CCG including insuring third party 
liability arising from their use; 


 
(b) where the CCG is involved with a consortium in a Private Finance Initiative 


contract and the other consortium members require that commercial insurance 
arrangements are entered into;   


 
(c) where income generation activities take place. Income generation activities 


should normally be insured against all risks using commercial insurance. If the 
income generation activity is also an activity normally carried out by the CCG for 
a NHS purpose the activity may be covered in the risk pool.  Confirmation of 
coverage in the risk pool must be obtained from the NHS Litigation Authority. In 
any case of doubt concerning a CCG’s powers to enter into commercial 
insurance arrangements the Chief Finance Officer should consult the Department 
of Health or NHS England. 


 
19.4 Arrangements to be followed by the Governing Body in agreeing Insurance 


cover  
 
19.4.1 Where the Governing Body decides to use the risk pooling schemes administered by 


the NHS Litigation Authority the Chief Finance Officer shall ensure that the 
arrangements entered into are appropriate and complementary to the risk 
management programme. The Chief Finance Officer shall ensure that documented 
procedures cover these arrangements. 


 
19.4.2 Where the Governing Body decides not to use the risk pooling schemes 


administered by the NHS Litigation Authority for one or other of the risks covered by 
the schemes, the Chief Finance Officer shall ensure that the Governing Body is 
informed of the nature and extent of the risks that are self insured as a result of this 
decision. The Chief Finance Officer will draw up formal documented procedures for 
the management of any claims arising from third parties and payments in respect of 
losses which will not be reimbursed.   


 
19.4.3 All the risk pooling schemes require Scheme members to make some contribution to 


the settlement of claims (the ‘deductible’).  The Chief Finance Officer should ensure 
documented procedures also cover the management of claims and payments below 
the deductible in each case. 
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		DURHAM DALES EASINGTON AND SEDGEFIELD CLINICAL COMMISSIONING GROUP






                       
 


10 September 2013 
 Item No: GB/13/122 


GOVERNING BODY MEETING 
 


Report Title  The Report of Sir Robert Francis in the Failings at Mid Staffordshire 
Hospital - Update on actions  


Author and Job 
Title  


Gill Findley, Director of Nursing 


Sponsor Director Gill Findley, Director of Nursing 
Date 31.7.13 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


In April 2013 Sir Robert Francis QC presented  the second report into the 
failings at Mid Staffordshire hospital. This report concentrated on the 
agencies involved in regulation and monitoring the organisation and why 
they did not act upon the problems as they emerged. A summary of the 
report was presented to the Governing Body in May, following a public 
consultation event held at the end of April. 
 
This paper is a 6 monthly update for governing body showing the 
progress made against the actions and the outstanding actions. 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


• All 290 recommendations have been reviewed to determine the 
actions required by the CCG. Many of the recommendations are for 
other agencies or require national policy change 


• The attached spreadsheet shows the 42 recommendations for 
CCGs. Each recommendation has been reviewed and RAG (red 
amber green) rated for progress 


• The second tab on the spreadsheet shows the 10 outstanding 
actions that need to be completed with the CCG lead name. 


 
 


 
Approval route 
 


• Original paper governing Body April 2013 
• Public meeting held 30th April 2013 
• Executive committee 3rd September 2013 


 
 


  
Supporting 
documentation / 
Appendices 
 


• Appendix A – action plan 
 


 
 
 
 







Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body is asked to: 
• Note the progress to date against the action plan and the actions 


outstanding 
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10th September 2013 
 Item No: GB/13/116 


GOVERNING BODY 
 


Report Title  Finance Update – Month 4  
Author and Job 
Title  


Mark Pickering, Head of Finance and Performance 


Sponsor Director Mike Taylor, Chief Finance and Operating Officer 
Date 3rd September 2013 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides the Governing Body with an update regarding the 
financial position of Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group as at the end of July 2013. 
 
The paper highlights the key areas of financial performance against 
statutory duties, and identifies year-to-date and forecast year-end 
positions. 
 
The paper includes information regarding Programme (Healthcare) 
expenditure, Running costs expenditure and invoice payment information. 
 


Summary of key 
points  
 
 
 
 
 
 


• The CCG is on-track to meet its financial plan for the financial year 
2013/14, with a year-to-date surplus of £1,122k, and a forecast 
surplus of £4,489k. 


• QIPP delivery shows strong performance for the current year, with 
further work required to prepare for future financial years. 


• Acute Services healthcare contracts are beginning to show 
pressures in the year-to-date.  It should be noted that the quantity 
and quality of underlying data received from providers is currently 
limited but is expected to improve over coming months. 


• Prescribing is showing a 1% overspend owing to high levels of cost 
reported in the first quarter of 2013 and this will be kept under 
close review. 


• Property charges remain uncertain owing to on-going work across 
a number of local Clinical Commissioning Groups and North of 
England Commissioning Service to determine the precise level of 
charges to be paid to NHS Property Services. 
 


 
Approval route 
 


• Executive Committee – 13th August 2013 
• Quality, Finance and Performance Group – 27th August 2013 
• Sedgefield Locality Meeting – 21st August 2013 
• Easington Locality Meeting – 15th August 2013 
• Durham Dales Locality Meeting – 22nd August 2013 


 
 
 
 







  
Supporting 
documentation / 
Appendices 
 


• Governing Body finance report as at 31st July 2013 
 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Note the financial position of the CCG as at 31st July 2013. 
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 10 September 2013 
               Item No: GB/13/119 


GOVERNING BODY 
 


Report Title  Clinical quality update 
Author and Job 
Title  


Dinah Roy, Director of Clinical Quality and Primary Care Development 


Sponsor Director Dinah Roy, Director of Clinical Quality and Primary Care Development 
Date 27th August 2013 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 


This paper summarises activity in relation to clinical quality interventions 
and monitoring processes across Durham Dales Easington and 
Sedgefield Clinical Commissioning Group. 


Summary of key 
points  
 
 
 
 
 
 


The paper outlines activities in relation to: 
 
Domain 1:   Preventing people from dying prematurely 
Domain 2:   Enhancing quality of life for people with long-term 
condition 
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 


 
 


Approval route • QF&P meeting 27th August  2013 
• Executive Committee meeting 3rd September 2013 


  
Supporting 
documentation / 
Appendices 


• Appendix 1 - Access to Safe, High Quality Services 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment Summary of implications (please provide detail in body of report) 


 
 
 







and Risk 
Management issues 
 
 
 
 
 
 


 


Risk Assurance Framework Yes  No  
Environmental impact / Sustainability Yes  No  
Legal implications Yes  No  
Resource implications – financial and/or staffing Yes  No  
Equality Impact Assessment  Yes  No  
Equality and Diversity Yes  No  
Innovation and Research Yes  No  
Quality, Innovation, Productivity and Prevention Yes  No  
Patient and public involvement Yes  No  
Stakeholder involvement Yes  No  
Clinical engagement Yes  No  
Communications and Engagement Yes  No  


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Receive the paper for information and update. 
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Appendix 1  
 


Access to Safe, High Quality Services 
 


1.0 Introduction 
 
This paper summarises activity in relation to clinical quality interventions and monitoring 
processes across Durham Dales Easington and Sedgefield Clinical Commissioning 
Group, by NHS outcomes framework domains 
 


2.0 Clinical Effectiveness 
 
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 
 


2.1 A Clinical Champion for COPD has been appointed for DDES _ Dr Dilys Waller. 
 


2.2 A review is being undertaken of pathway development processes, by Mark 
Pickering and Tim Maguire, to report back in October 2013. 
 


2.3 A Primary Care Strategy is under development and localities are being actively 
engaged in this at present. 
 


2.4 A review of the audit process within practices following a suspected suicide is to 
be undertaken. 
 


2.5 GP Variation / ‘demand management’ work is being supported by NECS and they 
are introducing their information tools to localities. 
 


2.6 WE have recommended that midwives should give pertussis, flu and other 
relevant immunisations to pregnant women as part of the antenatal checklist and 
his has been incorporated into the draft new maternity services specification. 
 


3.0 Patient Experience 
 
Domain 4: Ensuring that people have a positive experience of care 
 


3.1 No new update 
 


4.0 Patient Safety 
 
Domain 5: Treating and caring for people in a safe environment and protecting them from 
avoidable harm 
 


4.1 Infection Control – a recent patient death from Panton Valentine Leukocidin has 
been discussed and information shared with practices. There has been an 
outbreak of infection at a local care home which is being addressed jointly by the 
CQC and local authority with CCG involvement as required. 
 


4.2 Dr Peter Foster has been appointed as Easington Locality Prescribing Lead 
 


4.3 Concerns have been expressed about the use of physical restraint in mental 
health units and practices are asked to be vigilant and report via SIRMS if there is 
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concern about possible inappropriate use of such techniques. 
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10th September 2013 
 Item No: GB/13/114 


GOVERNING BODY 
 


Report Title  Local Enhanced Services review – progress update 
Author and Job 
Title  


Mark Pickering, Head of Finance and Performance 


Sponsor Director Dinah Roy, Director of Quality and Primary Care Development 
Date 6th August 2013 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides an update regarding progress to review local 
enhanced services currently provided by General Practitioners (GP’s).  It 
identifies the timescales for the review and key milestones that need to be 
met.  It also highlights the link with the Primary Care Strategy under 
development. 
 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


• Local Enhanced Services (LES’s) are legacy services inherited from 
the former County Durham Primary Care Trust which have been rolled 
forward into 2013/14 at a cost of £622,000 p.a. 


• The CCG is committed to national timescales to review enhanced 
services during 2013/14, to enable re-procurement  of required 
services for 2014/15 financial year. 


• A number of the LES’s are based upon historic agreements and 
contemporary specifications do not exist. 


• There is a wide variation in income for GP practices across the three 
localities within DDES CCG. 


• There is an undoubted conflict of interest to be managed concerning 
commissioning and provision of local enhanced services. 


• The CCG needs to consider the most appropriate procurement route 
for services required for 2014/15 and onwards. 


• A working group may be required to drive this agenda forward within 
relatively short timescales and discussion and agreement is required 
concerning the governance and membership of such a working group. 


 
 
 
 
 
 
 
 


 
 
 







 
Approval route 
 


• Executive Committee (27th August 2013) 
 


  
Supporting 
documentation / 
Appendices 
 


• Appendix 1 – current DDES Practices’ Enhanced Services payments 
• Appendix 2 – NECS proposed process (NCCG Forum paper and 


including Code of Conduct Template) 
 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Note the progress to date in reviewing local enhanced services. 
• Consider and approve the project plan for re-commissioning of 


required services for 2014/15. 
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DDES CCG - REVIEW OF LOCAL ENHANCED SERVICES (LES) 
 


1. CURRENT STATE 
Local Enhanced Services have been provided by General Practitioners (GPs) for a 
number of years as part of the delivery of the enhanced services floor relating to contracts 
with GMS, PMS and APMS. 
 
Each of the three localities within DDES CCG has legacy LESs which vary from locality to 
locality.  In particular, the approach within the Durham Dales locality is based upon a 
‘block’ arrangement, with a significantly larger financial value than either Sedgefield or 
Easington locality. 
 
An analysis of the payments relating to LESs for 2012/13 is shown at APPENDIX 1. This 
provides a breakdown by practice, for each individual enhanced service.  The current 
funding for these enhanced services is £622,000 p.a. Furthermore, in DDES we have 
already ascertained that the specifications for services (where available) vary 
considerably between localities and at present there is no effective monitoring of outputs 
relating to the majority of these services. 
 
Also attached at APPENDIX 2 is a paper considered recently by the Northern CCG 
Forum which includes a draft action plan (page 11) demonstrating the supporting 
information available for these legacy LESs and a plan for completion of the LES review 
supported by North of England Commissioning Service (NECS).  This plan demonstrates 
that there is a lack of contemporary specification and delivery information in respect of the 
services being delivered for this funding, and highlights the key milestones that need to 
be met in order to commission services in line with NHS England guidance.  
 
2. PROPOSED FUTURE STATE 
 
The future for Local Enhances Services from April 2014 will need to encompass the 
requirement for CCGs to commission community-based or practice-based services under 
the NHS standard contract.   
 
Like PCTs, CCGs will need to decide whether these services could be delivered by a 
number of potential providers (which may include general practice) or whether they could 
only be provided by general practice. 
 
As now, for services that can be delivered by a number of potential providers, CCGs will 
need to decide whether to undertake competitive procurements to identify a single 
provider (or limited group of providers) or whether to allow patients to choose from a 
range of qualified providers by using the Any Qualified Provider route. 
 
As now, for services for which there are no other possible providers, for instance because 
they require list-based primary medical care, or for services of a minimal value, CCGs will 
be able to commission services through single tender from GP practices. 
 
The paper considered recently by the Northern CCG Forum (Appendix 2) was originally 
authored by Gateshead CCG and demonstrates the challenges faced, and includes a 
useful template to capture code of conduct issues.  Following this process will ensure 
consistency of process across the North East NHS Economy.  
 
DDES CCG is also developing a Primary Care Strategy which will need to encompass the 
implications arising from the Local Enhanced Services review. 
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3. REVIEW PROCESS 
Owing to the uncertainty regarding service provision for these enhanced services, the 
CCG has a number of options: 
 


a) to re-commission the current enhanced services in the current format using the 
NHS Standard Contract. 


b) to give formal notice on the current enhanced services, and use the available 
funding to re-commission individual new services meeting local needs using the 
NHS Standard Contract. 


c) to re-commission services via a ‘block’ arrangement, with a basket of services 
delivered for a fixed monthly payment within available resources, using the NHS 
Standard Contract. 


d) for clarity, to do nothing is not an option as the CCG must review these services 
during the current financial year and ensure that any services are delivered using a 
robust contractual agreement. 


 
4. NEXT STEPS 


The attached draft action plan identifies the key dates and milestones to enable effective re-
procurement for 2014/15 financial year. 
 
A working group may be established to drive forward this agenda, which if supported at 
Executive Committee would require representation from GP practices. 
 
 
Mark Pickering 
Head of Finance and Performance 
August 2013 
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APPENDIX 1 
 


DDES CCG - Local Enhanced Services - GP Practices


Annual Estimate £'s FHSA Standard Description (max 23 Characters)


 Practice 
A-Code 


Partnership Name Locality


 Add 
Imms Apr 
13 - Mar 


14 


 Depression 
April 13 


 Drug 
Misuse / 
Sustance 


Misuse Apr 
13 -  Mar 14 


 Drug 
Misuse Apr 
13 - Mar 14 


 Insulin 
Initiative 
Les April 


13 


 Minor 
Injuries 
Apr 13 - 
Mar 14 


 Minor 
Injury April 


13 


 MS April 
13 


 NPT Apr 
13 -  Mar 


14 


 NPT Apr 
13 - Mar 14 


 NPT April 
13 


 Sexual 
Health April 


13 


 Zoladex 
Apr 13 - 
Mar 14 


Grand Total


A83001 Dr SENSIER AE & Partners Sedgefield 4,968          4,968               
A83003 Dr CHADWICK ET & Partners Dales 17,887          7,061          470           7,061          11,768          44,247             
A83004 Dr KAPOOR KR & Partner Easington 15             5,420          653             6,088               
A83007 Dr BURRELL PG & Partners Easington 153          1,089          4,121          2,220          7,583               
A83008 Dr HALLGARTH AT Sedgefield 1,472          3,574          5,045               
A83012 Dr IHEPMG A & Partners Easington 207          1,685          2,525          4,416               
A83015 Dr STATION VIEW M C DAT & Part Dales 21,588          8,522          568           8,522          14,202          53,401             
A83017 Dr MANGAT HBS & Partners Easington 8               6,828          5,224          12,059             
A83019 Dr ABBOTT RG Easington 61             3,200          1,349          4,611               
A83020 Dr NORTH HOUSE SURGERY AT & Pa Dales 26,582          10,494       699           10,494       17,488          65,756             
A83021 Dr AUCKLAND MEDICAL GRP DAT & Dales 25,985          275          10,258       10,942       17,096          64,557             
A83025 Dr BISHOPGATE MED CTR DAT & Pa Dales 26,014          10,269       685           10,269       17,114          64,350             
A83032 Dr WALLER DCE & Partner Dales 5,691            2,246          151           2,246          3,745            14,080             
A83035 Dr DENDLE H Dales 16,018          6,323          421           6,323          10,538          39,624             
A83037 Dr FERGUSON G & Partners Sedgefield 4,144          8,629          12,773             
A83041 Dr MURTON MEDICAL GROUP A & Pa Easington 23             8,290          2,786          11,099             
A83042 Dr THE CARODOC SURGERY DAT & P Easington 46             1,262          1,308               
A83043 Dr OLD FORGE SURGERY A & Partn Dales 6,636            2,621          175           2,621          4,367            16,420             
A83044 Dr HORDEN GRP PRACTICE AT & Pa Easington 92             5,095          2,133          7,320               
A83045 Dr FERRYHILL CHILTON AT & Part Sedgefield 8,978          8,978               
A83046 Dr WHITE JJ & Partners Dales 22,427          8,852          590           8,852          14,754          55,476             
A83051 Dr GEORGE ME Easington 130          5,691          2,394          8,215               
A83052 Dr BISHOPS CLOSE A & Partners Sedgefield 4,620       4,620               
A83054 Dr JONES PRM & Partners Sedgefield 7,198          3,138          10,336             
A83057 Dr CHANDY J Easington 84             1,901          1,524          3,509               
A83060 Dr PINFOLD MED PRACTICE A & Pa Dales 5,669            2,237          2,387          3,730            14,022             
A83061 Dr NEVILLE MJ & Partner Dales 6,477            2,556          2,727          4,260            16,019             
A83066 Dr JUBILEE MEDICAL GRP AT & Pa Sedgefield 2,235          4,097          6,332               
A83071 Dr DUSAD RK & Partner Easington 23             3,363          1,393          4,779               
A83074 Dr POUNDER R & Partners Sedgefield 2,235          7,496          9,731               
A83075 Dr THE AVENUE MED CEN AT & Par Easington 54             1,089           2,064          1,828          5,034               
A83603 Dr ROY DV Sedgefield 2,235          872             3,107               
A83616 Dr RAMAKRISHNA GUPTA MD Easington 15             1,324          1,793          740             3,872               
A83619 Dr MANSOUR SHS Easington 38             218             256                   
A83626 Dr SAID JR Dales 4,600            1,816          121           1,816          1,412            9,765               
A83627 Dr SANGHERA MS & Partner Easington 15             11,971       1,872          13,858             
A83634 WEST CORNFORTH SURGERY Sedgefield 1,472          1,046          2,518               
A83638 Dr BALIGA KS Sedgefield 1,090          872             1,962               
Grand Total 967          185,574       1,089           24,495       275          61,421       73,255       3,879       4,620       43,668       74,259       120,474       28,120       622,095           
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APPENDIX 2 


Northern Clinical Commissioning Group 
Forum (NCCGF) 


 
Title of report: Developing NCCGF process to review Local Enhanced Services 


1. For consideration at Business Meeting or Development Sessions  
(Please tick) 


Business (transition) 
 Business (general business) 
 Development  


2. Purpose of report 
(Brief description) 
 


• To agree a standard process across the NCCGF to review LES in line with advice from NHS 
England 
 
 


 
3. Is the paper for: 


(Please tick) 
 
Action    
 
For information  
 
 


4. Actions required by NCCGF 
(Please specify if applicable) 
 


• To review the process and agree to implement it in each CCG 
 
 
 


 
Report Author: Steve Kirk 


 Job Title: Gateshead CCG Vice Clinical Chair 
 Date: 29 7 13 
 


x 


 


 


x 
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NCCGF CCG LES REVIEW PROCESS 
 
 


1. Background 
 


Guidance published in April 2013 outlines the responsibilities of CCGs in relation to 
LES agreements. 
 
The key points are: 
 


• CCGs should commission any services currently delivered via a LES using the NHS 
Standard Contract. So they are not technically local enhanced services (ie services 
commissioned as adjuncts to the GP contract), but they are in other senses analogous 
to local enhanced services.  


• Where there are a number of potential providers, CCGs need to decide whether to 
undertake a competitive procurement or to allow patients to choose from a range of 
providers by using the ‘any qualified provider’ route.  


• When making decisions regarding procurement of primary care health services, CCGs 
must take into account the requirements under the NHS (Procurement, Patient Choice 
and Competition) (No 2) Regulations 2013 (the ‘2013 Regulations’). The 2013 
Regulations maintain the existing rules on competitive tendering as previously applied 
to PCTs through the Department of Health’s Principles and Rules of Co-operation and 
Competition and the Procurement Guide for Commissioners of NHS Funded Services. 
The 2013 Regulations require all procurement to be transparent, proportionate and 
non-discriminatory. Both the regulations and the previous rules reflect the 
requirements of existing UK and EU procurement law which continue to apply to 
CCGs through the Public Contract Regulations 2006.  
 


• These procurement requirements do not mean that CCGs must always follow a 
competitive procurement process when awarding commissioning contracts. CCGs can 
award contracts without a competitive process if they are satisfied that there is only 
one provider capable of providing those services. CCGs must consider each 
commissioning decision on the facts and justify/record their decisions accordingly. 
 


  
2. Proposed Process 


 


To ensure that NCCGF CCGs adhere to NHS England guidance.  The following 
process is proposed: 
 
Phase 1 - Review and risk assess the current agreements to establish activity 
levels, cost and impact of not continuing  
 
Phase 2 - Assess & test options for those services agreed that need to continue 
 
 
 
 
 
 


7 
 







Phase 1 will consist of assessing the following information 
 
 
 
 
 


Phase 1 – Review Template 
 
 
 
LES Descriptor  


 
 
 


Number of Practices Participating  
 
 
 


Tariff  
 
 
 


Total Cost by locality  
 
 
 
 


 
Cost of comparative provision in secondary care  


 
 


Service outcomes 
 
 
 


 
 
 
 
 


Risk of not continuing LES using an alternative 
mechanism 


 
 
 
 


 
 
Recommendation 
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2.1 Process Flowchart 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Identify LES agreements to be 
reviewed 


Recommendation that LES 
provides a service that does 
not need to continue or should 
be absorbed into standard 
practice 


Recommendation to continue 
with service provided by LES 


Risk assess each agreement 
in terms of activity, cost, 
interface with wider pathway 
and impact of agreement does 
not continue 


Pending CCG approval, 
service will not be 
recommissioned in April 2014 


Options appraisal conducted 
to review procurement options 


Rationale for preferred option 
robustly tested using agreed 
framework  


Recommendations made to 
CCG Executive committee 


Pending CCG approval, 
preferred procurement 
process(es) will commence 


Contract (s) awarded 


CCG informs providers and 
LMC 
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2.2 Phase 2 - Testing Rationale 
 
The questions and challenge to ensure that the CCG makes safe commissioning 
decisions is currently in development but at a high level the key questions to ask in 
relation to each agreement are: 
 


• Does the service fit with the CCG vision and commissioning plan? 
• Could other providers realistically provide the service? 
• In what ways does the service go above and beyond what should be expected to 


provide under the GP contract?  
• Would providing the service outside of primary care lead to fragmentation that 


would present a risk to patient safety?  
• Is it possible to deliver this service without access to patients’ hospital or GP records? 
 


It is proposed that this assessment of each service is conducted using a panel 
methodology to have a frank and challenging discussion to ensure that rationale for 
decisions is robust. 
 
Dedicated support from the NECS procurement team has already been sought for 
this review and some advice received regarding procurement routes.  The 
procurement team will fully engage with the review at phase 2. 
 


3. Desired Outcomes 
 


1) A paper containing recommendations about the continuation of services delivered via 
LES agreements 


2) A paper containing recommendations regarding the contracting & procurement 
mechanism to be adopted for each agreement 


 
It is anticipated that this process will provide assurance to the CCG that a robust 
process has been undertaken which will ultimately result in services being 
commissioned using the most appropriate method with no disruption to patient care. 
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Timescales 


The key milestones for CCGs using NECS are : 
 
Milestone Who Complete 


By 
Notes 


Review 
existing 
agreements 
using agreed 
criteria  


NECS – 
Service 
Planning and 
Reform Team 


2nd August 
2013 


 


Make 
recommendati
ons regarding 
continuation 
of agreements 


NECS – 
Service 
Planning and 
Reform Team 


2nd August 
2013 


 


Following 
agreement to 
recommendati
ons, 
rigorously test 
assumptions 
to ensure 
most 
appropriate 
commissionin
g/procuremen
t route is used 


Lead - NECS 
– Service 
Planning and 
Reform Team 
Support – 
CCG Staff, 
NECS 
Provider 
Management 
and 
Procurement 
Team 


End August 
2013 


This will be 
done by 
NECS 
working with 
clinicians in 
the CCG to 
follow a 
framework to 
assess what 
procurement 
route should 
be 
recommended 


Make 
recommendati
ons for 
procurement/c
ommissioning 
route to be 
adopted 


Lead - NECS 
– Service 
Planning and 
Reform Team 
Support – 
CCG Staff, 
NECS 
Provider 
Management 
and 
Procurement 
Team 


End August 
2013 


 


Initiate and 
deliver 
process to 
commission 
services as 
appropriate 


NECS 
Procurement 
Team 


September 
2013 


 


Award 
Contracts  


   


Service Go – 
Live 


 April 2014  
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Appendix 3 - Code of conduct template, 
(with additional questions) 


Template 
[To be used when commissioning services from GP practices, including provider consortia, or 
organisations in which GPs have a financial interest] 


NHS [geographical reference] Clinical Commissioning Group 


Service:  


Question Comment/Evidence 
Questions for all three procurement routes 


How does the proposal deliver good or 
improved outcomes and value for money – 
what are the estimated costs and the 
estimated benefits?  How does it reflect the 
CCG’s proposed commissioning priorities? 


 


Is it important that the service is 
provided as close to the patient’s home 
as possible? 


 


Would providing the service outside of 
primary care lead to fragmentation that 
would present a risk to patient safety?  


 


Can clear accountability for safe 
prescribing and safe patient care be 
assured if this service is tendered via an 
AQP process? 


 


Is it possible to deliver this service 
without access to patients’ hospital or 
GP records? 


 


How have you involved the public in the 
decision to commission this service? 


 


What range of health professionals have 
been involved in designing the proposed 
service? 


 


What range of potential providers have been 
involved in considering the proposals? 
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How have you involved your Health and 
Wellbeing Board(s)?  How does the 
proposal support the priorities in the relevant 
joint health and wellbeing strategy (or 
strategies)? 


  


What are the proposals for monitoring the 
quality of the service? 


  


What systems will there be to monitor and 
publish data on referral patterns? 


  


Have all conflicts and potential conflicts of 
interests been appropriately declared and 
entered in registers which are publicly 
available?   


  


Why have you chosen this procurement 
route?1 


  


What additional external involvement will 
there be in scrutinising the proposed 
decisions? 


 


How will the CCG make its final 
commissioning decision in ways that 
preserve the integrity of the decision-making 
process? 


  


 


Additional question for AQP or single tender (for services where national tariffs do 
not apply) 


How have you determined a fair price for the 
service?  


  


 


Additional questions for AQP only (where GP practices are likely to be qualified 
providers) 


How will you ensure that patients are aware 
of the full range of qualified providers from 
whom they can choose? 


  


 


Additional questions for single tenders from GP providers 


What steps have been taken to demonstrate 
that there are no other providers that could 
deliver this service? 


  


1Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) regulations 
2013 and guidance (e.g. that of Monitor).  
 


13 
 


                                            







In what ways does the proposed service go 
above and beyond what GP practices 
should be expected to provide under the GP 
contract? 


 


What assurances will there be that a GP 
practice is providing high-quality services 
under the GP contract before it has the 
opportunity to provide any new services? 
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2 Refreshing the Mandate to NHS England: 2014–2015: Consultation


1. Refreshing the Mandate


The Mandate


1. The Mandate to NHS England1 sets the Government’s ambitions for the NHS, as well 
as the funding available to achieve and deliver the kind of care people need and expect. 
It is how the NHS is accountable to Parliament, and therefore the public.


2. The first Mandate2 to NHS England set objectives from April 2013 to March 2015 to 
provide greater stability for the NHS to plan ahead. It was drawn up following 
consultation with the public, health professionals and key organisations across the health 
and care system over the summer of 2012. It brings together the NHS Outcomes 
Framework3 and commitments in the NHS Constitution,4 and challenges NHS England 
to deliver the best possible care and treatment for all. The current Mandate sets 
24 objectives and the following five priority areas identified by the Government: 


i. Improving standards of care and not just treatment, especially for older people and 
at the end of people’s lives


ii. The diagnosis, treatment and care of people with dementia


iii. Supporting people with multiple long-term physical and mental health conditions, 
particularly by embracing opportunities created by technology, and delivering a 
service that values mental and physical health equally


iv. Preventing premature deaths from the biggest killers


v. Furthering economic growth, including supporting people with health conditions to 
remain in or find work


3. Every year, the Secretary of State must publish a mandate to ensure that NHS England’s 
objectives remain up to date and relevant following consultation.5 In doing so, the 
Government is committed to providing constancy of purpose to enable the NHS to 
plan ahead.


1 Legally known as the National Health Service Commissioning Board
2 The Mandate: A mandate from the Government to the NHS Commissioning Board: April 2013 to March 2015 


https://www.gov.uk/government/publications/the-nhs-mandate
3 https://www.gov.uk/government/publications/nhs-outcomes-framework-2013-to-2014
4 http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx
5 In accordance with section 13A(1) of the National Health Service Act 2006



https://www.gov.uk/government/publications/the-nhs-mandate

https://www.gov.uk/government/publications/nhs-outcomes-framework-2013-to-2014

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx
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Assessing progress


4. The current Mandate sets an ambitious agenda for two years. It demands a new type of 
leadership from the Government and NHS England to deliver this. Only by promoting and 
strengthening the autonomy of local organisations, clinicians, nurses and other frontline 
professionals to improve and innovate, can the NHS achieve the best health and care 
outcomes in the world. The Government expects NHS England to demonstrate 
significant progress against all the objectives by March 2015 and we will hold them to 
account for doing so, including the areas where the Government is expecting particular 
progress to be made. 


5. The Government is keeping progress under review through regular meetings with NHS 
England. To support openness and transparency, the Government will publish progress 
updates throughout the year on NHS England’s performance against the objectives set 
in the Mandate.


6. In assessing NHS England’s progress, success will be measured not only by the average 
level of improvement but also by progress in reducing health inequalities and unjustified 
variation. 


7. NHS England have published a business plan, setting out how they intend to deliver 
the objectives in the Mandate and the Government will assure itself of progress against 
the actions they have set out: 
http://www.england.nhs.uk/wp-content/uploads/2013/04/ppf-1314-1516.pdf


8. Every year, NHS England must report on progress and the Government will publish an 
annual assessment of their performance. Whilst the Government recognises that 2013 is 
a transition year, we fully expect NHS England to make progress this year. To ensure the 
assessment is fair, the Government will invite feedback from clinical commissioning 
groups (CCGs), local councils, patients and any other people and organisations that have 
a view, so that successes are recognised and areas for improvement can be identified 
and acted upon.


Updating the Mandate


9. A core aim of the Mandate is to provide constancy of purpose by setting the strategic 
direction for NHS England. The Government is therefore proposing to carry forward all of 
the existing objectives in the current Mandate. However, the scale of the challenge facing 
the NHS and wider health and care system is becoming increasingly clear. In addition, 
new developments and evidence have come to light since the publication of the Mandate 
in November 2012, which call on the Government and NHS England to act, in particular: 


•	 After the Government published the current Mandate, Robert Francis QC published 
his report and recommendations from the Mid-Staffordshire NHS Foundation Trust 
Public Inquiry. The appalling care that was exposed by both Francis inquires and 
the abuse at Winterbourne View are failings of the NHS which the Government and 
the wider health and care system must learn from. The refreshed Mandate 
proposes to reflect the recommendations to transform patient care and safety over 
the coming year. 



http://www.england.nhs.uk/wp-content/uploads/2013/04/ppf-1314-1516.pdf
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•	 The NHS must respond to these challenges at a time of significant pressure on 
public finances. The recent spending round re-affirmed the Government’s 
commitment to protecting funding for healthcare, it also demonstrates the scale of 
the ongoing financial challenge the NHS faces in continuing to meet demand and 
improve services within available resources. The Government is proposing that the 
Mandate will set our expectations for NHS England, as a leader of the health system, 
to lead the way in making the best use of resources and contributing to the growth 
of the economy. This includes working with social care and other key partners to 
drive better integration of care across different services so that taxpayer’s money 
is spent effectively. 


•	 The unprecedented pressures on Accident and Emergency (A&E) services have 
posed a significant test to the NHS. Plans are now being put in place by NHS 
England to manage such demand more effectively.6 It is important that the NHS 
maintains performance standards for this coming winter and beyond. However, 
demands on A&E are symptomatic of longer-term pressures on the NHS. Too many 
people are not getting the support they need to stay healthy creating pressures on 
existing services. To help address these challenges, the Department of Health is 
working with NHS England to develop a vulnerable older people’s plan, which will 
explore how the NHS can improve out-of-hospital care. This work is considering 
the pivotal role that general practice plays within communities, along with how to 
improve urgent and emergency care, and how to remove the barriers to integration. 
The Government is proposing to use the refreshed Mandate to set out its ambitions 
for this plan. 


10. By refreshing the Mandate, our aim is to provide the stability needed for NHS England 
to make measurable progress towards improving health and care outcomes. Where the 
Government is proposing to make changes, these are considered essential and are 
intended to provide the clarity and focus NHS England need to deliver the improvements 
in people’s care. Where there are additional cost implications as a result of the 
proposals, the Government will need to consider how these can be managed within 
existing resources by adapting existing priorities.


Have your say


11. The Government wants to listen to your views. This consultation document sets out 
proposed changes to the current objectives. To help you understand the proposed 
changes to the objectives, this consultation document should be read together with 
the current Mandate which has been published as a separate annex alongside the 
consultation document. It can be accessed electronically via:  
https://www.gov.uk/government/publications/the-nhs-mandate


12. Alongside the Mandate refresh, the Government is proposing to update the NHS 
Outcomes Framework to reflect progress made in developing the placeholder outcome 
indicators. These will be published in the autumn. 


13. The Government welcomes your views on the consultation questions we have set out 
throughout this document. The questions are summarised in section 4. 


6 http://www.england.nhs.uk/2013/05/09/sup-plan/



https://www.gov.uk/government/publications/the-nhs-mandate

http://www.england.nhs.uk/2013/05/09/sup-plan/
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14. You can find out more and respond to this consultation at:  
https://www.gov.uk/government/consultations/refreshing-the-nhs-mandate.  
You can contact us via: mandate-team@dh.gsi.gov.uk. 


15. Please respond by Friday 27 September 2013.


Question 1: What views do you have on the proposed approach to refreshing the 
Mandate? 


Question 2: What views do you have on assessing NHS England’s progress to date 
against the objectives? 



https://www.gov.uk/government/consultations/refreshing-the-nhs-mandate

mailto:mandate-team@dh.gsi.gov.uk
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2. Delivering improvement 


Helping people live well for longer


16. Too many lives are cut short by causes which could be prevented or avoided. In 
recognition of this, the current Mandate sets NHS England the objective to make 
measurable progress towards England becoming one of the most successful countries 
in Europe at preventing premature deaths by 2016 (see current Mandate paragraph 1.2). 
In pursuit of this goal, the Secretary of State for Health in March this year, challenged the 
whole of the health system to work together to avoid an additional 30,000 premature 
deaths per year by 2020, primarily by tackling the five big killers but also childhood 
mortality.7 


17. The Government therefore proposes to update the current objective to challenge 
NHS England to make measurable progress towards avoiding at least 10,000 
excess deaths per year by 2018, through healthcare interventions, as part of their 
contribution to the new system-wide ambition of avoiding an additional 30,000 
premature deaths per year by 2020.


18. It is envisaged that considerable progress could be made by NHS England working with 
CCGs to implement recommendations from existing strategies, such as the Cancer 
Outcomes Strategy and the Cardiovascular Disease Outcomes Strategy, as well as 
supporting Public Health England with the full roll out of the Bowel Scope Screening 
programme by 2016. Progress is also expected from reducing excess mortality in people 
with mental health problems and from suicide.


19. By supporting prevention services and earlier diagnosis of illness, through general 
practice and the wider primary care team, the Government expects significant progress 
can be made to avoid premature deaths. This includes working with Public Health 
England to tackle the growing problem of obesity which is linked to increasing levels of 
diabetes. 


Question 3: What views do you have on the proposal to help people live well for longer? 


7 Living Well for Longer: A call to action to reduce avoidable premature mortality: 5 March 2013
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Managing ongoing physical and mental health conditions


20. The current Mandate sets the objective for NHS England ‘to make measurable progress 
towards making the NHS among the best in Europe at supporting people with ongoing 
health problems to live healthily and independently, with much better control over the 
care they receive’ (see current Mandate paragraph 2.3).


21. To achieve this goal, services must be able to respond to new and emerging challenges 
such as the recent unprecedented pressures on A&E. Long waiting times in A&E 
departments can compromise patient safety and reduce clinical effectiveness. This is 
unacceptable – the NHS must be able to maintain performance standards when under 
pressure. Plans are now in place to meet the short-term pressures and strengthen A&E 
services so a repeat of last winter is avoided. NHS England will also reflect on their 
review of the roll out of the new 111 phone line for non-emergency care to strengthen 
this service.


22. The Government proposes using the refreshed Mandate to reflect the specifics of 
the plans to strengthen A&E services. 


Question 4: What views do you have on using the refreshed Mandate to reflect the plans 
to strengthen A&E services? 


23. In tackling the issues which an ageing society presents, we need to confront the growing 
problem of dementia. The Prime Minister’s Challenge on Dementia has shown how 
dementia is affecting the lives of people with the condition. In response, the current 
Mandate sets the objective to make measurable progress towards making the diagnosis, 
treatment and care for people with dementia, including support for carers, among the 
best in Europe by March 2015 (see current Mandate paragraph 2.11). 


24. The Government proposes updating this objective to reflect the ambition agreed 
by NHS England that by 2015 two-thirds of the estimated number of people with 
dementia in England should have a diagnosis, with appropriate post-diagnosis 
support. 


Question 5: What views do you have on the proposal to reflect NHS England’s ambition to 
diagnose and support two-thirds of the estimated number of people with dementia in 
England? 


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


25. To ensure mental health is given the same priority afforded to physical health, the current 
Mandate set the objective ‘to put mental health on a par with physical health, and close 
the health gap between people with mental health problems and the population as a 
whole’ (see current Mandate paragraph 3.5). The Government expects to see 
improvements in the full range of mental health services for children and adults.
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26. Since publication of current Mandate, it has become even more evident that there is a 
particular challenge around mental health crisis intervention. Often services are disjointed 
and we have continued to hear reports of people with acute mental health problems 
inappropriately spending a night in a police cell rather than getting the support and 
treatment they need in an appropriate setting. The Royal College of Psychiatrists’ and the 
Independent Commission on Mental Health and Policing reports have echoed this. 8 9 10


27. The Government therefore proposes to add to the current objective by asking NHS 
England to: 


•	 ensure acute and emergency care for people in mental health crisis is as 
accessible and high-quality as for physical health emergencies. This will 
include close cooperation with A&E services as well as working with the police 
and other key partners to ensure people get the care they need in the most 
appropriate setting;


•	 ensure that there is adequate liaison psychiatry services to support effective 
crisis care. 


Question 6: What views do you have on updating the Mandate to make it a priority for 
NHS England to focus on mental health crisis intervention as part of putting mental health 
on a par with physical health?


28. The annual cost to the country of absence from work due to ill-health is estimated to be 
over £100bn.11 We must do more to reduce this impact on business whilst improving 
people’s lives. In the last three years, the Improving Access to Psychological Therapies 
(IAPT) programme has helped more than 45,000 people to come off sick pay and 
benefits. IAPT has wider benefits and supports other services such as health visiting. To 
support people with mental health problems gain and remain in employment, they need 
timely access to services. In the current Mandate, NHS England has been asked to 
comprehensively identify levels of access to and waiting times for children’s and adult 
mental health services so the necessary improvements can be made (see current 
Mandate paragraph 4.15). 


29. In proposing to update the current objective, the Government is proposing to ask 
NHS England to take the following action:


•	 to work with the Department and other stakeholders to develop a range of 
costed options for funding and implementing new access and/or waiting time 
standards for mental health services by the end of March 2015, and be 
prepared and committed to introducing those standards as they are agreed – 
to be announced before the end of March 2015;


8 Whole-person care: From Rhetoric to Reality – Achieving parity between mental and physical health – published March 
2013 http://www.rcpsych.ac.uk/usefulresources/publications/collegereports/op/op88.aspx


9 Published May 2013 http://www.wazoku.com/independent-commission-on-mental-health-and-policing-report/
10 Published June 2013 http://www.hmic.gov.uk/publication/a-criminal-use-of-police-cells/
11 Working for a Healthier Tomorrow (2008). http://www.dwp.gov.uk/docs/hwwb-working-for-a-healthier-tomorrow.pdf



http://www.rcpsych.ac.uk/usefulresources/publications/collegereports/op/op88.aspx

http://www.wazoku.com/independent-commission-on-mental-health-and-policing-report/

http://www.hmic.gov.uk/publication/a-criminal-use-of-police-cells/

http://www.dwp.gov.uk/docs/hwwb-working-for-a-healthier-tomorrow.pdf
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•	 to continue to extend and offer more open access to IAPT including, 
particularly for children and adults of working age, planning for country wide 
service transformation. 


Question 7: What views do you have on the proposals to ask NHS England to take 
forward action around new access and/or waiting time standards for mental health 
services and IAPT services?


Making sure people experience better care


30. People rightly expect the NHS to provide consistently safe and high quality service. 
Whilst the recent unprecedented pressures on A&E can in part be explained by the harsh 
winter, they are symptomatic of longer-term pressures on the NHS, driven by increasing 
life expectancy and increasingly complex medical conditions. Too often, it is vulnerable 
older people for whom the NHS is not providing effective services, with confusion and 
fragmentation over how care is provided. Our ambition is for improved health for the 
whole population, and providing excellent care for vulnerable older people, will help us 
get care right for everyone. 


31. The Government has announced its intention to publish a plan for vulnerable older 
people in autumn 2013. It will set out our expectations for primary care, urgent and 
emergency care, and for the integration of services for the benefit of everyone. The 
Department of Health and NHS England will seek views on how to achieve this ambition 
over the summer. The initial proposals for the priority areas for action are: 


•	 Better early diagnosis and support to stay healthy – The ambition is to 
strengthen the GPs’ role in supporting people to stay healthy, taking a proactive role 
in managing the health of their local populations. This management would involve 
identifying the people most at risk in the communities they serve and ensuring fast 
access to specialist care, but also supporting people to better manage their own 
care.


•	 Named accountable clinician – giving patients more control over their own care will 
require clearer roles and responsibilities for overseeing care outside hospitals, 
starting with vulnerable older people. The Government proposes that the most 
vulnerable elderly would benefit from having someone in primary care taking 
responsibility for ensuring that their care is coordinated and proactively managed. 
Just as patients in hospitals are under the care of a named consultant, we need to 
ensure that when a vulnerable older patient needs follow-up or ongoing support 
having left hospital, that somebody is accountable for their care. Although this 
clinician may not provide the care directly themselves, they would be the person with 
whom the buck stops and would be an identifiable point of contact for a patient or 
their family. 


•	 Improved access – we want to improve people’s access to primary care through 
new forms of provision including rapid walk-in access. New technologies such as 
e-consultations, telecare and web consultations offer new ways for people to 
connect with their GP and local services. We also want to make it easier for people 
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to book appointments, for example online, as well as building on existing services 
and extended hours. 


•	 Consistent and safe out-of-hours services – alongside improved access to GP 
services, we need consistent and safe urgent care services. People often need 
out-of-hours care but are unable to access support or know who to turn to for 
advice. We want better access for patients across primary care and hospital 
services, including 111 and emergency services.


•	 Enhanced choice and control – delivering our ambition will mean offering more 
choice and control to patients, carers and families. We will consider how the findings 
of the evaluation of the recent GP patient choice pilot can help extend choice more 
widely. To help exercise choice, people also need clear and accurate information 
about the quality and availability of services. The new Chief Inspector of General 
Practice will help bring greater transparency over the assessment of general 
practice. Feedback from patients is an important part of this. The ‘friends and family 
test’ will be introduced for general practice as part of the wider roll out for all services 
by end of December 2014. We will explore how we can go further in encouraging 
new provider models that will offer meaningful choice about the location and types of 
service people need, including choice of seeing your preferred GP or nurse. This 
includes having the option to speak with them over e-mail, telephone, video or 
face-to-face consultations. 


•	 Better information sharing – people often require a range of services from the NHS 
and social care to help them live well and independently. People should not have to 
repeat their information. It should be shared between services and people providing 
the care in a coordinated and timely way. We will explore how all clinicians and 
carers have access to the same information about patients regardless of setting. 
Better information sharing will also help people and carers to manage their own 
care more effectively. 


32. Achieving this change would mean a stronger role for general practice, given the 
prominent role they play in communities and their local NHS. It will require placing general 
practice at the heart of out-of hospital services, holding on to the strong relationships 
and values of the family doctor.


33. Improving primary care may require changes in the way services are currently 
commissioned and provided. Building on existing examples of innovation from general 
practice and wider community services, we want to stimulate new models of provision. 
We will be reviewing how to secure more integrated out-of-hospital care, which will 
involve existing commissioning bodies, NHS England and CCGs, working together to 
commission services collaboratively. We will also work with NHS England to explore 
opportunities through the CCG planning guidance and GP contracts to support 
integrated out-of-hospital care. The Government and NHS England will also need to 
work closely with Health Education England to identify how to support the workforce and 
encourage innovation.


34. Achieving our ambition for joined-up care is not just for general practice and will need to 
be considered alongside other out-of-hospital and hospital services. In particular, 
changes to general practice will need to build on the work of the NHS Medical Director’s 
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review of urgent and emergency care services to ensure that services are best equipped 
to meet modern demand and provide consistently high quality care to patients.


35. Finally, more flexible and joined up ways of working across health and care settings are 
needed. Too often there are real or perceived barriers to closer integration between 
services. We need to ensure that incentives between services providers are aligned, 
including removing particular barriers, for example, pricing and charging as well as using 
alternative models such as the year of care approach, competition and procurement. 
The integration pioneers provide the opportunity to test out these approaches, as part 
of a wider change to the way services are provided. We will also look at how we can 
encourage closer working between primary care and care homes. 


36. The Government is proposing to use the refreshed Mandate to ask NHS England 
to reflect the ambitions of the vulnerable older people’s plan, with an expectation 
of rapid progress from April 2014.


Question 8: What views do you have on the ambitions and expectations for the vulnerable 
older people’s plan? 


Question 9: What views do you have on how we should achieve our ambitions on the 
vulnerable older people’s plan, particularly on how to strengthen primary care?


Question 10: How should the ambitions for vulnerable older people be reflected in the 
refreshed Mandate?


37. Robert Francis QC made public the recommendations from the inquiry into the lessons 
from Mid-Staffordshire NHS Foundation Trust after the Government had published the 
current Mandate. In the refresh, the Government proposes to reflect the five point plan in 
Patients First and Foremost, as part of our ambition to improve the care that people 
receive from the NHS.12 


38. In the Statement of Common Purpose, NHS England signed up along with all the key 
organisations in the healthcare system, to learn the lessons from Mid Staffordshire NHS 
Trust. This includes helping to build better care for every patient and do everything in 
their power to ensure it does not happen again. This must be a priority for NHS England, 
working with partners and CQC to ensure inspection, regulation and commissioning 
supports frontline staff in delivering consistently safe, effective and compassionate care in 
line with people’s needs and wishes. To help drive up standards of care, the Government 
has committed to introducing a Chief Inspector of Hospitals and a Chief Inspector of 
Social Care. In addition to this, the Secretary of State for Health has announced a new 
post of Chief Inspector of General Practice.


39. The Government is proposing a new objective for NHS England to meet their 
commitments in response to the Francis report, and as part of Patients First and 
Foremost, working closely with CCGs and others to implement both the substance 


12 Patients First and Foremost: The Initial Government Response to the Report of The Mid Staffordshire NHS Foundation 
Trust Public Inquiry – Published March 2013 https://www.gov.uk/government/uploads/system/uploads/attachment_
data/file/170701/Patients_First_and_Foremost.pdf



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf
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and the spirit of the system wide response. This includes promoting and 
encouraging healthy open cultures, where staff are engaged and motivated to do 
the right thing. 


40. The shocking events that occurred at Winterbourne View hospital, as well as recent and 
on-going inquiries into cases of sexual violence and abuse of adults and children are an 
important reminder that the NHS, in partnership with local government, the police and 
other agencies, has responsibilities for vulnerable individuals and their safety right across 
the health and care system. This includes by identifying concerns, sharing information 
and taking prompt action


41. The current objective ‘to ensure that CCGs work with local authorities to ensure 
that vulnerable people, particularly those with learning disabilities and autism 
receive safe, appropriate, high quality care’, (see current Mandate paragraph 4.5). 
We propose to update this to reflect the actions which NHS England signed up to 
in the final report and concordat that was developed in response.13 14


Question 11: What views do you have on updating the Mandate to reflect the Francis 
Inquiry and the review of Winterbourne View Hospital? 


42. A current objective for NHS England is to improve the way care is coordinated and 
delivered (see current Mandate paragraph 2.9). NHS England along with key partners 
across the health and care system are working together to enable and encourage local 
innovation, address barriers, and disseminate and promote learning in support of better 
integrated services for the benefit of patients, carers and local communities, consistent 
with the proposals in the vulnerable older people’s plan.


43. At the Spending Round for 2015/16 the Government announced the creation of a 
£3.8bn pooled health and social care budget.15 The pool will make funding available to 
deliver integrated services between the NHS and local authorities more efficiently for 
those with complex needs based on local integrations plans which are being put in place 
by the end of 2013. Around half of the £1bn Payment by Results component of the pool 
will be dependent on performance for local areas in 2014/15. In addition, the transfer 
from the NHS to social care is being increased by £200m in 2014/15 to support this.


44. The Government therefore expects NHS England to support the development of 
integration plans in each local area in partnership with local authorities and local Health 
and Wellbeing Boards, with an ambition that each area moves to a wholly integrated 
approach to health and care by 2018.


13 Winterbourne View Review Concordat: Programme of Action – Published December 2012.  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/127312/Concordat.pdf.pdf


14 Transforming care: A national response to Winterbourne View Hospital. Department of Health: Final Report  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/127310/final-report.pdf.pdf


15 Spending Round 2013 – published 26 June 2013 
https://www.gov.uk/government/topical-events/spending-round-2013



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/127312/Concordat.pdf.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/127310/final-report.pdf

https://www.gov.uk/government/topical-events/spending-round-2013
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45. As such, the Government proposes to update the current objective to reflect 
Integrated Care and Support: Our Shared Commitment16 and the pooled health 
and social care budget announced at Spending Round 2013.


Question 12: What views do you have on updating the objective to reflect NHS England’s 
role in supporting person centred and coordinated care?


46. To achieve our vision for the NHS, the Government set NHS England the objective ‘to 
improve standards of care and experience for women and families during pregnancy and 
in the early years for their children’ (see current Mandate paragraph 4.11). Our ambition 
is to give children the best start in life and promote their health and resilience as they 
grow up. Since the current Mandate was published, NHS England and the Government 
signed up to the pledges in Better health outcomes for children and young people.17 This 
seeks to improve physical and mental health outcomes for all children and young people 
including those with special educational needs. For NHS England this means:


•	 listening to and acting on what pregnant women, children, young people and their 
families say; 


•	 working with partners to ensure better integrated, personalised maternity and child 
health services, delivered at the right time in the right place, with seamless support 
through key transition points from pregnancy through to adulthood;


•	 improving the quality of care and demonstrating improved outcomes for pregnant 
women, children, young people and their families.


47. Therefore the Government proposes to update the existing objective to reflect the 
pledges made by NHS England to work with others to improve support for 
children, particularly for those most in need. 


Question 13: What views do you have on updating the existing objective to reflect the 
pledges in Better health outcomes for children and young people? 


48. In the current Mandate, the Government set NHS England an objective to ‘make rapid 
progress in measuring and understanding how people really feel about the care they 
receive and taking action to address poor performance’ (current Mandate paragraph 
4.8). As part of this objective, NHS England was tasked with introducing the ‘friends and 
family’ test for patients across the country; starting with all acute hospital inpatients and 
A&E patients from April 2013 and for women who have used maternity services from 
October 2013. 


49. The Government is proposing to update the Mandate with progress and update 
the objective to challenge NHS England to introduce the ‘friends and family’ 
test to:


16 Integrated Care and Support: Our Shared Commitment – Published 13 May 2013. https://www.gov.uk/government/
publications/integrated-care


17 Better health outcomes for children and young people – published 19th February 2013 https://www.gov.uk/
government/publications/national-pledge-to-improve-children-s-health-and-reduce-child-deaths



https://www.gov.uk/government/publications/integrated-care

https://www.gov.uk/government/publications/integrated-care

https://www.gov.uk/government/publications/national-pledge-to-improve-children-s-health-and-reduce-child-deaths

https://www.gov.uk/government/publications/national-pledge-to-improve-children-s-health-and-reduce-child-deaths
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•	 general practice and community and mental health services by the end of 
December 2014; 


•	 the rest of NHS funded services by the end of March 2015.


Question 14: What views do you have on updating the existing objective to reflect the 
challenge for NHS England to introduce the ‘friends and family test’ to general practice and 
community and mental health services by the end of December 2014 and the rest of NHS 
funded services by the end of March 2015? 


Providing safe care 


50. Patient safety is critical to providing high quality care. It ranges from tackling the 
inappropriate use of antibiotics which are essential for managing infection to minimise 
antimicrobial resistance, to treating people with dignity and respect. NHS England should 
have stretching plans in place to significantly reduce the incidence of people catching 
infections, such as MRSA, whilst in hospital. This all forms part of the challenge in the 
objective to NHS England ‘to continue to reduce avoidable harm and make measurable 
progress by 2015 to embed a culture of patient safety in the NHS including through 
improved reporting of incidents’ (see current Mandate paragraph 5.3).


51. Following Robert Francis QC’s report, Professor Don Berwick, an international expert, 
has been asked to lead a national advisory group to review patient safety. The review will 
report in July on how best to quickly and efficiently ensure patient safety is an ever-
present and constant feature in every NHS organisation and for every member of staff.


52. As part of the initial response to the Francis Inquiry, the Department of Health announced 
a review of complaints and how this information is shared and used to protect patients. 
It will report in the summer. The NHS Confederation is also undertaking a review of 
bureaucratic burdens on NHS providers so that clinicians, nurses and other health 
professionals can focus on delivering safe, effective and compassionate care. 
The Government will consider the review findings when it reports in full in September 
2013.


53. In refreshing the Mandate, the Government will consider the findings carefully 
including where the Government can provide leadership and appropriate challenge 
to ensure that NHS England achieves the current objective. We are also proposing 
to take account of the recommendations of Dame Fiona Caldicott’s Information 
Governance Review and the Government’s response. 


Question 15: What views do you have on these proposals to improve patient safety?


Transforming services


54. To achieve these priorities will mean changing the way the NHS thinks about and 
provides services to people, carers and families. NHS England has a crucial role as a 
system leader in setting the tone for the behaviours and change we want to see from 
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the NHS. This includes promoting autonomy of organisations and professionals and 
supporting local innovation to flourish. NHS England also has an important role in making 
partnership with other organisations a success and contributing to the delivery of key 
Government priorities in recognition of the broader role of the NHS in society.


55. Providers of NHS services have an important role to play in helping NHS England to 
deliver the objectives in the Mandate. As part of the current objective for the NHS to 
become more responsive and innovative (see current Mandate paragraph 6.5), NHS 
England is working with Monitor to create a fair playing field for providers to ensure the 
best possible care is offered and provided by organisations of all sizes (including small 
and medium enterprises) and from all sectors. This includes major improvements in 
procurement by the NHS. 


56. Following the publication of the Fair Playing Field Review by Monitor, the 
Government proposes updating the objective for NHS England to work with 
Monitor to drive progress towards a fair playing field for the benefit of people 
receiving NHS care, including through setting clear expectations for 
commissioners on the approach to procuring services.18


Question 16: What views do you have on the proposal to update the Mandate for NHS 
England to work with Monitor towards a fair playing field for providers? 


57. To transform services, NHS England agreed to the delivery of pre-existing Government 
commitments that were not specifically mentioned in the Mandate itself, prior to its 
introduction in April 2013. This includes ensuring access to innovative radiotherapy from 
April 2013, where clinically appropriate, safe and cost-effective; and the commitment to 
an extra 4,200 health visitors by 2015 to support children and families. 


58. The Government is proposing, as part of the refreshed Mandate, to explore where 
additional leadership is required to support NHS England in their delivery. 


Question 17: What views do you have on the proposal for Government to provide 
additional leadership on delivery of agreed pre-existing Government commitments?


59. Technology has the potential to revolutionise the care and treatment people receive and 
the way patients interact with the NHS. The current Mandate sets NHS England the 
objective ‘to achieve a significant increase in the use of technology to help people 
manage their health and care’ (see current Mandate paragraph 2.6). As part of achieving 
this, people’s records should be linked in a secure way and with their consent within 
hospitals, between primary and secondary care, and between the NHS and wider care 
and support services.


60. In January 2013, the Secretary of State for Health, Jeremy Hunt, challenged the NHS to 
‘go digital by 2018’. The Government wants to move to paperless referrals in the NHS so 


18 Published 26th March 2013 http://www.monitor-nhsft.gov.uk/fpfr



http://www.monitor-nhsft.gov.uk/fpfr
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that patients and carers can easily book appointments in primary and secondary care 
and for people to benefit from electronic prescribing in primary and secondary care.19


61. The Government therefore proposes to update the existing technology objective 
to challenge NHS England to support the NHS to go digital by 2018.


Question 18: What views do you have on the proposal to update the objective to 
challenge NHS England to support the NHS to go digital by 2018?


62. The current Mandate sets the objective ‘to shine a light on variation and unacceptable 
practice, to inspire and help people to learn from the best. The Government wants a 
revolution in transparency – so that the NHS leads the world in the availability of 
information about the quality of services’ (see current Mandate paragraph 3.3).


63. The Government proposes clarifying this objective to make more explicit the 
Government’s expectation that this must include reporting on the quality of 
services at GP practice level and also at the level of consultant-led teams for a 
number of specific specialties.


Question 19: What views do you have on the proposal to be more explicit on the 
expectation around reporting?


Supporting economic growth


64. In helping to secure the recovery of the economy, NHS England has to contribute to 
economic growth as part of its objectives in the current Mandate (see current Mandate 
paragraph 7.2). NHS England can make a significant contribution in a number of ways, 
for example, supporting services which get people back to work; through greater and 
more creative collaborations with healthcare partners in industry and academia; and 
helping to translate research findings into health and economic benefits. NHS England 
also has an important leadership role, such as continuing to support the Strategy for UK 
Life Sciences and Healthcare UK20 and in spreading innovation throughout the NHS to 
improve outcomes for patients and deliver value for money in line with Innovation, Health 
and Wealth.21


65. In a digital age, Government expects NHS England, CCGs, other Arm’s Length Bodies 
and partners to maximise the opportunities technology presents, including anonymised 
health and care information, for the benefit of patients. This would help create an 
environment that supports economic growth, research and innovation. For example, 
genomics technology is recognised as one of the most important health care 
opportunities of modern times. It has the potential to revolutionise cancer treatments, 
improve early diagnosis of rare diseases and management of infectious diseases. 


19 In January 2013, http://systems.hscic.gov.uk/eps
20 https://www.gov.uk/government/news/life-sciences-strategy-one-year-on
21 https://www.gov.uk/government/publications/creating-change-innovation-health-and-wealth-one-year-on



http://systems.hscic.gov.uk/eps

https://www.gov.uk/government/news/life-sciences-strategy-one-year-on

https://www.gov.uk/government/publications/creating-change-innovation-health-and-wealth-one-year-on
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66. The Government therefore proposes updating the objective (see current Mandate 
paragraph 7.2), by asking NHS England to:


•	 Support innovation by working with the Department of Health and others to 
help drive forward the Prime Minister’s initiative, announced in December 
2012, to sequence 100,000 whole genomes over the next three to five years by 
supporting its implementation and delivery and by preparing the NHS for the 
adoption of genomic technologies.22


Question 20: What views do you have on the proposals to update the objective in asking 
NHS England to support the recovery of the economy where they can make an important 
contribution? 


Making better use of resources


67. At a time of significant pressure on public finances, it is crucial that NHS England makes 
every pound count towards providing high quality care. The Mandate currently sets an 
objective for NHS England ‘to ensure good financial management and unprecedented 
improvements in value for money across the NHS’ (see current Mandate paragraph 8.1).


68. The Government wants to make sure NHS money is spent on providing the best possible 
care. This requires NHS England to stamp out poor practice, eliminate waste and 
inefficiency and make the best use of clinical audit data, from both children and adults, 
to drive improvements in services. 


69. As part of this, the Government feels that the current system for charging overseas 
visitors for NHS care does not work as well as it should and we want to change it to be 
more effective. Visitors and temporary migrants should make a fair contribution to any 
care they receive from the NHS. In particular, it is important to ensure that those who 
come to the UK with the intention of seeking free NHS treatment to which they are not 
entitled (often referred to as ‘health tourists’) are identified and charged. Currently the 
NHS does not do enough to recover these costs. It is important to service users and 
taxpayers that NHS England should have measures in place to ensure that they do. 
The Government and the NHS are looking into the scale of the problem, and we are 
consulting separately over the summer on a package of measures for a fair and 
transparent payment system for overseas visitors accessing the NHS.


70. Subject to the consultation and independent audit, the Government proposes 
updating the current objective so that it includes NHS England taking steps to 
ensure NHS organisations recover the costs they incur from overseas visitors 
where appropriate. The Government also proposes asking NHS England to take 
more effective action to reduce fraud and unlawful activity affecting the NHS. 


Question 21: What views do you have on the proposals to make better use of resources?


22 https://www.gov.uk/government/news/dna-tests-to-revolutionise-fight-against-cancer-and-help-100000-nhs-patients



https://www.gov.uk/government/news/dna-tests-to-revolutionise-fight-against-cancer-and-help-100000-nhs-patients
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3. Getting involved 


71. This consultation will run from 5 July 2013 to 27 September 2013.


72. You can find out more and respond to this consultation at: 
https://www.gov.uk/government/consultations/refreshing-the-nhs-mandate. 
You can contact us via: mandate-team@dh.gsi.gov.uk


Comments on the consultation process itself


73. If you have concerns or comments which you would like to make relating specifically to 
the consultation process itself please contact:


Consultations Coordinator 
Department of Health 
2e08, Quarry House 
Leeds LS2 7UE
e-mail: consultations.co-ordinator@dh.gsi.gov.uk
Please do not send consultation responses to this address.


Confidentiality of information
74. The Department will manage the information you provide in response to this consultation 


in accordance with the Department of Health’s Information Charter23.


75. Information the Department receives, including personal information, may be published 
or disclosed in accordance with the access to information regimes (primarily the Freedom 
of Information Act 2000 (FOIA), the Data Protection Act 1998 (DPA) and the 
Environmental Information Regulations 2004).


76. If you want the information that you provide to be treated as confidential, please be 
aware that, under the FOIA, there is a statutory Code of Practice with which public 
authorities must comply and which deals, amongst other things, with obligations of 
confidence. In view of this it would be helpful if you could explain to us why you regard 
the information you have provided as confidential. If the Department receives a request 
for disclosure of the information we will take full account of your explanation, but we 
cannot give an assurance that confidentiality can be maintained in all circumstances. 
An automatic confidentiality disclaimer generated by your IT system will not, of itself, be 
regarded as binding on the Department.


77. The Department will process your personal data in accordance with the DPA and in most 
circumstances this will mean that your personal data will not be disclosed to third parties.


23 https://www.gov.uk/government/organisations/department-of-health/about/personal-information-charter



https://www.gov.uk/government/consultations/refreshing-the-nhs-mandate
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4. Consultation questions


Refreshing the mandate


•	 Question 1: What views do you have on the proposed approach to refreshing the 
Mandate?


•	 Question 2: What views do you have on assessing NHS England’s progress to date 
against the objectives? 


Helping people live well for longer


•	 Question 3: What views do you have on the proposal to help people live well for 
longer?


Managing ongoing physical and mental health conditions


•	 Question 4: What views do you have on using the refreshed Mandate to reflect the 
plans to strengthen A&E services?


•	 Question 5: What views do you have on the proposal to reflect NHS England’s 
ambition to diagnose and support two-thirds of the estimated number of people with 
dementia in England? 


Helping people recover from episodes of ill health or following injury


•	 Question 6: What views do you have on updating the Mandate to make it a priority 
for NHS England to focus on mental health crisis intervention as part of putting 
mental health on a par with physical health?


•	 Question 7: What views do you have on the proposals to ask NHS England to take 
forward action around new access and/or waiting time standards for mental health 
services and IAPT services?


Making sure people experience better care


•	 Question 8: What views do you have on the ambitions and expectations for the 
vulnerable older people’s plan?


•	 Question 9: What views do you have on how we should achieve our ambitions on 
the vulnerable older people’s plan, particularly on how to strengthen primary care?


•	 Question 10: How should the ambitions for vulnerable older people be reflected in 
the refreshed Mandate?
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•	 Question 11: What views do you have on updating the Mandate to reflect the 
Francis inquiry and the review of Winterbourne View Hospital? 


•	 Question 12: What views do you have on updating the objective to reflect NHS 
England’s role in supporting person centred and coordinated care?


•	 Question 13: What views do you have on updating the existing objective to reflect 
the pledges in Better health outcomes for children and young people?


•	 Question 14: What views do you have on updating the existing objective to reflect 
the challenge for NHS England to introduce the ‘friends and family test’ to general 
practice and community and mental health services by the end of December 2014 
and the rest of NHS funded services by the end of March 2015?


Providing safe care


•	 Question 15: What views do you have on these proposals to improve patient 
safety?


Transforming services


•	 Question 16: What views do you have on the proposal to update the Mandate for 
NHS England to work with Monitor towards a fair playing field for providers?


•	 Question 17: What views do you have on the proposal for Government to provide 
additional leadership on delivery of agreed pre-existing Government commitments?


•	 Question 18: What views do you have on the proposal to update the objective to 
challenge NHS England to support the NHS to go digital by 2018?


•	 Question 19: What views do you have on the proposal to be more explicit on the 
expectation around reporting?


Supporting economic growth


•	 Question 20: What views do you have on the proposals to update the objective in 
asking NHS England to support the recovery of the economy where they can make 
an important contribution?


Making better use of resources


•	 Question 21: What views do you have on the proposals to make better use of 
resources?
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Actions Required CCG Lead


1
Commitment to NHS constitution to be included in contracts for 
CCG staff and for provider staff Sarah Burns


2
All outsourced contracts to include commitment to NHS 
constitution Sarah Burns


3 Agree media monitoring contract Gill Findley


4 CCG to receive information relating to complainst against GPS Dinah Roy


5
Further work needed to agree how we monitor quality of care in 
the smaller independent providers Gill Findley


6
Need a process to intervene in the complaints management 
process if a complaint is not being handled well by the provider Gill Findley


7
Ensure supervisory ward manager programme is implemented 
once staff nurse posts have been filled Gill Findley


8
Add "does each patient have a named nurse?" to the 
commissioner visits questionnaire Gill Findley


9 Check FTs have a system for proactive follow up of patients Gill Findley


10
Ensure FTs have a system for measuring the quality of each 
consultant team that is open and shared Dinah Roy







Number Recommendation


1


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


2


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


3


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


4


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


5


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







7


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


8


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


11


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


12


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


34


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


35


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


36


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


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


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







98


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


109


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


120


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


123


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


124


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


128


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


129


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







130


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


131


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


132


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


133


Commissioners should be entitled to intervene in the management of
an individual complaint on behalf of the patient where it appears to
them it is not being dealt with satisfactorily, while respecting the
principle that it is the provider who has primary responsibility to
process and respond to complaints about its services. 
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Commissioners should be accountable to their public for the scope and
quality of services they commission. Acting on behalf of the public
requires their full involvement and engagement: There should be a
membership system whereby eligible members of the public can be
involved in and contribute to the work of the commissioners.  Th  
should be lay members of the commissioner’s board.  Commissione  
should create and consult with patient forums and local representative
groups. Individual members of the public (whether or not members)
must have access to a consultative process so their views can be taken
into account. There should be regular surveys of patients and the
public more generally. Decision-making processes should be
transparent: decision-making bodies should hold public meetings.
Commissioners need to create and maintain a recognisable identity
which becomes a familiar point of reference for the community. 
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Commissioners need to be recognisable public bodies, visibly acting on
behalf of the public they serve and with a sufficient infrastructure of
technical support. Effective local commissioning can only work with
effective local monitoring, and that cannot be done without
knowledgeable and skilled local personnel engaging with an informed
public. 


137


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


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


139


The first priority for any organisation charged with responsibility for
performance management of a healthcare provider should be ensuring
that fundamental patient safety and quality standards are being met.
Such an organisation must require convincing evidence to be available
before accepting that such standards are being complied with. 
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Where concerns are raised that such standards are not being complied
with, a performance management organisation should share, wherever
possible, all relevant information with the relevant regulator, including
information about its judgement as to the safety of patients of the
healthcare provider. 


143


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


195


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


199


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







205


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


208


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


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


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


256


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


262


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


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


269


The only practical way of ensuring reasonable accuracy is vigilant
auditing at local level of the data put into the system. This is important
work, which must be continued and where possible improved. 
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Update
public meeting held April 2013. Discussed at Governing Body and agreed 
formally to accept the report. Update provided after 6 months. Update 
programme for April 2013


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


Disussed at public meeting


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


All NHS providers have provided their response to the report.







GF to check whether this has been actioned by providers


To be written into all contracts


Included in provider assurance and monitored via QRG


reporting levels are monitored at all quality review groups


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


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


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


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


In the final stages of agreeing a media monitoring contract







reporting levels are monitored at all quality review groups


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


soft intellegence reporting system availble to facilitate this. Information 
received is used to determine ward visits


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


contract with NECS is in place and is monitored via SLA


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







in place as part of the commissioning strategy


in place as part of the commissioning strategy


in place as part of the commissioning strategy


not yet in place


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







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


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


business continuity plans included in all contracts


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


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


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


supervisory ward manager programme has not yet been implemented in 
CDDFT due to staffing shortages


GF to add this to the provider visits questionnaire







Star chamber process agreed for all providers


this is checked at the commissioner visits


no confirmation from FTs as yet


completed


no confirmation from FTs as yet


no confirmation from FTs as yet


compliance with data provision is part of contract monitoring discussions


compliance with data provision is part of contract monitoring discussions
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Health and Wellbeing Board 
 
25th September 2013 
 
Social Care funding transferring from NHS 
England 
 


 
 
 


Report of  Rachael Shimmin, Corporate Director, Children and Adult Services 
                  Stewart Findlay, Chief Clinical Officer, DDES CCG 
                  Neil O’Brien, Chief Clinical Officer, NDCCG 
 
Purpose of the Report 
 
1. The purpose of this report is to update the Board on the agreed use of the Social 


Care funding passported to Local Government in the Comprehensive Spending 
review 2010 and running until 31 March 2015.  The report seeks ratification from the 
Board of the proposed use of the 2013/14 and 2014/15 allocations of social care 
funding and content for the associated Section 256 agreement. 


 
Background 


 
2. Social care funds of c£10.1m for 2013/14 and c£10.5m for 2014/15 are due to be 


passported from NHS England to the local authority under a Section 256 agreement. 
This follows on from previously agreed Section256 agreements in 2011/12 and 
2012/13 between the Council and the former PCT. The 2014/15 funding is the 
forecast position. 


 
3. The Department of Health has recently issued updated guidance (letter dated 19th 


June Gateway Ref 00186) with regards to the use and governance of these funds. 
(Appendix 2) 


 
4. The guidance also requires the Area Teams to ensure that the Clinical 


Commissioning Group/s and local authority take a joint report to the Health and 
Wellbeing Board to ratify what the funding will be used for. 


 
5. Once the Health & Wellbeing Board ratifies the report a copy of the signed 


agreement is required by NHS England. When this is received Purchase Orders can 
be set up by the Area Team with the Local Authority that will confirm the precise 
financial arrangements. 


 
6. The agreed Section 256 Agreement  for ratification is at Appendix 3 


 
7. Our current understanding is that the allocation of this social care funding in 15/16 is 


rolled up as ‘new money’ in the £3.6bn announced in the June spending round but 
the detail on governance and criteria of use are still unclear. 


 
Proposals 
 
8. In line with this guidance work is being carried out to ensure the use of these existing 


funds, locally, complies. It is intended that spend is presented under 3 broad 
headings: 


• Eligibility (£4m) 
• Prevention (£3.1m) 
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• Short term assessment & intervention (£3m) 
However for the purposes of expenditure plans the detail of these elements will be 
aligned to the categories/ service areas identified in the guidance letter (appendix 2, 
table 1). 


 
9. Appendix 4 details examples of the initiatives funded under these 3 headings. 
 
10. The decision to use a significant component of the £10m allocation in order to retain 


existing eligibility criteria was agreed by the former PCT in recognition of the impact 
on health budgets if the social care eligibility criteria is raised and thus has also been 
acknowledged by CCG colleagues who recognise the need to maintain the status 
quo with the identified investment. The allocation against eligibility is significantly less 
than would be the cost to Health if the criteria were raised. 


  
11. These plans have been developed alongside and link to the recently published Joint 


Health & Wellbeing Strategy priorities and both Clinical Commissioning Groups 
commissioning intentions which have been agreed by all key partners and the Health 
& Wellbeing Board  


 
12. As we are now 4 months into the financial year there are concerns that the process of 


final sign off of these plans and payment to the Council will now carry us into 
November with the process for 2014/15 needing to commence in January 2014 to 
meet a March sign off date.  


 
13. Although current indications are that the social care funding allocation will increase 


slightly in 2014/15 we have not received a confirmed figure, nevertheless the Council 
and the CCGs have agreed that the Section 256 agreement attached is extended to 
cover the financial periods 2013/14 and 2014/15 as the proposed spending plans will 
not vary significantly. 


 
Recommendations 


 
14. The Health and Wellbeing Board is recommended to: 


• Note the content of this report  


• Agree the proposed options for use of the Social Care Funds 


• Ratify the attached  Section 256 Agreement 
 
Contact:   Nick Whitton, Head of Commissioning,  
 
Background papers:  (As appropriate) 
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Finance  
Social care funds of c£10.1m for 2013/14 and c£10.5m for 2014/15 are due to be 
passported from NHS England to the local authority under a Section 256 agreement. This 
follows on from previously agreed s256 agreements in 2011/12 and 2012/13 between the 
Council and the former PCT. The 2014/15 funding is the forecast position. Appendix 2 
sets out proposals for allocation of this funding in line with the priorities of the Joint 
Health and Wellbeing Strategy and Joint Strategic Needs Assessment. 
 
Staffing 
The use of this funding has staffing implications.  
 
Risk 
Costs are being incurred by DCC currently There is also the risk of potential cost shunt 
issues if not agreed.  
 
Equality and Diversity / Public Sector Equality Duty  
Any change in service or development will be supported by a discreet equality and 
diversity assessment 
 
Accommodation 
 
Crime and Disorder 
Funding included in this agreement supports services which impact on crime and 
disorder including homelessness and substance misuse services  
 
Human Rights 
 
Consultation  
The proposals within the report and S256 are continuations of previous agreed 
developments have been subject to consultation with key stakeholders. The report and 
agreement have been through both the Council and CCG governance processes for 
agreement. 
 
Procurement  
In order to afford the market some stability agreement of the S256 schedule to cover 
13/14-14/15 is suggested. Procurements will be carried out under DCC policies and 
constitution 
 
Disability Issues 
 
Legal Implications  
 
 
 
 
 
 


 
Appendix1 
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Appendix 2 


 
Dear Colleagues 
 
Re: Funding Transfer from NHS England to social care – 2013/14 
 
1. With reference to the letter of 19 December 2012 from the Department of Health to 
Paul Baumann (DH Gateway Reference 18568), funding to support adult social care has 
been passed to NHS England as part of the 2013/14 Mandate. 
 
2. This letter provides information on the transfer to local authorities, how it should be 
made, and the allocations due to each local authority under Section 256 (5A)(5B) of the 
2006 NHS Act. It is noted that decisions may have already been made for the use of the 
funding and that this letter is formalising such arrangements.  
 
Amount to be transferred 
3. For the 2013/14 financial year, NHS England will transfer £859 million from the 
Mandate to local authorities. We have undertaken an exercise to map all local authorities 
to NHS England Area Teams, and the amounts to be paid to individual local authorities 
from the Area Teams are set out at Annex A.  


Legal basis for the transfer  
4. The payments are to be made via an agreement under Section 256 of the 2006 NHS 
Act. NHS England will enter into an agreement with each local authority and will be 
administered by the NHS England Area Teams (and not Clinical Commissioning Groups). 
Funding from NHS England will only pass over to local authorities once the Section 256 
agreement has been signed by both parties. 
 
For reference, please find below the updated Directions, which set out the conditions, 
Memorandum of Agreement and Annual Vouchers for use: 
 
 https://www.gov.uk/government/publications/conditions-for-payments-between-the-nhs-
and-local-authorities  
 
https://www.gov.uk/government/publications/funding-transfer-from-the-nhs-to-social-care-
2013-to-2014-directions  
 


Gateway Reference: 00186 
 


 
Financial Strategy & Allocations 


Finance Directorate  
Quarry House 


Leeds 
LS2 7UE 


 
Email address – england.finance@nhs.net 


Telephone Number – 0113 82 50779 
 


To: 
Area Team Finance Directors 
CCG Clinical Leads 
CCG Accountable Officers 
 


 
 
 
 
 


 19 June 2013 
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In summary, before each agreement is made, certain conditions must be satisfied as set 
out below:  
 
Use of the funding  
5. The funding must be used to support adult social care services in each local authority, 
which also has a health benefit. However, beyond this broad condition, NHS England 
wants to provide flexibility for local areas to determine how this investment in social care 
services is best used.  
 
6. The joint local leadership of Clinical Commissioning Groups and local authorities, 
through the Health and Wellbeing Board, is at the heart of the new health and social care 
system. NHS England will ensure that the local authority agrees with its local health 
partners how the funding is best used within social care, and the outcomes expected 
from this investment. Health and Wellbeing Boards will be the forum for discussions 
between the Area Teams, CCGs and local authorities on how the funding should be 
spent.  
 
7. In line with their responsibilities under the Health and Social Care Act, NHS England 
will make it a condition of the transfer that local authorities and CCGs have regard to the 
Joint Strategic Needs Assessment for their local population, and existing commissioning 
plans for both health and social care, in how the funding is used.  
 
8. NHS England will also make it a condition of the transfer that local authorities 
demonstrate how the funding transfer will make a positive difference to social care 
services, and outcomes for service users, compared to service plans in the absence of 
the funding transfer.  
 
9. The funding can be used to support existing services or transformation programmes, 
where such services or programmes are of benefit to the wider health and care system, 
provide good outcomes for service users, and would be reduced due to budget pressures 
in local authorities without this investment. The funding can also support new services or 
transformation programmes, again where joint benefit with the health system and positive 
outcomes for service users have been identified.  
 
10. The Caring for Our Future White Paper also sets out that the transfer of funding can 
be used to cover the small revenue costs to local authorities of the White Paper 
commitments in 2013/14 (excluding the Guaranteed Income Payments disregard, which 
is being funded through a grant from the Department of Health).  
 
Governance 
11. The Area Teams will ensure that the CCG/s and local authority take a joint report to 
the Health and Wellbeing Board to agree what the funding will be used for, any 
measurable outcomes and the agreed monitoring arrangements in each local authority 
area. 
 
12. The Health & Wellbeing Board then approves the report which has appended to it the 
agreed Section 256 agreement between the local authority and NHS England. The 
agreement is signed by both parties. 
 
13. A copy of each signed agreement should be sent to NHS England Finance 
Allocations Team at england.finance@nhs.net so that a national review of the transfer 
can be undertaken. 
 
14. Purchase Orders should then be set up by the Area Teams with each Local Authority 
that will confirm the precise financial arrangements. 
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Reporting  
15. Area Teams will be supplied with specific budget codes to enable them to set up 
Purchase Orders, monitor the expenditure on this allocation and to drawdown the 
necessary cash required to pay local authorities on the agreed basis. Area Teams should 
use their specific cost centre (Annex B) and the local authority sub analysis 2 code 
(Annex C) to generate their purchase orders (using the non-catalogue request category 
‘XXX’).  
 
16. NHS England will require expenditure plans by local authority to be categorised into 
the following service areas (Table 1) as agreed with the Department of Health. This will 
also ensure that we can report on a consolidated NHS England position on adult social 
care expenditure.   
 
Table 1: 
Analysis of the adult social care funding in 2013-14 for transfer to local 
authorities 
 Service Areas- ‘Purchase of social care’ Subjective code 
Community equipment and adaptations 52131015 
Telecare 52131016 
Integrated crisis and rapid response services 52131017 
Maintaining eligibility criteria 52131018 
Re-ablement services 52131019 
Bed-based intermediate care services 52131020 
Early supported hospital discharge schemes 52131021 
Mental health services 52131022 
Other preventative services  52131023 
Other social care (please specify) 52131024 
Total 
 
Furthermore, as part of our agreement with local authorities, NHS England will ensure 
that it has access to timely information (via Health & Wellbeing Boards) on how the 
funding is being used locally against the overall programme of adult social care 
expenditure and the overall outcomes against the plan, in order to assure itself that the 
conditions for each funding transfer are being met. 
 
Further considerations  
17. Area Teams to copy this letter to their local government colleagues. 
 
18. NHS England will not place any other conditions on the funding transfers without the 
written agreement of the Department of Health.  
 
If you require any further information, please contact Tim Heneghan, Senior Finance 
Lead, Financial Strategy & Allocation on 0113 82 50779 or email tim.heneghan@nhs.net 
 
Yours sincerely 


 
 
Sam Higginson 
Director of Strategic Finance 
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Annex A - 2013/14 Funding by local authority & Area Team 
Annex B – List of Area Team Cost Centres 
Annex C - List of Local Authority Sub Analysis 2 codes 
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Social Care Fund Initiatives 2013/14 
The initiatives detailed below, with the exception of Transformational change, Intermediate Care and Eligibility, represent additional activity to core 
contracted services.  This additionality has been funded via non recurrent social care funds (s.256) since 2009/10.  Withdrawal of this funding would 
necessitate shrinking back to core contract delivery.   
 
The Intermediate Care element represents the new funding required to facilitate the remodelling planned for short term intervention provision.  


Durham currently provide services to individuals assessed to have a substantial or critical need.  In light of the severe financial pressure being felt by local 
authorities consideration of lifting this to critical only would be required if the identified financial support was withdrawn; affecting 3200 service users. 


Initiative  Subjective Code  Short Description Cost KPIs Impact on Health  


Eligibility 52131018 
Supporting the maintenance of 
current substantial and critical 


eligibility levels 
 £     4,000,000.00  Eligibility remains at 


current levels 


There are currently c3200 
people assessed as having 


substantial needs. If 
eligibility raised a large % 
would experience health 
deterioration and require 


health interventions 


Reablement 52131019 


Maintenance and expansion of 
current reablement provision- this 


services act as an extension of 
traditional rehabilitation services, 
working with individuals to build 
confidence and skills to ensure 


they reach their optimum 
functional potential. 


 £     2,500,000.00  


Percentage of people 
who have no ongoing 
care needs following 
completion of provision 
of a reablement package;                                                       
Proportion of older 
people (65 and over) who 
were still at home 91 
days after discharge from 
hospital into reablement/ 
rehabilitation services 


These services support the 
intermediate care 


function and increase 
confidence and 


independence reducing 
use of health& social care 


services and improving 
wellbeing 
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Community Alarms/ 
Wardens  52131017 


Maintenance of the current 
community warden service- 


providing monitoring and response 
of those in the community who are 
isolated or vulnerable this service 


provides a support system and 
crisis response. 


 £        600,000.00  
Number of people in 
receipt of community 


alarms 


Reduction in this service 
will see a shunt onto 


health services particularly 
through increased GP  and 


community services 
activity.. 


Intermediate Care 52131020/5213
1021 


This is funding identified for 
implementation of the new IC 


model 
 £        525,000.00  


Emergency readmissions 
within 30 days of 
discharge from hospital;         
Delayed transfers of care 
from hospital per 100,000 
population; Adults aged 
65+ per 100,000 
population admitted on a 
permanent basis in the 
year to residential or 
nursing care 
    


Inability to implement IC 
changes and continued 


pressure on acute services 
and CCG budgets 


Stonham 52131023 


Supports a wide range of client 
groups including; young people; 


MH; LD; substance misuse; 
offenders; teenage parents; single 


homeless.  Provides practical 
support to help the client achieve / 


maintain independent living 


 £        500,000.00  


No. of referrals;  No. of 
clients with an identified 
need;  No. of clients with 


their needs met. 


Address's general and 
specific health issues of 
clients through direct 
support, sign posting / 


referring to specific 
services. 


Transformational Change 52131023 


This funding will deliver initiatives 
that support communities to build 
resilience and capacity including a 


community chest grant and 
implement the transformational 


change of social care. 


 £        498,225.00  


Reduction in social care 
assessments; Increased 
volunteering 
opportunities.  


This asset based approach 
and community capacity 


building will not only 
impact on social care 
referrals but also the 


health economy 


 9 







Home Equipment Loans 
Service 52131015 


Maintenance and expansion of 
current service including driver 


fitter and clinical advisor roles- This 
service provides aids and 


equipment to allow people to 
remain at home. It facilitates 


discharge and prevents admission. 
The new roles assist requisitioners 
of equipment to select the most 


effective solution and enable more 
efficient installation . 


 £        400,000.00  


% of items delivered 
within 7 days of receipt of 


requisition- stock- 
specials. Target 97% 


Reduction in the council’s 
ability to provide 


equipment would see a 
direct impact on hospital 


admission rates and 
discharge delays., as well 


as long term care. 


MH Preventative Services  52131022 


The remodelling of support and 
recovery services in line with a 


proposed recovery college model 
for County Durham. Development 


of additional step down 
accommodation to facilitate 


hospital discharge. 


 £        385,753.00  


Number of referrals in 
the period to Support and 
Recovery;                    
Number of clients in 
receipt of Support and 
Recovery services;                                 
Percentage of discharges 
from Support and 
Recovery with a positive 
outcome                                                                                                                                                                                                                                                                             


These services impact on 
hospital discharge and 
crisis support for those 


people with MH problems. 


Telecare/Telehealth  52131016 


Maintenance and expansion of 
current telecare/telehealth 


initiatives. These services provide 
assistive technology options i.e. fall 


detector, epilepsy sensors, gas 
shutoff valves which reduce risk 
and enable people to remain at 


home and independent for longer. 


 £        200,000.00  Number of people in 
receipt of telecare 


Withdrawal of current 
equipment would put 


clients at risk of falls, long 
lie, injury or fatality from 
fire etc. Use of telecare 


also reduces carer stress. 
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Tees Valley Housing 52131023 


Supports teenage parents and 
parents with LD with practical 


support including parenting skills, 
health & wellbeing issues, training 


& employment, arrears, debts 


 £        140,000.00  


No. of referrals;  No. of 
clients with an identified 
need;  No. of clients with 


their needs met. 


Address's general and 
specific health issues of 
clients through direct 
support, sign posting / 


referring to specific 
services. Reduction in this 
service would see increase 


primary & community  
care activity  


Creative Support 52131022 


Supports OP with MH issues with 
practical support.  Will also help 


clients access social care services if 
eligible 


 £          72,088.00  


 No. of referrals;  No. of 
clients with an identified 
need;  No. of clients with 


their needs met. 


Reduction in this service 
would result in an 


increase activity for 
primary care and 


community mental health 
services 


BID 52131023 


Supports clients who are deaf with 
practical support and help the 


client access social care services if 
eligible. 


 £          66,850.00  


Service reports on Every 
Child Matters Outcomes; 


Be Healthy; Stay Safe; 
Enjoy & Achieve; Make a 


Positive Contribution; 
Achieve Economic well-
being;  No. of referrals;    
No. of clients with an 


identified need;  No. of 
clients with their needs 


met. 


This service supports deaf 
people reducing their 


need to access primary 
and community care for 


support 
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Hardship Fund 52131023 


To support clients who are at risk 
of disengaging from support and to 


aid those clients moving on from 
accommodation based support.  


Fund can help with training / 
employment, setting up tenancies, 


debts, arrears and overcoming 
health issues 


 £          60,000.00  No. of clients supported 
to address health issues. 


Address's general and 
specific health issues of 
clients through direct 
support, sign posting / 


referring to specific 
services. 


Foundation PPO Mentors 52131023 


Supports PPO referred through 
IOM Team.  Provides practical 


support to the client to address 
health issues, offending issues, 


housing, budgeting, employment & 
training, access to children 


 £          48,132.00  


 Service contributes to 
reducing reoffending 


figures monitored by the 
IOM Team;  No. of 


referrals;  No. of clients 
with an identified need;    
No. of clients with their 


needs met. 


Address's general and 
specific health issues of 
clients through direct 
support, sign posting / 


referring to specific 
services. 


Richmond Fellowship 52131022 
Supports clients with MH through 


the use of IT in the more rural 
areas of Durham 


 £          30,246.00  


No. of referrals;  No. of 
clients with an identified 
need;  No. of clients with 


their needs met. 


Address's general and 
specific health issues of 
clients through direct 
support, sign posting / 


referring to specific 
services. 


The Cyrenians 52131023 


Supports single homeless males 
providing practical support to help 


clients achieve / maintain 
independence including, debt / 


arrears issues, housing, training & 
employment, offending behaviour 


 £          30,000.00  


No. of referrals;  No. of 
clients with an identified 
need;  No. of clients with 


their needs met. 


The support this service  
provides reduces risky 


behaviours and the 
associated health 


problems , thereby 
reducing the activity for 
primary and community 


care services 
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DISC G&T  52131023 


Supports Gypsy & Traveller 
community on registered / 


unregistered sites.  Provides 
practical support and also helps 


address health issues, e.g. ensures 
registered with GP, dentist etc.   


 £          28,746.00  


No. of referrals;  No. of 
clients with an identified 
need;  No. of clients with 


their needs met. 


Address's general and 
specific health issues of 
clients through direct 
support, sign posting / 


referring to specific 
services. Reduction in this 


service would see 
increased health issues 
and activity for primary 


and acute services 


Mental Health Matters 52131022 


Support clients with MH issues, 
with practical support to help them 


achieve / maintain independent 
living.  Support areas include MH 


and may also include housing, 
budgeting, training & employment, 


substance misuse, offending 
behaviour, arrears, income 


maximisation 


 £          16,712.00  


No. of referrals;  No. of 
clients with an identified 
need;  No. of clients with 


their needs met. 


Reduction in this service 
would result in increased 
activity for primary care 
and community mental 


health services 
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10 September 
 Item No: GB/13/121 


GOVERNING BODY MEETING 
 


Report Title  Patient and Public Engagement Update 
Author and Job 
Title  


Gill Findley Director of Nursing 


Sponsor Director Gill Findley Director of Nursing 
Date 1.9.13 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides the governing body with the regular monthly update 
on engagement activities across Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


• Section 1 outlines the regular activity undertake with North of England 
Commissioning Support Unit 


• Section 2 outlines the engagement undertaken relating to potential 
service moves in Hartlepool 


• Section 3 is an update on Call to Action 
• Section 4 relates to future planned activity 
 
 


 
Approval route 
 


• Verbally reported to Quality Review Group on 27th August 2013 
• Executive Committee 3rd September 2013 


 
  
Supporting 
documentation / 
Appendices 
 


• Action Plan- August 2013 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 


   


 
 
 







targets  
  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Note the activity since the last report 
 


 


2 
 







 
Communications and Engagement update:  August 2013 
 


1.  Update prepared by North of England Commissioning Support Unit 
 


Action Comments 
Paid-for activity 
Page booked in September edition of LA 
magazine.    
 
Following a meeting with Newquest (Northern 
Echo) cost have been presented 


  
 
 
 
To be discussed at a CCG Executive 
meeting 


Design style 
Design for GP bulletin provided 


 Work completed 


Website 
Meeting with IT to progress technical and 
design changes to site.    
Routine updates being undertaken as required. 
Biographies and pictures of Governing body 
largely up to date. 


 
Development in progress.  New site should 
be up and running within the next 2 
months. 


Consultations/Engagement 
Hartlepool consultation now closed.   Feedback 
document being prepared by Rachel 
Chapman.  Public relations handling strategy in 
development. 
 
Call to action – initial plans being developed 
with Area Team. 


  
Governing Body on meeting 2nd 
September to agree next steps 


Stakeholder engagement 
Health Networks MOU drafted and circulated.  
Feedback received and second draft being 
prepared. 
 
Communications and engagement team are 
undertaking additional work to identify all local 
voluntary and third sector organisations 
including those representing hard to reach. 
 
A CCG e-bulletin has been developed and 
quarterly publication dates agreed.  NECs 
communications will issue a call for content 
and issue first bulletin for W/C 30 September.     


 
Meeting with Health Networks being 
arranged.  Will include official signing of the 
MOU. 
 
Groups/organisations being mapped as 
part of with work on My NHS 
 
 
 
Siobhan Jones (SJ) to provide initial list of 
stakeholder recipients for agreement. 
SJ to provide outline copy for bulletin. 


Mental Health  
Review document circulated   


 
 Work ongoing. For further discussion at a 
CCG Executive meeting. Will need a 
coordinated approach from all CCGs 


Governing body meetings 
Advertising and press release will support this. 
 


 


My NHS 
Developing recruitment material including new 
branding, posters, flyers and wallet cards 
Mapping of CCG area and postcodes 


 
SJ delivered a presentation on My NHS to 
QPF meeting on 27 August. 
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Action Comments 
underway to support database. 
Existing contacts including individuals and 
organisations being loaded onto system 
Recruitment plan in development with activity 
likely to be from September 2013 onwards.    
CCG has set a target of 1,000 members by the 
end of the financial year 
Medicines Management 
Waste reduction campaign is ongoing.  


 Receiving good media coverage 


Prospectus 
Distribution ongoing. 


 
Available on the CCG website 


MP letters 
CCG has been provided with a standard 
operating procedure re MP letters for 
agreement 


 
   


Meetings 
Regular communications update meeting 
agreed and in diaries 
SJ attended quality and finance meeting 


 


Sundry 
Outline of training session re statutory duties 
provided 
Provisional date for next annual event to be 
agreed 
Discussion with FT re collaborative 
opportunities has taken place 
Discussion with LA re winter messages 
ongoing (Chris Woodcock) 
Collaborative Antibiotics campaign  
Collaborative Winter messages/Service use 
campaign  
NHS call to action activity – planning in 
progress with the Area Team 
 


 
CCG executive training session booked 
 
 
 
 
 
Outline plan to be presented to the CCG for 
agreement at beginning of September 


 
 
2. Proposed changes to services at Hartlepool hospital 
 
The CCG has a contract with North Tees and Hartlepool NHS Foundation Trust to provide 
services at North Tees and Hartlepool hospitals. The clinical staff at the Trust have 
expressed concerns about their ability to continue to provide acute medical and critical care 
services at the Hartlepool site because of a national  shortage of suitably trained staff. In 
order to improve services and prevent an unplanned closure of the unit, the Trust and the 
CCGs have consulted on a proposal to move acute medical services to the North Tees site. 
 
DDES CCG has been working with Hartlepool and Stockton CCG and the Trust and North of 
England Commissioning Support unit to engage with local people and professionals to 
understand the impact of any change and how this can be mitigated. Consultation closed in 
August and a meeting in common with the 2 CCGs and the Trust is scheduled for 2nd 
September 2013, when a decision will be made about the next steps. 
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3. Call to action 
 
Call to Action is the new consultation exercise being launched by NHS England. This will be 
a national campaign to consult with members of the public and NHS professionals to discuss 
how the NHS should be managed into the future and how health care can be delivered to 
high standards within a limited budget.  
 
North of England Commissioning Support Unit and the Area Team will be supporting CCGs 
with this work and we are awaiting publication of materials to support engagement events. 
Once we have this material we expect to be using all existing engagement opportunities to 
promote the campaign. 
 
4. Future plans 
 
As mentioned in section1 a key part of the engagement plan for the CCG is the use of “My 
NHS” an online database of people interested in health service provision. The CCG has set 
an ambitious target of attracting 1000 members in the first year. We are awaiting the 
publication of supporting materials and will then be promoting use of the database in a 
variety of fora. Once in operation the database will allow targeted consultation with members 
of the public about matters of interest to them. 
 
During September the CCG will be beginning discussions about its commissioning intentions 
for 2013/14 and beyond. There will be significant engagement activity relating to 
commissioning intentions. Links with Health networks, AAPs and local authority will be 
particularly important during this process. A letter outlining the initial process has been 
distributed and will be followed up with presentation at meetings and networking events. 
 
Gill Findley 
Director of Nursing 
1.9.13  
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10th September 2013 
 Item No: GB/13/123 


GOVERNING BODY 
 


Report Title  Standard items: Confirmed minutes to receive 
Author and Job 
Title  


Clair white, Head of Corporate Services 


Sponsor Director Mike Taylor, Chief Operating Officer 
Date 03.09.13 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 


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


Summary of key 
points  
 
 
 
 
 
 


The papers to receive include: 
 
Appendix 1- Easington Locality Commissioning Board 
18th July 
Appendix 2 - Quality, Finance and Performance Group 
23rd  July  
Appendix 3/4/5 - Executive Committee 
23rd  July 
6th August 
20th August 
Appendix 6 – Durham Dales Clinical Group 
25th July  
Appendix 7 – Sedgefield Locality Executive Committee 
15th May 
17th July 


 
 


Approval route 
 


• Via CCG governance reporting structure 


  
Supporting 
documentation / 
Appendices 
 


The papers to receive include:  
• Appendix 1 - Easington Locality Commissioning Board 
• Appendix 2 - Quality, Finance and Performance Group 
• Appendix 3/4/5 - Executive Committee 
• Appendix 6 – Durham Dales Clinical Group 
• Appendix 7 – Sedgefield Locality Executive Committee 


 
 


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  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Receive and note the contents of the minutes  
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Updated 14 August 2013 
 


 
 
 


GOVERNING BODY 
 


ACTION LOG 
 


 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


1.  09/04/13 DDES-GB/13/05 Matters arising 
from governing body – 12 March 
 
Provider quality was discussed and 
as part of the quality surveillance 
group the governing body asked for a 
quality pathway chart to assure how 
all the groups fit together. 


 
 
 
DR 


 
 
 
Ongoing  


 
 
 
Waiting on confirmation of 
the agreed ToR from the 
Quality Surveillance Group 
and the flow chart develop 
from there. 
 
Due to the amount of 
groups that are still being 
established it is proving 
difficult to pull together the 
flow chart.  TM is currently 
working on this and it will 
come to the GB once 
finalised.  
 
 


 
 
 
Complete 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


2.7.13 DR will provide 
overview of how the 
groups fit together for the 
next mtg. 
 
10/7/13 – A paper had 
been prepared for the 
Executive Committee and 
would be brought to the 
Governing Body in August. 
 


2.  09/04/13 DDES-GB/13/09 Review of the 
Governing Body Terms of 
Reference 
 
The membership section (4) within 
the ToR to be reviewed at the next 
planned review date.    
 


 
 
 
 
MT 


 
 
 
 
October 
2013 


  


3.  11/06/13 DDES-GB/13/47 – Clinical Quality 
Update 
 
The clip reports were not included 
and circulated with the papers.  The 
attachments need to be circulated to 
the group. 


 
 
 
GF 


 
 
 
After 
meeting  


 
 
 
10/7/13 – This had not yet 
been received. 
14/8/13 – The information 
had been circulated. 
 


 
 
 
Complete 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


4.  09/07/13 DDES-GB/13/67 – Minutes of 
meeting held on 11 June 2013 
 
SH to  make amendments as agreed 
in the meeting and submit to AD for 
final sign-off 
 
Minutes of 11 June to be added to 
the website. 
 


 
 
 
SH 
 
 
 
LJG 


  
 
 
Amendments Made 
 
 
 
Lyndsey Jones George to 
add to the website. 


 
 
 
Complete 


5.  09/07/13 DDES-GB/13/74 – Health 
Protection and the role of CCGs 
 
ML to obtain the most recent Child 
Immunisation Scheme information to 
circulate after the meeting. 
 


 
 
 
ML 


  
 
 
14/8/13 – AL had 
circulated the information. 


 
 
 
Complete 


6.  09/07/13 DDES-GB/13/80 – Performance 
Report 
 
JC to consider how to ensure that 
localities and practices could provide 
local information regarding quality 
performance indicators. 
 
GF and JC to meet separately to 
discuss the reporting on correct 
categories in future performance 
reports. 
 


 
 
 
JC 
 
 
 
 
GF/JC 


  
 
 
QUIS scheme launched. 
 
 
 
 
GF/JC reported that all 
was in place. 


 
 
 
Complete 
 
 
 
 
Complete 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


7.  09/07/13 DDES-GB/13/81 and 82  Paediatric 
Occupational Therapy Service and 
Children’s Speech and Language 
Therapy Procurement and 
Evaluation Strategies 
 
LJ and AL to discuss concerns re 
school provision separately. 
 


 
 
 
 
 
 
LJ/AL 


  
 
 
 
 
 
Discussions had taken 
place. 


 
 
 
 
 
 
Complete 


8.  09/07/13 DDES-GB/13/86 – Minutes to be 
Received 
 
All Locality Leads to ensure that 
conflicts of interest were made and 
recorded as appropriate at meetings 
and to ensure those minutes were 
signed before submission to the 
Governing Body. 
 


 
 
 
Locality Leads 


  
 
 
Ongoing 


 


9.  13/08/13 DDES-GB/13/95 - Expenses 
reimbursement policy for patient, 
carer and public involvement in 
engagement activity  
 
CW and HM to discuss administrative 
support. 
 


 
 
 
 
 
CW/HM 


 
 
 
 
 
10/09/13 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


10.  13/08/13 DDES-GB/13/95 - Expenses 
reimbursement policy for patient, 
carer and public involvement in 
engagement activity  
 
CW to amend the report as agreed 
and share with localities. 
 


 
 
 
 
 
CW 


 
 
 
 
 
10/09/13 


  


11.  13/08/13 DDES-GB/13/95 - Expenses 
reimbursement policy for patient, 
carer and public involvement in 
engagement activity  
 
Clinical Locality Leads to ensure 
inclusion on the PRG agendas. 
 


 
 
 
 
 
Clinical Locality 
Leads 


 
 
 
 
 
10/09/13 


  


12.  13/08/13 DDES- GB/13/96 - Risk 
Management Update – Including 
key risks  
 
MT to prepare report on Assurance 
Framework for the September 
meeting. 
 


 
 
 
 
MT 


 
 
 
 
10/09/13 


  


13.  13/08/13 DDES-GB/13/98 - Clinical Quality 
Arrangements 
 
GF and DE to discuss Durham 
County Council’s involvement in the 
Clinical Quality Review Group for 


 
 
 
GF/DE 


 
 
 
10/09/13 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


care homes. 
 


14.  13/08/13 DDES-GB/13/98 - Clinical Quality 
Arrangements 
 
GF and JC to discuss with the Area 
Team the most appropriate process 
for raising concerns relating to 
primary care. 
 
The Clinical Quality Strategy to be 
presented at a future meeting 


 
 
 
GF/JC 
 
 
 
 
JC 


 
 
 
10/09/13 
 
 
 
 
Once 
Completed 


  


15.  13/08/13 DDES- GB/13/99 - Performance 
Update 
 
JC to change the circles to directional 
triangles and include more figures in 
the commentary to show how close 
an indicator was to achieving a 
target.  In addition, JC to amend the 
figures in Domain 3 to show as a 
percentage rather than age. 
 


 
 
 
JC 


 
 
 
10/09/13 


  


16.  13/08/13 DDES- GB/13/99 - Performance 
Update 
 
Clinical Locality Leads to feed back 
to JC about the dashboard reports. 


 
 
 
Clinical Locality 
Leads  


 
 
 
10/09/13 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


17.  13/08/13 DDES- GB/13/99 - Performance 
Update 
 
JC to speak to NECS to incorporate 
the points raised by the Audit and 
Assurance Committee as well as the 
practices in future reports.  He would 
also ensure that abbreviations were 
explained, that the report was 
tightened up and that it would be 
included in the discussion section of 
future agendas.   
 


 
 
 
JC 


 
 
 
10/09/13 


  


18.  13/08/13 DDES-GB/13/101 - Patient and 
Public Engagement Update 
 
GF to raise the issue at the Area 
Team to ensure that the system was 
publicised and Healthwatch were 
fully appraised of the situation. 
 


 
 
 
GF 


 
 
 
10/09/13 


  


19.  13/08/13 DDES-GB/13/101 - Patient and 
Public Engagement Update 
 
AD and GF were due to meet with JB 
and would discuss the situation 
further. 
 


 
 
 
AD/GF 


 
 
 
10/09/13 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


20.  13/08/13 DDES-GB/13/101 - Patient and 
Public Engagement Update 
 
GF to plan the agenda for the future 
Governing Body development 
session on engagement to include 
the Medicines Management Waste 
Campaign and how it links to 
initiatives including My NHS and the 
NHS Call to Action. 
 


 
 
 
GF 


 
 
 
10/09/13 


  


21.  13/08/13 DDES-GB/13/102  - Finance update 
– Month 3 
 
MB to make amendments for future 
reports. 
 


 
 
 
MB 


 
 
 
10/09/13 


  


22.  13/08/13 DDES- GB/13/103 - Welfare Reform 
Update 
 
Clinical Locality Leads to share the 
information with practices to ensure 
that GPs understood the issues and 
how to signpost patients. 
 


 
 
 
Clinical Locality 
Leads 


 
 
 
10/09/13 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


23.  13/08/13 DDES- GB/13/104 - Confirmed 
Minutes to Receive 
 
HM to ensure that May minutes were 
included in next papers. 


 
 
 
HM 


 
 
 


10/09/13 


  


24.  13/08/13 DDES- GB/13/104 - Confirmed 
Minutes to Receive 
 
SS to ensure that the Durham Dales 
confidential minutes were included in 
next papers. 
 


 
 
 
SS 


 
 
 
10/09/13 


  


25.  13/08/13 DDES- GB/13/104 - Confirmed 
Minutes to Receive 
 
CW to issue guidance to localities 
about the process for creating 
confidential minutes. 
 


 
 
 
CW 


 
 
 
10/09/13 


  


26.  13/08/13 DDES- GB/13/104 - Confirmed 
Minutes to Receive 
 
JC to check who chaired the 
Easington meeting for which the 
minutes had been signed off by 
Stephen Muscat and assure the 
Governing Body that the minutes 
were confirmed. 


 
 
 
JC 


 
 
 
10/09/13 
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Updated 14 August 2013 
 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


27.  13/08/13 DDES- GB/13/104 - Confirmed 
Minutes to Receive 
 
CW to ensure that Governing Body 
minutes were sent to Clinical Locality 
Leads who would ensure that they 
were included in their meeting 
papers. 
 


 
 
 
CW 


 
 
 
10/09/13 
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Dear Stewart and Annie, 
 


QUARTER 1 2013/14 ASSURANCE CHECKPOINT 
 


Firstly thanks to you and all of your team for the approach taken to preparing for and participating in the 
first quarterly assurance meeting.  It proved most beneficial to conduct the meeting in your offices and in 
doing so engage with your team. 
 


We found the meeting a timely opportunity to reflect on what has been achieved and how you are 
responding to the challenges ahead.  There was clearly a great deal of work underway which was good to 
hear about. 
 


A proactive approach to partnership working is evident within the CCG. Your approach to building 
relationships is good and can enhance future collaborative working. 
 
You are clearly aware of your performance and financial challenges.  The CCGs financial position in 2013/14 
was enhanced through the use of block contracts which have brought some stability to the year 1 plan. You 
are tackling performance issues and have progressed in relation to C-Diff. It is pleasing to note you are keen 
to demonstrate a focus on outcome measures and we look forward to monitoring your progress in quarter 
2 and beyond. 
 


Your focus on quality outcomes is clear and you are being innovative in checking on the quality of your 
providers by, for example, your ‘coffee clinics’ in provider premises and your provider visits working with 
North Durham CCG.  There is a clear drive in relation to urgent care and you are taking actions in 
connection with nursing homes, named GPs and on-going with NEAS. We also heard about the controls you 
have in place via audit which is an important element of organisational health. 
 


Finally it is important to note how well the transition to the new NHS arrangements had worked and 
appreciate your contribution. 
 
Please find attached a summary of the actions we shared with you at the end of the meeting. We have 
identified Area Team leads next to each action for your information and would welcome CCG leads in 
return, to aid us in our future assurance meetings to discuss progress and developments. 
 
Over the coming months we will work together on a number of crucial issues, including quality, primary 
care, Family Health Services and, medium term financial planning around Call to Action. 
 


 Durham, Darlington & Tees Area Team 
The Old Exchange 


Barnard Street 
Darlington 


DL3 7DR 
 


Email address: cameron.ward@nhs.net 
Telephone Number: 07917551885 


 
23rd August 2013 


 


Durham, Darlington & Tees Area Team 
The Old Exchange, Barnard Street, Darlington.  DL3 7DR 



mailto:cameron.ward@nhs.net





 


 
 
For clarity the process going forward is as follows: 
 


• Agree the key actions (overleaf) and nominate a CCG lead. 
• BSC to be shared with CCG on 27th August. 
• Discuss support/intervention (where appropriate) by BSC domain 
• Document support/intervention (where appropriate) by BSC domain 
• Publish your BSC  


 
If you have any questions please get in touch. This was the first quarterly assurance meeting, I would 
expect that as they progress during the year there are less questions raised as assurance becomes more 
common place and we focus more on any on-going issues and where we can work together.  
 
Regards 
 
Cameron 
 
Cameron Ward 
Director (Durham, Darlington and Tees) 
NHS England 


 


Durham, Darlington & Tees Area Team 
The Old Exchange, Barnard Street, Darlington.  DL3 7DR 







 


 
Summarised Actions 
 
 


DDES Actions AT Lead CCG Lead 
Clarity of non-recurrent spending plans to avoid an 
underspend – how you manage risk 


Audrey P  


Responding to Primary care national strategy & framework Sue M  
Managing FHS changes locally.  AT are committed to 
maintain communication with you on this 


Sue M  


PMS – national position to be advised Sue M  
Maintain focus on achieving local priority outcomes in Q2 Caroline T  
CDDFT Contract to be signed Bev R  
Need to develop a clear long term financial plan 
incorporating Call to Action. AT to arrange a joint session 
with all CCGs  


Audrey P  


Performance improvement needed in IAPT Caroline T  
Performance improvement needed in RTT Caroline T  
National outcome domain narratives to be shared  Mike G  
Community services to be profiled at the next QSG Bev R  
Conclude work on any commissioning overlaps between 
CCG and AT  


Sue M  


Primary Care Quality Scheme & dashboard Sue M  
Need for a GP IT plan Caroline T  
Definition of running costs (AT action) Audrey P  
Reporting culture to be improved Bev R  
Ambulance handover issues - UCB Caroline T  
LA related prescribing charges – talk to other CFOs Mike G  
Escalation and surge dialogue required Caroline T  
Urgent care – A&E issues to be addressed Caroline T  
Impact of closure of midwifery led unit on system (AT to 
approach Senate, Roy McLachlan, to approach CCG) 


Bev R  


Joined up approach to estates with Property Services Audrey P  
Activity increases to be clarified as to cause, possibly 
addressed through UC work. 


Caroline T  


 
 
 
 
 
 
 
 


Durham, Darlington & Tees Area Team 
The Old Exchange, Barnard Street, Darlington.  DL3 7DR 








                       
 


10th September 2013 
 Item No: GB/13/117 


 
GOVERNING BODY 


 
Report Title  Contract and Performance Update 
Author and Job 
Title  


Richard Harrety, Senior Commissioning Manager – Service Planning and 
Reform, North of England Commissioning Support (NECS).   


Sponsor Director Joseph Chandy - Director of Performance and Information 
Date 10/9/2013 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action             
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides a summary overview of the Quality and Performance 
section of the Quality, Finance and Performance report. This report 
provides; 


• An at a glance summary of the key indicators for the NHS 
constitution, quality outcomes and clinical quality. 


• Detail on the indicators that are in breach along with identified 
actions to mitigate risk of continued breach 


 
 


Summary of key 
points  
 
 
 
 
 
 


• Performance report has been revised to reflect comments from the 
CCG. 


• Exception report have been identified and detailed on slides 11-20 
 


 
Approval route 
 


• Quality, Finance and Performance Group (QF&P) – 27th August 2013 


  
Supporting 
documentation / 
Appendices 
 


• Appendix 1 DDES CCG Performance and Assurance Update 
• Appendix 2 CCG Balance Scorecard  
• Appendix 3 Letter from NHS England in response to Quarter 1 


Checkpoint Visit  
 


Strategic 
objectives in 
Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract    


 
 
 







management and 
performance against key 
targets  


  
Impact 
Assessment and 
Risk Management 
issues 
 
 
 
 
 
 


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


  
Recommendations 
/ Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Receive current performance report  


 
 


 


2 
 








Governing Body declaration of interest as at August 2013
Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Annie Dolphin  01/04/2013 Lay Chair DDES CCG
Panel member - County Durham and Darlington NHS Health 


Improvement Revenue Fund administered by County Durham 
Community Foundation.


Will declare interest in specific instances and 
will not take part in discussions or decisions as 


agreed appropriate


Annie Dolphin 01/04/2013 Lay Chair DDES CCG Performers list decision panel chair NHS England DDT Area 
Team


Will declare interest in specific instances and 
will not take part in discussions or decisions as 


agreed appropriate


Annie Dolphin 14/08/2012 Lay chair DDES CCG Teesdale AAP forum member
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


Annie Dolphin 11/06/2013 Lay chair DDES CCG   NHS partner Board Member -Teesdale AAP
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


Keith Tallintire 14/08/2012 amended 1/4/13 Lay Member, Governance


Derwentside Homes Ltd, Prince Bishops Homes Ltd, Prince 
Bishops Community Bank, Mid Durham Area Action 


Partnership, Derwentside Enterprise Agency Ltd, KT Financial 
Services Ltd,   County Durham Local Government Pension 


Fund, Social Housing Enterprise Durham Ltd.


Will declare interest in specific instances and 
will not take part in discussions or decisions as 


agreed appropriate


Keith Tallintire 11/06/2013 Lay Member, Governance  NHS partner Board Member East Durham (Easington) AAP
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


David Taylor-Gooby 14/08/2012 Lay Member PPE Freelance writer, sometimes write on NHS matters Will not mention matters which could influence 
DDES in his writings. When area of doubt will consult accountable officer or the chair.


David Taylor-Gooby 11/06/2013 Lay Member PPE  NHS partner Board Member 4 Together (Ferryhill) AAP
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


David Taylor-Gooby 11/06/2013 Lay Member PPE Forum Member of AAP - Easington
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate


Stewart Findlay 28/11/2011 Chief Clinical Officer GP Partner at Bishopgate Medical Centre/elected GP lead for 
Durham Dales


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer NHS Alliance lead for cardiovascular disease
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer NHS Clinical Commissioners lead for the North East
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer


Bishopgate Medical Centre also provide occupational health 
services for Cummins (Serco), Health Sure (Serco), Health 


Management, Norwich Union, Sunlight Services, Healthcare 
Connexions, OCCHEA, Connought Compliances, Nexus, TMD 


Friction.


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer Bishopgate provide Dr Bowron in his role as Medical Referee at 
the Wear Valley Crematorium at Coundon, Bishop Auckland.


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Stewart Findlay 28/11/2011 Chief Clinical Officer Bishopgate also provides a GP Clinical Tutor and Appraisal 
lead within the Durham Dales area (Dr Bowron).


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development  Director,Gatehouse (Health) Ltd (a company that holds an 
APMS contract with Hartlepool PCT)


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development GP Appraiser.  
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development Member RCGP.  
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development Member BMA.
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Dinah V Roy 22/11/2011 Director of Clinical Quality & Primary Care Development GP Principal at Oxford Road Medical Centre, Spennymoor
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.







Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Joseph Chandy 22/11/2011 Director of Performance & Information Partner Shinwell Medical Group/elected general practice lead 
Easington


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Practice has submitted an outline business case for premises 
extension.


Joseph Chandy 22/11/2011 Director of Performance & Information Employee, Peterlee Health Centre Not take part in decisions around capital funds 
prioritisation or premises process approvals


Joseph Chandy 22/11/2011 Director of Performance & Information 1.5% partner Wheatley Hill Practice Not take part in decisions around capital funds 
prioritisation or premises process approvals Assisting the GP partners in their new premises development


Joseph Chandy 04/02/2013 Director of Performance & Information Senior partner at Shinwell Medical Group was a provider of 
specialist care at Barchester Hawthorns until 1 January 2013.


No involvment in any commissioning/new 
procurement discussions regarding this 


decommissioned contract.


Joseph Chandy 22/11/2011 Director of Performance & Information 
Related to the senior partner, Shinwell Medical Group, the 


senior partner is amember of South Easington Social 
Enterprise


Joseph will not participate in any related 
procurement panels.


Easington South Social Enterprise is a not for profit 
organisation providing services in the community


Joseph Chandy 12/02/2013 Director of Performance & Information Trustee Dr Joseph Chandy Charitable Trust
No part in CCG  discussion/ decision-making  
regarding any funding to the voluntary sector 


that would advantage this charity. 


The trust is involved in an asset transfer of Roseby Road, 
Horden.  This involves the local authority and CDDFT health 


improvement team.


Joseph Chandy 06/03/2013 Director of Performance & Information Carodoc Practice, Wingate, Assisting Dr P. Fairlamb Practice 
with restructing. 


JC not to be involved during this period in any 
commissioning discssions regarding out 


sourcing CCG HR support.
HR support for practice is provided by CDDFT HR Team


Joseph Chandy 16/04/2013 Director of Performance & Information Carodoc Practice, Wingate, Partner.  
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Partner in practice from April 2013


Joseph Chandy 06/03/2013 Director of Performance & Information Shinwell Medical Centre, in respect of the Big Project funding Will not be involved in any commissioning 
discussions in relation to this item


Helen Moore 14/08/2012 Elected GP lead Sedgefield Vice Chair Sedgefield Locality Commissioning Group & GP 
Ferryhill


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Helen Moore 24/04/2012 Elected GP lead Sedgefield GP with a Special Interest in Vasectomy and Dermatology


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Helen Moore 09/04/2013 Elected GP lead Sedgefield GP with a special interest in skin surgery and teledermatology 


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Stephen Muscat 14/08/2012 Elected GP lead Easington GP in medical group and member of the BMA.


When provision of services in these particular 
areas are being discussed Stephen will alert 
everyone to his involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Stephen Muscat 06/03/2013 Elected GP lead Easington Shinwell Medical Centre, in respect of the Big Project Funding Will not be involved in any commissioning 
discussions in relation to this item


Satinder Sanghera 14/08/2012 Elected GP lead Durham Dales Clinical Quality Lead Durham Dales, GP Partner Weardale 
Practice


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.  







Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


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.  


Mike Taylor 14/08/2012 Chief Finance and Operating Officer Sister in law employed at CDDFT as matron/clinical service 
manager for unscheduled care


Will declare interest when appropriate and 
withdraw from discussion and with agreement 


withdraw from discussion and decision-making. 
No discussion of related issues outside work


Gill Findley 30/04/2013 Director of Nursing/Nurse Advisor School Governor for South Stanley Junior School Will not take part in any discussions that may 
effect the school


Gill Findley 30/04/2013 Director of Nursing/Nurse Advisor Volunteer Community, First Responder for NEAS Will declare an interest if any discussions 
relating to First Responders


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 


Peter Carr 30/04/2013 Secondary Care Clinician


Mark Pickering 30/11/2011 Head of Finance & Performance - non voting
Wife employed as a director of Tees Esk and Wear Valleys 


NHS Foundation Trust who are both an existing and potential 
future provider to the CCG


Will declare interest in specific instances as 
appropriate and will not take part in any 


relevant decisions


Anna Lynch 22/11/2011 updated 17/04/13 Director of Public Health County Durham, Durham County 
Council - non voting


Trustee of East Durham Trust
Must not take part in discussion regarding any 


funding issues concenred with organisations on 
which DPH is either chair , trustee or member


Anna Lynch 22/11/2011 updated 17/04/13 Director of Public Health County Durham, Durham County 
Council - non voting


Chair of East Durham Domestic Violence Forum
Must not take part in discussion regarding any 


funding issues concenred with organisations on 
which DPH is either chair , trustee or member


Anna Lynch 17/04/2013 Director of Public Health County Durham, Durham County 
Council - non voting


DCC - Statutory chief Officer with delegated duties in constitution
Will declare interest in relation to decisions 


regarding joint commissioning with DCC


Anna Lynch 17/04/2013 Director of Public Health County Durham, Durham County 
Council - non voting


Non voting member of North Durham CCG Governing Body
Will not take part in Board discussions that involve 


decisions regarding ND CCG


Lesley Jeavons 14/08/2012 Durham County Council - non voting Durham County Council Representative 
Will declare interest in specific instances and 


will not take part in discussions or decisions as 
agreed appropriate
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GOVERNING BODY  
Held in Public 


 
Tuesday 10th September 2013 


Shotton Hall, Old Shotton, Peterlee, County Durham, SR8 2PH 
 


9.00am – 12.00pm 
  


Agenda 
 


Item No Item Time Format 


GB/13/106 Apologies for Absence 
 


9.00am Verbal 


GB/13/107 Declarations of Interest 
• Register of Interest 


 


9.05am Attached 


GB/13/108 Identification of any other business 
 


9.10am Verbal 


GB/13/109 Minutes of the meeting held on 13 August 2013 
 


9.15am Attached 


GB/13/110 Matters arising from the meeting held on 13 August 
2013 


 


9.25am Verbal 
 


GB/13/111 Review of Action Log 
 


9.35am Attached 


GB/13/112 Area Team Assurance Presentation 
Directors of Durham Dales, Easington and Sedgefield 
CCG 


9.50am  Attached 


 
ITEMS FOR DECISION 


 
GB/13/113 Social Care funding transferring from NHS England 


Chief Finance and Operating Officer  
Mike Taylor 


10.20am Attached 


GB/13/114 Local Enhanced Services Review – Progress Update 
Director of Clinical Quality and Primary Care 
Development  
 Dr Dinah Roy 


10.30am  Attached 


GB/13/115 Governance  
• Standard financial Instructions 
• Constitution update 


10.40am  Attached 


 







Chief Finance and Operating Officer  
Mike Taylor 


 
ITEMS FOR DISCUSSION 
 


GB/13/116 Finance update – Month 4 
Chief Finance and Operating Officer  
Mike Taylor 
Head of Finance and Performance 
Mark Pickering 
 


10.45am  Attached 


GB/13/117 Contract & Performance Update 
Director of Performance & Information 
Joseph Chandy 


11.00am Attached 


GB/13/118 Mandate Refresh Consultation  
Chief Finance and Operating Officer  
Mike Taylor 


11.15am Attached  


 
ITEMS FOR INFORMATION 
 


GB/13/119 Clinical Quality Update 
Director of Clinical Quality and Primary Care 
Development  
 Dr Dinah Roy 


11.25am Attached 


GB/13/120 Quarter 1- Stop smoking service report 
Director of Public Health  Durham  
Anna Lynch 


11.35am Attached 


GB/13/121 Patient & Public Engagement update 
Director of Nursing 
 Gillian Findley 


11.40am  Attached 


GB/13/122 The Report of Sir Robert Francis in the Failings at 
Mid Staffordshire Hospital - Update on actions 
Director of Nursing 
 Gillian Findley 


11.45am Attached 


GB/13/123 Minutes to be received 
 


– Appendix 1- Easington Locality 
 Commissioning Board 
18th July 


– Appendix 2 - Quality, Finance and 
Performance Group 


– 23rd  July  
– Appendix 3/4/5 - Executive Committee 
– 23rd  July 
– 6th August 
– 20th August 
– Appendix 6 – Durham Dales Clinical Group 
– 25th July  
– Appendix 7 – Sedgefield Locality Executive 


Committee 
– 15th May 


11.50am  Attached 


 







GB/13/124 Any other business  
 


11.55am  


 Next Meeting: 
 
8th October 2013, Sedgefield Community Hospital 
 


  


 
 
Chair:  Annie Dolphin - annie.dolphin@nhs.net  
Deputy Chair:  Keith Tallintire – k.tallintire@nhs.net  
 
Apologies to:     lyndseyjones2@nhs.net – 0191 3713 221 
Deputy / Admin Support:   sue.humpish@nhs.net – 0191 3713 220 
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Domain Buttons Domain RAG Status  Status


Domain 1
AMBER-GREEN The number of indicators triggering a AMBER-GREEN 5 Self-certification complete


GREEN All indicators met 0 No self-certification data


Domain 3 
GREEN All indicators met 0 Self-certification complete


Domain 4 
GREEN All indicators met 0 Self-certification complete


Domain 5 
No RAG Total number of outstanding conditions 0 Fully Authorised


CCG Assurance Framework Balance Scorecard Summary


Region


CCG:


Last Refresh Date


Are health outcomes improving for local 
people?


Are CCGs delivering services within their 
financial plans?


Are conditions of CCG authorisation being 
addressed and removed (where relevant)?


Domain Titles Domain RAG Summary


Are local people getting good quality care?


Are patient rights under the NHS Constitution 
being promoted?







Balances Scorecard All Indicator Domain RAG Criteria


Domain Category Indicator Indicator Detail (incl. Numerator and 
Denominator where applicable)


Freq  Period
Data 
Source


Basis RAG Criteria Comments


1 Providers Has local provider been subject to local enforcement action by the CQC? Quarterly
Unify2 Provider


By providers 1-10; 
Yes/No/Enforcement Action


Any Enforcement Action takes 
Domain rating to RED


1 Providers Has local provider been flagged as a 'quality compliance risk' by Monitor and/or are requirements in        rterlyQua Unify2 Provider Yes/No
1 Providers Has local provider been subject to enforcement action by the NHS TDA based on 'quality' risk? Quarterly Unify2 Provider Yes/No
1 Providers Does feedback from the Friends and Family test (or any other patient feedback) indicate any causes fo   Quarterly Unify2 Provider Yes/No
1 Providers Has the provider been identified as a 'negative outlier' on SMHI or HSMR? Quarterly Unify2 Provider Yes/No
1 Providers         rd show that MRSA cases are above zero? Quarterly Unify2 Provider Yes/No
1 Providers              ted more C difficile cases than trajectory? Quarterly Unify2 Provider Yes/No
1 Providers         show that MSA breaches are above zero? Quarterly Unify2 Provider Yes/No


1 Providers Does provider currently have any unclosed Serious Untoward Incidents (SUIs)? Quarterly


Unify2 Provider Yes/No


Indicator not part of the domain 
rating but pulls to the 
Support/Intervention tab if No


1 Providers Has the provider experienced any 'Never Events' during the last quarter? Quarterly Unify2 Provider Yes/No
1 CCG Does the CCG have any outstanding conditions of authorisation in place on clinical governance? Quarterly Unify2 CCG Yes/No
1 CCG Has the CCG self assessed and identified any risks associated with concerns around quality issues disc       Quarterly Unify2 CCG Yes/No
1 CCG Has the CCG self assessed and identified any risks associated with concerns around the arrangements           Quarterly Unify2 CCG Yes/No
1 CCG Has the CCG self assessed and identified any risks associated with concerns around the arrangements               Quarterly Unify2 CCG Yes/No
1 CCG Has the CCG self assessed and identified any risks associated with concerns around being an active pa      Quarterly Unify2 CCG Yes/No
1 CCG If there was an emergency event in the last quarter, has the CCG self assessed and identified any area               Quarterly Unify2 CCG Yes/No
1 CCG Has the CCG self assessed and identified any risk to progress against its Winterbourne View action plaQuarterly Unify2 CCG Yes/No


2


Referral to Treatment 
waiting times for non 
urgent consultant led 
treatment 


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


Numerator: Total number of completed admitted 
pathways where the patient waited 18 weeks or less
Denominator: Total number of completed admitted 
pathways


Monthly Quarter actual
RTT 
collection, 
Unify 2


Commissi
oner


GREEN: Greater than or Equal to 
90%
AMBER: between 85% and 90%
RED: less than 85%


2


Referral to Treatment 
waiting times for non 
urgent consultant led 
treatment 


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


Numerator: Total number of completed non-admitted 
pathways where the patient waited 18 weeks or less
Denominator: Total number of completed non-admitted 
pathways


Monthly Quarter actual
RTT 
collection, 
Unify 2


Commissi
oner


GREEN: Greater than or Equal to 
95%
AMBER: between 90% and 95%
RED: less than 90%


2


Referral to Treatment 
waiting times for non 
urgent consultant led 
treatment 


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


Numerator: Total number of incomplete pathways where 
the patient was still waiting 18 weeks or less
Denominator: The total number of incomplete pathways 
at the end of the period


Monthly Quarter actual
RTT 
collection, 
Unify 2


Commissi
oner


GREEN: Greater than or Equal to 
92%
AMBER: between 87% and 92%
RED: less than 87%


2


Referral to Treatment 
waiting times for non 
urgent consultant led 
treatment 


Number of patients waiting more than 
52 weeks


Numerator: Total number of incomplete pathways where 
the patient was still waiting 52 weeks or more


Monthly
Last month in 
the quarter


RTT 
collection, 
Unify 2


Commissi
oner


GREEN: is  Zero
AMBER:  10 or fewer
RED: more than 10


2
Diagnostic test waiting 
times


Patients waiting for a diagnostic test 
should have been waiting less than 6 
weeks from referral 


Numerator: The number of patients waiting 6 weeks or 
more for a diagnostic test (15 key diagnostic tests) at the 
end of the period
Denominator: The total number of patients waiting at the 
end of the period


Monthly
Last month in 
the quarter


Diagnostics 
collection 
(DM01), 
Unify 2


Commissi
oner


GREEN:   lessor equal to 1%
AMBER:  between 1% and 6%
RED: greater than 6% 


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


Numerator: The number of patients spending four hours 
or less in all types of A&E departments
Denominator: The total number of patients attending all 
types of A&E departments


Weekly Quarter actual
SitReps 
collection, 
Unify 2


Provider


GREEN: Greater than or Equal to 
95%
AMBER: between 90% and 95%
RED: less than 90%


Data not collected on a 
commissioner basis. But the 
performance of the 1st three 
providers in Domain 3 will be 
used instead.


2
Cancer patients - 2 wk 
waits


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


Numerator: Patients urgently referred with suspected 
cancer by their GP (GMP or GDP) who were first seen 
within 14 calendar days within a period
Denominator: All patients urgently referred with 
suspected cancer by their GP (GMP or GDP) who were first 
seen within a period


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
93%
AMBER: between 88% and 93%
RED: less than 93%


2
Cancer patients - 2 wk 
waits


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


Numerator: Patients urgently referred for 
evaluation/investigation of "breast symptoms" by a 
primary or secondary care professional during a period 
(excluding those referred urgently for suspected breast 
cancer) who were first seen within 14 calendar days 
during the period
Denominator: All patients urgently referred for 
evaluation/investigation of "breast symptoms" by a 
primary or secondary care professional within a period, 
excluding those referred urgently for suspected breast 
cancer who were first seen within the period


rterlyQua Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
93%
AMBER: between 88% and 93%
RED: less than 93%


2 Cancer waits - 31 days
Maximum one month (31 day) wait from 
diagnosis to first definitive treatment for 
all cancers 


Numerator: Number of patients receiving first definitive 
treatment for cancer within 31 days of receiving a 
diagnosis (decision to treat) within a given period for all 
cancers (ICD-10 C00 to C97 and D05)
Denominator: Total number of patients receiving first 
definitive treatment for cancer within a given period for 
all cancers (ICD-10 C00 to C97 and D05)


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
96%
AMBER: between 91% and 96%
RED: less than 91%


2 Cancer waits - 31 days
Maximum 31 day wait for subsequent 
treatment where that treatment is 
surgery 


Numerator: Number of patients receiving subsequent 
surgery within a maximum waiting time of 31-days during 
a given period, including patients with recurrent cancer
Denominator: Total number of patients receiving 
subsequent surgery within a given period, including 
patients with recurrent cancer


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
94%
AMBER: between 89% and 94%
RED: less than 89%


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


Numerator: Number of patients receiving a 
subsequent/adjuvant anti-cancer drug regimen within a 
maximum waiting time of 31-days during a given period, 
including patients with recurrent cancer
Denominator: Total number of patients receiving a 
subsequent/adjuvant anti-cancer drug regimen within a 
given period, including patients with recurrent cancer


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
98%
AMBER: between 93% and 98%
RED: less than 93%


2 Cancer waits - 31 days
Maximum 31 day wait for subsequent 
treatment where the treatment is a 
course of radiotherapy 


Numerator: Number of patients receiving subsequent 
/adjuvant radiotherapy treatment within a maximum 
waiting time of 31-days during a given period, including 
patients with recurrent cancer
Denominator: Total number of patients receiving 
subsequent/adjuvant radiotherapy treatment within a 
given period, including patients with recurrent cancer


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
94%
AMBER: between 89% and 94%
RED: less than 89%


For Support/Intervention: Any Yes or Enforcement Action
 Domain 1 RAG Criteria


Green - all 'No' responses
Amber-Green - One or more 'Yes - Action in place'
Amber-Red - One or more 'Yes - No action in place'


Red - One or more 'Yes - Enforcement action'







Domain Category Indicator Indicator Detail (incl. Numerator and 
Denominator where applicable)


Freq  Period
Data 
Source


Basis RAG Criteria Comments


2 Cancer waits - 62 days
Maximum two month (62 day) wait from 
urgent GP referral to first definitive 
treatment for cancer 


Numerator: Number of patients receiving first definitive 
treatment for cancer within 62-days following an urgent 
GP (GDP or GMP) referral for suspected cancer within a 
given period, for all cancers (ICD-10 C00 to C97 abd D05)
Denominator: Total number of patients receiving first 
definitive treatment for cancer following an urgent GP 
(GDP or GMP) referral for suspected cancer within a given 
period, for all cancers (ICD-10 C00 to C97 abd D05) 


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
85%
AMBER: between 80% and 85%
RED: less than 80%


2 Cancer waits - 62 days
Maximum 62 day wait from referral 
from an NHS screening service to first 
definitive treatment for all cancers


Numerator: Number of patients receiving first definitive 
treatment for cancer within 62-days following referral 
from an NHS Cancer Screening Service during a given 
period (covers any cancer ICD-10 C00 to C97 and D05)
Denominator: Total number of patients receiving first 
definitive treatment for cancer following referral from an 
NHS Cancer Screening Service within a given period 
(covers any cancer ICD-10 C00 to C97 and D05)


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


GREEN: Greater than or Equal to 
90%
AMBER: between 85% and 90%
RED: less than 85%


2 Cancer waits - 62 days


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


Quarterly Quarter actual
Cancer waits 
database


Commissi
oner


No threshold


2
Category A Ambulance 
calls


Category A calls resulting in an 
emergency response arriving within 8 
minutes (Red 1)


Numerator: The total number of Category A (Red 1) 
incidents, which resulted in an emergency response 
arriving at the scene of the incident within 8 minutes
Denominator: The total number of Category A (Red 1) 
incidents, which resulted in an emergency response 
arriving at the scene


Monthly Quarter actual
AmbSys 
collection, 
Unify 2


Provider


GREEN: Greater than or Equal to 
75%
AMBER: between 70% and 75%
RED: less than 70%


Data not collected on a 
commissioner basis. CCGs will 
be allocated the overall 
performance of the Ambulance 
Trust that they are covered by.


2
Category A Ambulance 
calls


Category A calls resulting in an 
emergency response arriving within 8 
minutes (Red 2)


Numerator: The total number of Category A (Red 2) 
incidents, which resulted in an emergency response 
arriving at the scene of the incident within 8 minutes
Denominator: The total number of Category A (Red 2) 
incidents, which resulted in an emergency response 
arriving at the scene


Monthly Quarter actual
AmbSys 
collection, 
Unify 2


Provider


GREEN: Greater than or Equal to 
75%
AMBER: between 70% and 75%
RED: less than 70%


Data not collected on a 
commissioner basis. CCGs will 
be allocated the overall 
performance of the Ambulance 
Trust that they are covered by.


2
Category A Ambulance 
calls


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


Numerator: The total number of calls resulting in an 
ambulance arriving at the scene of the incident within 19 
minutes
Denominator: The total number of Category A incidents 
with ambulance response arriving


Monthly Quarter actual
AmbSys 
collection, 
Unify 2


Provider


GREEN: Greater than or Equal to 
95%
AMBER: between 90% and 95%
RED: less than 90%


Data not collected on a 
commissioner basis. CCGs will 
be allocated the overall 
performance of the Ambulance 
Trust that they are covered by.


2
Mixed sex 
accommodation breaches


Minimise breaches
Numerator: The number of MSA breaches for the 
reporting month in question


Monthly Quarter actual
MSA 
collection, 
Unify 2


Commissi
oner


GREEN = zero
Amber = 10 or fewer breaches
RED = more than 10 breaches


The threshold is the last Month 
of the Quarter


2 Cancelled operations


All patients who have operations 
cancelled, on or after the day of 
admission (including the day of surgery), 
for non-clinical reasons to be offered 
another binding date within 28 days, or 
the patient's treatment to be funded at 
the time and hospital of the patient's 
choice


(Not rated)
Data not collected on a 
commissioner basis and cannot 
be mapped to CCG.


2 Mental Health
Care Programme Approach (CPA): The 
proportion of people under adult mntal 
illness specialities on CPA


Numerator: The number of people under adult mental 
illness specialities on Care Programme Approach receiving 
follow up (by phone or face to face contact) within seven 
days of discharge from psychiatric in-patient care during 
the reference period
Denominator: The number of people under adult mental 
illness specialities on Care Programme Approach 
discharged from psychiatric in-patient care during the 
reference period


Quarterly Quarter actual


MH 
Community 
Teams 
Activity 
Return


Commissi
oner


GREEN: Greater than or Equal to 
95%
AMBER: between 90% and 95%
RED: less than 90%


2 Future Concerns Quarterly Quarter actual CCG
Green: Yes
Red: No


Yes triggers the overall domain 
Rating to Amber Green, while 
No has no effect 


3
Preventing people from 
dying prematurely


Potential years of life lost (PYLL) from 
causes considered amendable to 
healthcare 


Potential years of life lost (PYLL) from causes considered 
amenable to health care expressed as a rate per 100,000 
population.


The PYLL rate uses the average age-specific period life 
expectancy for each five-year age band for the relevant 
calendar year as the age to which a person in that age 
band who died from one of the amenable causes might 
have been expected to live in the presence of timely and 
effective health care. the age-specific period life 
expectancy is different from each calendar year, and will 
be published at alongside the data. These age-specific life 
expectancies are used to weight the number of deaths in 
that age band to give the number of years of life lost for 
that age band.


Annual 
Assurance only


ONS 
mortality and 
population 
estimates


Commissi
oner


Data will not be used for Quarterly 
Reporting


2011 mortality data were 
released in November 201. The 
ONS Statistical Bulletin on 
avoidable mortality for 2011 
will be published in March 
2013. Mid-year population 
estimates for 2011 were 
released in September 2012.


3
Preventing people from 
dying prematurely


Under 75 mortality rate from 
cardiovascular disease 


Data will not be used for Quarterly 
Reporting


3
Preventing people from 
dying prematurely


Under 75 mortality rate from respiratory 
disease


Data will not be used for Quarterly 
Reporting


3
Preventing people from 
dying prematurely


Under 75 mortality rate from liver 
disease 


Data will not be used for Quarterly 
Reporting


3
Preventing people from 
dying prematurely


Under 75 mortality rate from cancer 
Data will not be used for Quarterly 
Reporting


3
Enhancing quality of life 
for people with long term 
conditions


Health-related quality of life for people 
with long-term conditions


3
Enhancing quality of life 
for people with long term 
conditions


Proportion of people feeling supported 
to manage their condition


3
Enhancing quality of life 
for people with long term 
conditions


Unplanned hospitalisation for chronic 
ambulatory care sensitive conditions 
(adult)


3
Enhancing quality of life 
for people with long term 
conditions


Unplanned hospitalisation for asthma, 
diabetes and epilepsy in under 19s


Domain 2 RAG Criteria
Green - No indicators rated Red


Amber-Green - No indicators rated Red but future concerns
Amber-Red - One indicator rated Red


Red - Two or more indicators rated Red


The measure is the proportion of persons admitted to 
hospital for conditions aggregated across the four 


indicators, expressed as a rate per 100,000 population.


The NHS Outcome Framework contains four indicators 
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Domain Category Indicator Indicator Detail (incl. Numerator and 
Denominator where applicable)


Freq  Period
Data 
Source


Basis RAG Criteria Comments


3
Enhancing quality of life 
for people with long term 
conditions


Estimated diagnosis rate for people with 
dementia


3
Helping people to recover 
from ill health or following 
injury 


Emergency admissions for acute 
conditions that should not usually 
require hospital admission 


3
Helping people to recover 
from ill health or following 
injury 


Emergency readmissions within 30 days 
of discharge from hospital 


3
Helping people to recover 
from ill health or following 
injury 


Total health gain assessed by patients i) 
Hip replacement, ii) Knee replacement, 
iii) Groin hernia, iv) Vericose veins


3
Helping people to recover 
from ill health or following 
injury 


Emergency admissions for children with 
Lower Respiratory Tract Infections (LRTI) 


3
Ensuring that people have 
a positive experience of 
care 


Patient experience of primary care i) GP 
Services, ii) GP Out of Hours services


Not used for Q1 assessment


3
Ensuring that people have 
a positive experience of 
care 


Patient experience of hospital care Not used for Q1 assessment


3
Ensuring that people have 
a positive experience of 
care 


Friends and Family Test 


The Family and Friends Test is a simple, comparable test 
which, when combined with follow-up questions, 
providers a mechanism to identify poor performance and 
encourage staff to make improvements where services do 
not live up to the expectations of patients. this leads to a 
more positive experience of care for patients.


Patients will be asked a standard question at the point of 
discharge from hospital. They will be asked to record a 
response against a six point scale: Extremely 
likely/Likely/Neither likely or unlikely/Unlikely/Extremely 
Unlikely/Don't know. 


The comparability of the data (through the use of a 
standardised questions and methodology) will allow 
commissioners to understand overarching levels of 
patient experience for the services that they commission.


Monthly 
(from April 
2013 for 
inpatient 
wards and 
A&E 
department
s, and from 
October 
2013 for 
maternity 
services)


Quarterly and 
annual 
assurance


FFT 
collection, 
Unify 2


Commissi
oner


Not used for Q1 assessment instead 
the Self cert question is used -  "Are 
providers (defined in Domain 1) 
meeting the 15% response rates on 
FFT?"
Green: Yes
Red: No


Not part of the overall domain 
scoring but if 'No' pulls into the 
support/intervention tab.


3


Treating and caring for 
people in a safe 
environment an 
protecting them from 
avoidable harm


Incidence of healthcare associated 
infection (HCAI) i) MRSA


The total number of MRSA cases assigned to CCGs Monthly
Quarterly and 
annual 
assurance


Public Health 
England


Commissi
oner


GREEN = 0 cases
RED: Greater than Zero


3


Treating and caring for 
people in a safe 
environment an 
protecting them from 
avoidable harm


Incidence of healthcare associated 
infection (HCAI) i) C difficile


The total number of C. difficile cases assigned to CCGs Monthly
Quarterly and 
annual 
assurance


Public Health 
England


Commissi
oner


GREEN: less or equal to  target
RED: greater than target


3 Others
IAPT Coverage - performance against 
plan


The primary purpose of this indicator is to measure 
improved access to psychological services (IAPS) for 
people with depression and/or anxiety disorders. This is 
done using two indicators:
1) The proportion of people that enter treatment against 
the level of need in the general population (the level of 
prevalence addressed or 'captured' by referral routs); and
2) The proportion of people who complete treatment who 
are moving to recovery.


Quarterly
Quarterly 
assurance only


Omnibus 
returns, 
NHSIC


Commissi
oner


IAPT rated red/green against the 
yes/no self assessment answers


Not part of the overall domain 
scoring but if 'No' pulls into the 
support/intervention tab.


3 Local priorities Local Priority 1
Green: Yes
Red: No


3 Local priorities Local Priority 2
Green: Yes
Red: No


3 Local priorities Local Priority 3
Green: Yes
Red: No


4 Financial Performance Underlying recurrent surplus


4 Financial Performance Surplus - year to date performance Unify2 Finance 
Team


4 Financial Performance Surplus - full year forecast Unify2 Finance 
Team


4 Financial Performance
Management of 2% NR funds within 
agreed processes


Unify2 Finance 
Team


4 Financial Performance QIPP** - year to date delivery Unify2 Finance 
Team


4 Financial Performance QIPP** - full year forecast Unify2 Finance 
Team


4 Financial Performance Activity trends - year to date


4 Financial Performance Activity trends - full year forecast


4 Financial Performance Running costs Unify2 Finance 
Team


4 Financial Performance
Clear identification of risks against 
financial delivery and mitigations


Unify2 Finance 
Team


4 Financial Management
This covers internal and external audit 
opinions, and an assessment of the 
timeliness and quality of returns


Unify2 CCG
Collected through the CCG Self 
Cert Collection


4 Financial Management
Balance sheet indicators including cash 
management and BPCC


Not part of the overall domain 
scoring but if 'No' pulls into the 
support/intervention tab.


Domain 3 - RAG rating
Green:- No indicators rated Red


Amber-Green:  one indicator rating amber and one green 
Amber-Red: - Two indicator rated Amber Red or one rated  red


Red:- Two or more indicators rated Red


RAG rated by Finance Team 
through the Unify collection and 


part of the overall Domain 
calculation


RAG rated by Finance Team 
through the Unify collection and 


part of the overall Domain 
calculation


Domain 4 - RAG rating
Green - No indicators rated Red


Amber-Green - <= 3 primary indicator are amber-red
Amber-Red - One indicator rated Red or > 3 are amber-red


Red - Two or more indicators rated Red


         
       
       


       
measuring emergency admissions for those conditions 
(sometimes referred to as 'ambulatory care sensitive 


conditions') that could usually have been avoided through 
better management in primary or community care. These 
are indicators 2.3i and 2.3ii focusing on chronic (i.e. long 
term) conditions and indicators 3a and 3.2 focusing on 


acute conditions. For the purpose of the quality premium 
these complementary measures are being combined to 


crease a single composite measure.


  
 


 
 


  
  


  
available in 


the 
autumn/win
ter after the 
end of the 


period. ONS 
population 
estimates 
available 
annually 
(calendar 


year).


Quarterly and 
annual 


assurance


HES, ONS 
population 
estimates


Commissi
oner


Not used for Q1 assessment


     
Counts: Planning for Patients 


2013/14 - Technical Definitions 
for further details, including 
details of the ICD-10 codes 
included in this measure.







NHS Durham Dales, Easington and Sedgefield CCG


PROV1 PROV2 PROV3 PROV4 PROV5 PROV6 PROV7 PROV8 PROV9 PROV10


Indicator 


COUNTY DURHAM AND 
DARLINGTON NHS 


FOUNDATION TRUST


TEES, ESK AND 
WEAR VALLEYS 


NHS FOUNDATION 


CITY HOSPITALS 
SUNDERLAND NHS 


FOUNDATION 


NORTH EAST 
AMBULANCE 
SERVICE NHS 


NORTH TEES 
AND 


HARTLEPOOL No Provider No Provider No Provider No Provider No Provider
Providers (where CCG commissioning constitutes more than 5% 


of the providers income) : RXP RX3 RLN RX6 RVW No Provider No Provider No Provider No Provider No Provider


Please identify the percentage of provider income for CCG: 41 27 10 14 19 No Provider No Provider No Provider No Provider No Provider
Is this CCG the lead or associate commissioner? Lead Associate Lead Associate Lead No Provider No Provider No Provider No Provider No Provider


Has local provider been subject to local enforcement action by the 
CQC? No


Yes – Action plan in 
place No No No No Provider No Provider No Provider No Provider No Provider


Has local provider been flagged as a 'quality compliance risk' by 
Monitor and/or are requirements in place around breaches of provider 
licence conditions? No


Yes – Action plan in 
place No No No No Provider No Provider No Provider No Provider No Provider


Has local provider been subject to enforcement action by the NHS TDA 
based on 'quality' risk? No No No No No No Provider No Provider No Provider No Provider No Provider
Does feedback from the Friends and Family test (or any other patient 
feedback) indicate any causes for concern? No No No No No No Provider No Provider No Provider No Provider No Provider


Has the provider been identified as a 'negative outlier' on SMHI or 
HSMR? No No No No No No Provider No Provider No Provider No Provider No Provider


Do provider level indicators from the National Quality Dashboard show 
that MRSA cases are above zero? No No


Yes – Action plan in 
place No No No Provider No Provider No Provider No Provider No Provider


Do provider level indicators from the National Quality Dashboard show 
that the provider has reported more C difficile cases than trajectory? No No


Yes – Action plan in 
place No No No Provider No Provider No Provider No Provider No Provider


Do provider level indicators from the National Quality Dashboard show 
that MSA breaches are above zero? No No No No No No Provider No Provider No Provider No Provider No Provider
Does provider currently have any unclosed Serious Untoward Incidents 
(SUIs)? Yes – Action plan in place


Yes – Action plan in 
place


Yes – Action plan in 
place


Yes – Action plan in 
place


Yes – Action plan 
in place No Provider No Provider No Provider No Provider No Provider


Has the provider experienced any 'Never Events' during the last 
quarter? No No


Yes – Action plan in 
place No No No Provider No Provider No Provider No Provider No Provider


Clinical Governance 


Concerns about quality issues being discussed regularly by the CCG 
governing body No
Has the CCG self-assessed and identified any risks associated with the 
following:


Concerns about the arrangements in place to proactively identify early 
warnings of a failing service No


Concerns around the arrangements in place to deal with and learn from 
serious untoward incidents and never events? No


Concerns around being an active participant in its Quality Surveillance 
Group? No
EPRR 
If there was an emergency event in the last quarter, has the CCG self 
assessed and identified any areas of concern on the arrangements in 
place for dealing with such an event? No
Winterbourne View 


Has the CCG self assessed and identified any risk to progress against its 
Winterbourne View action plan? No


0


Domain 1 Status AMBER-GREEN


Domain 1 - RAG Criteria


Please select option


Yes - Action plan in place


Self-certification 
complete


Domain 1 - Are local people getting good quality care? 


Please note that this Domain will be pre-populated through the self-certification carried out by the CCG


CCG:







NHS Durham 
Dales, Easington 
and Sedgefield 
CCG 2013-14 2013-14


Indicator Operational 
Standard


Lower Threshold Current QTD Performance YTD Performance
13-14 Q13-14 YTD


Referral to Treatment waiting times for non urgent 2013-14 Q1
Admitted patients to start treatment within a maximum of 18 
weeks from referral 


90% 85% 93.18% 93.18%


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


95% 90% 98.60% 98.60%


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


92% 87% 94.40% 94.40%


Number of patients waiting more than 52 weeks 0 10 0 0


Percentage of Patients waiting 6 weeks or more for a diagnostic 
test


1% 6% 0.00% 0.00%


[Provider 1]Patients should be admitted, transferred or 
discharged within 4 hours of their arrival at an A&E department 


95% 90% 95.21% 95.21%


[Provider 2]Patients should be admitted, transferred or 
discharged within 4 hours of their arrival at an A&E department 


95% 90% 0.00% 0.00%


[Provider 3]Patients should be admitted, transferred or 
discharged within 4 hours of their arrival at an A&E department 


95% 90% 93.91% 93.91%


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


93% 88% 96.18% 96.18%


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


93% 88% 93.54% 93.54%


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


96% 91% 98.57% 98.57%


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


94% 89% 96.39% 96.39%


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


98% 93% 100.00% 100.00%


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


94% 89% 100.00% 100.00%


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


85% 80% 88.02% 88.02%


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


90% 85% 94.74% 94.74%


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


No operational No operational 100.00% 100.00%


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


75% 70% 76.66% 76.66%


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


75% 70% 80.01% 80.01%


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


95% 90% 97.45% 97.45%


Minimise breaches 0 10 0 0


All patients who have operations cancelled, on or after the day of 
admission (including the day of surgery), for non-clinical reasons 
to be offered another binding data within 28 days, or the 
patient's treatment to be funded at the time and hospital of the 
patient's choice


Not Rated Not Rated


Care Programme Approach (CPA): The proportion of people 
under adult mental illness specialities on CPA who were followed 
up within 7 days of discharge from psychiatric in patient care 
during the period


95% 90% 100.00% 100.00%


Do you have any future concerns on any of the above measures? 2


Do you have any future concerns on any of the above measures? N
N


GREEN


Domain 2- Indicator RAG Criteria


Please select Y/N Domain 2- RAG Criteria
Yes
No


NE Amblnce


Mental Health


Future Concerns


Mixed sex accomodation breaches


Cancelled Operations


COUNTY DURHAM AND DARLINGTON 
NHS FOUNDATION TRUST


TEES, ESK AND WEAR VALLEYS NHS 
FOUNDATION TRUST


CITY HOSPITALS SUNDERLAND NHS 
FOUNDATION TRUST


Domain 2 - Are patient rights under the NHS Constitution being promoted?


Cancer waits - 62 days 


Cancer waits - 31 days 


Cancer patients - 2 week wait 


A & E waits 


Diagnostic test waiting times 







NHS Durham Dales, Easington and Sedgefield CCG


2013-14 13-14 Q1 13-14 YTD
Indicator Baseline position Current QTD 


Indicator Value
YTD Indicator 
Value


Unit Indicator used in quarterly 
checkpoints


Indicator included in Quality 
Premium


Threshold


1. Preventing people from dying prematurely


Potential years of life lost (PYLL) from causes considered 
amendable to healthcare 


0.0 No Yes


To earn this portion of the quality premium, the potential 
years of life lost (adjusted for sex and age) from amenable 
mortality for a CCG population will need to reduce by at least 
3.2% between 2013 and 2014. This is based on the 10-year 
average annual reduction in potential yesars of life lost from 
amenable mortality.


Under 75 mortality rate from cardiovascular disease 


0.0


Under 75 mortality rate from respiratory disease 0.0


Under 75 mortality rate from liver disease 0.0


Under 75 mortality rate fro cancer 0.0


2. Enhancing quality of life for people with long term conditions 
Health-related quality of life for people with long-term 
conditions 0.8


0.0


Proportion of people feeling supported to manage their 
condition 0.4


0.0


Unplanned hospitalisation for chronic ambulatory care 
sensitive conditions (adult) 630.0


0.0 Per 100,000 population


Unplanned hospitalisation for asthma, diabetes and epilepsy 
in under 19s 148.9


0.0 Per 100,000 population


Estimated diagnosis rate for people with dementia 0.6
0.0


Emergency admissions for acute conditions that should not 
usually require hospital admission 861.0


0.0 Per 100,000 population


Emergency readmissions within 30 days of discharge from 
hospital 0.1


0.0


Total health gain assessed by patients i) Hip replacement, ii) 
Knee replacement, iii) Groin hernia, iv) Vericose veins 0.8


0.0


No. of individuals receiving the 
procedures multiplied by the 
assessed average risk-adjusted 
improvement in health status


Emergency admissions for children with Lower Respiratory 
Tract Infections (LRTI) 150.6


0.0 Per 100,000 population


4. Ensuring that people have a positive experience of care 


Patient experience of primary care i) GP Services, ii) GP Out of 
Hours services


0.0


Patient experience of hospital care


Friends and Family Test 


An improvement in average FFT scores 
for acute inpatient care and A&E 
services between Q1 2014-15 for acute 
hospitalsthat serve a CCG population Score out of 100 Yes Yes


To earn this portion of the quality premium, there will need 
to be: 
1)  assurance that all relevant local providers of services 
commissioned by a CCG have delivered the nationally agreed 
roll-out plan to the national timetable
2) an improvement in average FFT scores for acute inpatient 
care and A&E services between Q1 2014/15 for acute 
hospitals that serve a CCG's population


5. Treating and caring for people in a safe environment an protecting them from avoidable harm


Incidence of healthcare associated infection (HCAI) i) MRSA 0 0 0 Number of Cases Yes Yes
A CCG will earn this position of the quality premium if there 
are no cases of MRSA bacteraemia for the CCG's population.


Incidence of healthcare associated infection (HCAI) i) C 
difficile


22 19 19 Number of Cases Yes Yes
A CCG will earn this position of the quality premium if C. 
difficile cases are at or below defined thresholds for CCG's.


6. Others


Are providers (defined in Domain 1) meeting the 15% 
response rates on FFT ? 


No 0 Yes No


To earn this portion of the quality premium, there will need 
to be: 


1)  assurance that all relevant local providers of services 
commissioned by a CCG have delivered the nationally agreed 


roll-out plan to the national timetable
2) an improvement in average FFT scores for acute inpatient 


care and A&E services between Q1 2014/15 for acute 
Is the CCG progressing as expected in the IAPT tragectory 
submitted during the planning round?


Further development required 0 Yes No


Local priorities (Self-Certification) Are you on track to deliver against this local priority?


LOCAL PRIORITY 1 Yes


LOCAL PRIORITY 2 Yes


LOCAL PRIORITY 3 Yes


Domain Status GREEN


Domain 3 - RAG rating


Self-certification complete


Annual Assurance indiciators only


3. Helping people to recover from ill health or following injury 


To earn this position of the quality premium, there will need t 
be a reduction or a zero percent change in emergency 
admissions for these conditions for a CCG population 
between 2012/13 and 2013/14. NHS England may apply an 
adjustment for CCGs with the highest baseline levesl of 
emergency admissions.


NHS Outcomes Framework measures which the NHS Commissioning Board and CCGs will use in annual assurance as described in Annex A of Everyone Counts


Domain 3 - Are health outcomes improving for local people?


Combined measure:  Unplanned 
hospitalisation for chronic 
ambulatory care sensitive 
conditions (adults), Unplanned 
hospitalisation for asthma, diabetes 
and epilepsy in under 19s, 
Emergency admissions for acute 
conditions that should not usually 
require hospital admission. 
Emergency admissions for children 
with LRTI, Emergency readmissions 
within 30 days of discharge from 
hospital.


Combined measure:                                                                    
Unplanned hospitalisation for chronic 
ambulatory care sensitive conditions 
(adults), Unplanned hospitalisation for 
asthma, diabetes and epilepsy in 
under 19s, Emergency admissions for 
acute conditions that should not 
usually require hospital admission. 
Emergency admissions for children 
with LRTI, Emergency readmissions 
within 30 days of discharge from 
hospital. 







NHS Durham Dales, Easington and Sedgefield CCG 2013-14 June


No. Indicator Primary/Supporting Indicator
2013/14 Q1 
Performance


Green Amber-Green Amber-Red Red


1 Undelying recurrent surplus Primary  >= 2% 1% - 1.99% 0% - 0.99% < 0%


2 Surplus - year to date performance Primary G
Variance <= 0.1% 0.1% > variance <= 0.25% 0.25% > variance < 0.5% Variance => 0.5%


3 Surplus - full year forecast Primary
G


Variance <= 0.1% 0.1% > variance <= 0.25% 0.25% > variance < 0.5% Variance => 0.5%


4 Management of 2% NR funds within agreed Supporting G Yes No
5 QIPP** - year to date delivery Primary G  >= 95% of plan  >= 80% of plan  >= 50% of plan < 50% of plan
6 QIPP** - full year forecast Primary G  >= 95% of plan  >= 80% of plan  >= 50% of plan < 50% of plan
7 Activity trends - year to date Supporting < 101% of plan < 102% of plan < 103% of plan >= 103% of plan
8 Activity trends - full year forecast Supporting < 101% of plan < 102% of plan < 103% of plan >= 103% of plan
9 Running costs Primary G <= RCA > RCA


10
Clear Identifications of risks against financial 
delivery and  mitigations


Primary
G


Indicator met in full Indicator partially met - 
limited uncovered risk


Indicator partially met - 
material uncovered risk


Indicator not met


No. Indicator Primary/Supporting Indicator
2013/14 Q1 
Performance


Green Amber-Green Amber-Red Red


11


Assessment of internal and external audit 
opinions and on the timeliness and quality of 
returns Supporting G


No non-satisfactory audit 
reports in relation to 


finance related systems 
and processes and all 


finance returns submited 
on time and of 


One or two non-satisfactory 
audit reports in relation to 


finance related systems and 
processes and/or finance 


returns sometimes 
submited late and/or of a 


A number of non-
satisfactory audit reports 


in relation to finance 
related systems and 


processes and/or finance 
returns often submited 


Significant number of non-
satisfactory audit reports 


in relation to finance 
related systems and 


processes and/or finance 
returns consistently 


12
Balance sheet indicators including performance 
against planned Cash Limit  and BPPC 
performance


Supporting Q2
To be defined To be defined To be defined To be defined


Board satisfied
Overiding rule: Qualified audit opinion would lead to an overall RED rating Self-certification incomplete


Domain 4 Status GREEN


Domain 4 - RAG rating


Domain 4 - Are CCGs delivering services within their financial plans?


Financial Performance Individual indicator RAG rating threshold


**QIPP to include transactional and transformational schemes


Financial Management (Self-Certification) Individual indicator RAG rating threshold







Please select


North CCG: NHS Durham Dales, Easington and Sedgefield CCG 2013-14 Q1


2013-14_June 


Total number of outstanding conditions in 
Domain 1


0


Total number of outstanding conditionsin 
Domain 2


0


Total number of outstanding conditions in 
Domain 3


0


Total number of outstanding conditions in 
Domain 4


0


Total number of outstanding conditions in 
Domain 5


0


Total number of outstanding conditions


0


Total number of outstanding conditions 0


Domain 3: Clear and credible plans which continue to deliver the QIPP challenge within financial resources, in line with national requirements 
(including excellent outcomes) and local joint health and wellbeing strategies


Domain 5 - Are conditions of CCG authorisation being addressed and removed (where relevant)?


Domain 1: A strong clinical and multi-professional focus which brings real added value


Quality is at the heart of governance, decision-making and planning arrangements, with examples of CCGs delivering local quality improvements. Member practices are 
involved in making and implementing decisions, and views and input are sought, heard and valued from a range of professionals across all providers, not just GPs.


Domain 2: Meaningful engagement with patients, carers and their communities


CCG is an active member of its Health and Wellbeing Board, and sees engagement with patients, carers and members of the public and developing an open and transparent 
culture, as intrinsic to what it does. Examples of how CCG systematically monitors and acts on patient feedback, particularly in identifying quality issues.


CCG has individual and collective leadership who demonstrate commitment to partnership working and have the necessary skillset to lead commissioning and drive 
transformational change. Distributed leadership throughout the culture of the CCG and the governing body means that there is extensive engagement and communication 
across practices, with effectie processes for two-way accountability in use.


CCG has detailed financial plan that delivers against the financial business rules, sets out how it will manage within its management allowance and is integrated with its 
commissioning plan, and CCG can demonstrate progress and delivery against its plan. There are ongoing discussions between CCG, its neighbouring CCGs and provider 
organisations about long-term strategy and plans, and member practices understand their local plans and priorities and are engaged in their delivery.


Domain 4: Proper constitutional and governance arrangements, with the capacity and capability to deliver all their duties and resposibilities including 
financial control, as well as effectively commission all the services for which they are responsible


a) ability to manage all aspects of quality
b) ability to commission the full range of services
c) use of information to deliver an open and transparent culture
d) financial control and capacity


Domain 5: Collaborative arrangements for commissioning with other CCGs, local authorities and the NHS CB, as well as apporpriate external 
commissioning support


CCG has deep collaborative ties to their local authority, clinical senates and area teams, with shared governance of joint comissioning with area teams and, where relevant, 
strong integrated commissioning with their local authority partner. The CCG has developed a strong and insightful working partnership with their local Health and Wellbeing 
Board. CCG has contract in place with an assured commissioning support services provider, and can articulate clear plans for its commissioning support services between 
2013 and 2016.


Domain 6: Great leaders who individually and collectively can make a real difference







CCG Assurance Balanced Scorecard - Proposed Escalation Framework


Note: The support and intervention rules should not delay or prevent a CCG as a commissioner from taking action to intervene in a provider if there are significant 
quality concerns. It should also not prevent NHS England from taking intervention action where the CCG cannot demonstrate the capacity to swiftly address quality 


concerns.







Area Team North CCG: NHS Durham Dales, Easington and Sedgefield CCG


AMBER-GREEN THE NUMBER OF INDICATORS TRIGGERING AMBER-GREEN 5


COUNTY DURHAM AND 
DARLINGTON NHS FOUNDATION 
TRUST


TEES, ESK AND WEAR 
VALLEYS NHS 
FOUNDATION TRUST


CITY HOSPITALS 
SUNDERLAND 
NHS 
FOUNDATION 
TRUST


NORTH EAST 
AMBULANCE 
SERVICE NHS 
FOUNDATION 
TRUST


NORTH TEES 
AND 
HARTLEPOOL 
NHS 
FOUNDATION 
TRUST


FALSE
Yes - Action plan in 
place FALSE FALSE FALSE


FALSE
Yes - Action plan in 
place FALSE FALSE FALSE


FALSE FALSE FALSE FALSE FALSE


FALSE FALSE FALSE FALSE FALSE


FALSE FALSE FALSE FALSE FALSE


FALSE FALSE
Yes - Action plan 
in place FALSE FALSE


FALSE FALSE
Yes - Action plan 
in place FALSE FALSE


FALSE FALSE FALSE FALSE FALSE


Yes - Action plan in place
Yes - Action plan in 


place
Yes - Action plan 


in place
Yes - Action 
plan in place


Yes - Action 
plan in place


FALSE FALSE
Yes - Action plan 
in place FALSE FALSE


CCG:


FALSE


FALSE


FALSE


FALSE


FALSE


FALSE


Yes – No action plan in place
Yes – Enforcement Action


Yes – Action plan in place


GREEN ALL INDICATOR MET 0 Y


GREEN ALL INDICATOR MET 0


GREEN ALL INDICATOR MET 0


Please Select Yes/No


Please Select Yes/No Please Select Yes/No


Has Support/Intervention 
been agreed


Please Select Yes/No


Are providers (defined in Domain 1) meeting the 15% response rates on FFT ? 


IAPT Coverage - Moving to Recovery


Has a timeline for 
improvement been 
agreed?


RAG STATUS


Indicator that has been breached 


Please Select Yes/No Please Select Yes/No


Do provider level indicators from the National Quality Dashboard show that MRSA cases 
are above zero?


Do provider level indicators from the National Quality Dashboard show that the provider 
has reported more C difficile cases than trajectory?


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


Has the provider experienced any 'Never Events' during the last quarter?


Please Select Yes/No Please Select


Indicator that has been breached 
Has a timeline for 
improvement been 
agreed?


Support/Interven
tion agreed


Indicator that has been breached 


Does the CCG and Area 
team agree on the 
underlying cause/s?


Is there an agreed plan 
for action/recovery


Has local provider been subject to local enforcement action by the CQC? 


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


Has local provider been subject to enforcement action by the NHS TDA based on 'quality' 
risk? 


Has the provider been identified as a 'negative outlier' on SMHI or HSMR?


DOMAIN 2


RAG STATUS


RAG STATUS


Does the CCG and Area team agree on the underlying 
cause/s?


Is there an agreed plan for 
action/recovery?


Concerns about quality issues being discussed regularly by the CCG governing body


Please Select Yes/No Please Select


Concerns about the arrangements in place to proactively identify early warnings of a 
failing service


Has a timeline for 
improvement been 
agreed?


Has Support/Intervention 
been agreed


Do provider level indicators from the National Quality Dashboard show that MSA 
breaches are above zero?


Does provider currently have any unclosed Serious Untoward Incidents (SUIs)?


Please Select Yes/No


Concerns around the arrangements in place to deal with and learn from serious untoward 
incidents and never events?


Concerns around being an active participant in its Quality Surveillance Group?


If there was an emergency event in the last quarter, has the CCG self assessed and 
identified any areas of concern on the arrangements in place for dealing with such an 
event? 


Has the CCG self assessed and identified any risk to progress against its Winterbourne 
View action plan?


Please Select Yes/No Please Select


Does the CCG and Area team agree on the underlying 
cause/s?


Has Support/Intervention 
been agreed


Has a timeline for 
improvement been 
agreed?


Is there an agreed plan for 
action/recovery?


Please Select


Does the CCG and Area team agree on the underlying 
cause/s?


Is there an agreed plan for 
action/recovery?


RAG STATUS


Indicator that has been breached 


Please Select Yes/No Please SelectPlease Select Yes/No Please Select Yes/No


For each Green or Amber – Green Domain, Area Teams may fill in additional questions highlighted in yellow, if proactive support is felt to be  to be appropriate


For each Green or Amber – Green Domain, Area Teams may fill in additional questions highlighted in yellow, if proactive support is felt to be  to be appropriate


For each Green or Amber – Green Domain, Area Teams may fill in additional questions highlighted in yellow, if proactive support is felt to be  to be appropriate


For each Green or Amber – Green Domain, Area Teams may fill in additional questions highlighted in yellow, if proactive support is felt to be  to be appropriate


DOMAIN 3


DOMAIN 4 


Assurance questions 
MUST BE DISCUSSED AT CHECKPOINT MEETINGS FOR ALL R/AR DOMAINS 


CCG Support/Intervention Discussion (by Domain & Indicator)


Intervention should not be considered lightly and the threshold for use should be high.


For each Red or Amber- Red Domain, Area Teams must to fill in additional questions highlighted in yellow below.


For each Green or Amber – Green Domain, Area Teams may fill in additional questions highlighted in yellow, if proactive support is felt to be appropriate.


DOMAIN 1


Please Select Yes/No Please Select Yes/No





		BSC Summary

		Reporting

		Domain 1

		Domain 2

		Domain 3

		Domain 4

		Domain 5 

		Escalation Framework

		Support







































Appendix 1  
 
NHS  DDESCCG, Executive Committee 
 3rd Sept 2013 
 
Social Care funding transferring from NHS 
England 


 


 
 


 
Report of Nick Whitton 
 
Purpose of Report 
 


1. This report introduces for agreement the attached draft Health and Wellbeing 
Board report on the spend and governance of Social Care Funding 2013/14-
14/15 passported to the Council from NHS England 


 
Background 
 


2. Social care funds of c£10.1m for 2013/14 and c£10.5m for 2014/15 are due to 
be passported from NHS England to the local authority under a Section 256 
agreement. This follows on from previously agreed Section 256 agreements in 
2011/12 and 2012/13 between the Council and the former PCT. The 2014/15 
funding is the forecast position. 
 


3. The guidance requires the Area Teams to ensure that the Clinical 
Commissioning Group/s and local authority take a joint report to the Health 
and Wellbeing Board to ratify what the funding will be used for. 


 
4. Once the Health & Wellbeing Board ratifies the report a copy of the signed 


agreement is required by NHS England. When this is received Purchase 
Orders can be set up by the Area Team with the Local Authority that will 
confirm the precise financial arrangements. 


 
5. The Director of Finance for the Area Team in her letter of 26th June informed 


the Council and CCGs that a localised Section 256 agreement for Durham 
would be prepared by the Area Team. 


 
6. To date this template has not been finalised as we require some amendments 


to meet local needs, therefore a completed agreement has not been provided 
with this report. However we have been assured that this will be available  for 
attachment to the HWB report in September 


 
7. Appendix 3 of the report identifies the headings of spend for these funds with 


examples of the underlying detail. These plans have been developed 
alongside and link to the recently published Joint Health & Wellbeing Strategy 
priorities and both Clinical Commissioning Groups’ commissioning intentions 
which have been agreed by all key partners and the Health & Wellbeing 
Board  


 







Recommendations 
 


8. It is recommended that the Management Executive: 
• Note and agree the content of the attached report 
• Recommend the report and accompanying Section 256 agreement to 


the Health and Wellbeing Board for ratification 
 
Contact: Nick Whitton, Head of Commissioning,  
 








 
 


    Executive Committee 
23 July 2013 
8.30 – 10.00 


Boardroom, Sedgefield Community Hospital 
 


CONFIRMED MINUTES 
 
Present: 
Stewart Findlay  Chief Clinical Officer 
Dinah Roy   Director of Clinical Quality and Primary Care Development 
Gill Findley   Director of Nursing 
Mark Pickering  Head of Finance and Performance 
Sue Humpish  Executive Assistant - Minutes 
 
Apologies:  
Mike Taylor   Chief Finance and Operating Officer 
Joseph Chandy  Director of Performance and Information 
Clair White   Head of Corporate Services 
 


Item No 
 


 Action 


EC/13/079 Briefings from key meetings and updates on forthcoming  
 
Colleagues shared updates from meetings attended during the previous 
week and discussed forthcoming meetings and events. 
 


 
 


EC/13/080 Apologies for Absence 
 
Apologies were noted from MT, JC and CW. 
 


 


EC/13/081 Declarations of Interest 
 
There were no declarations made. 
 


 
 


EC/13/082 Minutes of the previous meeting on 16 July 2013 
 
The minutes were approved as a true record. 
 


 
 


EC/13/083 Matters arising from the meeting held on 16 July 2013 
 
Community Responders – GF confirmed that she had asked for 
timescales and was awaiting a response.  Hotspots had been identified 
already so now it was a case of putting the people and kit in place. 
 


 







EC/13/084 Action Log 
 
The Action Log was reviewed and updated. 
 


 
 


EC/13/085 Governing Body Discussion Log 
 
The Discussion Log was reviewed and updated. 
 


 
 


EC/13/086 Domestic Homicide Review Process 
 
The Executive received a report for information which provided a short 
briefing on the Domestic Homicide Review process which had been 
implemented by the Community Safety Partnerships. 
 


 


EC/13/087 Stroke Rehabilitation 
 
Ruth Frostwick attended the meeting to speak to a report which set out a 
proposal for taking stroke rehabilitation work forward on behalf of DDES, 
Darlington and North Durham CCGs. 
 
The work would focus on rehabilitation after a patient has been 
discharged from hospital.  In order to ensure that patients could move into 
community care, the scope of the work would need to include problems in 
acute sessions. 
 
This was being picked up from where the Cardiovascular Network had left 
off in 2009 and there had been no progress since that date.  RF would 
revisit the process mapping to ensure that this was up to date. 
 
The work would need to be approved by the Stroke Implementation 
Group as well as the three CCGs, though RF had been unable to attend 
meetings because of cancellations.  In addition, RF would liaise with Gill 
Smith in NECS about links to the Planned Care Group. 
 
It was agreed that this work would fit into the Clinical Programme Board 
Cardiovascular Disease workstream through the Intermediate Care Sub 
Group. 
 
MP was concerned about the financial consequences.  He suggested that 
this should be deleted from the report and replaced with wording that 
stated that the project would need to be delivered within existing 
resources.  This was agreed.  RF to amend report and re-circulate to the 
group. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


RF 
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EC/13/088 Procurement Strategy: Legal Services 


 
Colleagues noted a report which informed of the proposed procurement 
and evaluation strategy to be used in the procurement of the Legal Advice 
Service for the CCGs in the North of England.   
 
The Executive Committee approved the proposed strategy and gave 
approval for a mini competition to be carried out from the Health Trust 
Europe Framework. 
 
SH to inform the author of the decision and point out that the Sponsor 
Director should be from DDES rather than NECS. 
 


 
 
 
 
 
 
 
 
 
 


SH 


 Any Other Business 
 
Systm One 
Though a number of practices were ready to move to Systm One, 
difficulty was being encountered in obtaining the relevant funding from the 
Area Team.  It was noted that they were struggling to identify and release 
enough funding and therefore the process was being delayed.   
 
It was noted that North Durham had decided to provide additional funding 
to underwrite the shortfall, though DDES was not in a position to do this.  
MP indicated, however, that the Area Team did have the funding in a 
GPIT budget. 
 
MP to share with colleagues financial information that he had received. 
 
SF suggested that it might be possible to phase the introduction of Systm 
One over 2-3 years in order to spread the cost.  NECS had advised that a 
move to Systm One would be free unless an equipment upgrade was 
needed.   
 
MP and SF to discuss outside the meeting what could be done to move 
this on to a satisfactory outcome. 
 
AAPs 
GF and MP already had plans in place to discuss the amount of funding 
available to AAPs.  It was agreed that the voluntary and community sector 
and Health Networks should also be invited to bid for funding.  GF and 
MP would write to the organisations and draw up bidding criteria.  
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MP/SF 
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Sedgefield Locality Office 
DR expressed frustration at the lack of progress in arranging for a suitable 
location for the Sedgefield locality office.  The main delay was down to 
finalising IT costs for some of the venues and MT had already chased for 
this information.  DR to share series of e-mails with MP for information 
and he would chase IT for an urgent response. 
 
SH indicated that MT had asked her to arrange an Estates Working 
Group for August and she was working on this. 
 
Directors’ Pre Meeting 
DR suggested that it would be appropriate to have an action log for the 
pre-meetings.  This was agreed.  Directors to action. 
 
Commissioning Healthcare 2013 Conference - London 
It was agreed that if staff wished to attend, they would have to pay out of 
their £500 development allocation. 
 


 
 
 
 


DR 
 
 
 
 
 
 


Directors 
 


 Next Meeting 
 
6 August 2013 at 9.00 – 12.00 in the SCH Boardroom. 


 


 
 


Signed:  
 
Name:  Dr Stewart Findlay, Chief Clinical Officer 
 
Date:  7 August 2013 
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		CONFIRMED MINUTES






 
 
 


EXECUTIVE COMMITTEE    
 


20 August 2013 
9.00 – 12.00 


Boardroom, Sedgefield Community Hospital  
 


Confirmed Minutes 
 
Present : 
Stewart Findlay  Chief Clinical Officer 
Gill Findley   Director of Nursing 
Mike Taylor   Chief Finance and Operating Officer 
Clair White   Head of Corporate Services 
Mike Brierley   Head of Customer Programme - NECS 
Lyndsey Jones-George PA  - Minutes 
 
 
In Attendance:   Donna Owens – NECS item 116 
    Mark Booth – DDES CCG item 125 
 
 


 
Item No 


 
 Action  


EC/13/108 Briefings on key meetings attended and forthcoming 
• Agree attendance at Reviewing Urgent Care event on 8 


October (GF can no longer attend) 
All members of group 5-10 mins each 
 
 
SF confirmed that it is a 9am start for the full Executive Team and 
not 9.30am. Minutes are required to capture directors briefings. 
 
Several of the updates on the key meetings were updated at the 
Directors pre meeting, but SF did update that DDES is currently 
looking at streamlining the contracts and looking at Terms of 
Reference’s for meetings. 
 
GF – had attended a presentation for young carers and noted that 
they are interested to link with CCGs.   
 
SF – The Area Team (AT) assurance meeting went ahead on 14 
August and Urgent Care Board (UCB) on 16 August, with lots of 
actions coming out of each meeting.  AT meeting went exceptionally 
well for DDES CCG and NECS and there were no real issues 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







raised. 
 
The actions for the UCB are at a rapid pace and need completing 
quickly.  Quick wins have been disseminated and are being returned 
with progress on what is happening with these.   
 
MB - has attended several meetings through the previous week and 
is deputizing for Mark Pickering. 
 
MT attended the chief officers Richard Henderson (RHe) had met 
with Sandra Larkin around direct payments personal budgets.  This 
is currently a pilot programme but anyone receiving Continuing 
Heath Care (CHC) can receive their personal health care budget by 
April 2014. SF did raise that previously these have saved money, 
but if contract arrangements have been set up then this could be 
doubling up.  RHe did raise concerns with this and it will be 
discussed at the Chief Officers meeting 29th August 2013.  
 
Action – LJG to add Personal Healthcare Budgets to the CO 
meeting for 29 August 
 
GF - has a personal health budgets meeting with Sandra Larkin and 
will feedback at meeting. 
 
GPIT 
 
Some concerns were raised from Neil Nicholson (NECS) in his 
meeting with MT around the national push towards equalising GP IT 
across England, resulting in price increase from what is currently 
paid. This will be picked up in the finance away day. 
 
Issues are still being raised about non-recurring money next year; 
this is being highlighted throughout DDES. 
 
SF queried on the timescales on the 18,000,000 DDES is likely to 
lose, but these have not been finalized as yet.  SF did however 
query what would be the risk if we put up the money now, but as this 
figure may reduce once it has been submitted, it can’t change.   
 
NECS 
 
Matthew James attend Durham County Council welfare event, and 
has shared an excellent right up of meeting. 
 
MB is attending a Building health partnership steering group and will 
feed back at next meeting  
 
SF and GF can’t attend Urgent Care meeting, which is a national 
high profile launch.  MB agreed that a colleague from NECS will 
attend. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


LJG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
GF 
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Action -  GF to speak to Kathleen Berry from NECS and update 
with the details. 


EC/13/109 
 


Apologies for Absence  
 
Apologies were received from Mark Pickering, Dinah Roy, Joseph 
Chandy 
 


 


EC/13/110 
 


Declarations of Interest  


EC/13/111 Minutes of the meeting held on 6 August 2013 
 
Minutes were agreed as true reflection of the meeting 


 


EC/13/112 Matters arising from the meeting held  on 6 August 2013 
 
Enhanced Services  
 
This is a concern however NECS are working on the issues,  DR is 
currently leading on this for DDES, MB highlighted that problems are 
mainly around procurement.  This item is due to be discussed in 
more detail at the EC in September. 
 
Hearing Aids 
 
 GF discussed with CCG nurses as felt there wasn’t enough 
safeguarding for vulnerable patients loosing and replacing their 
hearing aids.   A paper went to CO but was unsure that papers have 
been through all Executives of all CCGs.  
 
SF did query how these homes or individuals are not covered either 
by NHS or by home insurance  


 


EC/13/113 Minutes of the confidential meeting held on 6 August 2013 
 
Minutes were agreed as true reflection of the meting 


 


EC/13/114 Action log  
 
Action log was updated and actions  


 


EC/13/115 Reports for approval for Governing Body 
• Francis Update – Gill Findley 
 
The Francis report was brought to the Executives as an approval 
route before the next Governing Body.  It has been 6 months since 
the report was published; all actions had been pulled together into 
10 actions.  GF did query if the actions need to be shared with 
localities. 
 
Action – GF to send the action points from the Francis Report 
to the Localities. 


 
 
 
 
 


 
 
 
 


GF 


EC/13/116 Learning Disability Health and Social Care Assessment Framework  
Donna Owens, NECS 
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Donna Owens (DO) (NECS) was in attendance to present the 
report.  DO covers the DDES and Tees area. 
 
The aim of this paper was to provide a briefing about how NECS will 
support the CCG with the completion of the 2013 Joint Health and 
Social Care Learning Disability Health Self-Assessment Framework 
and seek financial resources to support the completion process.   
 
There had been some delay in governance when report was 
originally completed but now finalised and has been disseminated.  
There is a deadline of November and DO is working closely with the 
Local Partnership Board, bringing together people with learning 
Disabilities.  DO is collecting figures and learning from patient 
experience in accessing services. 
 
The submission is in two parts and this covers three themed areas 
containing 27 measures. Each measure requires RAG rating and 
accompanying supporting evidence. The three themes for this year 
are:  
 
Staying Healthy 
Being Safe 
Living Well 
 
 
Following the validation of last year’s submission these are now all 
generic and relevant to this area.  The paper came to EC for 
approval as part of this validation.   
  
DO did highlight that some work can be done around the £2,000 
figure which was quoted around hospitality, venues etc. and some 
work is ongoing currently which may result in the monies being split 
between three CCGs.  DO queried if they were able to contact 
practices to access data.  But this data can be accessed through 
other avenues and does not have to come direct from practices.  
 
The wording around the letter in Appendix 1 needs to change to 
practices to reflect that the data will be collected from practices 
unless practices specifically opt out.  
 
Action – DO to alter the letter to practices around data. 
 
SF did highlight that if DO can produces a practice list of health 
checks for learning disabilities quickly this can of a dual purpose and 
support a relaunch in localities. 
 
The EC agreed to: 
Note the content of this report and NECS agreed to absorb the 
£2,000 cost for venue, hospitality etc. costs. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DO 
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Action – To alter the paper to stipulate that NECS will absorb 
the £2,000. 
 
Action – DO 
• To produce a report on performance by practice through 


DES for localities to support relaunch in September  
• To produce Paper for Health checks, data and performance 


by September.  


DO 
 
 
 
 


DO 
 


EC/13/117 Health and Wellbeing Board: Social Care Funding 13/14 
Stewart Findlay 
 
SF is trying to obtain more information around the Social Care Fund 
for 2013/14 
 
DDES had indicated that a decision would be made by September.  
Denise Elliott was in attendance at the meeting and the target date 
is the 10th September for the GB, papers will need to be at the EC 
on 3rd September.  
 
Action - Chase Denise Elliott for the paper to 3rd September for 
approval before GB on 10th September. 
 


 
 
 
 
 
 
 
 
 
 
 
 


LJG 


EC/13/118 Premises Update 
Mike Taylor and Ian Rooney 
 
 
Ian Rooney submitted his apologies, MT updated the group. 
 
MT updated the progress around the estates meeting held 14 
August at Sedgefield community Hospital. Notice will be given to all 
occupants at Merrington House by March 2014.  After looking at 
both options of Peaseway and Pioneering Care Centre it was jointly 
agreed that Peaseway was the preferred option. The costing’s for   
IT were lower and after initial six months contract followed by a 
rolling three month agreement after that.  DDES will still need to pick 
up costs on Merrington House until sold, so would it be more cost 
effective to stay in Merrington?  
 
SF queried if DR been informed of this update and MT will update at 
their next meeting after DR annual leave.   
 
MT proposed that one of the locality leads attend the estates 
working Group and also happy for practices to attend but this does 
highlight issues around the funding for them to attend.  The locality 
leads will link in localities; however Sedgefield is a priority to sort. 
 
NHS Property Service will not get property charges sorted by Q3. 
There are still ongoing issues with the incorrect VAT.   
 
Action – MT to continue to investigate the options and work 
with localities 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MT 
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EC/13/119 Urgent Care 
Gill Findley 
 
GF queried if the EC was the correct forum to look at the Urgent 
Care review.  Durham and Darlington are proposing not to make any 
changes to their current service  
GF has linked with localities but not Sedgefield as yet, however date 
is in the diary to meet with them. Now is the time to pull together 
papers and responses with support from NECS.  SF did query that 
as winter is approaching its unlikely that this will be completed 
before.  
 
GF wanted clarity on how do we progress as an Exec.   
There were some key points highlighted that need to be included in 
the review: 
 
Whether if we Take out day time UC and what would be the issues 
from that. 
How do we make all UC service better for patients 
If we are to retain, how do we make it more involved with core 
general practice. 
 
DDES need a strategy, practices who are remote think differently 
about the UUC as to more centralised practices. The consultation on 
changes to services at Bishop Auckland hospital left a doctor led 
service at the hospital and if changes were to be made there would 
need to be a full public consultation. 
 
It was agreed that the purpose of the review is a focus on how do 
we make the UCC Better for patients 
 
Action - GF will progress with the paper and will link in for more 
discussion with Jon Maguire. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


 
GF 


EC/13/120 Winter Planning 
Gill Findley 
 
DDES are now in receipt on draft winter plans from the urgent care 
board for NEAS, AT and Tees, Esk & Wear Valley (TEWV). The 
CCG is required to sign off all the plans for assurance. 
 
Further discussion is needed with the AT and another meeting is 
organised to work on the plans, 
 
The formal plan will come to an EC after the formal meeting with AT. 
 
It was made very clear at the UCB that there was no extra money for 
winter planning.    
 
Action - This needs to be discussed at the CO meeting on the 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


LJG 
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29th August.  LJG to add to agenda. 
 
MB verbally shared some emails from NEAS around them 
supporting 24 surge over winter.   But still need to be CCG surge 
management, so this will sit with CCG.  


EC/13/121 Response to High Risk 8042 
Stewart Findlay and Gill Findley 
 
This item was in connection with a 111 case and issues surrounding 
a GP that couldn’t meet the one hour appointment timelines.   
 
The 111 team are following an algorhyhm that states they will need 
to see a Doctor or Health Care professional in one hour.  
 
To ensure the incidents are not raised again the wording in the 
algorhyhm needs to be changed to “ If GP surgery is open, 111 to 
advise patient to ring for an appointment within one hour” 
 
Initially GF would of put this into effect immediately but due to the 
high numbers of patients and the effect on the GP practice’s, GF will 
explain changes to the other CCGs 
  
Action - GF will contact 111 with a change the algorhyhm If GP 
surgery is open, 111 to advise patient to ring for an 
appointment within one hour” 
 
Action – GF to send email to other CCGs explaining the 
changes.  


 
 
 


 
 
 
 


 
 


 
 
 


 
 
 
 
 


GF 
 
 


GF 


EC/13/122 Productive General Practice 
Stewart Findlay and Mike Taylor 
 
 
The Regional Manager for Shaping Health International in the North 
of England region wrote to MT to offer their services as a delivery 
partner of the NHS Improving Quality organisation in the North of 
England, with a view to introduce the Productive General Practice 
and to support its implementation across the region. MT felt that this 
would sit under DR remit.   
 
CW updated that this was not a new tool and has worked and 
implemented this in the PCT and it’s something that ND CCG are 
working on. 
 
SF asked if the organisation could produce a paper around costing’s 
and what they can offer.  
 
The group felt that this was a way of engaging with practice 
managers and practices but to be mindful that they will also feel it’s 
a waste of time. The message from localities is that they continue to 
work longer hours for their money and this could be a way of 
creating benefits. 
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We have the final OD plan and as an organisation is there anything 
in there for support to the practice managers.  Some practices are 
interested in mixing skill sets, and looking at things differently. 
 
Action – CW to do a proposal including case studies of cost 
savings  on previous work carried out by end of Sept to the EC 
and will link with JC & TM 
 
The group discussed a future event for all three localities coming 
together with a view of setting them up at providers of the future.  
(Federated Approved) 
 
Action – CW to source potential provider and feedback. 
 
The above would show a real commitment to our practices. 
 


EC/13/123 NCAT Update 
Gill Findley 
 
GF attended a meeting last week, where they are building an 
evidence case to present to the Overview & Scrutiny Committee.   
 
The meeting in common will be a meeting in public but not a public 
meeting and will be jointly chaired by Annie Dolphin and Poz 
Boleslaw and held in the Hartlepool area as Hartlepool area is most 
affected.  
DDES needs to be ready for any press enquiries after the meeting 
 


 


EC/13/124 Assurance Framework 
Mike Taylor to lead with Directors updating on their areas of responsibility 
 
The Assurance Framework is due to go the Governing Body in 
September. 
 
Unsure of whether objective changes have impacted on this but in 
advance of internal audit, the EC need to look at theirs and update.   
 
The various leads need to complete and populate the document.  
MT Is happy to link 1-1 if colleagues are unclear.   
 
Action – CW to speak with DE and share document to include 
in her GB Assurance Framework Report ready for the next 
meeting 
 


 


EC/13/126 Call to Action 
Gill Findley 
 
The New NHS England consultation has now been released 
highlighting how things will run in the future.   There will be a series 
of consultation events where CCGs will be involved. 
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This will be branded so this can’t be discussed as yet, although 
NECS Comms are aware and are ready to progress with this. 
 


 AOB 
 
The Directors discussed in the pre meeting about the extra 
emergency vehicle bought by PCT, highlighting concerns about 
whether there is a need for another vehicle.   
 
Clarity is needed on what was previously agreed within the PCT as 
there are no contract arrangements in place, therefore no monies 
should be paid.  Invoices are continuing to come in but payment will 
stop as from 01/09/13. This service urgently needs reviewing and to 
look at tendering for it properly. 
 
MB did highlight that resources on sorting the invoices is incredibly  
stretched, so anything under £500 is automatically put forward for 
payment. 
 
Action – To establish whether ND or D CCG have contracts in 
place for this,  and if so write formally to these and inform them 
of DDES stance to stop paying invoices. 
 
Action – MBo & MT will pick up this with Anthea Thompson and 
Ali Chapman may have some knowledge on this matter. 
 
Action – MB will do some investigation within NECS and 
feedback.   
 
Notice periods 
 
CW updated around notice periods a request from HR to bring in 
line with the other 13 CCGs and NHS England. 
 
All staff who transferred to the CCG from the PCT will retain their 
original notice periods however for all new staff post 1st April 2013 
and any new staff in the future it would come play. 
 
Old County Durham PCT for transferred staff notice periods: 
 
Bands 1 to 6 - 4 weeks 
Bands 7 to 9 - 12 weeks 
VSM - 26 weeks 
 
The proposed notice periods for CCG staff are: 
Bands 1 – 4               -           4 weeks’ notice period 
Bands 5 – 7               -           8 weeks’ notice period  
Bands 8a – 8d          -           13 weeks’ notice period 
Bands 9                     -           26 weeks’ notice period 
 


 
 
 
 


 
 
 
 
 


 
 
 
 
 
 
 


MB 
 


MBo/MT 
 
 


MB 
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The EC agreed to the proposed new notice period and welcomed 
that contracts will now be issued to staff. 
 
 
NECS Staff 
 
Following the AT assurance meeting, DDES are looking at wherever 
possible Project Leads and Directors to work at SCH on Tuesday’s  
this will allow leads and Directors to work closely on projects and 
NECS.  SF queried who was working from SCH and MB agreed to 
map out the DDES aligned staff and there time spent and SCH. 
 
Action - MB to work with CW on the mapping of the DDES 
aligned staff 
 


 
 
 
 
 
 
 
 
 
 
 


 
MB/CW 


 
 


 Next meeting 
 
27 August 2013 at 9.00 to 10.00 in the Boardroom, SCH 


 


 
 
 


Signed ……  
 
 
Date ……24th August 2013… 
 
 
Chair ……Stewart Findlay… 
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10 September 
 Item No: GB/13/113 


 
GOVERNING BODY 


Report Title  Social Care funding transferring from NHS England 
 


Author and Job 
Title  


Nick Whitton, Head of Commissioning , Children and Adult services, 
Durham County Council 


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


 
This report introduces for agreement the attached  draft Health and 
Wellbeing Board report on the spend and governance of Social Care 
Funding 2013/14-14/15 passported to the Council from NHS England 
 
Social care funds of c£10.1m for 2013/14 and c£10.5m for 2014/15 are 
due to be passported from NHS England to the local authority under a 
Section 256 agreement. This follows on from previously agreed Section 
256 agreements in 2011/12 and 2012/13 between the Council and the 
former PCT. The 2014/15 funding is the forecast position. 
 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


• The report introduces the Draft Health and Wellbeing Board (HWB) 
report regarding the transfer of Social care funding from the NHS 
as stipulated by NHS England. 


• The HWB report requires agreement by Clinical Commissioning 
Groups and Local Authority on the use of the funding. 


• The report identifies the detail of the use of the funds in 13/14. 
• We are already 6months into the financial year and these initiatives 


are already in place. 
• The HWB report will be presented at their September meeting. 


 
 
 
 
 
 
 
 
 
 


 
 
 







 
 
 


 
Approval route 
 


Executive Committee 3rd September 2013 


  
Supporting 
documentation / 
Appendices 
 


Appendix 1 – Durham County Council report Nick Whitton  
Appendix 2 – Durham County Council report Rachael Shimmon 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 
           


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 
           


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Note and agree the content of the attached report 
• Recommend the report and accompanying Section 256 agreement 


to the Health and Wellbeing Board for ratification 
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   Executive Committee 
6 August 2013 


9.00 – 12.00 
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


 
Present : 
Dinah Roy   Director of Clinical Quality and Primary Care Development 
Gill Findley   Director of Nursing 
Mike Taylor   Chief Finance and Operating Officer 
Joseph Chandy  Director of Performance and Information 
Mark Pickering  Head of Finance and Performance 
Clair White   Head of Corporate Services 
Sue Humpish  Executive Assistant - Minutes 
 
Apologies:  
Stewart Findlay  Chief Clinical Officer 
 
Item No 


 
 Action 


EC/13/089 Briefings on key meetings attended and forthcoming 
 
North of England Clinical Care meeting – MP indicated that specialised 
services commissioners were developing specifications for services 
nationally, including for critical care which was currently a draft.  MP to 
share information with GF who would check status with Julie Gillon. 
 
Planned Care Sub-Group meeting - MP informed the group that special 
sub-groups were being set up to drive the agenda forward for 
September/October. 
 
North Tees and Hartlepool Transformation Consultation – JC attended the 
latest event at ASDA in Hartlepool.  It was an interesting way to 
communicate with hard to reach groups.  
 
Stockton and Hartlepool Joint Overview and Scrutiny Committee – JC 
attended the meeting about the consultation at which HAST, DDES and 
North Durham CCGs were present.  A decision was awaited. 
 
Assurance Pre-Meeting –Taking place the next day with Chris Callan prior 
to the meeting the following Wednesday. 
 


 
 
 
 
 
MP/GF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Mental Health Commissioning Forum – The first meeting was due to take 
place on Thursday and DR commented that this had been well supported 
by NECS in terms of planning and provider management.  
 
JC and DR were reviewing their roles and DR would probably take 
performance and JC primary care work. 
 
GF, DR and JC were to work on the Quality Reporting Framework and 
MB would provide input from NECS. 
 
MP and DR were finalising a paper on Enhanced Services Review 
incorporating comments made at the North CCG Forum.  This would be 
shared with the Executive shortly.  MB indicated that he would be 
discussing the way forward with DR and MP. 
 
DR commented that DDES CCG needed to work more closely with Public 
Health.  Noted. 
 
Community Nursing Review – GF reported that meetings had taken place 
with nurses and Lynne Wilson from Public Health was pulling together the 
ideas and thoughts raised into a report to share at various meetings.  
 
Hartlepool Consultation Sign Off Meeting in Common – GF was 
considering the logistics of the meeting between DDES, HAST and North 
Tees CCGs on 2 September 2013. 
 
MT highlighted that the Audit and Assurance meeting was taking place 
that afternoon and the Governing Body next week. 
 
MT shared updates from SF in his absence: 
 
South CCG Form – Discussions around referral to GMC of GPs noted.  
DR requested that she be informed of any performance issues in the 
future in order to decide whether to report to the Area Team or 
Performance Triage.  Noted. 
 
North CCG Forum – The Flu Plan had been published which DR noted. 
 
Regional Back Pain Pathway – There was a suggestion of a north-south 
approach, though more information was expected in September. 
 
 
Academic Health Science Network - It was noted that there were three 
places for CCGs on the Board. 
 
Local Enhanced Services - MP confirmed that he had incorporated the 
guidance from Stephen Kirk into the paper he was producing. 
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111 Contract Variations – DDES was taking legal advice regarding 
differences in the contract and MP shared details. 
 
Future NEAS contracting – Currently there were four equal partners 
occupying the old PCT cluster areas.  DDES was leading on NEAS for the 
Durham and Darlington patch and there was no overall single lead.   It 
was recognised that this was a difficult contract to negotiate and DDES 
would require support from NECS in developing a negotiating strategy for 
the coming year.   
 
Individual Funding Requests – NICE guidance on varicose veins had 
changed and Public Health representatives would need to be asked to 
support this region-wide policy and ensure that guidelines were regularly 
reviewed.  MB to ensure that NECS looked at this in order to provide a 
briefing to DDES and other CCGs. 
 
End of Life Pathway – DR indicated that this was subject to audit.  DDES 
had end of life / cancer leads in localities with varying levels of 
involvement.  This is being looked at with JC as lead 
 
GP IT – SF had shared a detailed update from his meeting with Audrey 
Pickstock at the Area Team including funding issues.  This was discussed 
and MB would speak to NECS IT colleagues in order to ensure they 
provided detailed information in order that swift decisions could be made 
for allocation of funding. 
 
Healthworks – This was discussed as a confidential item.  
Sedgefield Community Hospital – MT commented that the Estates 
Working Group would discuss unused space in SCH as well as other 
locations.  It was noted that GF was leading on a hospice review which 
would be looking at possible use of SCH space. 
 
Contracts meetings for CDDFT, NECS and other CCGs – There was 
some confusion over the meetings and overlap between quality and 
performance.  The streamlining process was to begin with Kirsty Kitching 
mapping out activity. 
 
Meeting with DDES and NECS re Structures – To take place that 
afternoon. 
 
Executive Minutes – It was noted that these needed to be circulated to 
Locality and Project Leads and locality Executive meetings – SH and CW 
to discuss best method. 
 
Residential Homes Review – Rachael Shimmin had informed SF that this 
would commence in September. 
 


 
 
 
 
 
 
 
 
 
 
 
 


MB 
 
 
 
 
 
 
 
 


MB 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SH/ 
CW 
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EC/13/090 Notes from Directors’ Pre Meeting on 23 July 2013 
 
These were noted with no matters arising. 
 


 


EC/13/091 Apologies for Absence 
 
Apologies were noted from SF. 
 


 


EC/13/092 Declarations of Interest 
 
DR and JC declared an interest in primary care indicators. 
 


 
 


EC/13/093 Minutes of the meeting held on 23 July 2013 
 
The minutes were accepted as a true record with minor amendments. 
 


 
 


EC/13/094 Matters arising from last meeting held on 23 July 2013 
 
There were no matters arising. 
 


 
 


EC/13/095 Action Log 
 
The Action Log was reviewed and updated. 
 


 
 


EC/13/096 Governing Body: Reports for Approval 
 
• PPE update – Approved 
• Performance update – Approved subject to inclusion of a paragraph 


on the balance scorecard and potential self-certification information. 
• CCO report –Approved the draft of the report which was still subject to 


amendments from SF.   
• Risk – Approved. 
• Finance – approved.   
• Reimbursement expenses for patient reps – Approved. 
• DBS position statement – approved. 
• Portfolio – Noted reports that had already been approved. 
 
It was agreed that subject to the minor amendments noted, LJG would 
publish the portfolio. 
 
It was agreed that GF and DR would carry out a quality impact 
assessment of QIPP plans and produce a report for a future Governing 
Body. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


LJG 
 
 


GF/DR 


EC/13/097 Glendene Physiotherapy 
 
South Tees Foundation Trust (STFT) had, for a number of years, 
provided term time physiotherapy provision for Glendene Arts Academy in 
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Easington through non-recurrent funding.  However, SFTF had recently 
given formal notice of termination of the work. 
 
Philip Ray’s report indicated that CDDFT had expressed an interest in 
delivering the service and it was agreed that a short-term solution from 
July would be agreed with CDDFT while a longer term procurement 
process was followed to secure a contract for September2013 onwards. 
 


 
 
 
 
 
 


MP/JC 


EC/13/098 Cancer Action Team 
 
Eileen Carbro, Commissioning Manager of NECS attended the meeting. 
 
DR indicated that she was the lead for Cancer in DDES and that a virtual 
group would report to the Quality, Finance and Performance Group with 
decisions being requested by the Executive as required.  
 
EC spoke to the paper which provided an update on the approach being 
taken to support delivery of the Cancer agenda for the DDES localities, 
and to provide an outline of the initial actions the DDES CCG Cancer 
Action Team would focus on. 
 
The Executive Committee noted the report and approved the approach 
and the latest iteration of the Action Plan. 
 


 
 
 
 
 
 
 
 
 
 
 


EC/13/099 Community Nursing Review 
 
GF had now spoken to most Directors and would catch up with DR in their 
1:1 to obtain her views on what was needed from the review and required 
changes. 
 


 
 


GF/DR 


EC/13/100 Forthcoming Quality, Finance and Performance Meeting 
 
Colleagues agreed that they had found the last meeting with its mix of 
presentations and meaningful discussions about performance very useful 
and productive.  The thorough explanations around reports helped 
attendees to gain in-depth understanding of the issues and actions to be 
taken. 
 
It was agreed that where possible, Directors would be given as much 
notice as possible of any arising issues, but due to the tight timescales 
involved in accessing data and producing reports, this was sometimes 
done at short notice. 
 
It was agreed that MT would plan the agenda using the same format. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


MT 
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EC/13/101 Primary Care Indicators and Practice Level Indicators 


 
JC stated that as part of the (Quality Improvement Scheme) QIS scheme, 
practices were encouraged to undertake peer review with respect to a set 
of locally developed performance indicators.   However, NHS England 
had introduced a model for area teams to use for primary care 
performance assurance and Mike Guy had written to practices to formally 
introduce the web tool. 
 
The paper presented to the Executive offered a comparison of the new 
Primary Medical Services assurance framework and the recently 
published QIS benchmark data that was developed jointly with DDES 
Constituent practices. It differentiated between the current performance 
regime adopted by the practices and the future reporting regime by NHS 
England. 
 
Colleagues noted the various data sets currently used and agreed that 
they did not want to ‘derail’ the approach already agreed with practices, 
but instead ensure they were aware of the NHS England model whilst 
working with them on the Primary Care Strategy to improve performance 
in partnership. 
 


 


EC/13/102 Locality Leadership 
 
Members of the Executive Committee noted an early draft document 
setting out roles of locality leads.  A detailed discussion ensued and it was 
agreed that the document was not for wider circulation, though it could 
usefully be amended for wider circulation to practices.  MT would talk to 
SF about amending the document to open up leadership to any 
profession.  The document would then be re-circulated to the group for 
comment before it was discussed again at the Executive on 20 August. 
 


 
 
 
 
 


MT/SF 


EC/13/103 ORH Report: NEAS 
 
GF spoke to the final report and Executive Summary from ORH relating to 
emergency vehicles, taking the group through the key points. 
 
The options for consideration were: Respond to the whole NEAS area by 
any vehicle; confine vehicles to County Durham and Darlington; develop 
DDES ambulance service.  Each of these had a sub-option to include ring 
fencing of vehicles in Durham Dales.  This generally meant an increase in 
cost, but a higher level of performance. 
 
A debate ensued about this difficult decision and implications for each 
option in terms of cost, performance and the wider impact on A&Es and 
future commissioning plans.  It was difficult to decide how to take action 
when future financial allocations were, as yet, unknown.   
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It was agreed that: 
this needed to be looked at in conjunction with workforce / skill mix 
the ring fencing would be left for the time being; 
the ORH report would be used in discussions around future 
commissioning; 
GF would see if there was any information available on performance in 
comparable rural communities; 
MT would raise at the next Chief Officers meeting to agree with North 
Durham and Darlington how to approach the work and publicise the 
information. 
 


EC/13/104 Quality in Healthcare 
 
Colleagues noted the report and associated presentation referred to by 
DR who pointed out that they covered the principles behind the 
organisation’s approach to quality. 
 
DR had agreed with SF that DDES CCG was a commissioning 
organisation and as such must  deliver its commissioning function and 
ensure that the population had access to the highest quality clinical 
services and that primary care quality was driven up.  They had also 
agreed that it would be helpful to articulate what needs to be done from a 
quality perspective on the Commissioning Cycle in the form of a Quality 
Commissioning Strategy which Tim Maguire will continue to develop.  The 
Primary Care Strategy fits into the Commissioning Strategy and Clinical 
Quality Strategy as a specialised area of provider development allowing a 
coherent approach. 
 
MT requested that the commissioning strategy was looked at in terms of 
engagement with practices and communities as well as quality.  However, 
he pointed out that it needed to be as simple and as lean as possible with 
focussed engagement around agreed parameters.   
 
DR and TM to continue to work on this and engage GF in terms of 
engagement issues. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DR/GF 


EC/13/105 Hearing Aid Replacements 
 
MB spoke to the item in SF’s absence, stating that it was proposed that 
the first hearing aid replacement was free with charges made for any 
subsequent replacements.  This proposal was being taken to all CCGs. 
 
The Executive Committee understood that there were limited funds, but 
felt strongly that this disadvantaged vulnerable people (especially those in 
nursing homes) where the individual may not have the money to fund a 
replacement or the capacity to deal with the appeal process. 
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Where the loss or damage to a hearing aid was the fault of the nursing 
home, would the home pay for the replacements?  The group agreed that 
there was no evidence that patients would definitely not be harmed or 
disadvantaged.  Any means testing would be an administrative burden 
compared to the small cost of a replacement hearing aid. 
 
It was agreed that GF would take to the next possible Nurses meeting 
and share feedback at a future Executive.  MT would brief Chief Officers 
at their meeting on Thursday. 
 


 
 
 
 
 


 
GF 
MT 


EC/13/106 CCG Assurance 
 
MP tabled a document about capturing information on self-certification 
which had been produced as part of the preparation for the quarterly 
meeting with the Area Team.  He spoke to the detail contained in the 
document adding that this would form part of the Governing body report 
for the following week.  The document was noted. 
 


 


EC/13/107 NECS Marketing Strategy 
 
Stephen Childs of NECS had delivered a presentation to the last QF&P 
meeting to prompt the CCG to consider their strategy for commissioning 
support services. 
 
During the ensuing discussion, DR pointed out that there was very little 
information of any significance on quality.  This was noted by MB. 
 
MT commented that DDES CCG needed to look at its own internal 
structure before it could decide on what to commission and a breakdown 
would need to be produced on the current services provided by NECS 
along with costs and performance.  He asked how much the CCG would 
be prepared to pay for individualism over standardisation. 
 
MB responded that work was underway to show CCGs that using NECS 
was more cost effective than trying to deliver the work in house as they 
worked across all of the CCGs.  They would try and show CCGs the cost 
per hour of the work that they did. 
 
MT pointed out that some of the decisions would need to be made by 
member practices which would be challenging with the deadlines required 
to put a procurement plan in place.  This would impact on all areas of 
DDES. 
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 Any Other Business 


 
Midwifery Led Unit – GF reported that the MLU remained closed while 
CDDFT demanded 100% ambulance attendance within 8 minutes, which 
could not be guaranteed.  GF was arranging to discuss with the Area 
Team and would brief MT and SF on the outcome. 
 
DR informed the group that Don Lerwick was to make an announcement 
that day about a review of safety and recommendations about minimum 
staffing levels in NHS Trusts. 
 


 


 Next Meeting 
 
20 August 2013 at 9.00 until 12.00 in the Boardroom at SCH. 
 


 


 
 


Signed  
 
 
Date …3rd September 2013 
 
 
Name ...Stewart Findlay 
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		CONFIRMED MINUTES






 
QUALITY, FINANCE AND PERFORMANCE GROUP MEETING 


 
Tuesday 23 July 2013 


 
1:00-4:50 pm 


 
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


 
Present: Stewart Findlay (Chair) Chief Clinical Officer 


Dave Welch Commissioning Manager – Provider 
Management, NECS – Tees   


Dinah Roy Director of Clinical Quality & Primary Care 
Development 


 Jonathan Wrann  Commissioning Manager, NECS 
  Joseph Chandy  Director of Performance & Information  
  Kevin Scollay  Senior Finance Manager, NECS   
  Christine Scollen  Project Lead, Easington    
  Esther Mireku  Public Health Lead, DCC 
 Kate Watson   Senior Governance Office, NECS 
  Mark Pickering  Head of Finance & Performance 


Richard Harrety Senior Commissioning Manager, NECS   
 Stephen Childs  Managing Director, NECS 
  Tim Maguire   Clinical Quality      
  Gail Patterson  Project Lead, Durham Dales   
  Gill Findley   Director of Nursing 


Sue Humpish  Executive Assistant 
Sarah Paylor (Minutes) Personal Assistant 


 
Apologies: Alison Ayres   Project Lead, Easington 
  Clair White   Head of Corporate Services  


Debra Elliott  Corporate Risk & Assurance Lead, NECS 
Helen Moore   Clinical Lead, Sedgfield 


  Ian Cummings  Project Lead, Sedgefield  
Kate Huddart                      Medicines Management Lead 
Lynn Wilson   Consultant in Public Health, DCC 
Mark Booth   Finance Manager 
Mike Brierley   Head of Planning & Reform, NECS 
Mike Taylor   Chief Finance & Operating Office 
Satinder Sanghera   Clinical Lead, Durham Dales 


 


 







 
Item No 


 
 Action 


QFP/13/41 Introduction 
 
SF welcomed colleagues to the meeting.   
 
SF talked about the new format of the meetings which included discussion 
about projects in the morning, hot spots, focussed on the afternoon and the 
lunch time meeting for project and clinical leads to informally discuss 
projects in development.    
Action – SF asked that all Clinical and Project Leads were present at 
these meetings where possible. 
 
Hot spots such as Health Checks to be looked at in future meetings.  This 
meeting provides the opportunity to look at big projects in the CCG that 
have not necessarily been discussed in any other forum.  For instance, SF 
and GF were members of the Urgent Care Board which was currently 
pulling together a list of quick wins in relation to Winter Planning.   
Action - SS in Durham Dales is already looking at Winter Planning but 
we need to start doing these in all localities.  
 
This month we are also looking at Community Nursing Review and Urgent 
Care Review.  A report from DDES CCG needs to be produced.  We are 
aware North Durham CCG has put money into the Voluntary Sector.  We 
are unable to do this, as we distributed our money into the localities.  We 
will write to AAPs, Voluntary Sector and Health Networks to see if they are 
interested in working with localities to bid for NR funding. 
Action – SF and GF to produce a report on Community Nursing 
Review and Urgent Care Review.  
 
A meeting was scheduled for 25 July 2013 to start scoping work for the 
Primary Care Strategy.   
 
With regard to practices moving to Systm One, DDES CCG was 
encountering some difficulties in securing funding from the Area Team.  
Pressure was being put on the Area Team to release the funding whilst 
other sources of funding were being looked into.  
  
Further to approval from the Executive Committee GF was working on 
implementing Community Responders actions.   
 
A review of Enhanced Services was ongoing, but some additional support 
was required from NECS who have been asked to submit service 
specifications. 
Action - SF suggested RH gathers specifications from other regions. 
Action – DR and RH to discuss separately.    


 
 
 
 
 
 
 
 


C’Leads & 
P’Leads 
 
 
 
 
 
 
IC/CS 
 
 
 
 
 
 
 
 
SF/GF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RH 
DR/RH 


SP 31.07.13 
 







Minutes from Previous Meeting: 
 
Previous meeting minutes were agreed as a true record and no 
amendments required.   
 
Clinical Quality Commissioning Strategy – This was presented at the last 
meeting.  Colleagues agreed that the strategy gave a useful picture of 
current activities.  However, more scoping work was needed and DR was 
keen to ensure that quality underpinned all activities in the commissioning 
cycle.  
Action – DR and GF to prepare a report for a future Executive 
Committee.  
 
Action Log: 
 
The action log was reviewed and updated accordingly. 
 
Declaration of Interest: 
 
There were no declarations of interest.  
 
Revisit of Terms of Reference: 
 
Action - Quality to be added to the title - Quality, Finance and 
Performance Group.   
 
Action - DR stated no quality mentioned.  DR to review Terms of 
Reference and bring to the next meeting for approval. 


 


 
 
 
 
 
 
 
 
 
 
DR/GF 
 
 
 
 
 
 
 
 
 
 
 
 
LJG 
 
 
DR/LJG 


QFP/13/42 Clinical Quality  
Dinah Roy 


 
Clinical Quality DDES: Structures and Reporting Arrangements: 
 
DR presented the Clinical Quality Structures and Reporting Arrangements 
slide to the members with an overview of the CCG arrangements to 
commission the highest quality services including the monitoring of 
provider quality, and to drive up quality in Primary Care. 
 
Action – Any suggestions and feedback to be passed to DR. 
 
Action – DR to arrange for GF, MB and herself to meet regarding 
future quality reporting arrangements.  
 
In response to a question raised by MP, GF clarified that any concerns 
were reported to the Quality Review Group in the first instance.  
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MP asked if there was an area of concern who you report to. GF 
commented the escalation procedure for an issue would go to Quality 
Working Group and an action plan to be made then escalates to the 
Contract Group.   
 
A discussion took place around systems for reporting concerns relating to 
Primary Care. 
 


QFP/13/43 Communication & Engagement (Hotspots) 
Gillian Findlay / Clair White 


 
GF provided a verbal update on Communication and Engagement – the 
main hot spot was the Hartlepool Consultation with the proposed changes 
in services.  Colleagues shared updates on public meetings and events 
they have attended in recent weeks.  The main concern being voiced was 
around transport issues.   
Action – GF to enquire about available bus services with Durham 
County Council.  
 
There have been discussions around Community Nurses and Urgent Care 
Review.  GF updated the group with activities indicating that a report will 
hopefully be produced by the end of the month.  It was important to 
incorporate as many views as possible.  Any feedback to be passed to GF. 
 
DDES CCG now has launched a Facebook page 
 
My NHS – this was a system that members of the public could use to 
identify the topics they are interested in.  DDES would then use this 
information to share updates on forthcoming consultation events etc. in a 
more target way.  1,000 members in the first year is our target. 
 
Investing in Children – Children and Young People were working on reports 
about what it is like to have asthma and parents who smoked. PCT funding 
would be utilised. 
 
There have been six meetings across the patch, practices and CCGs 
regarding the community nursing consultation.  If anyone has any 
questions they can email GF directly. It is not a management review; it is 
how we commission services.   
 
GF commented not all GPs are aware of who their District Nurse is.  GF 
suggested maybe the District Nurses go to their practice once a week. SF 
felt this was not often enough and GPs need to see their nurses as part of 
every dare care of patients.  SM requested GPs are involved when 
recruiting District Nurses.  SF asked how we get joint management of 
District Nurses.  SM would like my District Nurse with my practice. GF 


 
 
 
 
 
 
 
 


GF 
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confirmed GPs can be involved in District Nurse recruitment.  There is not 
enough qualified District Nurses out there.  SF commented we have lost 
senior staff with restructuring. 
 
DR commented this in an important piece of work, Primary Care and 
Community Nursing overlap.   
 
GF commented at the Easington Time Out a lot of the attendees did not 
realise what each other do. They do not cover each other work.  


 


 
 
 
 
 
 
 
 


 
 


QFP/13/44 Contract Management and Performance  
Joseph Chandy/ Mark Pickering / Richard Harrety 


 
RH, JC and MP presented a Quality, Finance & Performance Report from 
May 2013 to the members. The presentation included the following: 


• Background and Timetable 
• Executive Summary 
• At a Glance Highlight Report 
• Performance Dashboard 
• NHS Constitution Performance 
• NHS Outcomes Performance 
• Quality Performance 
• National and Local Quality Premium Indicators 
• Exception Reports 1-9 
• Update on Delivery Plan Projects 
• GP Variation – Overview 
• Mental Health Performance 
• Continuing Health Care – June 2013 
• Finance and Activity slides  


 
JC informed members we are reorganising the way we report quality.  A full 
Finance and Performance Report will be provided to the Executive 
Committee and Governing Body. A full report is required at the Exec 
Committee to gather an audit trail to see which reports are presented and 
the actions taken place.  This report then will go to the Governing Body.  
The QFP report has been altered to accommodate localities at whose 
meetings there would be a presentation of slides only.  
 
Action - RH to look at benchmarking, maybe with other CCGs data.  
 
RH stated the slides will have hyperlinks in future.  
 
Action - RH to ensure he changes Category A to Red 1 and Red 2 
throughout the slides.  
 
On the Performance Dashboard slide, in the Quality section under CCG we 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RH 
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have no data.  SF asked about using rolling 12 month data.   
 
We are awaiting the Finance section on the Performance Dashboard.  RH 
and JC will be working with MP.  GF suggested when we get the Finance 
section maybe the Performance Dashboard is displayed on 2 pages.  
 
RH confirmed headings were agreed by national benchmark.  
 
Action - In order to provide an audit trail that will meet the 
requirements of the Area Team it was agreed this report would be 
taken to the Audit and Assurance Committee including slides. 
 
The Exception Reports – are originally in italic font which indicates the 
report has not been approved by the responsible Director in the CCG.  
When the report is approved they will turn the font to normal font.  
 
The Exception Reports need to be allocated to Directors who can then 
follow up actions.  
 
Action - RH to work with Directors to agree which areas / reports 
belongs to who then amend front sheet. 
 
Exception Report 2 - Ambulance Response Times; In February and March 
response times improved.  SF commented he thinks the DDES CCG target 
is 71%.    
Action - RH to get clarification on DDES CCG percentage target.  SF 
would like see targets by locality.  
Action - GF would like to sit down with RH regarding wording of this 
slide.    
 
Exception Report 3 – CWT; Note DR is setting up a Cancer Action Group. 
 
Exception Report 6 - HSMR Outliner (STHFT);  
Action - DR asked RH to change HSMR to HSMI.   
Action - DW will speak to North Tees regarding this indicator and will 
feedback.  
 
It was mentioned adding Northumbria and Newcastle to be on the 
performance report and decided to only go by Area Team. 
 
Action - DR asked for Mental Health to be an agenda item at the next 
QFPG.  
 
GP Variation – Overview slides are charges worked out with National PDR 
– roll-out figure.  We can monitor trends from August.  We can do funnel 
charts.   
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Action - Further discussion to take place if would like to use GP 
Variation.    
 
Finance & Activity –Provider Analysis Overview; 
Action - MP to speak to Darren Archer regarding signed Acute CDDFT 
Contract. 
 
SF stated the presentation was very useful.   
 
Action - This item took half of the meeting time - agenda item to be 
extended to at least an hour at the next meeting.  
  


RH 
 
 
 
MP 
 
 
 
 
LJG 


QFP/13/45 Risk Management 
Kate Watson 
 
Hotspots / Red Risks – Top 10 for Governing Body: 
 
KW presented Project Showcase: Risk Management to the members. The 
presentation included the following: 


• Hot Spots: Corporate Risks 
• Hot Spots: Locality Risks 
• How These Projects Make a Difference  


 
KW highlighted the top eight red risks.   
 
We are looking at an internal way of monitoring risks rather than recording 
on spreadsheets. 
 
Action - GF asked for risk 153 to be removed and 394 to remain.  
 
It was agreed the risk reporting was adequate for Governing Body and 
QFPG. 
 
DDES corporate risk register is now available on web-based SIRMS. 
 
A meeting will take place with locality leads on 01 August 2013 to provide 
training on identifying and describing risks and how these were 
differentiated form issues. The process involved localities highlighting and 
dealing with risks.  If they could not resolve, further discussion would take 
place at the Commissioning Group Meeting.  Only the highest level risks 
would be the taken to the QFPG. NECS staff will upload risks onto SIRMS 
system which project leads would then maintain.  
 
Action – NECS to analyse and modify risks in future so that a shorter 
more focused discussion could take place at QFP and the Governing 
Body would see a presentation only in line with the one done at last 
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Governing Body by MT. 
 


 


QFP/13/46 Finance Position CCG 
Mark Pickering  
 
MP shared a financial update as at 30/06/13, month 2, there were no major 
issues.  
 


 


QFP/13/47 Planning and Delivery 
Stewart Findlay 
 
Dr Stephen Muscat:  


• Locality Update – Easington: 
 
SM presented Spotlight on Easington to the members. The presentation 
included the following: 


• Key Projects Leading On 
• Example of Locality Project 
• Leadership Arrangements 
• Quality Update 
• Prescribing Update 
• Challenges 
• Future Developments.  


 
Discussions took place regarding spirometry. DR to contact Dilys  
DR commented Durham Dales had problems with spirometry – we need to 
decide what to do over the 3 localities.   
Action - DR to write to Dilys formally. CS will then contact Dilys 
regarding producing a report together on spirometry for the next 
QFPG meeting.  
 
Delivery Hotspots from Commissioning Meeting:  
 
Action - MP commented there are gaps in the 30-day re-admissions 
pilot information and RH will update for next meeting.   
 
CS stated there are position statements nearly on all projects, which she is 
happy to see.  MP commented Aspyre to capture all work and schemes, 
and become a one stop shop.  MP mentioned it will be worth having a 
conversation on the list at the Mental Health Commissioning Group.  
 
Action - Tool for Dementia – to ensure Easington nurses are aware / 
recirculate. 
 
Palpitation Service – contract is due to come to an end.  An evaluation is to 
be created comparing Easington, Sedgefield and Durham Dales models 
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and look at patient experience.  CS has requested NECS for this feedback. 
 
Stephen Childs:  


• NECS Market Strategy: 
 
SC presented NHS England CSS Market Strategy - Towards 
Commissioning Excellence– an Introduction and Overview to the members. 
The presentation included the following: 


• CSS Market Strategy 
• CSS Market Strategy – Background. 
• CSS Market Strategy – Purpose of Strategy 
• What has NHS England Heard to Date?  
• CSS Market Strategy – Key Milestones 
• Learning from Surrey and Sussex 
• Procurement Considerations 
• What does NHS Mean by a Lead Provider 
• What Might Be Included in a Lead Provider Framework 
• Major Configuration Support 
• NHSE Six Key Proposals – A Summary 
• Consultation on Procurement 
• Next Steps 


 
Launched Towards Commissioning Excellence 3 or 4 weeks ago. 
 
Action - DR raised there was no mention of quality innovation. SC 
commented we can incorporate this in.  
 
SF asked SC is there has been any update on the 10% cuts.  SC 
commented growing commitment not be headed towards CCGs. Fixed 
costs are being reviewed.   
 
SF stated by Autumn we need to know what our procurement options are.   
There will be an opportunity to extend contracts and negotiate on particular 
areas.  
 
Jonathan Wrann: 


• Eye Care Case for Change: 
 


JW presented a DDES CCG Expanding Primary Care Opticians Services 
to the members.  


 
This proposal is for Durham Dales, Easington and Sedgefield (DDES) CCG 
to support a reform in which eye care assessments, monitoring and 
treatment occur; moving a significant proportion of Outpatient 
Ophthalmology activity into the primary care setting. This will counteract 
the significant growth of this specialty caused by demographic pressures 
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and additional NICE directives in the areas of: Glaucoma Screening, 
Cataracts, Macular Degeneration and Diabetic Retinalography. This reform 
was published by DDES CCG as a commissioning intention in the 2013/14 
Planning Round. 
 
Potential savings and general impact discussed.   
 
DR agrees with the new service. NICE guidance – 2 indications for the use 
of injections.  The Trust only gives for one of the indications.  DR has 
asked JW to pull evidence then take to the appropriate contract meeting.   
 
KS will speak to DA regarding eye care issue.  Notice will be served at 
CDDFT and possible other providers. Early warning would be given.  
 
The following actions were agreed and paper approved: 
• Note the Case for Change and implications 
• Provide Mandate for the next stage of project. This involves: 


o Development of four service specifications working closely with 
the Local Ophthalmic Committee and identified clinicians 


o Mobilise procurement processes 
 
SF reviewed the meeting and requested we have longer agenda item slot 
for the performance item. The informal lunch prior to the meeting was 
useful.  
 


 Date and Time of Next Meeting 
 
Date: Tuesday 27 August 2013. 
Time: 1pm – 4pm  
Venue: Sedgefield Community Hospital 
 


 


 
Contact for meeting – Lyndsey Jones-George  
0191 3713 221 lyndseyjones2@nhs.net  


 


Signed …  
 
Date …24 August 2013 
 
Chair …Stewart Findlay… 
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GOVERNING BODY 
 


Tuesday 13th August 2013 
9.30am – 12.00pm 


Boardroom, Sedgefield Community Hospital, Sedgefield 
 


UNCONFIRMED MINUTES 
 


Present:  Annie Dolphin  Lay Chair 
   Keith Tallintire  Lay Member – Audit and Assurance 
   Dr Stewart Findlay  Chief Clinical Officer 
   Mike Taylor   Chief Finance and Operating Officer 
   Gillian Findley  Director of Nursing 
   Joseph Chandy  Director of Performance and Information 
   Dr Satinder Sanghera Clinical Locality Lead – Durham Dales 
   Dr Helen Moore  Clinical Locality Lead – Sedgefield 
   Peter Carr   Secondary Care Clinician 
   Dr John McGuire  Sessional GP Representative 
   Anna Lynch   Director of Public Health, Durham County Council 
   Denise Elliott   Strategic Commissioning Manager, Durham   
       County Council (for Lesley Jeavons) 
 
In Attendance:  Clair White   Head of Corporate Services 
   Mark Booth   Finance Manager and Corporate Locality Support 


Sue Humpish (Minutes) Executive Assistant 
   
Apologies:   David Taylor-Gooby  Lay Member – Patient and Public Engagement  


Dr Dinah Roy  Director of Clinical Quality and Primary Care   
     Development 


   Dr Stephen Muscat  Clinical Locality Lead – Easington 
   Mark Pickering  Head of Finance and Performance 
       (Mark Booth Deputising) 
   Lesley Jeavons  Head of Adult Care, Durham County Council  
       (Denise Elliott Deputising) 
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  Action 


GB/13/88 Apologies for Absence 
 
AD noted apologies and welcomed colleagues to the meeting. 
 


 


GB/13/89 Declarations of Interest 
 
JC and all GPs within the Governing Body declared an interest in the 
Quality and Outcomes Framework (QOF). 
 
Those present were reminded that the Declaration of Interests 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.  
 


 


GB/13/90 Identification of any other business 
 
No other business was identified. 
 


 


GB/13/91 Minutes of the meeting held on 9th July 2013 
 
The minutes were approved as a true record. 
 


 


GB/13/92 Matters arising from the meeting held on 9th July 2013 
 
Disclosure and Barring Service (DBS) Position Statement – As requested 
at the last meeting, GF reported the position for DDES CCG following 
advice from Human Resources around the legal implications.  She 
advised the Governing Body that the decision had been made that DDES 
CCG would not apply for DBS checks for lay members and this had been 
communicated to other CCGs and the Area Team. 
 
SS joined the meeting 
 
A&E Performance – PC asked what would be done if A&E departments 
consistently failed to meet their targets.  It was explained that the first 
steps were to discuss performance and put in place an action plan.  If this 
failed to have the appropriate impact and assurances were still not given, 
penalties could be invoked.  Failing this there was the option to remove 
the contract from that provider and re-tender.  A brief discussion ensued 
about the wider issues relating to urgent care and patient education. 
 


 


GB/13/93 Review of Action Log 
 
The Action Log was reviewed and updated. 
 


 


GB/13/94 Quality and Outcomes Framework Report including productivity  


2 
 
 
 
 







process for 2013/14 
Director of Clinical Quality and Primary Care Development, Dr Dinah Roy 
 
JC spoke to the report which presented the arrangements for the 2013/14 
Quality and Outcomes Framework (QOF) process in DR’s absence.  
Following feedback from member practices on the 2012/13 process, 
consideration had been given to co-ordinating all CCG workstreams and 
delivery requirements in order to reduce the workload and enable more 
in-depth work to be undertaken, possibly in fewer areas. 
 
It was noted that localities would each have lead responsibility for two 
areas and would roll out the process to the other localities, helping GPs to 
focus on quality.   GPs had been involved in developing the framework 
and, if necessary, project and clinical leads would work across localities 
depending on their expertise.   
 
SF indicated that the Foundation Trust was keen to be involved in order to 
help address its priority areas.   
 
The Governing Body: 
• Noted the position statement; 
• Shared their comments and agreed the process for 2013/14; 
• Commented on and agreed the practice pack. 
 


GB/13/95 Expenses reimbursement policy for patient, carer and public 
involvement in engagement activity  
Head of Corporate Services, Clair White 
 
CW spoke to the paper which contained a policy setting out the principles 
and practice for reimbursement of out of pocket expenses for patient, 
carer and public involvement in engagement activity.  This was intended 
to remove potential barriers to involvement.  The policy also set out the 
responsibilities for all CCG staff and has been developed in conjunction 
with patient groups and Durham County Council’s Welfare Rights Team. 
 
The policy is aimed at standardising practice across the three localities, 
particularly around mileage and one-off annual payments for printing 
expenses. 
 
Currently, PRG members who printed their own meeting papers could 
receive a payment of £50 per year to cover printing costs.  It was 
suggested that members who did not print their own papers should 
receive £25 but after discussion it was agreed that this was not 
appropriate because it was not a reimbursement of expenditure incurred.  
It was also agreed that PRG members would need to attend regularly to 
be entitled to the £50, and that claims could be backdated to 1 April 2013. 
 
HM raised an issue in respect of the Sedgefield locality where the Patient 
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Reference Group (PRG) had requested additional support for an evening 
meeting.  Locality support arrangements were discussed and it was 
agreed that CW and HM would discuss the administrative requirements 
separately.   
 
CW to make amendments to the numbering in the report and remove a 
query not required at the beginning of Appendix 1. 
 
Action: CW and HM to discuss administrative support. 
 
Action: CW to amend the report as agreed and share with localities. 
 
Action:  Clinical Locality Leads to ensure inclusion on the PRG 
agendas. 
 
The Governing Body: 
• Approved the policy for immediate roll out to localities subject to CW 


making the above amendments; 
• Agreed that Clinical Leads would ensure the policy was added to PRG 


agendas; 
• Agreed that claims could be backdated to 1 April 2013. 
 


 
 
 
 
 
 
 


 
 


CW/HM 
 


CW 
 


Clinical 
Locality 
Leads 


 


GB/13/96 Risk Management Update – Including key risks  
Chief Finance and Operating Officer, Mike Taylor 
 
MT spoke to a report setting out the key risks faced by DDES CCG and 
the continuing work to mitigate these. 
 
For the September Governing Body meeting, MT proposed to report on 
the updated Assurance Framework containing strategic objectives for 
2013/14 and the associated risks. 
 
Because there was little change month on month around key risks, the 
Audit and Assurance Committee proposed to revise the frequency of 
detailed reports to the Governing Body to a quarterly basis.  MT 
emphasized the fact that this would not preclude anything urgent being 
promptly brought to the group’s attention. 
 
The Governing Body: 
• Considered the key risks identified and confirmed that appropriate 


action was being taken; 
• Noted that the September risk report would be included in the 


performance report to the Governing Body; 
• Agreed to detailed risk reports moving to a quarterly basis; 
• Agreed that a report would be prepared for the September meeting on 


the Assurance Framework. 
 
Action: MT to prepare report on Assurance Framework for the 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MT 
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September meeting. 
 
 


GB/13/97 Clinical Quality Update 
Director of Clinical Quality and Primary Care Development, Dr Dinah Roy 
 
GF spoke to the report in DR’s absence which provided an overview of 
arrangements to commission the highest quality services including the 
monitoring of provider quality and driving up of quality in Primary Care.  
The report summarised the process for reporting to the Governing Body 
by exception in the future. 
 
The Governing Body: 
• Received the paper and noted its contents. 
 


 


GB/13/98 Clinical Quality Arrangements 
Director of Clinical Quality and Primary Care Development, Dr Dinah Roy 
 
GF spoke to the report in DR’s absence which summarised the 
arrangements for monitoring quality in DDES CCG.  Attention was drawn 
to the diagram in Appendix A which set out reporting arrangements. 
 
It was highlighted that work was to start to establish a the system for 
reviewing clinical quality in care homes and DE requested that Durham 
County Council be involved as the Council already had audit and 
assessment processes, meetings and forums in existence which could 
helpfully link into the new group.  This was welcomed. 
 
Action: GF and DE to discuss Durham County Council’s involvement 
in the Clinical Quality Review Group for care homes. 
 
GF pointed out that there were two Quality Surveillance Groups to which 
any concerns or issues regarding primary care should be directed.  
However, there seemed to be a gap between this group and proceeding 
to formal reporting.  She was of the opinion that this gap should be filled 
by the Quality Review group. 
 
Action: GF and DR to discuss with the Area Team the most 
appropriate process for raising concerns relating to primary care. 
 
PC asked for information on how many people sat on more than one 
group and how much time they would spend in meetings per week.  GF 
and SF pointed out that the meetings were not necessarily weekly and 
they varied in length.  The structure looked complex, but it ensured 
engagement in quality at all levels and had proven to be effective over 
time. 
 
AD asked for an update on progress with the development of the Clinical 
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Quality Strategy.  GF and SF responded that the paper was being 
developed and that it should be shared with the Governing Body within 
the next couple of months. 
 
Action - The Clinical Quality Strategy to be presented at a future 
meeting  
 
The Governing Body: 
• Received and noted the paper. 
 


 
 


 
 


DR 


GB/13/99 Performance Update 
Director of Performance and Information, Joseph Chandy 
 
JC spoke to the report which provided a summary of the key performance 
indicators and actions being taken to mitigate the risk of any indicators 
being breached.  He pointed out that this was the first report in the new 
style, highlighted some of the key features and then summarised the 
reporting process. 
 
The format and content was discussed and it was recognised that the 
structure was evolving. 
 
Action:  JC to change the circles to directional triangles and include 
more figures in the commentary to show how close an indicator was 
to achieving a target.  In addition, JC to amend the figures in Domain 
3 to show as a percentage rather than age. 
 
There had been some concerns about County Durham and Darlington 
Foundation Trust (CDDFT) and City Hospitals Sunderland Foundation 
Trust (CHSFT) breaching their Quarter 1 A&E targets and GF and MP 
had worked closely with the two organisations to put action plans in place.  
As a result, JC was pleased to inform the Governing Body that CDDFT 
had managed to turn its performance to ‘green’ by the end of Quarter 1.  
However, CHSFT had not managed to achieve this and JC was now in 
regular dialogue with CHSFT and all parties are working to an agreed 
action plan to achieve the targets.  JC felt assured that CHSFT was able 
to deliver, but would continue to monitor progress. 
 
In terms of Payment by Results, JC commented that it was important that 
localities were effectively engaged in monitoring practice and locality 
performance.  It was planned to work with data on a rolling 12 month 
basis to ensure that reporting was continuous throughout the year and 
there was no wait at the start of the year for data to feed through.  There 
was also a plan to look at how locality performance contributed to the 
Demand Plan and the introduction of a peer review model called GP 
Managing Variation. 
 
In future, reports to the Governing Body would focus on key themes every 
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month.  September would look at thematic reviews, GP variation, Demand 
Plans and the outcome of the assurance meeting with the Area Team that 
was scheduled for 14 August 2013. 
 
Localities would be provided with performance dashboards for practices 
and the locality as a whole in order to have meaningful discussions about 
performance in their meetings.  JC welcomed feedback from locality 
colleagues on the dashboard over the coming months in order to ensure 
that it could be refined to meet organisational needs and be a user 
friendly reporting tool for the Governing Body. 
 
Action: Clinical Locality Leads to feed back to JC about the 
dashboard reports. 
 
KT reported that the paper had been discussed at the Audit and 
Assurance Committee and three key points had been raised.  These were 
the move from circles to directional triangles; a clear link between 
objectives and what has been promised to the community on a front 
summary sheet; and more focus on actions, timescales and anticipated 
outcomes in the narrative. 
 
HM commented that practices did not like the ranking system and asked 
that this be removed.  She suggested that the percentage figure could be 
included next to or inside the directional triangles. 
 
AD requested that abbreviations should be explained when they were first 
used and that the document should be checked for grammar and 
typographical errors.  It was also agreed that future performance reports 
would be included in the discussion section on future agendas. 
 
Action: JC to speak to NECS to incorporate the points raised by the 
Audit and Assurance Committee as well as the practices in future 
reports.  He would also ensure that abbreviations were explained, 
that the report was tightened up and that it would be included in the 
discussion section of future agendas.   
 
The Governing Body: 
• Discussed and noted the report. 
 


 
 
 
 
 


Clinical 
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GB/13/100 Chief Clinical Officer Progress Report  
Chief Clinical Officer, Dr Stewart Findley 
 
SF spoke to his report highlighting progress and general updates in key 
areas including the Midwifery Led Unit, Urgent Care and Community 
Nursing Reviews, development of the Primary Care Strategy, GP IT, First 
Responders, NHS Call to Action and key events and consultations. 
 
The Governing Body: 


 


7 
 
 
 
 







• Received and noted the contents of the report. 
 


GB/13/101 Patient and Public Engagement Update 
Director of Nursing, Gillian Findley 
 
GR spoke to the report which provided a summary of the communications 
and engagement activity that had taken place in July 2013 as well as an 
update on Patient Reference Group activity.  Attention was drawn to the 
section on Healthwatch, and that a new Chair, John Bedlington, has been 
appointed.   
 
DE indicated that she had met with John Bedlington recently and he had 
asked for an update on PALS.  It was noted that NHS England had 
decided not to commission the primary care element of PALS and in 
future Healthwatch would take over the signposting aspect of its work and 
complaints about GP providers would be handled by the Area Team. 
 
Action: GF to raise the issue at the Area Team to ensure that the 
system was publicised and Healthwatch were fully appraised of the 
situation. 
 
Action: AD and GF were due to meet with JB and would discuss the 
situation further. 
 
AD asked for an update about progress on the Medicines Management 
Waste Campaign and how it fits with initiatives such as ‘My NHS’ and the 
NHS ‘Call to Action’.  GF replied that a Governing Body development 
session was being planned around engagement, so the update could be 
included at that event. 
 
Action: GF to plan the agenda for the future Governing Body 
development session on engagement to include the Medicines 
Management Waste Campaign and how it links to initiatives 
including My NHS and the NHS Call to Action. 
 
The Governing Body: 
• Noted the content of the paper. 
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GB/13/102 Finance update – Month 3 
Chief Finance and Operating Officer, Mike Taylor 
Head of Finance and Performance, Mark Pickering 
 
MB spoke to the report in Mark Pickering’s absence which set out the 
financial position of DDES CCG as at the end of June 2013.  The paper 
highlighted the key areas of financial performance against statutory duties 
and identified year-to-date and forecast year-end positions.  It also 
included information regarding programme and running cost expenditure, 
a financial position statement and invoice payment details. 
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MB pointed out that the report was in a new style and that discussion with 
NECS was on-going about the most effective way to graphically present 
the financial overview, and help to identify any trends. 
 
Areas of concern including acute services contracts, property charges 
and primary care services were highlighted, although MB cautioned that 
the report was based on only one month’s data.  These were briefly 
discussed by the GB members. 
 
The key overall message was that DDES CCG was currently on track to 
meet its financial targets. 
 
MT shared his concern that at this time data was limited and not 
necessarily robust and a review of non-recurrent funding would be done 
in September.  However, on a positive note, the Clinical Programme 
Board and its sub groups would report on potential issues across DDES, 
Darlington and North Durham and identify best practice and where quick 
wins could be secured.  This was the first step in moving from a 
transactional to transformational change focus.  A discussion took place 
about the best use of non-recurrent funding and the management of 
delays often encountered in the procurement process. 
 
KT informed the GB members that the paper had been taken to the Audit 
and Assurance Committee for consideration and the members were 
happy with the new reporting format.  However, the Committee required 
more detail about the position regarding Quality, Innovation, Productivity 
and Prevention (QIPP) and a best/worst case scenario on the forecast 
outturn for future reports. 
 
Action: MB to make the above amendments for future reports. 
 
A brief update was shared regarding the new IT finance system, Oracle, 
and some of the teething problems which were being dealt with in 
conjunction with North of England Commissioning Support (NECS) and 
Shared Business Services (SBS). 
 
The Governing Body: 
• Discussed and noted the financial position as at 30 June 2013. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MB 


GB/13/103 Welfare Reform Update 
Head of Adult Care Durham County Council, Lesley Jeavons 
 
DE spoke to the report in Lesley Jeavons’ absence.  This provided an 
overview of the changes made by Government to the benefits systems, 
detailed how Durham County Council had responded and where further 
information could be obtained.  She added that a Welfare Changes 
factsheet was available online. 
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Colleagues agreed that this was a useful document, clearly setting out the 
messages relating to a complicated issue.  AD noted that this needed to 
be shared with localities to ensure that GPs understood the issues and 
how to signpost patients. 
 
Some concerns about funding for health and social care were discussed 
together with how any changes would impact on CCGs and acute 
services in the future. 
 
Action: Clinical Locality Leads to share the information with 
practices to ensure that GPs understood the issues and how to 
signpost patients. 
 
The Governing Body: 
• Noted the contents of the report. 


 
 
 
 
 
 
 
 
 
 


Clinical 
Locality 
Leads 


GB/13/104 Confirmed Minutes to Receive 
 
The following confirmed minutes were received and noted: 


– Durham Dales Clinical Group, 27 June 2013; 
– Easington Locality Commissioning Board, 20 June 2013; 
– Quality, Finance and Performance Group, 25 June 2013; 
– Executive Committee, 2 July 2013 and 16 July 2013. 


 
In addition, HM tabled the confirmed minutes from the Sedgefield locality 
from June 2013, indicating that the May minutes were yet to be finalised 
and would be included in the next month’s Governing Body papers.   
 
Action: HM to ensure that May minutes were included in next 
papers. 
 
AD pointed out that the Durham Dales minutes referred to a confidential 
item being discussed.  She requested that the minutes of that confidential 
meeting be included in the Confidential Governing Body papers for 
September. 
 
Action: SS to ensure that the Durham Dales confidential minutes 
were included in next papers. 
 
Action: CW to issue guidance to localities about the process for 
creating confidential minutes. 
 
Action: JC to check who chaired the Easington meeting for which 
the minutes had been signed off by Stephen Muscat and assure the 
Governing Body that the minutes were confirmed. 
 
Action: CW to ensure that Governing Body minutes were sent to 
Clinical Locality Leads who would ensure that they were included in 


 
 
 
 
 
 
 
 
 
 
 
 


HM 
 
 
 
 
 
 


SS 
 
 


CW 
 
 


JC 
 
 
 


CW 
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their meeting papers. 
 


GB/13/105 Any Other Business  
 
There was no other business 
 


 


 Next Meeting 
 
The next meeting to take place in public on 10 September 2013 at 
Shotton Hall, Peterlee. 
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Executive Summary as at 31st July 2013 


 Income & Expenditure 
The CCG is reporting an underspend year-to-date (YTD) position and forecast outturn 
position in line with the financial plan. 
 
 Capital 
No allocations have been announced to date however indications are that minimal funds 
are available. The CCG financial plan included investment in IT clinical systems in 
primary care.  
 
 Cash 
The forecast cash drawdown is in line with the cash limit. 
 
 
 Quality, Innovation, Productivity & Prevention (QIPP)  
Year-to-date the CCG has delivered QIPP savings in excess of plan.  
 
 
 Better Payment Practice Code (BPPC) 
The CCG is exceeding its target of paying 95% of valid invoices within 30 days. 
 
 


  YTD Forecast 
£1,496K £4,489K


YTD Forecast 
N/A N/A


YTD Forecast 
£112,939K £417,986K


By Volume By Value 
Non-NHS 97.55% 99.23%
NHS 99% 100%


Target Delivered
£3,557K £3,958K
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Overview of Financial Position as at 31st July 2013 
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Overview of Financial Position as at 31st July 2013 
 As at 31 July 2013 the CCG is showing an underspend of £1,496k and a forecast outturn underspend of 


£4,489k. This position is after the deployment of reserves and is in line with the financial plan to deliver a 1% 
surplus. 
 


 The CCG's financial position is under continuous review and the current position shows the organisation is on 
track to achieve its key financial targets. 
 


 The key risks identified at month four are: 
 
 Acute –  some contracts are beginning to show activity pressures year-to-date.  However, information at 
 this stage in the year is limited and work is on-going to scrutinise the activity and cost data received.  There 
 are data flow issues with the South Tees Hospitals NHS Foundation Trust contract which is currently 
 showing an underspend.  These issues are currently being worked through, which may move the position in 
 future months.  BMI Woodlands and the Spire contracts are emerging as risk areas due to overperformance 
 on Orthopaedic activity. 
 
 Prescribing –  is showing a 1% overspend on practice prescribing year-to-date which has been reflected 
 consistently in the forecast outturn position. 
 
 Property Charges - charges from NHS Property Services have been invoiced at a level higher than 
 expected and have therefore been disputed.  The charges have been accrued to budget year-to-date  and a 
 contingency has been built into the forecast until the matter is resolved. 
 
 Continuing Healthcare – is emerging as a risk to the CCG and is showing an overspend year-to date and 
 in the forecast outturn position.  Processes will be put into place to monitor this area on a regular basis. 
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Financial Position as at 31st July 2013 


YTD Budget 
YTD 


Actual 


YTD 
Variance 
(Under)/ 


Overspend


YTD 
Variance 
(Under)/ 


Overspend
2013-14 
Budget 


Forecast 
Outturn 


Forecast 
Variance 
(Under)/ 


Overspend


Forecast 
Variance 
(Under)/ 


Overspend
£000's £000's £000's % £000's £000's £000's %


Commissioned Services
Acute Services 70,535 70,631 96 211,605 211,368 (237)
Community Health Services 15,505 15,566 62 46,514 46,736 222
Continuing Care Services 5,278 5,591 312 15,835 16,328 493
Mental Health Services 17,403 17,419 16 52,209 52,009 (200)
Primary Care Services 19,600 20,020 420 59,549 60,051 502
Other 3,117 2,760 (357) 8,901 9,581 680


Programme Reserve 0 (549) (549) 11,815 10,356 (1,459)


Total Commissioned Services 131,437 131,437 0 0% 406,427 406,427 0 0%


Running Costs 
Corporate Costs and Services 2,227 2,157 (71) 6,664 6,628 (37)


Running Cost Reserve 0 71 71 406 442 37


Total Running Costs 2,227 2,227 (0) 0% 7,070 7,070 0 0%


1% Required Surplus 1,496 0 (1,496) 4,489 0 (4,489)


GRAND TOTAL EXPENDITURE 135,161 133,664 (1,496) -1% 417,986 413,497 (4,489) -1%
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Acute Commissioning as at 31st July 2013  


 County Durham and Darlington Foundation Trust (CDDFT) and City Hospitals Sunderland Foundation Trust (CHS) 
contracts are performing in line with budget, this is as a result of risk share arrangements put in place for 2013-14. 
Gateshead Health NHS Foundation Trust are currently having issues with data collection, as a result of this, the contract 
is a risk share until the problem is rectified.  South Tees Acute Hospitals NHS Foundation Trust contract is significantly 
underspent and this underspend in being projected forward. 
 


 The BMI Woodlands and Spire contracts are currently overspending, forecast outturn takes into account this 
overspending.  
 


 A risk share arrangement is in place for the North East Ambulance Service NHS Foundation Trust (NEAS). This includes 
the  999 and 111 services. 
 


Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Acute Commissioning Excluding Independent Sector 65,358 65,152 (206) 196,075 195,625 (450)
Independent Sector 912 1,243 331 2,736 2,949 213
Ambulance Services 3,325 3,325 (0) 9,975 9,975 0
Non Contract Activity Excluding Independent Sector 580 577 (3) 1,739 1,739 0
Clinical Networks 26 0 (26) 77 77 0
Urgent Care 334 334 0 1,003 1,003 0


Total Acute 70,535 70,631 96 211,605 211,368 (237)


YTD Annual
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Community Services as at 31st July 2013 


 County Durham and Darlington Foundation Trust (CDDFT) and North Tees and Hartlepool Foundation Trust 
(NTH) contracts are performing in line with budget as they are 100% risk share. 
 


 The Independent Sector forecast overspend is driven by Physiotherapy and Minor Surgery activity. 
 


 Hospices forecast underspend relates to budgets outweighing current contract commitments. 
 


 The forecast overspend on Other relates to Walk in Centre costs where no budget has yet been identified. 


Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


County Durham and Darlington NHS Foundation Trust (CDDFT) 11,761 11,761 0 35,280 35,280 0
Other NHS 912 882 (30) 2,737 2,757 20
Local Authority Agreements 523 523 0 1,569 1,569 0
Independent Sector 1,544 1,591 47 4,633 4,700 67
Hospices 765 616 (149) 2,295 1,850 (445)
Other 0 194 194 0 580 580


Total Community 15,505 15,567 62 46,514 46,736 222


YTD Annual
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Continuing Care as at 31st July 2013 


 Continuing Healthcare (CHC) costs are based on expected year-to-date and forecast costs from the CHC 
database.  This is the most up to date information available at the time of publishing. 
 


 This month additional cases have been added as a result of CHC staff now having the ability to access some 
patient identifiable information. 
 


 An adjustment has been made to take account of packages coming to end based on a 75/25 % split of actual 
and estimated cases. 
 


 A risk share adjustment has been made this month which is reflected in the table above and amounts to a 
cost of approximately £315k to the CCG. 
 


 An assumption has been made that approximately £500k benefit will be realised in the forecast  from the 
unwinding of the PCT restitution cases provision.  


Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Continuing Healthcare (CHC) 4,299 4,590 291 12,896 13,314 418
Funded Nursing Care (FNC) 980 1,001 21 2,939 3,013 75


Total Continuing Care 5,278 5,591 312 15,835 16,328 493


YTD Annual
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Mental Health as at 31st July 2013 


 Tees Esk & Wear Valley NHS Foundation Trust and Children and Adolescent Mental Health Service (CAMHS) 
are block contracts and spend is in line with budget. 
 


 Invoices have been miscoded between Independent sector and Local Authority lines.  The miscodings are 
being analysed and will be corrected in the month five report.  


Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Tees Esk Wear Valley NHS Foundation Trust (TEWV) 15,217 15,217 (0) 45,651 45,651 0
Northumberland Tyne and Wear NHS Foundation Trust 515 615 100 1,546 1,636 90
Independent Sector 1,015 1,587 571 3,046 2,755 (291)
Local Authority Agreements 655 0 (655) 1,966 1,967 1


Total Mental Health 17,403 17,419 16 52,209 52,009 (200)


YTD Annual
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Primary Care as at 31st July 2013 


 The Prescribing year-to-date figure is based on two months actual data.  Budgets show a 1% overspend year-to-date 
and this has been projected forwards to the end of the financial year. 
 


 Enhanced Services shows actuals paid to GPs for local enhanced services and the pharmacy enhanced services. 
 


 Other relates to the Oxygen contract.  The budget has been phased entirely into March, this will be phased correctly 
next month. 


Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Prescribing 17,291 17,465 174 51,874 52,389 515
Enhanced Services 316 321 5 947 961 14
Out of Hours 1,993 1,993 0 5,978 5,978 0
Other 0 241 241 750 723 (27)


Total Primary Care 19,600 20,020 420 59,549 60,051 502


YTD Annual
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Other and Programme Reserve as at 31st July 2013 


 Patient Transport Services - County Durham and Darlington NHS Foundation Trust is based on invoices received April 
- June with an accrual for July.  No information has been received to date for Durham Unitary Authority. 
 


 Patient Transport costs are being recorded in Acute this month, they will be moved for month five. 
 


 Property Charges are currently in dispute and have been accrued to budget until resolved. 
 
 Other shows Interpreting and Safeguarding.  Interpreting is showing grossed up actual costs and Safeguarding has 


been accrued to budget as charges have not yet been received. 


Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Patient Transport Services - North East Ambulance NHS Foundation Trust 880 1,121 241 2,639 3,363 724
Patient Transport Services - County Durham and Darlington NHS Foundation Trust 92 80 (13) 277 268 (9)
Patient Transport - Integrated Travel - Durham County Council 123 0 (123) 368 368 0
Patient Transport - Other 23 0 (22) 68 34 (34)
Property Charges 599 599 0 1,796 1,796 0
Transformation Fund 450 21 (429) 900 900 0
Reablement 640 640 0 1,921 1,921 0
Counselling Services 221 221 0 662 662 0
Programme Reserve 0 (549) (549) 11,815 10,356 (1,459)
Other 90 78 (12) 270 270 0


Total Other 3,117 2,211 (906) 20,716 19,937 (779)


YTD Annual
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Transformation Fund as at 31st July 2013 


 The Transformation fund is currently underspending.  Expenditure on 2013-14 schemes is expected to accelerate over 
the coming months, therefore the forecast outturn position is being reported as break-even. 
 


 


Budget Actual Variance Budget Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000


Durham Dales 93 17 (76) 279 279 0
Easington 109 1 (108) 328 328 0
Sedgefield 98 3 (95) 293 293 0


Total Transformation Fund 300 21 (279) 900 900 0


YTD Forecast Outturn
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Running Costs as at 31st July 2013 


 The CCG is currently showing a break-even position for year-to-date (YTD) and forecast outturn (FO) for running 
costs.   


 
 The main risk identified for running costs is the uncertainty of service charges.  Charges from NHS Property Services 


have been invoiced at a level higher than expected and have therefore been disputed.  Year-to-date the CCG has 
accrued to budget and a contingency has been built into the forecast outturn position until the matter is resolved. 
 


 No other risks have been highlighted at month four but budget and actual spend will be regularly monitored to ensure 
that any other potential risks are promptly identified. 
 


 Underspends of £71k (YTD) and £37k (FO) have been shown against the running cost reserve to bring the overall 
position to break-even.   There is a budget of £406k in the running cost reserve to be deployed as required. 


 
 


Budget Actual Variance Budget Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000


Pay Costs 631 598 (34) 1,883 1,831 (52)
Non-Pay Costs 207 170 (37) 613 630 16
Commissioning Support Unit 1,389 1,389 (0) 4,168 4,167 (1)
Reserves 0 71 71 406 442 37


Total Running Costs 2,227 2,227 0 7,070 7,070 0


YTD Forecast Outturn
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Better Payment Practice Code (BPPC) at 31st July 2013 


The Better Payment Practice Code (BPPC) requires NHS organisations to pay all invoices by the due date or within 30 
days of receipt of a valid invoice, whichever is later. 


 
Better Payment Practice Code - 30 Days NUMBER £000's


Non-NHS
Total Non-NHS Trade Invoices Paid in the Year 2,528 29,802
Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,466 29,573
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.55% 99.23%


NHS 
Total NHS Trade Invoices Paid in the Year 228 106,533
Total NHS Trade Invoices Paid Within 30 Day Target 225 106,524
Percentage of NHS Trade Invoices Paid Within 30 Day Target 98.68% 99.99%
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Durham Dales, Easington and Sedgefield 
CCG Assurance – Quarterly Checkpoint, 
Q1 2013/14 Meeting on 14 August 2013 


DDES CCG Presentation  







Overview  


Stewart Findlay, Chief Clinical Officer 







Successes 


• Block Contracts 
• Financial Stability 
• Clinical Programme Board 
• Working with Providers 
• Urgent Care Board (Chair) 
• HWBB (Vice Chair) 
• AAPs and Public Engagement 
• Hartlepool and Stockton Acute Services Review 







Reviews of Services 


• Urgent Care 
• Community Nursing 
• Intermediate Care 
• SEQiHS 
• Francis 
• Winterbourne 
• Ambulance Services 


– PTS 
– Rural Ambulances 
– 1st Responders 







Primary Care 
• Quality Improvement Scheme 
• Primary Care Dashboard 
• Pathway Roll Out 


• Stroke Prevention – 2 National Awards 
• Urology – 1 National Award 
• COPD 
• IBS/IFB 
• DVT 
• Well on our way with new QOF Pathways (CDDFT) 


 
• Risks 


• Enhanced Services 
• Health Works 
• GP IT systems funding 
• Funding of QIS 







Working in Partnership 


• Local Authority 
• HWBB working well 
• Regular attendance at LA meetings 
• Infection control issue 
• Notice on contracts for next year with CDDFT 


• Area Team 
• Primary care strategy 
• Developing Primary care as providers 


• Other CCGs 
• Continue to work well across the North East and 


Cumbria 
• Work closely with ND and Darlington 







Performance To-date 







DDES CCG – Plan on a Page 2013/14 
Vision Strategic Aims 


[Local priorities in red]  
Prioritised Initiatives 


[link to outcome framework domains] 


Implementation of the Experience led commissioning Stroke prevention and management strategy and action 
plan      Q 
Targeted work on cancer screening, including breast screening, genetic testing and haematuria screening 
(delivering NICE guidance)      Q 
Targeted work on early diagnosis of cancer  to improve  patient outcomes       
To support Public Health with the commissioning of alcohol liaison nurses in emergency departments.  Q 
Commission a high-quality early supported discharge service for people who have had an acute stroke  Q 
Commission community-based pulmonary rehabilitation programmes and encourage appropriate referral 
according to NICE guidelines    Q 
To support Public Health with the  smoking cessation and smoke free family initiatives to reduce the number of 
children developing lower respiratory tract conditions   
Work with providers in the community to develop services to support people’s health and wellbeing      


Ex
ce


lle
nt


 H
ea


lth
 fo


r t
he


 lo
ca


l c
om


m
un


iti
es


 o
f D


DE
S 


Outcome framework 


En
su


rin
g 


th
at


 p
eo


pl
e 


ha
ve


 p
os


iti
ve


 e
xp


er
ie


nc
e 


of
 c


ar
e 


En
ha


nc
in


g 
qu


al
ity


 o
f l


ife
 fo


r p
eo


pl
e 


w
ith


 lo
ng


-t
er


m
 co


nd
iti


on
s.


 


Tr
ea


tin
g 


an
d 


ca
rin


g 
fo


r p
eo


pl
e 


in
 a


 sa
fe


 E
nv


iro
nm


en
t a


nd
 p


ro
te


ct
in


g 
th


em
 fr


om
 h


ar
m


 


Pr
ev


en
tin


g 
pe


op
le


 fr
om


 d
yi


ng
 p


re
m


at
ur


el
y 


He
lp


in
g 


pe
op


le
 re


co
ve


r f
ro


m
 e


pi
so


de
s 


of
 il


l h
ea


lth
 o


r f
ol


lo
w


in
g 


in
ju


ry
 


Risks 


Tackling the challenges of  
an ageing and growing 
population 
 
 


Improving the health of the 
population 
[U75 Cancer mortality]  


Making sure our children 
and young people have a 
better  start in life. 
[Emergency admissions for 
children with lower respiratory 
tract infections]  
[Unplanned hospitalisation for 
asthma, diabetes and epilepsy 
in under 19] 


Making services more 
accessible and responsive  
to the needs of our 
communities 


Managing our resources 
effectively and responsibly 


Develop and commission a regional maternity service specification  Q 
Decommissioning and recommissioning of children's therapy services following reviews   Q 
Develop and roll out, following review and validation, the Poorly Child Pathway      Q 
Further develop and roll out the Autistic Spectrum Disorder 14 week pathway and post diagnosis support  Q 
Decommission/recommission redesigned children's community nursing service to ensure continuity    Q 


Review and re-commission out of area Mental Health placements  Q 
Roll out of the 'year of care' pathways as defined by the Payment by Results guidance  Q 
Redesign intermediate care services in line with CDD intermediate care blue print      
Taking account of reviews, commission robust community nursing services for better management of patients 
with LTCs     Q 
Implementation of the retinal screening common pathway  Q 
Review pathways in Mental Health focussing on care closer to home, matching supply to service user demand 
whilst ensuring  value for money. To include pilot of psychosexual therapy and the development of counselling 
services   Q 
Improve access to and uptake of general health services for people with learning disability (LD)     Q 
Work with the End Of Life clinical network to End of Life Care    Q 
Subject to a positive evaluation to commission an acute Hospital Liaison Service (Adult Mental Health and Older 
People Services)   Q 
Subject to a positive evaluation to  commission the Care Home Mental Health Liaison Service    Q 
Having regard to evaluation of the various locality schemes and national good practice to develop improved  
clinical and pharmacy support to vulnerable older people living in care/nursing homes    
Subject to evaluation, implement Telehealth/Telecare     
Subject to evaluation of the various locality initiatives, put in place community based diabetes services Q 
Implementation of recommendations from the Winterbourne enquiry      Q 
Improve access to psychological therapies    
Increase early diagnosis of dementia      


Review urgent care provision focusing on in/out-of-hours with possible integration, improved access to primary 
care and hard to reach communities   Q 
To ensure equality of access to leg ulcer management in the community    Q 
Following successful evaluation, roll out of the rheumatoid arthritis review scheme in Primary care  Q 
Further development of Emergency Department ‘front of house’ services for key patient groups    
Development of Physiotherapy AQP Service  Q 
Expand primary care opticians services e.g. Intra ocular hypertension referral refinement   Q 


Review of (non-specialist) nurse led secondary care activity    Q 
Review of day case procedures carried out in outpatient setting  Q 
Local relocation of Urology service provision to drive up efficiency    Q 
Development of Ambulatory care services in City Hospital Sunderland and North Tees FT     Q 
Roll out of post discharge tariffs as defined by the Payment by Results guidance   Q 
Primary care workforce development to include Career Start Practice Nurse Scheme (to be decommissioned 
and re-commissioned)   Q 
Implementation of gain-sharing mechanism for high cost drugs across secondary/primary care   Q 
Review of increased GP demand for secondary care cardiology services   Q 
Review of services for the provision of non-medical equipment    Q 
Review ambulance services  Q 
Review of prescribing, noting cost savings from category M drug pricing and drugs coming off patent    Q  
Evaluate 30 day readmission pilots   Q 
Implementation of outcomes of the Francis 2 report     Q 
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Managing increased 
 provider activity above  


affordable levels due to local 
 population demographic 


 trends. 


Ensuring commissioning 
 business continuity 


 by managing capacity 
 and capability 


 pressures resulting  
from the current significant 


 structural change 
 within the NHS.  


Ability of  providers  to 
 respond appropriately 


 to Francis 2 and to meet  
 Performance requirements  


of the  NHS constitution, 
  the NHS mandate and  
 Outcomes Framework  


 ‘Everyone Counts’ both in 
 terms of quality and activity. 
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Cross Cutting 
Programmes 


Uncertainty around 
 CCG allocations particularly 


 in respect of new 
 specialised commissioning 


 arrangements. 







Clinical Quality Working Group 
meets 1st Thursday monthly 


Research and 
Innovation Group Medicines Policy Group 


Quality, Finance and 
Performance Executive.   


Meets 4th Tuesday 
Monthly 


Clinical Quality 
Leads Group  


CDD 


DDES 
Governing 


Body meets 2nd 
Tuesday 
Monthly 


Quality Surveillance Group  
(Area Team Leads) 


Clinical Quality 
Review Groups  


(one per provider) 


Drug and 
Therapeutics 
Committee 


CDD 


Area 
Prescribing 
Committee 


CDD 


Locality 
Quality 


Groups x3 


Locality 
Prescribing 
Groups x3 


 
Key 


       = accountability / reporting 
route 


= information sharing / 
collaborative  


 


 
 
 
 
 
 
 
Clinical Quality DDES: Structures  
and Reporting Arrangements 
 


 


 
  
 


Practices in Localities x3 







How do we provide assurance  


• Quarterly to NHS England 
Measured against  
• Constitution pledges (NHS Commitment to standards) 


• National Outcomes Framework (Improving outcomes for 
Patients) 


• Quality Management of Providers (Are they providing safe 
and sound services) 


• Financial Stability and Management 







Domain 1 - Is the CCG ensuring that local 
people are getting good quality of care? 


Key Topics: 
 
• Keogh 
• Staffing levels 
• Serious incidents 
• Mortality 
• HCAI 
• Never Events 
• Patient Experience 
• Winterbourne 
 







Domain 2 - Is the CCG promoting the NHS 
Constitution? 


Key Topics: 
 
• A&E 
• Winter/Urgent care 
• Ambulance 
• Cancelled Ops 
• RTT 
• Cancer 
 







Domain 3 - Is the CCG securing improvement 
in the health outcomes of local people? 


Key Topics: 
 
• Friends and family 
• Safety 
• Local measures 
• HCAI 
 







Domain 4 - Is the CCG delivering agreed 
financial requirements? 


Key Topics: 
 
• Contract activity trends and forecast financial 


performance  
• Social Care funding 
• Comprehensive Spending review  
• Medium term Strategy/ Reconfiguration issue 
• Internal / External Audit Assurance 





		Durham Dales, Easington and Sedgefield CCG Assurance – Quarterly Checkpoint, Q1 2013/14 Meeting on 14 August 2013

		Overview 

		Successes

		Reviews of Services

		Primary Care

		Working in Partnership

		Performance To-date

		DDES CCG – Plan on a Page 2013/14
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		How do we provide assurance	

		Domain 1 - Is the CCG ensuring that local people are getting good quality of care?

		Domain 2 - Is the CCG promoting the NHS Constitution?

		Domain 3 - Is the CCG securing improvement in the health outcomes of local people?

		Domain 4 - Is the CCG delivering agreed financial requirements?






 


 
 


EASINGTON LOCALITY COMMISSIONING BOARD 


Thursday 18th July 2013: 12.30 – 2.30pm  


The Glebe Centre Murton SR7 9BX 


CONFIRMED MINUTES 


 
Item 


Number 
Item Action 


1  
APOLOGIES ROLE ORGANISATION 
Armstrong R. GP Blackhall & Peterlee 
Davies T. Practice Manager Intrahealth @ Wm. Brown 
Foster T. Patient Rep Patient Reference Group 
Gupta R  GP Shotton Medical Centre 
Hudson M. Practice Manager Marlborough 
Lonsdale S. Practice Manager Intrahealth @ Wm. Brown 
Sox K. Practice Manager New Seaham Medical Centre 
   
PRESENT   
Abbott R. GP Station Road Surgery 
Ashcroft F. Practice manager Horden Group practice 
Anderson D. GP Intrahealth @ Wm. Brown 
Ayres A. Project Lead CCG 
Adlakha HL GP Shotton Medical Centre 
Barnsley O. GP Shinwell Medical Centre 
Booth M Finance DDES CCG 
Bethapudi S. GP Intrahealth @ Wingate 
Collins H. Practice Manager Intrahealth @ Wingate 
Chandy J. 
(arrived 2.00pm) 


Director of Primary 
Care and Quality 


DDES CCG 


Devereaux K Nurse Practitioner Intrahealth @ Healthworks 
Dusad R. GP New Seaham Family Practice 
Foster  GP Silverdale Family Practice 
Hardy C. Associate Chair DDES CCG  
Kapoor A. GP Deneside Medical Centre 
Khallil L. Practice Manager Station Road Surgery 
Lawson J. Assistant Practice 


Manager 
Shotton Medical Centre 


Mansour D. GP Southdene Medical Centre 
Mansingh R GP Marlborough Surgery 







Muscat S. GP Murton Practice 
Mahto N. GP Mahto & Pts 
Nutter B. Patient rep Patient Reference Group 
Pearson G. GP Horden Group Practice 
Russell I. GP Intrahealth @ Wm. Brown 
Smith J. GP Silverdale Family Practice 
Siripurapu C. GP Deneside Medical Centre 
Simpson A. GP Caradoc Surgery  
Scott D. Practice Manager Dr Mahto & Pts 
Tuson C. GP Blackhall & Peterlee 
West C. Practice manager Jupiter House 
Woodhouse B. Practice Manager Silverdale Family Practice 


 
 


2 Action Log   -  Dr S. Muscat 
 
The action log was updated 
 


 


3 Unconfirmed minutes of  Commissioning Board meeting 20th 
June and matters arising – Dr S. Muscat 
 
The minutes of the meeting held on 20th June were confirmed as true 
and accurate. 
 


 


4 Chair’s Report  -  Dr S.Muscat 
 
SM advised that there was nothing further to add to the presentation 
given by SF (Chief Clinical Officer) to all Easington staff at the Time 
Out on 11th July.  
 
SM stated that there was an expectation that Transformation Funds 
for projects should be starting to form a higher percentage of savings 
than previous. In future DDES CCG would be expected to increase 
the amount of savings through Care in the Community. 
 
 


 


5 Finance and Performance – Mark Booth 
 
MB talked the group through the Executive Summary from the 
Finance Report as at 30th June 2013.  The report showed little 
variation as at month 03. 
 
MB highlighted concerns over the accuracy of the data presented 
from the trusts 
 
Blood Tests 
 
The issue of blood tests arriving late or not at all into the practices 
raised lots of discussion.  
 
Action  :  place concerns on Safeguard.  Helen Muscroft has 
responsibility to resolve as contract manager 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


ALL 
 







 
Prescribing 
Practices to receive their own individual Prescribing Budgets.  
 
Running Costs 
DDES CCG are being charged for property occupied by NECS. 
Currently in dispute over this. 
 
3% of DDES CCG budget moving over to Local Authority next year.  
Funding is made up of existing monies and new monies.  DDES CCG 
must work in partnership with Local Authority to make joint decision 
on how money is to be spent. 
 
Question 
Does  CCG  know what the Local Authority plan to use the money 
for?  CCG should be able to get insight into what Local Authority is 
planning to do with funds.  Can staff investigate what will happen? 
 
Response 
Dinah Roy sits on Health and Well Being Board. DR will find out what 
services they will be delivering with our funding and CQC will monitor 
the services. 
 
The Board noted the concerns of the patient representative with 
respect to funds moving from CCG to LA. 
 
 


6 Seaham Primary Care Centre  - A. Ayres 
 
AA advised that a Steering Group had been set up chaired by SM to 
look at utilising space at St Johns Seaham. 
 
Members were asked to provide feedback on  : 
 


• The project document 
• The draft questionnaire for patients / staff  
• Thoughts on setting up focus group for patients 
• Commissioning Projects 
• Services normally delivered in hospital to be delivered at St 


Johns 
• Possible private providers and voluntary groups  
• How we would redesign services? 
• Health Services must be given first option for the building 
• Dentistry  -  although there we no providers willing to move into 


St Johns initially. 
 
AA advised that NECS will fund travel and child care costs to allow 
people to attend various meetings at a cost of £20.00 per meeting.  
AA asked if the Commissioning Board wanted to do the same?   CW 
stated that reimbursement should be upon evidence of cost e.g. 
receipts not at a standard cost of £20.00.  This was agreed. 
 


 







 
7 Locality Update -  A. Ayres/C. Scollen 


 
CS presented an overview of each  Easington projects to the Group. 
Practice managers were asked to ensure that all clinical staff in their 
respective practices were made aware of the pilot schemes. 
BN stated that information regarding any pilot schemes could be 
taken back to practice forums via the PRG.  
. 
Mental Health 
Referrals being received to Hospital of God.  
 
 
DMARD 
CS stated that a small Task and Finish  group was needed to take 
this forward. 
 
Action  :  Expressions of interest to Christine.scollen@nhs.net 
. 
 
Dementia 
Not coded correctly. 
 
Social Prescribing Schemes 
Many schemes are already up and running. Need to do mapping 
exercise. 
 
Hawthorns Medical Cover 
The clinical cover at Hawthorns has been flagged as needing urgent 
attention. Currently cover has been extended to end of September. 
NECS have now allocated a lead to deal with this issue and there is a 
plan in place to move this forward.  
 
Hawthorns Contract 
The contract is another element of Hawthorns which   involves a lot 
more work.  Need steering group to take this forward. 
 
Action :  Expressions of interest to Christine.scollen@nhs.net 
 
Career start 
Has been discussed in many forums.  A meeting has been set up 
involving CW/MP/ AA to take this forward.  
 
All locality projects are aligned with DDEs CCG objectives and 
programme, mostly programme 04. 
 
QIPP 
Projects are aligned to various points of delivery. Last year we over 
performed on non elective.   
 
Hotspots 
Hawthorns, Career Start, Prostrate LES and DMARDs.  Because of 


 
 
 
 
 
 
 
 
 
 
 
 
 


ALL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


ALL 
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nature of schemes are they truly transformation or funded on 
recurrent basis from start? 
 
Projects need to be identified as to whether they are standard or not 
as non recurrent funding available.  Many schemes rely on detailed 
project plans, staff and procurement rules. Easington locality needs 
business cases to mobilise quickly e.g., teledermatology.  CS 
emphasised the need for Easington to be in a position to draw down 
funding on pre-approved business cases.  
 
Readmissions Avoidance NTHFT 
Last year there were a lot of schemes which didn’t mobilise quickly.  
RAS Scheme is not working at Sunderland. Commissioning team need 
to look at what service has been commissioned for 30 day 
readmission with them & check to see what is going wrong. CDDFT 
have no Discharge Liaison Nurse or RAS Nurse working in Sunderland 
Hospital to inform staff of any schemes they may have or refer 
patients into their service? 
  
 
Action  :   


• DA to attend Easington Management Executive to discuss 
• Agenda Readmissions for CHS on future meeting 


 
COPD 
CS to liaise with Dr Waller @ Cockfield surgery 
 
Question 
Last year a spreadsheet summarised the key points and financial 
spend.  Do you want this to continue? 
 
Response 
Agreed 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


YN 
CS/YN 


 
 
 


CS 
 
 


8 Commissioning Intentions – A.Ayres/C.Scollen 
 
AA asked the group to consider the paper previously distributed with 
the agenda when considering Commissioning Intentions for 2014/15. 
 
Ideas to be forwarded to -
 ddesccg.easingtoncommissioning@nhs.net.   
 
All Commissioning Intentions will be prioritised. The formal 
Commissioning Intentions process will be shared as soon as it is 
signed off.  Support for the process will be provided by NECS and 
Jonathan Wrann.  
 
SM stated that Easington locality should look at a few large projects 
rather than a lot of small ones. 
 
 


 


09 Feedback from Easington Locality Time Out – ALL 
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• Must get more interactive at Time Out events – scope to 
improve format; to facilitate more meaningful discussion.   


• Outcomes from last year were thought to be better as pathway 
focussed.  Practices did detailed clinical audit in advance of 
session.  Scope to still do this via clinical working groups.  


• Information packs were not an enabler to see what areas to 
focus on.  


• Lots of queries went back to PL. 
• 1 more QP review to do – AE.   


• Size of groups made it difficult to work through QPs.  
 
 
Action:  Send out survey monkey questionnaire to collect all 
responses anonymously. 
 


 
 
 
 
 
 
 
 
 
 


CS 


10 INFORMATION 
 


• Governing Body minutes 
• Durham Dales locality minutes 
• Sedgefield locality minutes 


 
• DDES newsletter 
• Admission peak in September 


 


 
 
 


11 Any other business 
 
Healthworks – Access to patient records 
 
DA stated that Intrahealth have no access to patients records, or the 
ability to request sharing options for those patients attending 
Healthworks walk in centre.  Two SUIs have already been recorded.   
Concern was also raised about patients requesting prescriptions. 
 
Question 
Can any action be taken to allow Healthworks to access patient 
records? 
 
Response 
Take up with JC – Director of Information and Performance outside of 
the meeting.  
 
Dr IR raised the issue of ICE – being able to access Hartlepool but 
not Sunderland.  
 
Question 
Can practices access two ICE systems? 
 
Response 
Yes, can have integrated approach – probable cost £500. 
 
Action :  CW to check with Paul Stamper 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


CW 







 
 
Keogh Report 
 
Question 
Will DDES be producing a statement in report to Keogh report? 
 
Response 
Check with Dr D. Roy 
 
League Tables 
Where are the 3 local acute trusts in the league tables? 
 
Response 
JC to find out 
 
 
ASTHMA UK 
Concern was raised at the lateness of the availability of the 
information.  Especially in the light that schools would be closing on 
Friday 19th July 2013. 


 
 
 
 
 
 
 


JC 
 
 
 
 
 
 


JC 
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Next Meeting: 
15th August 2013  12.30 – 2.30pm Glebe Centre Murton SR7 9BX 


 


  


Minutes approved by             


Position                                Chair 


Date                                     3rd September 2013 
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Please find attached the Quality, Performance and Finance report (QPF) for NHS Durham Dales, Easington 
and Sedgefield CCG for August 2013. Activity and finance data used in the report is for month 3.  
 
The report uses the latest published metric data for quality and performance, and where possible if later 
unpublished data* is available this has been included.  If information is not available  it  has been flagged  
within the report.  
 
Over the next few months NECS will continue to work with the CCG to ensure the content and format of the 
report fits with the needs of  the organisation.  
 
In addition to the formal QPF report the Quality and Performance data is now available in RAIDR.  
 
Finally, as discussed at the QPF events, the dates for future reports are as follows: 
 


Background and Timetable 


Reporting month Date QPF Report 
Available 


CCG QPF Meeting Governing Body 
Meeting 


June 22nd August 2013 27th August 2013 10th September 2013 
July 11th September 2013 24th September 2013 8th October 2013 
August 11th October 2013 22nd October 2013 12th November 2013 
September 12th November 2013 26th November 2013 10th December 2013 
October 11th December 2013 24th December 2013 14th January 2014 
November 16th January 2014 28th January 2014 11th March 2014 
December 12th February 2014 25 February 2014 11th March 2014 
January 13th March 2014 25th March  2014 TBA 
February 10th April 2014 TBA TBA 
March 19th May 2014 TBA TBA 


*CHSFT did not upload data  July 13 
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Report Amendments 
Following Governing Body feedback on the previous report, the following actions have been taken; 
• A glossary has been included and is being developed further 
• Director accountability has been included into exception reporting to provide confidence in risks  to mitigating actions 


(this has been done with one director to illustrate how future reports will be produced) 
• Single report to reduce errors and conflicting information 
• Future reports are being amended to ensure alignment to NHS balanced scorecard 
• Future reports will be grouped into internal and external assurance 


 
The production of the QPF reports is a huge undertaking and has not been without its challenges which other CCGs are 
also experiencing.  The CCG is continuing to work with all stakeholders to further develop and refine the format and 
content of these reports. 
 
Hotspots  
The main hotspot area that has been identified as a concern for delivery is ambulance waiting times, whilst this is being 
achieved at a regional level, achievement locally continues to breach agreed targets.  Further information can on this are 
can be found on page 11 and a summary of all exception reports can be found on pages  12 to 20 
 
CCG Assurance  - Quarterly Checkpoint 
As part of the ongoing assessment of the CCG, quarterly checkpoints are carried out by NHS England; the checkpoint 
meeting was held on the  14th August 2013.  
The CCG received positive feedback from NHS England, key areas noted where 
• The work on urgent care in connection with care homes and the on-going work with NEAS 
• Progress being made in tackling performance issues such as CDiff 
• The CCG’s approach to building relationships and how this can enhance future collaborative working 
 
A copy of the letter received from NHS England has been attached along with a copy of the presentation made by the 
CCG  
  
 


Executive Summary 
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At a Glance Highlight Report  


Outcomes - 24 Indicators 
 


Constitution - 20 Indicators 
 


5 in breach 


1 in risk of breach 


13 being achieved 


0 with benchmark data 


1 with unavailable data 


Quality - 20 Indicators 
 


4 in breach 


0 in risk of breach 


11 being achieved 


0 with benchmark data 


1 with unavailable data 


3 in breach 


0 in risk of breach 


3 being achieved 


18 with benchmark data 


0 with unavailable data 







Performance Dashboard 
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OVERALL  OVERALL  OVERALL 
Urgent care Regulators 1. Preventing people from dying 


* A&E 4 hour  CQC Enforcement  CVD Mortality 
* Quality compliance  Respiratory Mortality 


NHSTDA Quality risk  Liver Disease Mortality 
Red 19 mins  -------------------------- * Cancer Mortality 
Mixed Sex breach  Clinical effectiveness -------------------------------------------


Cancelled Ops  SHMI outlier  
2. Quality of life for LTC
-------------------------- HSMR outlier  Reduction in COPD admissions 
Planned care -------------------------- Reduction in liver disease admissions 


* RTT Adm 90%  Patient experience LTC Health related quality of life 
* RTT non Adm 95%  Friends & Family concern  ACS Health related quality of life 
* RTT Incomp 92%  -------------------------- LTC support 


52 wk breaches  Safety ACS Hospitalisation 
6 week diagnostic  Unclosed SUIs (45 days)  * Under 19's Hospitalisation 
-------------------------- Unclosed SUIs (60 days)  Dementia diagnosis rate 
2 week cancer  Never events in Q  3. Helping people to recover
2 week  breast  -------------------------- Avoidable admissions 
31 day cancer  CCG 30 day readmissions 
31 day surgery  Authorisation - clinical governance  PROMS 
31 day drug  Concerns - Quality  * Admissions - Children with LRTI 
31 day radioth.  Concerns - Early warning  4. Positive Experience


* 62 day cancer  Concerns - SUIs/never events  GP Services 
* 62 day screening  Concerns - Quality surveillance  GP's and OOH services 
* 62 day cons upg  Concerns - EPRR  Hospital Care 


Mental Health Winterbourne risks  * Friends and family 
CPA 7 days  IAPT Access 


Improved dementia diagnosis 
5. Protecting people


* MRSA Rates 
* C Diff Rates 


Combined Red 1 & 2 8 mins 
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OVERALL       
Urgent care


* % of patients spending 4 hours or less in A&E or minor injury unit 95% 28/07/2013 Weekly -        Yes


* Combined Red 1 & Red 2 response in 8 minutes 71% Jul-13 Monthly 68.51%        Yes
Red response in 19 minutes 95% Jul-13 Monthly 94.76%        Yes
Mixed Sex accomodation - number of unjustifies breaches 0% Jun-13 Monthly 0       
Cancelled operations for non-clinical reasons to be rescheduled within 28 days 100% Baseline Data Quarterly -       
Planned care


* % of patients initial treatment within 18 weeks for admitted pathways 90% Jun-13 Monthly 92.5%       
* % of patients initial treatment within 18 weeks for non-admitted pathways 95% Jun-13 Monthly 98.1%       
* % of patients waiting for initial treatment on incomplete pathways within 18 weeks 92% Jun-13 Monthly 94.4%       


% patients waiting more than 52 weeks for treatment 0% Jun-13 Monthly 0.0%       
% patients waiting less than 6 weeks for the 15 diagnostic tests (including audiology) 1%


Jun-13
Monthly 0.0%       


% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93% Jun-13 Monthly 96.1%       
% of patients seen within 2 weeks of an urgent GP referral for breast symptoms 93% Jun-13 Monthly 93.3%        Yes
% of patients treated within 31 days of cancer diagnosis 96% Jun-13 Monthly 98.2%       
% of patients receiving subsequent treatment for cancer within 31 days - surgery 94% Jun-13 Monthly 100.0%       
% of patients receiving subsequent treatment for cancer within 31 days - drugs 98% Jun-13 Monthly 100.0%       
% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94%


Jun-13
Monthly 100.0%       


* % of patients treated within 62 days of an urgent GP referral for suspected cancer 85% Jun-13 Monthly 84.4%        Yes


* % of patients treated within 62 days of an urgent GP referral from an NHS Cancer 
Screening Service


90%
Jun-13


Monthly 88.9%        Yes


* % of patients treated within 62 days of consultant decision to upgrade status 85% Jun-13 Monthly -       
Mental Health
% people followed up within 7 days of discharge from psychiatric inpatient care 90% Jun-13 Monthly 95%        Yes


Target breached Target at risk of breach Target within threshold No data available Baseline data only Not applicable * National quality premium * Local quality 
premium
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OVERALL       
1. Preventing people from dying 


Under 75% mortality rate from cardiovascular disease  over 95% Baseline Data Weekly       
Under 75% mortality rate from respiratory disease over 66% Baseline Data Monthly       
Under 75% mortality rate from liver disease over 66% Baseline Data Monthly       


* Under 75% mortality rate from cancer over 95% Baseline Data Monthly       

2. Quality of life for LTC


Reduction in number of non-elective admissions for COPD based on 2011 outturn below 2011 rate Baseline Data Monthly       
Reduction in non-elective admissions for alcohol related liver disease by the end of 2013/14 below 2011 rate Baseline Data Monthly       
Health realted quality of life for people with LTC below 2011 rate Baseline Data Monthly       
Health realted quality of life for people with LTC/unplanned hospitalistion for chronic ACS conditions below 2011 rate Baseline Data Monthly       
Proportion of people feeling supported to manage their long term condition below 2011 rate Baseline Data Monthly       
Unplanned hospitalisation for chronic ACS conditions (adults) below 2011 rate Baseline Data Monthly       


* Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) 2012 <395 Baseline Data Monthly       
Estimated diagnosis rate for people with dementia below 2011 rate Baseline Data Annually       
3. Helping people to recover


Emergency admissions for acute conditions that would not usually require hospital admission TBC Baseline Data Monthly       
Emergency readmissions within 30 days of discharge from hospital TBC No Data Monthly       
Total health gain assessed from patients  - 1 Hip replacements above 85% Baseline Data Quarterly       
Total health gain assessed from patients  - 2 Knee replacements above 85% Baseline Data Quarterly       
Total health gain assessed from patients  - 3 Groin Hernia above 85% Jan-00 Quarterly       
Total health gain assessed from patients  - 4 Varicose veins above 85% Jan-00 Quarterly       


* Emergency admissions for children with LRTI 2012 <586 Baseline Data Monthly       
4. Positive Experience


Patient experience of GP services above 90% Baseline Data Annually       
Patient experience of GP & OOHs services above 75% Baseline Data Annually       
Patient experience of hospital care TBC Baseline Data Annually       


* Friends and family test - Combined Repsonse rate 15% Baseline Data Monthly        YES
* Friends and family test - Combined Score 50% Baseline Data Monthly       


Increased % of people with anxiety disorders and depression who access psychological therapies (IAPT) 15%/50% May-13 Quarterly        YES
Improve diagnosis rate for people with Dementia TBC Baseline Data Annually       
5. Protecting people


* Incidence of MRSA 0 May-13 Monthly       
* Incidence of C Diff 15 May-13 Monthly       


O
UT


CO
M


ES
Target Breached Target at risk of 


breach
Target within 
threshold


No Data available Baseline data only * Impacts on National Quality 
Premium Targets


* Impacts on Local Quality 
Premium Targets


Not Applicable
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OVERALL       
Regulators


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


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


Y/N No Data Monthly       


Clinical effectiveness


Has any provider been identified as a 'negative outlier' on SMHI? Y/N No Data Monthly       
Has any provider been identified as a 'negative outlier' on HSMR? Y/N Jun-13 Monthly        YES
Patient experience


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


Y/N No Data Monthly       


Safety


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


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


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


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


Has the CCG self assessed and identified any risks associated with concerns around being an 
active participant in its Quality Surveillance Group? 


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


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


Y/N No Data Quarterly       


Q
UA


LI
TY


Target Breached Target at risk of Target within No Data available Baseline data only * Impacts on National * Impacts on Local Quality Not Applicable
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National and Local Quality Premium Indicators 
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Population 287,858 £1,439,290


Measure


Percentage of 
Quality Premium Value for CCG's Threshold


Outcome 
and data 
published


Measure 
Achieved/
Forecast


Eligible QP 
Funding


Domain 1: Preventing people from 
dying prematurely


12.5 £179,911
Below 3.2% 


between 2012 and 2013
2013 data
Autumn 14 Yes £179,911


     
of life for people with long term 
conditions and helping people to 
recover from episodes of ill health 


25 £359,823
ISR 13/14 < ISR 12/13 or


 ISR 13/14< 1,000 per 100,000 population 
2013/14 data
Summer 14 Yes £359,823


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


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


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


Not yet known Yes £179,911


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


12.5 £179,911
Zero MRSA and Decrease 


C-diff on target
2013/14 data
Summer 14 Yes £179,911


Measure


Percentage of 
Quality Premium Value for CCG's Threshold


Outcome 
and data 
published


Measure 
Achieved/
Forecast


Eligible QP 
Funding


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


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


2013 data
Autumn 14 Yes £179,911


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


2013 data
Autumn 14 Yes £179,911


100 £1,439,290 1,439,290            


Exception 
Report


Yes


Yes25% -£359,823
-£359,823
£1,079,468


Category A Red 1 ambulance calls
Total Adjustment
Revised Total


Yes
Yes
No


Quality Premium Funding 
AdjustmentNHS Consitutional rights and pledges Measures Achieved/Forecast Adjustment to funding


Referral to treatment times (18 weeks) Yes 0%
A&E waits
Cancer waits - 62 days


0%
0%


Total


Indicator


Indicator


Quality Premium


Exception 
Report


AchievementValue


DDES


DDES
AchievementValue


National


Potential Fund


Exception 
Report







Exception Report  1-  Ambulance Response Times 
Indicator 
Red 1 Response 8 mins 
Red 2 Response 8 mins 
Red Response within 19 mins 
 


D
D


ES
 


 C
C


G
 


 C
D


D
FT


 


C
H


SF
T 


N
TH


FT
 


ST
H


FT
 


N
EA


S 


TE
VW


 


       


Performance Update 
The North East Ambulance Service (NEAS) continues to meet its regional contract-wide target to achieve response to 75% of Red1 and Red2 calls in 8 minutes 
(formerly called Category A, now R8), and 95% in 19 minutes. NEAS is not contractually obliged to meet those targets at CCG level. DDES, North Durham and 
Northumberland CCGs rarely met the regional 75% target and it was agreed within the 2013/14 contract that NEAS would have a target of 71% R8 for those 
three CCGs. The aim is to ensure that while other CCGs regularly achieve 80%+, thus ensuring the regional 75% target, patients in the rural areas should not 
fall below a certain level of service. There has been a reduction in performance across the board  in July compared to June for all CCGs, so that DDES is 
currently not achieving  YTD targets for both R8 and R19 
 
R8 %                    Jun         Jul          YTD 
Darlington           84.91     84.13     83.03     Target 75% 
DDES                 70.71     68.51     68.79     Target 71% 
Nth Durham       74.03     72.96     73.36      Target 71% 
 
R19 %                  Jun         Jul          YTD 
Darlington           96.32     96.55     96.34     Target 95% 
DDES                 96.40     94.76     94.78     Target 95% 
Nth Durham       97.15     95.44     96.39      Target 95% 
 
 
 
  


Remedial actions 
An agreed proportionate value of £667,800 ring fenced funding for Durham Dales may be withheld if agreed performance is not achieved in DDES. This will also 
be dependent on  the current project to review ORH recommendations and operational implementation, which is on going. 
 
Director Comments Gill Findley Director of Nursing  
 
Significant risk that  this will not be achieved year end 
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Exception Report  2 -  A&E Four Hour Waits 
Indicator 
 
% of patients spending 4 hours or less in A&E or minor injury unit D


D
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Performance Update 
A contract query was raised with the trust in light of the performance in May and June. CHSFT chief executive responded to the query highlighting the issue was due to 
capacity and staffing issues. An action plan was provided and weekly escalation calls are in place. Actions completed include: 
• Junior doctors’ changeover happened last week and CHS now have a full complement of staff.  
• There were some IT transmission issues at Sunderland Eye Infirmary due to the PAS implementation; these technical issues have since been resolved.  
• Radiology capacity has been improved with CHSFT providing a 24 hour turnaround for inpatients. 
• A target of 80% of lab tests completed within one hour has been achieved.  
 
The A&E 4 hour target has been achieved for the last 4 weeks and CHSFT are confident they will achieve the target in Q2 despite the volume of attendances remaining high 
for both Type 1 (adult high acuity patients) and Type 3 (minor/lower acuity patients). The most recent (18/8/13) Q2 cumulative performance has increased to 94.9% with YTD 
performance improving to 94.2%   


Remedial actions 
To ensure the target continues to be achieved, Sunderland CCG have sanctioned the use of Pallion Health Centre to transfer some attendances which will provide significant 
additional capacity for the Trust to free up access for the major attendances in the Type 1 Department on the Sunderland Royal site whilst the new A&E footprint is built. This 
is scheduled for delivery in October 13 and CHSFT is currently out to recruit the required staffing for this facility 
 
 
 
  
 


Director Comments Gill Findley Director of Nursing  
 
 
Concerns regarding downward trend in performance 
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A&E Performance (all types)  Patients seen within 4 hours of arrival at A&E (all types) 


Target 95% 95% 95% 
Reporting Period 2012/13 Q1 2013/14  YTD Week ending 28/07/2013 
City Hospitals Sunderland NHS FT (CHSFT) 95.1% 93.9% 94.02% 







Exception Report  3 -  Cancer Waits 


Indicator 
% of patients seen within 2 weeks of an urgent GP referral for breast 
symptoms    D
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Performance Update 
2ww breast symptomatic – Targets met at CCG level.  
 
At provider level, CHS failed to meet target with 5 patient breaches. 
 
Information on breaches is fed into the cancer locality group led by Dr Robin Armstrong and will be investigated in more detail at a newly established 
Cancer Locality Operations Group which has participation of all County Durham and Darlington CCGs and all primary providers.  
 
One of the objectives of this group is to establish a common systematic way to document breach analysis to enable the information to be used to  
identify trends and determine most effective solutions to address the causes.  
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Remedial actions 
The group met for the first time on 12 August and will meet bi-monthly. An action plan will be developed for the next meeting on October.  
 
 
  
 Director Comments 
 
 







Exception Report  4 -  Cancer  Waits 
Indicator 
62 day urgent referral 
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Performance Update 
62 day urgent referral – Target difficult to achieve at CCG level due to small denominator.   
 
CCG tumour level info regarding breaches is unavailable at present.  
 
At provider level, target met at NTHFT, CDDFT and CHS but not met at STHFT.  
 
There were breaches in all providers, most commonly in Lung (where the pathway tends to involve a number of tests to achieve diagnosis), Upper GI 
and Urology.  
 
Information on breaches is fed into the cancer locality group led by Dr Robin Armstrong and will be investigated in more detail at a newly established 
Cancer Locality Operations Group which has participation of all County Durham and Darlington CCGs and all primary providers.  
 
One of the objectives of this group is to establish a common systematic way to document breach analysis to enable the information to be used to  
identify trends and determine most effective solutions to address the causes.  
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Remedial actions 
The group met for the first time on 12 August and will meet bi-monthly. An action plan will be developed for the next meeting on October.  
   
 
 
  
 Director Comments 
 
 







Exception Report  5 -   Cancer waits 
Indicator 
62 day screening referral 
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Performance Update 
62 day screening referral – Target difficult to achieve at CCG level due to small denominator.  
 
CCG tumour level info regarding breaches is unavailable at present.  
At provider level target met at CDDFT and NTHFT.  
 
Target not met at STHFT with 1 shared patient breach and 2 patient breaches at NTHFT, 1 of which was shared with STHFT. All breaches were 
in Lower GI.   
 
Information on breaches is fed into the cancer locality group led by Dr Robin Armstrong and will be investigated in more detail at a newly 
established Cancer Locality Operations Group which has participation of all County Durham and Darlington CCGs and all primary providers.  
 
One of the objectives of this group is to establish a common systematic way to document breach analysis to enable the information to be used to  
identify trends and determine most effective solutions to address the causes.  
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Remedial actions 
The group met for the first time on 12 August and will meet bi-monthly. An action plan will be developed for the next meeting on October.  
 
 
  
 


Director Comments 
 
 







Exception Report  6 -   Unclosed SUI’s (45/60 Day) 
Indicator 
 
 
 
Does any provider currently have any unclosed Serious Untoward Incidents (45 days)? 
 
Does any provider currently have any unclosed Serious Untoward Incidents (60 days)? 
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Performance Update 
5 day - This indicator is derived from the ‘National Framework for Reporting and Learning from Serious Incidents requiring Investigation’ (NPSA 
2010).  In which SIs are graded on STEIS as either a grade two or grade one, if it is the latter then the timescale for receipt of a report is expected 
within 45 days.  The performance is rated as not achieved or achieved based on the number of reports expected and received within a quarter.   
      
60 days -  Reports for grade two incidents are expected within 60 days, however if the SI involves a multi- agency review or independent review 
then they reporting trust has six months in which to complete their investigation. Naturally in cases involving PPO, Coroners and independent 
reviews this can be significantly  longer .  All trusts are required to advise the commissioner if delays in the SUI process are going to cause a 
breach of the national  target 
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Remedial actions 
The majority of providers across the country are experiencing problems in achieving these targets. Breaches are often related to the internal governance 
systems within providers delaying the release of reports to the commissioner.  Following a formal challenge from the former PCT both CDDFT and TEWV have 
remapped their internal process delivery to support achievement of their targets and this approach will be addressed with other providers throughout the 
year with the establishment of serious incident panels and exception reports to QRGs.   
 
 
  
 


Director Comments Gill Findley Director of Nursing  
 
Target will not be met.  Working with providers on data definitions 
 
 
 


Provider No of 45 day reports due 45 day reports received in 
timeframe 


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


CDDFT 11 6 1 0 
TEWV 8 0 1 0 
NEAS 1 0 0 0 
CHS 15 5 0 0 
STFHT 18 14 0 0 
NTHFT 14 0 0 0 







Exception Report  7 -  HSMR Outlier 
Indicator 
HSMR Outlier 
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Performance Update 
STHFT have been examining the mortality statistics in detail and have identified 3 possible factors that may have influenced this measure;  
• Change in the amount of specialist palliative care recorded in the autumn of 2013.  
• the reduction in comorbidity coding produced by the change in coding rules from April of 2012, which in effect reduce the coding of 


comorbidities.  
 
Increased numbers of deaths in the winter of 2013. Unadjusted mortality rates were high but broadly similar to previous years from October to 
December, then a high January and February and then a particularly unusual March (The North East had the coldest March for 50 years).  
  


   


17 


Remedial actions 
These areas will be investigated more closely at a future Quality Review Group Meeting 
.  
 
 
  
 Director Comments Gill Findley Director of Nursing  
 
This issue has now been  resolved and the  latest report from the North East Quality Observatory System (NEQOS) confirms the provider is not an 
outlier.  CCG are holding a watching brief on this indicator via the Quality review Group 
 







Exception Report 8 – Quality Friends and Family Test 
Indicator: Does feedback from the Friends and Family test (and any other 
patient feedback ) indicate any causes for concern for any providers?  
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The table above illustrates both the response rates and FFT scores. 
FFT response rates -  Inpatient response rates for NTHFT and STHFT were lower than the national average.  All A&E response rates were lower 
than the national average.  
 FFT scores - CDDFT scores for A&E at DMH and UHND are ‘among the worst’ and in the bottom 20% of trusts nationally. 


  
 


  Response Rates FFT scores 


Inpatient % A&E % Combined % Inpatient  A&E  Combined 


England 27.1% 10.3% 15.9% 72 54 64 


CDDFT 38.3 7.6 18.5 71 39 62 


NTHFT 22.2 2.9 10.7 73 60 71 


STHFT 25.2 5.8 12.8 82 75 80 


CHSFT 43.6 8.5 18.4 78 73 76 
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Remedial Action 
The response rates and scores will be discussed and monitored via the respective QRG. 
  


   
Director Comments Gill Findley Director of Nursing  
 
Figures improved but still below target being picked up through QRG 
 


   







Exception Report  9  -  Mental Health 


Indicator 
The proportion of people that enter treatment against the level of need in 
the general population   
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Performance Update 
the service recorded 7.16% against a target of 12% 
• The service have an action plan to look at ways to improve performance.  
• The action plan covers increased service hours, additional promotion of the service, review of clinical 


capacity, implementation of full stepped care model. 
• It is worth noting that the localities employ and commissions a range of counselling and therapy services 


through a range of other contracts whose activity and outcomes cannot be captured on the National IAPT 
data return therefore this will always impact on recorded performance for the area. Future commissioning of 
these services needs to consider capturing and measuring this lost activity recording. 


 
It is worth noting that there are concerns about the validity of data in this report which are under investigation 
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Remedial Action 
Continued implementation and monitoring of agreed action plan. 
 
Concerns about the validity of data in this report which are under investigation 
  
   Director Comments 
 


   







Exception Report  10 -  Mental Health 
Indicator 
Proportion of people who complete treatment who are moving to recovery 
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Performance Update 
the service recorded 40.53% against a target of 50% 
• The team have seen an increase in the number of people who have completed treatment; however the 


number of people who have completed treatment, not at clinical caseness at treatment commencement, has 
also increased hence the deterioration in overall performance. The number of people moving to recovery has 
remained static.  


• The service have undertaken an action with the Clinical Lead to look closely at the presentation of patients 
upon referral and working with therapists to review individual cases and manage their caseloads more 
efficiently.  


• The service is seeing a higher proportion of complex (step 3) cases against milder (step2) cases than would 
be expected against the national guidance. This would indicate that referrals for the step 2 cases are either 
not coming forward or are being managed by GPs until they become more complex which does have an 
impact on recovery outcomes 
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Remedial Action 
Continued implementation and monitoring of agreed action plan. 
 
Concerns about the validity of data in this report which are under investigation 
  
   Director Comments 
 


   







Mental Health Performance 
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Mental Health 


  Indicator DDES Exception  
Report     Period Actual  Target 


Mental Health 


People see by Crisis Services before admission June-13 100% 95% 
CPA 7 day follow-up June-13 100% 95% 


The % of discharges on CPA who are followed up within 7 days that are done so on a face to face basis June-13 100% 95% 
Delayed transfers of care June-13 0.94% 7.5% 


Proportion of people that enter treatment against the level of need in the general population  YTD (Month 3) 7.01% 12%  yes 
Proportion of people that enter treatment against the level of need in the general population June 13  7.16% 12%  yes 
Proportion of people who complete treatment who are moving to recovery  June 13  43.07% 50%  yes 


Proportion of people who complete treatment who are moving to recovery  YTD (Month 3) 40.53% 50%  yes 


  
 Accuracy of  IAPT activity data  is currently being investigated as 
is likely to change when quarter 1 information is validated. 







There are two targets for CHC  i) Number of outstanding  3 monthly care  eligibility and funding reviews and 
ii) Number of outstanding 12 monthly care eligibility and funding reviews. 


The activity for DDES is Red on both of these.  


Target Achievement  
(numbers of 
cases 
remaining) 


Comments  


 


i) Number of outstanding  3 monthly 
care  eligibility and funding reviews  


 


 


 


ii) Number of outstanding 12 monthly 
care eligibility and funding reviews. 


 
 
 


  
100% 
 
 
 
 
 
 
 
80% 
 
 
 


  
Dales 52 
Easington 65 
Sedgefield 24 
 
 
 
 
Dales 52 
Easington 8 
Sedgefield 2 


This figure represents an improvement 
on last month of 2 cases, both in 
Easington.   
New staff are in the process of being 
recruited (expected to be in post by end 
August 2013) and this backlog will be 
cleared by the end of Q3. 
 
 
This figure represents an improvement 
on last month of 3 cases one in each 
locality.   
New staff are in the process of being 
recruited (expected to be in post by end 
August 2013) and this backlog will be 
cleared by the end of Q3. 
 
 


Continuing Health Care (CHC) –  July 2013 
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Finance & Activity Overview 


This report provides an update on the position of the contracts held by NHS Durham Dales, Easington and Sedgefield CCG 
for the three months to 30 June 2013. 
 
This report is intended to provide an understanding of the underlying contractual position, without risk share 
arrangements applied in order to provide an understanding of the likely impact of current year performance on 2014/15 
contract negotiations. 
 
It should be noted that at this stage of the year there is still limited data available for the majority of commissioned 
services.  Work is on-going to scrutinise the activity and cost data received from acute providers in particular. 
 
Risk share arrangements are in place for the three largest providers of commissioned services – County Durham and 
Darlington FT, North Tees and Hartlepool FT and City Hospitals Sunderland FT.   
 
The County Durham and Darlington FT contract is currently showing a significant over performance at this point in the 
year. The risk share arrangement mitigates this over performance in year, but any overtrade will inform negotiations for 
the next financial year. A similar, and converse situation is evident with the North Tees and Hartlepool contract. 
 
City Hospitals Sunderland FT and Gateshead FT are both experiencing significant issues with their PAS systems at this 
point. 
 
South Tees, Newcastle and BMI Woodlands acute contracts are all over performing. 
 
Prescribing costs and Continuing Healthcare are two areas of significant in year risk to the CCG. The transformation fund is 
currently significantly underspent. 
 
The CCG Board  Report covers all transactions and budgets, relates to the April to July 2013/14 period and reflects risk 
share arrangements. As a result, the numbers included in the QPF and Board Report are necessarily different.  
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Provider Analysis Overview 


ACUTE SERVICES PLAN ACTUAL VARIANCE % VARIANCE PLAN ACTUAL VARIANCE % VARIANCE
COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 575,150 608,373 33,223 6% 27,715,061£ 28,727,127£ 1,012,065£    4%
NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 90,487 89,737 -750 -1% 9,144,534£    8,055,281£    1,089,252-£    -12%
CITY HOSPITALS SUNDERLAND NHS FOUNDATION TRUST 61,413 54,389 -7,024 -11% 8,118,355£    6,919,178£    1,199,177-£    -15%
SOUTH TEES HOSPITALS NHS FOUNDATION TRUST 6,406 6,697 291 5% 2,389,441£    2,589,835£    200,394£       8%
THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST 3,231 3,854 623 19% 1,216,250£    1,350,148£    133,898£       11%
BMI (Netcare) Woodlands Hospital 906 1,524 618 68% 298,132£       506,357£       208,225£       70%
OTHER PROVIDERS 541 2,907 2,365 437% 1,360,962£    1,405,023£    44,061£          3%
TOTAL ACUTE PROVIDERS 738,134 767,481 29,347 4% 50,242,735£ 49,552,949£ 689,785-£       -1%


COMMUNITY SERVICES
COUNTY DURHAM & DARLINGTON FT COMMUNITY 8,820,107£    8,764,262£    55,845-£          -1%
NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST COMMUNITY SERVICES 521,988£       509,257£       12,731-£          -2%
OTHER COMMUNITY PROVIDERS 1,309,534£    1,281,243£    28,292-£          -2%
TOTAL COMMUNITY PROVIDERS 10,651,629£ 10,554,761£ 96,868-£          -1%


MENTAL HEALTH
NORTHUMBERLAND, TYNE AND WEAR NHS FOUNDATION TRUST 819 1,047 228 28% 387,747£       428,368£       40,620£          10%
TEES, ESK AND WEAR VALLEYS NHS FOUNDATION TRUST 11,408,685£ 11,393,961£ 14,723-£          0%
TOTAL MENTAL HEALTH 819 1,047 228 28% 11,796,432£ 11,822,329£ 25,897£          0%


OTHER HEALTHCARE
Continuing Care 3,958,765£    4,098,113£    139,349£       4%
Other 1,931,725£    1,707,869£    223,855-£       -12%
Primary Care 14,804,505£ 15,340,223£ 535,718£       4%
Grand Total 20,694,994£ 21,146,205£ 451,211£       2%


M1-3 ACTIVITY M1-3 FINANCIAL
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County Durham And Darlington FT POD Analysis 


Key Issues 
• The contract with CDDFT is based on risk share arrangements for 2013/14. The table above reflects the underlying 


performance of the contract as per PbR rules and therefore does not show a break even position. The underlying 
contract performance is c£1m higher than planned. 


• A demand plan is yet to be agreed with the provider for monitoring purposes. Meetings are arranged for late 
August/Early September to agree plans and resolve contracting issues to facilitate sign off. A balancing item is 
included in the ‘Other services’ line to reflect the contract value in the plan. 


• Non elective , Elective , Excess Bed Days  and ITU activity are all significantly ahead of planned levels, though case mix 
is less complex than planned. The net effect is an adverse financial variance.  


• General Medicine, Admissions via A&E and Drugs and Devices  Lines are all overperforming.  
• The provider is not submitting maternity pathway data as per national mandated data rules  and therefore no activity 


has been recorded, which is unrealistic. This line has been broken even to give a more realistic view of the contractual 
performance and will be picked up with the provider in contracting meetings. 
 


 


POD Summary PLAN ACTUAL VARIANCE % VARIANCE PLAN ACTUAL VARIANCE % VARIANCE
Non Elective 5,480 6,482 1,002 18% 8,586,757£    9,471,340£    884,583£     10%
Elective 5,676 7,235 1,559 27% 5,114,722£    5,325,435£    210,714£     4%
Other Cost Per Case Services 502,574 530,625 28,051 6% 3,279,721£    3,826,612£    546,891£     17%
Other Services, inc Block, CQUIN, penalties 2,876,507£    1,929,889£    946,618-£     -33%
Outpatient Follow Up 30,012 29,265 -747 -2% 2,294,986£    2,062,690£    232,296-£     -10%
Outpatient First 16,232 15,746 -486 -3% 2,164,469£    2,036,744£    127,724-£     -6%
AandE 9,482 9,521 39 0% 867,519£       883,845£       16,326£       2%
Maternity Pathways 928 928 0 0% 867,455£       867,455£       0£                  0%
Outpatient Diagnostics 790,763£       790,763£       -£                   0%
Outpatient Procedures 2,975 5,035 2,060 69% 458,609£       724,387£       265,778£     58%
Excess Beddays 1,791 3,536 1,745 97% 413,554£       807,966£       394,413£     95%


575,150 608,373 33,223 6% 27,715,061£ 28,727,127£ 1,012,065£ 4%


M1-3 ACTIVITY M1-3 FINANCIAL
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North Tees and Hartlepool FT POD Analysis 


Key Issues 
• The contract with NTH FT is based on risk share for 2013/14. Variances presented in the above table will not affect 


the current year financial position, but will inform the 2014/15 contract negotiations. Contract costs are £1,089k 
lower than planned. 


• Most lines are underperforming at this point in the year, particularly non elective lines..  
• General Medicine and General surgery non elective activity and cost are particularly underperforming.  
• Elective inpatient work is up, whilst Elective day case activity is down on plan. These variances offset each other, this 


is possibly a seasonal trend – the plan is currently unseasonalised. 
• High cost drugs and devices costs are lower than planned.  
• Diagnostic imaging activity and cost is lower than planned, as are outpatient procedures – especially in General 


Medicine, General Surgery and Urology. 
 


 


POD Summary PLAN ACTUAL
VARIANC
E


% 
VARIANC
E PLAN ACTUAL VARIANCE


% 
VARIANC
E


Non Elective 2,296 1,752 -544 -24% 3,217,952£ 2,686,555£ 531,397-£     -17%
Elective 1,998 1,810 -188 -9% 1,931,040£ 1,927,641£ 3,399-£          0%
Other Cost Per Case Services 68,675 69,418 743 1% 1,024,944£ 898,414£     126,530-£     -12%
Outpatient Follow Up 7,369 8,163 794 11% 616,017£     613,377£     2,640-£          0%
Other Services, inc Block, CQUIN, penalties 599,219£     599,219£     -£                   0%
Outpatient First 3,082 3,245 163 5% 487,191£     517,087£     29,896£       6%
Maternity Pathways 366 265 -101 -28% 342,788£     227,152£     115,636-£     -34%
Outpatient Diagnostics 3,106 2,336 -770 -25% 309,987£     206,204£     103,784-£     -33%
Excess Beddays 1,102 631 -471 -43% 252,146£     140,207£     111,940-£     -44%
Outpatient Procedures 804 446 -358 -44% 197,860£     73,085£       124,775-£     -63%
AandE 1,688 1,671 -17 -1% 165,387£     166,339£     953£             1%


90,487 89,737 -750 -1% 9,144,534£ 8,055,281£ 1,089,252-£ -12%


M1-3 ACTIVITY M1-3 FINANCIAL
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City Hospitals Sunderland FT POD Analysis 


Key Issues 
• The contract with CHS FT is based on risk share arrangements for 2013/14. The table above reflects the underlying 


performance of the contract as per PbR rules and therefore does not show a break even position. The underlying 
contracted costs are c£1.2m lower than planned. However, Sunderland are currently experiencing significant issues 
with their PAS system and activity submissions from this provider should be considered to be incomplete. 
 


 


POD Summary PLAN ACTUAL VARIANCE % VARIANCE PLAN ACTUAL VARIANCE % VARIANCE
AandE 4,387 4,285 -102 -2% 362,927£     357,595£     5,333-£          -1%
Elective 2,429 2,921 492 20% 2,193,990£ 2,143,362£ 50,628-£       -2%
Excess Beddays 690 986 296 43% 160,072£     230,879£     70,807£       44%
Maternity Pathways 229 226 -3 -1% 203,013£     199,242£     3,772-£          -2%
Non Elective 1,617 1,621 4 0% 2,673,640£ 2,388,362£ 285,278-£     -11%
Other Cost Per Case Services 36,189 30,974 -5,215 -14% 639,996£     408,736£     231,261-£     -36%
Other Services, inc Block, CQUIN, penalties 180 181 1 0% 392,470£     392,471£     1£                  0%
Outpatient Diagnostics 2,640 0 -2,640 -100% 198,502£     -£                   198,502-£     -100%
Outpatient First 6,480 3,385 -3,095 -48% 690,097£     357,046£     333,051-£     -48%
Outpatient Follow Up 5,916 9,281 3,365 57% 485,737£     349,474£     136,263-£     -28%
Outpatient Procedures 655 529 -126 -19% 117,910£     92,012£       25,898-£       -22%


61,413 54,389 -7,024 -11% 8,118,355£ 6,919,178£ 1,199,177-£ -15%


M1-3 ACTIVITY M1-3 FINANCIAL
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South Tees Hospitals FT POD Analysis 


Key Issues 
• The contract with STH FT is based on a full PbR contract for 2013/14.  
• YTD costs and activity are both overperforming. 
• ‘Other cost per case services’ include drugs and devices, and Neuro-rehab. These are both overperfoming at this 


point. 
• Non Elective activity is ahead of plan – particularly in Plastic Surgery and Clinical Oncology. 


 
 


 


POD Summary PLAN ACTUAL
VARIAN
CE % VARIANCE PLAN ACTUAL VARIANCE % VARIANCE


Elective 697 616 -81 -12% 830,060£     814,999£     15,061-£    -2%
Non Elective 194 252 58 30% 456,025£     507,361£     51,336£    11%
Other Cost Per Case Services 228 363 135 59% 354,963£     494,652£     139,689£ 39%
Outpatient Follow Up 2,551 2,728 177 7% 226,407£     256,434£     30,026£    13%
Other Services, inc Block, CQUIN, penalties 144,168£     144,168£     -£               0%
Outpatient First 1,078 820 -258 -24% 140,629£     112,701£     27,928-£    -20%
Outpatient Procedures 757 853 96 13% 105,347£     120,496£     15,149£    14%
Outpatient Diagnostics 422 569 147 35% 55,303£       60,760£       5,457£      10%
Excess Beddays 199 182 -17 -8% 46,263£       43,401£       2,862-£      -6%
AandE 279 295 16 6% 30,276£       31,778£       1,502£      5%
Maternity Pathways 0 9 9 -£                   3,085£          3,085£      


6,406 6,697 291 5% 2,389,441£ 2,589,835£ 200,394£ 8%


M1-3 ACTIVITY M1-3 FINANCIAL
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Key Issues 
• Month 3 position includes the monthly contract charges, plus 2.7% inflation, and penalties agreed for Q1. The 


forecast outturn position is the annual contract plus 2.7% inflation and the current agreed penalties. The 2.7% 
inflation is a financial risk to the CCGs as the contract does stipulate that inflation/deflation will be applied-this is still 
being discussed. It is included in the position to be prudent.  Penalty figures have not been extrapolated into the 
position as the provider may achieve the targets going forward. 


• The activity element of the NEAS contract is over performing (by £726k at month 3). This over performance is split 
across the CCGs using the risk share agreement within the contract. This is currently being slightly offset by the 
impact of marginal rate adjustments following the activity levels reaching specified targets, and the impact of 
penalties being imposed on the Trust. Overall this is reducing the over performance on the contract to £341k at 
month 3. 
 
 
 


 


Month 3 Plan Month 3 Position Month 3 Variance
NEAS - 111 250,636 230,188 (20,448)
NEAS - 999&PTS 187,500 180,728 (6,772)


M1-3 FINANCIAL


North East Ambulance Services POD Analysis 


29 







Mental Health 


Key Issues 
• The activity and finance reports have been received from NTW for Quarter 1 showing a year to date variance of £34k 


over budget, a significant reduction since Month 2 due to then reassignment of Villa 16 - Woodside across several 
services.  Although it is early to make judgements about the forecast outturn, some consistent trends are visible 
compared to month 2 variances.    


• The overspend arises in Planned Care services (£26.5k), Urgent Care (£25.5k) offset by underspends in Specialist Care 
(£18.2k). Planned Care and Urgent Care overspends relate mainly to a range of non-contracted services, most 
significant of which are the Castleside Inpatients service (£10.4k) and Sunderland Community Mental Health Team for 
Older People (£6.1k). 


• Within Specialist Care services the most significant overspend is a non-contracted package of care in Villa 14 Alnwick 
(£25.5k) offset by reduced activity in a number of services, predominantly packages of care in Villa 19 – Tyne (£34k 
underspend).  


 


NORTHUMBERLAND, TYNE AND WEAR PLAN ACTUAL VARIANCE % VARIANCE PLAN ACTUAL VARIANCE % VARIANCE
Quality Payments 9,457£            12,388£          2,931£             31%
Mental Health - Outpatients 121 72 -49 -40% 54,949£          44,287£          10,662-£           -19%
Mental Health 698 975 277 40% 323,341£       371,693£       48,352£           15%


819 1,047 228 28% 387,747£       428,368£       40,620£           10%


TEES, ESK AND WEAR VALLEYS NHS FOUNDATION TRUST
IAPT Services 304,411£       289,687£       14,724-£           -5%
Quality Payments 270,836£       270,837£       1£                      0%
Mental Health 10,529,516£ 10,529,516£ -£                      0%
Mental Health - Eating Disorders 32,663£          32,663£          -£                      0%
LD - Childrens Services 271,259£       271,259£       -£                      0%


11,408,685£ 11,393,961£ 14,723-£           0%


M1-3 ACTIVITY M1-3 FINANCIAL
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Other Healthcare 


Key Issues 
• The overspend within Primary Care relates to Prescribing and is based on 2 months of data. This line is showing a 


significant overspend and is indicative of an emergent risk. Limited availability of data at this point in the year creates 
difficulties in assessing if the  trend is likely to continue.  


• The Continuing Care Position has moved significantly this month, primarily due to accruals now reflecting changes in 
cases from the first 4 months of the year. The risk share arrangement is not reflected in the above figures and 
worsens the position by £79k.  


• There are currently 229 restitution cases in progress with a total estimated value of £2,887k. Any successful claims 
will be reported giving full cost details, however we do not expect every case to be successful. 


• ‘Other’ includes PTS, Propco, Reablement, interpreting and the Transformation Fund. The underspend predominantly 
relates to the transformation fund.  
 
 


 


ISFE Price Plan Price Actual
Price 
Variance % VARIANCE


Continuing Care 3,958,765£    4,098,113£    139,349£ 4%
Other 1,931,725£    1,707,869£    223,855-£ -12%
Primary Care 14,804,505£ 15,340,223£ 535,718£ 4%
Grand Total 20,694,994£ 21,146,205£ 451,211£ 2%


M1-3 FINANCIAL
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Programme Red Amber Green Purple Total 


1. Improving the health of 
the population  


0 3 7 2 12 


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


0 3 6 1 10 


3. Tackling the challenges 
of a ageing and growing 
population 


0 20 14 15 49 


4. Making services more 
accessible and responsive 
to the needs of our 
communities 


0 7 10 3 20 


5. Managing our 
resources effectively and 
responsibly  


0 10 7 0 17 


Update on Delivery Plan Projects    


More detail in relation to project scope, milestones, and performance is available in 
AspyreAfter extensive internal discussions Aspyre will be shut down for a period of 
two weeks, starting Fri the 16th Aug until Tues 27th Aug, this will allow time to 
disable fields which have been deemed irrelevant and to look at the minimum input 
staff will be required to utilise the system to its full effect as a project management 
tool at project/initiative level. 
These two weeks will also allow time to investigate the best way to  produce reports  
at the varying levels required i.e.,   CCG, Locality Level and Programme group 
level. 
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• NECS teams responsible for working with practices to identify issues, gaps & opportunities and develop 
action plans  


• To support practices, exploring areas where they are outliers  
• To improve care pathways to deliver tangible benefits for patients whilst ensuring cost-effective use of 


resources 
• GP practices working together within localities to reduce variation in clinical practice within a best 


evidence framework  
• Managing variation will be delivered by NECS through the SLA working closely with CCG locality leads 


and Commissioning Managers 
• Recent approval from CCG to commence work 
• NECS to present at locality groups to discuss process to move forward 
• NECS to link work into the development of the primary care strategy  
• Dedicated team to undertake visits to practices once process confirmed 


 
• Time out scheduled for end of September  with constitution practices to ensure 


– Identified link with NECS support is in place 
– Process developed and  agreed for supporting practices based on feedback from locality meetings 
– Presentation of available Practice level reports and locality reports which are currently in 


development 
 


• All development work will be a carried out in partnership with locality clinical and management leads 
 


GP Variation - Overview 
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GP Variation – Example of Monthly GP Variation Inspend 
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Threshold


Referral to treatment access times


% of patients initial treatment within 18 weeks for admitted pathways 90.00% 91.00% 95.00% 93.00% ER01
% of patients initial treatment within 18 weeks for non- admitted pathways 95.00% 99.90% 99.00% 99.00%


% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.00% 96.00% 96.00% 96.00%


% patients waiting more than 52 weeks for treatment 0 0 0 0


Diagnostic waits


% patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Monthly Jun-13 1.00% 0.50% 0.50% 0.50%


A&E waits


% patients spending 4 hrs. or less in A&E or minor injury unit Monthly YTD Jul-13 95.00% 96.00% 97.00%


Cancer Waits


% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.00% 98.00% 96.00% 95.00%


% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.00% 98.00% 96.00% 95.00%


% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.00% 98.00% 96.00% 95.00%


% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.00% 98.00% 96.00% 95.00% ER03
% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A 98.00% 96.00% 95.00%


% of patients treated within 31 days of a cancer diagnosis 96.00% 98.00% 96.00% 95.00%


% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.00% 98.00% 96.00% 95.00%


% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.00% 98.00% 96.00% 95.00%


% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.00% 98.00% 96.00%


Ambulance response times


Cat A response in 8 mins (red 1&2) 75.00% 80.00% 80.00%


Cat A Response within 19 mins 95.00% 97.00% 96.00%


Mixed Sex accommodation


Mixed Sex accommodation - number of unjustified breaches Monthly Jun-13 0 0 0


Cancelled operations


Cancelled operations for non-clinical reasons to be rescheduled within 28 days Quarterly TBC 100.00% TBC TBC TBC


HCAI


Incidence of MRSA (QP) 0 0 1 0


Incidence of C Diff (QP)  - threshold relates to CCG performance 19 17 20 14


Monthly/  
YTD


YTD Jun-13


Monthly YTD Jul-13


Monthly YTD Jun-13


Monthly YTD Jun-13


N
EA


S


Indicator Description Frequency
Latest 
Data 
Period


CC
G


CD
DF


T


CH
SF


T


Actual Actual Actual Actual
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Quality Indicator 
Operational 


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


No.


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


90.00% 93.00% 94.00% 95.00% 94.00%


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


95.00% 98.00% 97.00% 96.00% 97.00%


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


92.00% 95.00% 95.00% 95.00% 95.00%


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


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


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


95% 96.00% 96.00% 96.00% 96.00%


Maximum two-week wait for first outpatient appointment for 
patients referred urgently with suspected cancer by a GP 93% 94.00% 94.00% 94.00% 94.00%


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


93% 90.00% 93.00% 95.00% 94.00%


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


96% 100.00% 100.00% 100.00% 100.00%


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


94% 90.00% 95.00% 95.00% 93.00%


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


98% 100.00% 100.00% 100.00% 100.00%


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


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


85% 85.00% 85.00% 85.00% 85.00%


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


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


No operational 100.00% 100.00% 100.00% 100.00%


Minimise MSA breaches 0 0 0 0 0


Incidence of MRSA 0 0 0 0 0


Incidence of CDIFF 15 6 5 1 1 1 14


Cancer waits - 62 days 


Mixed sex accommodation breaches


HCAI Incidence 


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


Cancer patients - 2 week wait 


Cancer waits - 31 days 
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10 September 2013 
 Item No: GB/13/120 


GOVERNING BODY 
 


Report Title  Quarter 1 Stop smoking service report 
Author and Job 
Title  


Dianne Woodall 
Public Health Portfolio Lead 


Sponsor Director Anna Lynch 
Date 2nd September 2013 
 
Purpose  of report (select) 
Information sharing            Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper presents the end of year report of the County Durham and 
Darlington NHS Stop Smoking Service.  The report includes:- 
 
1. County Durham service wide performance 
2. Access and Quitters by County Durham residents 
3. Access and quitters for Durham Dales Easington and Sedgefield, 


Clinical Commissioning Group localities  
4. Conclusion/recommendations 
 


Summary of key 
points  
 
 
 
 
 
 


• A total of 4,949 quitters at 4 weeks were achieved for the year across 
County Durham   


• The highest numbers accessing the service were amongst routine and 
manual workers (n=2,895) of which 56% (n=362) quit  


• The target for the year was to achieve 4,875 quitters. The service 
achieved 4,949 quitters, this is 74 quitters above target for the year. 


• A total of 542 hospital patients set a quit date, of which 65% (n=353) 
were quit at four weeks.    


• There is very good level 2 provision in Easington and Sedgefield.   
• More Durham Dales practices need to sign up to provide a service 
• There is the potential for some practices to increase numbers 


accessing their service (see graphs 12, 14 and 16). 
• DDES Practices are achieving on average a good quit rate for each 


locality. 
• There are practices that need to improve service delivery to increase 


the proportion (percentage) that quit (see graphs 13, 15 and 17).  For 
efficacy of service delivery, services should be aiming to achieve 40% 
and above. 


• There are higher recordings of clients ‘lost to follow up’ in DDES 
(Easington and Sedgefield) in comparison to the rest of the county. 
• Practices are encouraged to contact the specialist stop smoking 
service for help to support and improve their service delivery.  The 
specialist stop smoking service will provide a dedicated specialist 
advisor to each practice 
 


 
 
 
 







Approval route 
 


• Public Health Senior Management Team 


  
Supporting 
documentation / 
Appendices 
 


• County Durham and Darlington NHS Stop Smoking Service End of 
Year Report 2012/13 
 


 
 


Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


   Development and delivery of 
commissioning and financial 
plans including QIPP 


   


Effective internal and external 
engagement including 
communications 


   Effective governance and 
organisational development 


   


Effective contract 
management and 
performance against key 
targets  


     


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
• Acknowledge the successful year end  outcomes of the stop smoking 


service   
• Encourage DDES practices who currently do not provide a level 2 


service to commence a service. 
• Encourage practices (as identified in the report) that have low output 


and low outcomes to engage with the level 2 specialist advisor to 
increase performance 


• Midwives refer all pregnant smokers to the specialist service.  
However to up take to the service is low.  At every opportunity practice 
staff engaging with pregnant smokers, need to raise the issue of 
smoking and refer appropriately.  
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County Durham and Darlington NHS Stop Smoking Service  
End of Year Report 2012/13  


 
 
 


This is the end of year report of the County Durham element of the County Durham and 
Darlington NHS Stop Smoking Service.  The report includes: 
 


1. County Durham service report 
2. Access and Quitters by County Durham residents 
3. Access and quitters seen via DDES CCG localities (GP practice staff) 
4. Conclusion/recommendations 


 
1. County Durham Service report 


 
A total of 4,949 quitters at 4 weeks were achieved for the year (graph 1).   This is 51% of 
those who set a quit date with the service (n=9,387) over the year.  The number of clients 
setting a quit date and quitters are down this year in comparison to last year (graph 1).  This 
trend is also reflected regionally and nationally.  However the percentage of quitters achieved 
in County Durham is higher (51%) this year in comparison to last year (48%).  
 
Graph 1: Numbers setting a quit date and quitters comparing years 2011/12 and 
2012/13 


 
 
Pregnant smokers 
SADOT (Smoking at Time of Delivery) data 2013 reported 19.9% of woman in County 
Durham continue to smoke during smoking in pregnancy.    
 
There were 231 pregnant smokers set a quit date with the service this year (graph 2), of 
which 39.8% (n=92) quit. The number of pregnant smokers accessing the service this year 
were lower in comparison to last year (n=298).  The percentage of pregnant smokers that 
quit this year (39.8%) is slightly lower than last year (42.6%).  Again this reduction in 
numbers accessing is reflected nationally.   
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Graph 2: Pregnant smokers setting a quit date and quit, comparing years 2011/12 and 
2012/13 
 


 
 
Confirmation of non-smoking status 
Carbon monoxide (CO) verification was carried out on 82% of all smokers self-reported quit. 
(This is just below the DH thresh hold for services to achieve 85% CO validation)   
 
Quitters by Treatments used 
Of the three stop smoking treatments, Nicotine Replacement Therapy (NRT) was used by 
most clients 58% (n=5,574) of which 46% (n=2,558) quit (graph 3).  The next most used 
treatment was Champix 35% (n=3,403) of which 62% (n=2,109) quit.  Although 57% of 
smokers quit using Zyban, less  than 1% (n=46) used this treatment in comparison to higher 
numbers using NRT and Champix.  The percentage of usage does not add up to 100%, this 
is due to some treatments being used concurrently or consecutively and a number of 
treatments used were recorded 0.8% (n=81) not known. 
 
Graph 3:  Percentage quit by stop smoking treatment used, 2012/13   
     


 
 
Quitters by socio economic status 
The highest numbers accessing the service were amongst routine and manual workers 
(n=2,895) of which 56% (n=362) quit (Graph 4). Routine and manual workers represent 30% 
of all clients accessing the service, and 32% of all quitters.  (Routine and manual groups form 
the largest group of smokers in the general population).  The red bars on graph 4, represent 
those socio-economic groups setting a quit date which services will have an impact to reduce 
health inequalities.  Of those setting a quit date 67% (6,467) were from these five social-
economic these groups.  Of these five socio-economic groups, 64% (n=3,188) were quit as a 
percentage of all quitters. 
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Of all clients setting a quit date, 69% (n=6,643) were eligible for free prescriptions, of which 
49% quit.  This equates to 66% of all quitters. 
 
Graph 4: Numbers setting a quit date and quitters by socio-economic status.  2012/13 
 


 
 
Quitters by intervention type                   
Majority of clients were seen in ‘one to one’ intervention type (n=8,228) of which 48% 
(n=3,973) quit (Graph 5).  Those seen in ‘drop ins’ (n=1,277) of which 67% (n=202) quit.  
Those who attended group sessions (n=117) of which 67% quit (n=78) 
 
Graph 5:  Numbers setting a quit date and quitters by intervention type.  


      Quarter 3, 2012/13 
 


 
 
Quitters by intervention setting 
GPs, Pharmacies and Specialist Service are the main settings client’s access stop smoking 
support in County Durham (graph 6).  Of all clients seen 19% (n=1,852) were seen in a 
pharmacy setting, of which 43% (n=141) quit.  This is 16% of all quitters.  Of all clients seen, 
33% (n=3,166) were seen by the specialist service, of which 63% (n=2,006).  This is 41% of 
all quitters.  46% (n=4,417) were seen by GP practice staff of which 46% (n=2,042) quit.  
This is 41% of all quitters.  The numbers shown for prisoners on graph 6, only represent the 
164 prisoners who were seen by the prison health care staff. The remainder prisoners 
(n=131) were seen by the specialist service and therefore these numbers are included in the 
numbers seen by the specialist service. The 34 others were a mixture of smokers seen by 
occupational health, schools and ante natal staff. 
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From April 2013 prison health care will become the responsibility of NHS England and 
therefore stop smoking support in prisons will be commissioned by NHS England.  Stop 
smoking in prisons will no longer form part of this report. 
 
Graph 6:  Numbers setting a quit date and quitters by intervention setting, 2012/13 
 


 
 
Graph 7: Numbers setting a quit date and quitter by other intervention setting, 2012/13 
 


 
 
Performance against PCT Target 
The target for the year was to achieve 4,875 quitters (graph 8). The service achieved 4,949 
quitters, this is 74 quitters above target for the year.   
 
Graph 8: Performance against PCT vital sign target, 2012/13 
 


 
 
 
 


6 
 







 
 
 
Secondary Care Service 
The hospital based, stop smoking service receive referrals from wards and departments.  
Patients are then seen initially on the ward and then continue to be supported out in the 
community after discharge.  In 2012/13 a total of 542 patients set a quit date, of which 65% 
(n=353) were quit at four weeks.  
 
2. Access and Quitters by County Durham residents 
 
Of the 9,684 clients who accessed stop smoking support, a total of 8,922 were residents 
living within County Durham boundary postcodes.  The other 762 who accessed the service 
did not live within a County Durham postcode.  Graph 9 shows the analysis geographically 
across the county by the 8,922 residents.  East Durham had the highest numbers accessing 
services.   
 
Graph 9: County Durham residents setting a quit date and quitters 2012/13 
 


 
 
Of the 8,922 residents, 55% (n=4,938) were quit at the 4 week point (green bar graph 10).  
Of the overall 55% quitters, graph 10 compares the percentage quit across County Durham.  
Derwentside residents had the highest percentage quit (65%) and East Durham residents the 
lowest (50%).     
 
Graph 10: Percentage quit presented geographically for County Durham residents   
2012/13 
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Clients recorded as ‘Lost to follow up’ 
At the four week point, clients accessing services are recorded as either ‘quit’,’ not quit’ or 
‘lost to follow up’.  The average ‘lost to follow up’ for County Durham was 32%.  Graph 11 
shows the percentage break down geographically of ‘lost to follow up’.   Easington and 
Sedgefield have higher than the County Durham average ‘lost to follow’ up recorded.   
 
Graph 11: Percentage of clients recorded as ‘lost to follow up’, geographically 2012/13  
 


 
 
3. Access and quitters by DDES CCG localities (GP practices) 
 
Easington 
Of the 2,259 Easington residents seen by the whole service, 68% (n=1,314) were seen by 
Easington GP practice staff, of which 47% quit (n=714).  Graph 12 shows the numbers 
setting a quit date and quitters by each practice.  Graph 13 shows the proportion 
(percentage) quit by each practice. 
 
Graph 12: Access and quitters seen by Easington GP practice staff 
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Graph 13: Percentage quit by Easington GP practices 
 


 
 
 
Sedgefield 
Of the 2,005 Sedgefield residents seen by the service, 66% (n=1,314) were seen by 
Sedgefield practice staff, of which 48% quit (n=633).  Graph 14 shows the range of clients 
seen by each practice.  The percentage of clients quitting by practice ranges from lowest 
34%, highest 69% (Graph 15). 
 
Graph 14: Access and quitters seen by Sedgefield GP Practice staff 
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Graph 15: Percentage quit by Sedgefield GP practices 
 


 
 
 
Durham Dales 
Of the 1213 residents accessing the service, 8% (n=102) were by the three practices in 
Durham Dales that provide their own service (graph16).  The remainder practice’s service is 
provided by specialist service working in practices.  Graph 16 shows the range of clients 
seen by practice staff.  The percentage of clients quitting by practice ranges from lowest 
18%, highest 38% (Graph 17). 
 
Graph 16: Access and quitters seen by GP Durham Dales Practice staff 
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Graph 17: Percentage quit by Durham Dales GP practice staff  
 


 
 
Conclusion/Recommendation 
• There is very good level 2 provision in Easington and Sedgefield.   
• More Durham Dales practices need to sign up to provide a service 
• There is the potential for some practices to increase numbers accessing their service (see 


graphs 12, 14 and 16). 
• DDES Practices are achieving on average a good quit rate for each locality. 
• There are practices that need to improve service delivery to increase the proportion 


(percentage) that quit (see graphs 13, 15 and 17).  For efficacy of service delivery, 
services should be aiming to achieve 40% and above. 


• There are higher recordings of clients ‘lost to follow up’ in DDES (Easington and 
Sedgefield) in comparison to the rest of the county. 


• Practices are encouraged to contact the specialist stop smoking service for help to 
support and improve their service delivery.  The specialist stop smoking service will 
provide a dedicated specialist advisor to each practice. 


  
Practices support to the wider service  
• Ensure all patients identified as smokers who are referred for elective surgery are referred 


to in house stop smoking service or specialist service for support to quit. 
• Midwives refer all pregnant smokers to the specialist service.  However up take to the 


service is low.  At every opportunity practice staff engaging with pregnant smokers, need 
to raise the issue of smoking and refer appropriately. 


• Since 2010/11 there has been a reduction (n=1,171) in patients accessing support via GP 
practices in County Durham (graph 18).  There has however been a rise in access via 
pharmacies. 
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Graph 18: Access to service trends via level 2 services (GP staff and Pharmacy staff) 
2010 – 2013 
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