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11th March 2014 
Item: GB/14/215 


  
GOVERNING BODY 


 
Report Title  Contract & Performance Update 
Author and Job 
Title  


Richard Harrety, Senior Commissioning Manager – Service Planning and 
Reform, North of England Commissioning Support (NECS).   


Sponsor Director Gill Findlay, Director of Nursing 
Date 03/03/14 
 
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 


 
The standards that the CCG are monitoring itself against are replicated in 
the quarterly balanced scorecard developed by NHS England. 
 


Summary of key 
points  
 
 
 
 
 
 


· Performance report has been revised to reflect comments from the 
CCG. 


· Measures have been aligned to the NHS CB balanced scorecard 
· Areas requiring discussion have been detailed in section 2 


 


 
Approval route 
 


· Commissioning, Quality, Finance and Performance Group (QF&P) – 
25th February  2014 


  
Supporting 
documentation / 
Appendices 
 


· Appendix 1 – Presentation slides 


 
Strategic 
objectives in 
Assurance 
Framework 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external  Effective governance and  
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supported by this 
report 
 


engagement including 
communications 


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 
· Note the progress of performance management processes 
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11 March 2014 
 Item No: GB/14/217 


GOVERNING BODY 
 


Report Title  Chief Clinical Officers’ Report: March 2014 
Author and Job Title  Stewart Findlay, Chief Clinical Officer 
Sponsor Director Stewart Findlay, Chief Clinical Officer 
Date March 2014 
 
Purpose  of report (select one) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


To provide an update on key issues affecting the Durham Dales, 
Easington and Sedgefield CCG. 
 
 
 
 
 
 
 
 
 


Summary of key 
points  
 
 
 
 
 
 


The paper will provide updates on the following key areas: 
 


· Health and Wellbeing Board;  
· Secondment of Mike Taylor;  
· New Ways of Working; 
· Providers;  
· Contracting Round; 
· North East Ambulance Service Contract;  
· CQUIN (Commissioning for Quality and Innovation); 
· Primary Care; 
· Enhanced Services; 
· Federations of Practices; 
· Quality Improvement Scheme;  
· Options for Hardwyke Ward, Sedgefield Community Hospital; 
· Primary Care IT Systems; 
· National updates 
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Page 2 
 
Approval route 
 


DDES CCG Executive Committee, 4 March 2014 


  
Supporting 
documentation / 
Appendices 
 


National Updates : 
· Policy Horizon Scanning update, 31 January 2014 - Appendix 1 
· Policy Horizon Scanning update, 7 February 2014, Appendix 2 
· Policy Horizon Scanning update, 14 February 2014, Appendix 3 
· Policy Horizon Scanning update, 21 February 2014, Appendix 4 
 


 
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: 
· Discuss and receive the report, noting progress made to date. 
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CHIEF CLINICAL OFFICER’S REPORT: MARCH 2014 
 
 


 
1. Health and Wellbeing Board 
 
1.1 The papers from the Development Session on 21 January 2014 and Board meeting on 


5 March 2014 are included in the Governing Body for information. 
 
1.2 This month, the Health and Wellbeing Board looked at the Annual Reports from the 


Local Safeguarding Children Board from the Safeguarding Adults Board. 
 
1.3 CDDFT updated the Health and Wellbeing Board on its evolving Clinical Strategy and 


we had an update on the implementation of the Integrated Short-term Intervention 
Service (ISIS).  The ISIS Scheme is part of the Intermediate Care Strategy and is 
designed to allow more patients to be looked after at home or in care homes rather 
than being admitted to hospital or to allow a patient to be discharged from hospital 
more quickly. 


 
1.4 The Health and Wellbeing Board looked at a review of the Joint Health and Wellbeing 


Strategy (JHWS).  The vision for the JHWS has been reaffirmed as ‘Improve the 
health and wellbeing of the people of County Durham and reduce health inequalities’.  
This vision has been adopted as the overarching vision for the Better Care Fund.  The 
Strategy will go to the DDES Governing Body on 13 May 2014. 


 
2. Secondment of Mike Taylor 
 
2.1 Mike Taylor, our Chief Finance and Operating Officer has been seconded to NHS 


England for an initial three month period beginning on 1 March 2014.  Mike will be 
helping NHS England to sort out national issues around specialised commissioning.  
We would all like to wish Mike good luck in this role.  In the short-term, we have asked 
Nicola Bailey from North Durham to act as the shared Chief Operating Officer across 
North Durham and DDES CCGs and have asked Mark Pickering to act up as Chief 
Finance Officer for DDES CCG.  Mark is currently Head of Finance and Performance 
in DDES CCG. 


 
3. New Ways of Working 
 
3.1 The consultation on New Ways of Working ended on 14 February 2014.  All job 


descriptions have been evaluated and the bandings in the original structure remain 
unchanged.  The Executive have looked in detail at the comments received.  There 
were many comments about the commissioning directorate and as a result of the 
consultation we have removed a Band 5 post from the commissioning directorate.   As 
we will now be working more closely with North Durham CCG, we feel that as an 
organisation we are likely to be more efficient in the future and removing this Band 5 
post allows us  greater scope in the future should it be required. 


 
3.2 The shared Chief Operating Officer role began on 1st March 2014. This will allow us to 


co-ordinate work across the two CCGs and she will be picking up all aspects of the 
COO role including New ways of Working. 
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4. Providers 
 
4.1 County Durham and Darlington Foundation Trust (CDDFT) are still struggling to hit 


their A&E targets and there is a high risk that they will fail their annual target for 4 hour 
waits this year.   


 
4.2 City Hospitals Sunderland (CHS) are also struggling to hit their A&E targets at present. 
 
4.3 The 2013/14 Contract with County Durham and Darlington Foundation Trust was 


finally signed on Thursday 20 February 2014. 
 
5. Contracting Round 
 
5.1 We would hope to negotiate block contracts for the next two years with our major 


providers.  This will, however, depend on our providers being in agreement.  
As we move funding into the Better Care Fund over this year and next, block contract 
arrangements would seem to be the most collaborative way of working with our 
providers and giving them stability as we move into this very difficult financial situation. 


 
6. North East Ambulance Service Contract 
 
6.1 For many years, the risk share arrangements in place across the North East have 


resulted in the southern CCGs subsidising the northern CCGs. In general, the 
performance in the south is worse than in the north and so from 1 April 2014 we are 
pulling back from the risk share and will put in place our own contract across the five 
CCGs in the Durham, Darlington and Tees area. 


 
7. CQUIN (Commissioning for Quality and Innovation) 
 
7.1 This year we were trying to minimise the number of CQUINs that we put in place.  


Across the North East, we have agreed that one of our major CQUINs will be around 
handover delays.  These delays cause problems for our hospitals, police and fire 
services and this is a major issue that we need to resolve next year.  We are therefore 
applying a large incentive to delivering on more stringent targets around handover 
delays in all of our acute providers.  


 
8. Primary Care 
 
8.1 We are today asking the Governing Body to ratify the decision to extend  weekend 


opening for a further three months whilst waiting for the outcome of the Prime 
Minister’s Challenge Fund.  Two groups of practices have put a bid in for the 
Challenge Fund: Intrahealth and a second bid which applies to all other practices in 
DDES CCG. 


 
9. Enhanced Services 
 
9.1 It is important that we shift resources from secondary to primary care and we intend to 


put in a ‘basket’ of enhanced services from 1 April 2014 that will encourage practices 
to do more work in primary care.   
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10. Federations of Practices 
 
10.1 It is important as a CCG, we encourage the development of federations and we would 


wish to pump-prime our practices to develop effective federations from 1 April 2014. 
 
11. Quality Improvement Scheme 
 
11.1 The Quality Improvement Scheme which has been in place over the last year has 


been successful and it is our intention to continue this into 2014. 
 
12. Options for Hardwyke Ward, Sedgefield Community Hospital 
 
12.1 The Hardwyke Ward in Sedgefield Community Hospital has been vacant now for over 


two years since the ward was vacated by Tees, Esk and Wear Valley Foundation 
Trust.  Because the hospital is a PFI hospital, we are still required to fund the empty 
space and we have set up a Task and Finish Group to look at the possibility of 
providing clinical services in this empty ward. 


 
13. Primary Care IT Systems 
 
13.1 By the end of the next financial year, we are committed to moving all of our practices 


on to web-based IT systems.  This is the national direction of travel.  Many of our 
practices have decided to opt for SystmOne which is the common IT system across 
the majority of general practices in Durham and Darlington and is in use across all of 
our community services.  As practices develop into federations and begin to work 
more closely together, it makes sense to have a common IT system. 


 
14. National Update 
 
14.1 Please refer to Appendices 1, 2, 3 and 4 for Policy Horizon Scanning updates. 
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GOVERNING BODY 
11 February 2014 


9.40 am until 12.00 noon 
Boardroom, Sedgefield Community Hospital 


 
UNCONFIRMED MINUTES 


 
Present:  Annie Dolphin  Lay Chair 
   Keith Tallintire  Lay Member, Audit and Assurance 
   David Taylor-Gooby  Lay Member, Patient and Public Engagement 
   Dr Stewart Findlay  Chief Clinical Officer 
   Mike Taylor   Chief Finance and Operating Officer 
   Gillian Findley  Director of Nursing 
   Joseph Chandy  Director of Primary Care and Engagement 
   Vicky Watson  Locality Lead, Durham Dales 
   Dr Helen Moore  Clinical Locality Lead, Sedgefield 
   Dr Winny Jose  Second Clinical Locality Lead, Sedgefield 
   Dr John McGuire  Sessional GP representative 
   Anna Lynch   Director of Public Health, Durham County Council 
 
In Attendance: Sarah Burns   Head of Planning and Contracting 
   Mark Pickering  Head of Finance and Performance 
   Sue Humpish (minutes) Executive Assistant 
   Lyndsey Jones-George Governing Body Co-ordinator 
   Ian Spencer   Secondary Care Clinician observer 
 
Apologies:  Peter Carr   Secondary Care Clinician 
   Dr Stephen Muscat  Clinical Locality Lead, Easington 
   Clair White   Head of Corporate Services 
   Lesley Jeavons  Head of Adult Social Care, Durham County Council 
 
Item No 


 
 Action 


GB/14/185 Apologies for Absence 
 
AD welcomed everyone to the meeting and noted apologies.  A particular 
welcome was extended to IS who would formally join the Governing Body 
in March as Secondary Care Clinician.  He was to replace Peter Carr who 
was standing down, though not able to attend this meeting.  Thanks were 
recorded for Peter Carr’s contribution to the Governing Body over the past 
11 months and AD would visit Peter to thank him personally for his 
support to DDES CCG. 
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GB/14/186 Declarations of Interest 


 
Those present were reminded that the Declarations of Interest Register 
was a live document and all members were asked to check the register to 
ensure their entries were up to date as a matter of routine. 
 
IS was asked to complete his entry on the Register as a new Governing 
Body member from 1 March. 
 
GPs and Practice Managers declared an interest in GP Weekend 
Opening and QOF QP Menorrhagia Pathway due to the potential 
involvement of their practices. 
 


 
 
 
 
 
 
IS 


GB/14/187 Identification of Any Other Business 
 
There were no requests for any other business items. 
 


 
 


GB/14/188 Minutes of the meeting held on 14 January 2014 
 
The minutes were accepted as a true record of the meeting, though it was 
agreed that SH would amend the Family Action item to remove the names 
of the children involved and replace with initials. 
 


 
 
 
 


SH 


GB/14/189 Matters arising from the meeting held on 14 January 2014 
 
There were no matters arising. 
 


 


GB/14/190 Action Log 
 
The Action Log was reviewed and updated. 
 


 


GB/14/191 GP Weekend Opening  
Sarah Burns, Head of Planning and Contracting 
 
The GPs and Practice Managers who were present declared an interest 
in this item due to the potential involvement of their practices. 
 
The Governing Body received the minutes of the Emergency Governing 
Body meeting on 23 January 2014 and ratified the decisions made. 
 


 
 


GB/14/192 QOF QP Menorrhagia Pathway 
Gillian Findley, Director of Nursing 
 
The GPs and Practice Managers who were present declared an interest 
in the item due to the potential involvement of their practices. 
 
JC spoke to the paper which requested that the Governing Body give 
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authorisation to pay member practices for the use of LNG-IUS for the 
treatment of Menorrhagia in primary care.  It was noted that this was 
being brought to the Governing Body for decision rather than the 
Executive Committee because of the clinical conflict of interests. 
 
The Governing Body debated in detail the clinical aspects of the 
proposals. 
 
Non-Clinical members of the Governing Body: 
· Approved the payment to member practices for the use of LNG-IUS 


for the treatment of Menorrhagia in primary care; 
· Agreed that the Executive Committee would agree the details of how 


the payments would be arranged; 
· Agreed that, should further decision be required from the Governing 


Body, another report would be brought to the meeting. 
 


GB/14/193 Governance Update 
Mike Taylor, Chief Finance and Operating Officer 
 
MT spoke to a report which set out the current governance and assurance 
arrangements in an easy to understand format, provided the latest 
information on the annual report requirements for 2013/14 and requested 
delegated authority be given to the Audit and Assurance Committee to 
approve the submission of the draft annual report and accounts by 23 
April 2014. 
 
Attention was drawn to the Assurance Framework format at Annex 7 of 
Appendix 1 and the Annual Report and Accounts reporting requirements 
and timetable at Appendix 2. 
 
The Governing Body’s key source of assurance was the Audit and 
Assurance Committee where lay members were supported by internal 
and external auditors.  The feedback from this committee on the draft 
annual report had been incorporated, though any other feedback from 
colleagues was welcomed and appropriate. 
 
KT added that Annex 5 gave the Governing Body assurance around 
internal and external systems and processes.  The Audit and Assurance 
Committee would bring to the Governing Body’s attention any lapses in 
assurance.  Delegating sign-off of the annual report was normal and 
acceptable. 
 
AD commented that she would have expected member practices to be 
part of the process for approval of accounts and the annual report, prior to 
presentation at a public AGM.  Colleagues agreed that as a member 
practice organisation, this seemed to be appropriate, despite it not being 
part of the guidance.  It was suggested that this could best take place at a 
Council of Members AGM. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MT 
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ACTION: MT to ensure that member practice representatives 
approve the annual report and accounts before presentation at the 
public AGM. 
 
AD referred to the Governance, internal control and assurance framework 
on page 9 of the report and asked about how the committee structure was 
illustrated.  MT pointed out that this document was for general illustration 
purposes, but to emphasis the Audit and Assurance Committee’s role.  It 
was provided to give sources of comfort in this area rather than detailed 
working arrangements. 
 
AD noted that the production of an annual report could be very time 
consuming and complex and asked how this work would be completed 
within such tight timescales.  MT responded that work had already 
commenced, co-ordinating with colleagues from Northern England 
Commissioning Support (NECS) Communications and Finance.  A 
detailed timetable / project plan was being produced which would be 
shared with the Audit and Assurance Committee as well as the Governing 
Body at its meeting in March. 
 
ACTION: MT to share the project plan / timetable for the completion 
of the Annual Report with the Audit and Assurance Committee and 
the Governing Body at its meeting in March. 
 
KT welcomed the production of an action plan and commented that the 
challenge of bringing an annual report together, of sufficient quality, at 
short notice should not be underestimated.  He added that internal and 
external audit were happy so far with what had been done. 
 
AD remarked that DDES CCG would be looking for an annual report that 
reflected the way that the CCG operated and what the CCG had achieved 
in the year.  There was concern that if NECS led the process the report 
would be generic and not DDES specific.  AD said that she was 
reassured that MT would oversee its production and that the CCG had 
enough resource to complete the task. 
 
The Governing Body: 
· Noted and commented on the assurance provided by the current 


governance and assurance arrangements set out in Appendix 1; 
· Noted the requirements and timetable for the annual report and 


accounts for 2013/14 in Appendix 2; 
· Delegated authority to the Audit and Assurance Committee to approve 


the submission of the draft annual report and accounts by 23 April 
2013. 


 
WJ left the meeting 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MT 
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GB/14/194 Finance Update: Month 9 
Mike Taylor, Chief Finance and Operating Officer and Mark Pickering, Head of Finance 
and Performance 
 
MP spoke to the report which provided an update regarding the financial 
position of DDES CCG as at the end of December 2013.  Key areas of 
financial performance against statutory duties were highlighted and year 
to date and forecast year end positions shared.  In addition, the paper 
included information regarding programme (healthcare) expenditure, 
running costs expenditure and invoice payments. 
 
An area of pressure was independent sector acute services (which did not 
include the block contract with main providers) where patients were using 
their ability to choose and were opting to go to non-NHS provision for 
various reasons which could include geography, waiting times, parking 
etc.   
 
An especially volatile area was prescribing.  Although there had been a 
recent improvement since the report was written, the next set of figures 
could potentially show a huge negative swing.  This made it a difficult 
area to manage and the Executive Committee had already discussed 
areas for efficiencies which would also be covered in the Governing Body 
Development Session later that day.  
 
Charges relating to property services had been uncertain with the CCG 
expecting an increase in costs which were now forecast to be lower.  
Spending options against those lines were being reviewed. 
 
HM asked whether it would be possible for localities to access any last 
minute funding before the end of the year to launch projects.  MP 
responded that these would need to be considered on a case by case 
basis outside the meeting. 
 
KT commented that for years, Continuing Health Care had been identified 
as one of the highest risks, though this expenditure now appeared to be 
under control.  MP replied that risk share arrangements had been 
beneficial, though the main impact had been the increased investment of 
10% which took funding to a more realistic level.  Even so, one or two 
high cost cases could still have a major impact on the year end position. 
 
The Governing Body: 
· Noted and discussed financial position as at 31 December 2013. 
 


 


GB/14/195 Contract and Performance Update 
Gillian Findley, Director of Nursing 
 
GF spoke to the update report, drawing the Governing Body’s attention to 
the Executive Summary which contained headline information on targets 
that were at risk or had not been met.  She spoke briefly about how each 
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of these performance indicators were being dealt with and pointed out 
that the exception reports in the document contained further, detailed 
information. 
 
Colleagues discussed the report including County Durham and Darlington 
Foundation Trust performance, ambulance waiting times, cancer targets 
and mortality. 
 
DTG asked whether delays around mental health talking therapy were 
due to financial or quality issues.  GF responded that she understood that 
issues related to under-performance rather than lack of investment, and 
that the performance issue was a difficulty in getting some patients to take 
up the service.   
 
ACTION: GF to ask NECS to provide an analysis of Talking Therapy 
performance for the next Contract and Performance update. 
 
AD asked why the finance and activity report did not include NHS Tees, 
Esk and Wear Valley (TEWV) Foundation Trust.  MP would follow this up 
with NECS. 
 
ACTION: MP to ask NECS to include TEWV in the finance and 
activity report in future. 
 
The Governing Body: 
· Received the current performance report; 
· Noted the progress of the performance management process. 
 


 
 
 
 
 
 
 
 
 
 
 


 
 


 
GF 


 
 
 
 
 


MP 


GB/14/196 Clinical Quality Summary Report: December 2013 
Gillian Findley, Director of Nursing 
 
GF spoke to the monthly report which provided a briefing on the headline 
issues relating to clinical quality as well as assurance that actions were 
being undertaken with providers where necessary.  She spoke briefly 
about the actions being taken in a number of areas. 
 
AD thanked GF and commented that it was a useful, detailed quarterly 
report.  She suggested that it might be appropriate for the Clinical Quality 
Working Group minutes to be submitted to the Executive Committee and 
MT responded that it was planned to consider this as part of the 
governance review after the DDES re-organisation.   
 
ACTION: MT to look at the Terms of Reference for the Clinical 
Quality Working Group with a view to it reporting and providing 
minutes to the Executive Committee.  This would be part of the 
governance review after DDES re-organisation. 
 
The Governing Body: 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MT 
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· Noted and discussed the content of the summary report; 
· Supported the actions being taken forward through the Clinical Quality 


Reference Group to improve quality and experience for patients. 
 


GB/14/197 Chief Clinical Officer Progress Report: January 2014 
Dr Stewart Findlay, Chief Clinical Officer 
 
SF spoke to the report which provided an update on key issues affecting 
DDES CCG.   
 
Particular attention was drawn to work being done with County Durham 
and Darlington Foundation Trust to improve performance, including a 
forthcoming Executive to Executive Meeting.  In addition he highlighted 
the Seven Day Working Pilot and the New Ways of Working staff 
consultation period ending on 14 February 2014. 
 
Dr James Carlton, who currently worked at Darlington CCG, had recently 
been appointed as Medical Adviser at DDES and conversations were 
ongoing as to how he would split his time between the two CCGs in order 
not to destabilise Darlington CCG in any way. 
 
It was noted that Simon Featherstone, Chief Executive of the North East 
Ambulance Service (NEAS) was due to retire in the summer, so there 
would no doubt be changes in the coming months. 
 
DTG was of the opinion that Area Action Partnerships (AAPs) and 
Healthwatch needed to do more in terms of engagement and raising their 
public profile.  AL responded that she knew that Healthwatch had started 
to visit different locations on a routine basis which should make them 
more visible. 
 
AD thanked SF for his report, commenting that she had found the 
inclusion of the Health and Wellbeing Board papers very informative. 
 
The Governing Body: 
· received the report and noted progress made to date. 
 
 


 


GB/14/198 Better Care Fund Plan Draft Submission 
Mike Taylor, Chief Finance and Operating Officer and Sarah Burins, Head of Planning 
and Contracting 
 
SB spoke to the report which shared the latest draft of the Better Care 
Fund Plan which was a DDES CCG joint submission with Durham County 
Council and North Durham CCG.  She summarised the work that had 
been done in order to finalise the document by the deadline of 4 April 
2014.  She added that more detailed information would be shared later 
that afternoon at the Governing Body Development Session. 
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SF added that the Health and Wellbeing Board had delegated authority to 
himself, Rachael Shimmin and Cllr Hovvels (Durham County Council) and 
Nicola Bailey (North Durham CCG) to sign off the final document. 
 
The Governing Body: 
· Noted and discussed the contents of the report; 
· Noted the timescales for submission of the final plan. 
 


GB/14/199 Patient and Public Engagement 
Joseph Chandy, Director of Primary Care and Engagement 
 
JC provided a verbal update on engagement activity. 
 
My NHS – Work continued to recruit members of the public to My NHS 
with materials being sent to GP surgeries and Area Action Partnerships 
as well as using the Life Channel for publicity.  So far 300 members had 
been recruited. 
 
Call to Action – The pack had been refined and sent to practices and 
voluntary and community sector organisations.  A proforma had been 
developed for practices to complete in order to capture emerging themes 
by the deadline of 13 February.  A stakeholder event had taken place at 
Spennymoor Town Hall on 13 December and feedback was being 
collated to inform the end of year report.  Additional locality events had 
been supported by lay members. 
 
Health Networks – The DDES Mental Health and Wellbeing Fund was 
recently launched to fund innovative voluntary sector projects and 16 
projects were being funded.  Feedback was available for unsuccessful 
applicant organisations. 
 
Area Action Partnerships – The CCG was represented on all 9 AAP 
Boards by CCG officers and Governing Body members.   
 
Future Reporting – In future, reporting on engagement activity would be 
presented separately to the communication summary and would be done 
on a bi-monthly basis.  This would start with an end of year report at the 
next Governing Body meeting. 
 
DTG said he had attended some Call to Action and Commissioning 
Intentions discussions and found these to be very positive.  He thanked 
all concerned in arranging and presenting the material.  VW added that 
the feedback from the Durham Dales Patient Reference Group event was 
very productive, and that had fed into practice patient group discussions.  
VW highlighted that attendees at the Spennymoor Town Hall event had 
not yet received details of the feedback.  JC said that this would be 
shared when it had been collated. 
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JC said that he and SB were now working on arranging feedback into 
common themes which could be connected to commissioning intentions.  
VW suggested that a holding statement was posted on the CCG website. 
 
ACTION: JC and SB to collate feedback into common themes, 
connect to commissioning intentions and identify any gaps.  They 
would also post a holding statement on the DDES CCG website. 
 
KT highlighted that the CCG was doing a lot of positive engagement work, 
though it was not being publicised.  The above update would provide a 
number of good news stories that could be released over the coming 
weeks.  SF acknowledged that there hadn’t been much CCG media 
activity recently and that he would take forward comments made in 
discussions to ensure better publicity via newspapers and social media. 
 
ACTION: SF to ensure that more was done to raise the CCG profile 
and share good news stories via press releases and social media. 
   


 
 
 
 


JC/SB 
 
 
 
 
 
 
 
 
 
 
 


SF 
 


EC/14/200 Planning Progress Update 
Sarah Burns, Head of Planning and Contracting 
 
SB spoke briefly to the paper which shared an update on planning 
provided to the County Durham Health and Wellbeing Board, though it 
was noted that there had been a lot of progress made since the report 
was put together. 
 
The Governing Body received the report for information, and: 
· Noted the contents of the report; 
· Noted the delegated authority sought from the Health and Wellbeing 


Board to submit the initial draft plan to NHS England; 
· Noted the delegated authority sought from the Health and Wellbeing 


Board to select the Local Quality Premium Indicator for 2015/16. 
 


 


GB/14/201 Quarter 2 CCG Balanced Scorecard 
Gillian Findley, Director of Nursing 
 
GF spoke briefly to the NHS England final version of the Balanced 
Scorecard for CCGs for the second quarter of the financial year.  This 
reflected performance against a number of key metrics for the period to 
30 September 2013. 
 
The Governing Body: 
· Noted and received the report for information. 
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GB/14/202 Confirmed minutes to receive 


Clair White, Head of Corporate Services 
 
The following confirmed minutes were received and noted: 
· Easington Locality Commissioning Board, 19 December 2013; 
· Quality, Finance and Performance Group, 26 November 2013; 
· Executive Committee, 7 and 21 December 2013; 
· Durham Dales Clinical Group, 12 December 2013; 
· Sedgefield Locality Executive Committee, 18 December 2013; 
· Audit and Assurance Committee, 23 October 2013. 
 


 


 Any Other Business 
 
Adult Obesity 
AL highlighted the recent data published by Public Health England which 
showed that the Durham local authority area was the ninth worst in 
England with 72.5% of adults being obese or overweight.  The data was 
based on a sample of the population and extrapolated up for reporting. 
 
In answer to a query from JMc, AL indicated that the local authority’s 
Public Health team did not liaise directly with the National Obesity Forum.   
 
SB pointed out that there were a range of obesity issues included in the 
CCG’s commissioning intentions.  AL added that the local authority was 
investing in a range of services, though would be approaching 
commissioning in a different way in future.  She would talk to SB about 
this separately and would report to the Governing Body in future about 
health improvement and commissioned activity. 
 
Tobacco Control 
AL announced that an amendment to the Children and Young People’s 
Bill was going through Parliament regarding tobacco control.  It included 
proposals including prohibiting smoking in cars with children etc. 
 


 


 Next meeting 
 
The next meeting would take place in public on 11 March 2013 in 
Easington. 
  


 


 





		UNCONFIRMED MINUTES






Section 1 
 
Durham Dales, Easington and Sedgefield CCG 
 
Communications update:  February 2014 
Prepared by North of England Commissioning Support Unit 
 
 


Action Comments 
Northern Echo  
 
Northern Echo Health supplement booked as follows: 
 
Published: 2 pages - Monday 24 March 
Deadline for copy:  Monday 10 March 
 
Published: 3 pages – Monday 23 June 
Deadline for copy:  Monday  9 June 
  
Published: 3 pages – Monday 22 September   
Deadline for copy: Monday 8 September 
  


  
 
Content being developed for March edition 
 
Need to re-negotiate future supplements with Northern Echo   


Life Channel 
 
A 2 month awareness campaign is currently ongoing in GP 
practices. 


 
 
Promotion will raise the profile of the CCG and promote My NHS 


LA Magazine 
 
CCG agreed to quarterly inserts.   Pages appeared in 


 
 
CCG to confirm whether additional pages are required in this 







Action Comments 
September and November 2013 and therefore there are no 
further pages anticipated until April 2014 


financial year. 


 
E-bulletin 
 
Dates for new stakeholder e-bulletin agreed as follows.  
Deadline for content is one week prior to publication: 
W/C 24 March 
W/C 24 June 
W/C 24 September 
W/C 10 December 
 


 
 
NECS will work with CCG to develop content.  Bulletin will go to 
a range of stakeholders including MY NHS members 


Website 
 
Ongoing updates undertaken as required 


 
 
Any further refinements required? 


Governing body meetings 
 
Advertising and press release will support this. 
 


 
 
To be booked once dates of meetings are advised. 


Media releases 
 
Simon Clayton has had a meeting with Stewart Findley to 
discuss a range of potential media stories and these are being 
followed up.  Stories will be used on website, e-bulletins and 
supplements. 


  
  


Parliamentary  
 
NECS will continue to provide responses to Area Team as 
required 


 
 
Ongoing 


Winter Campaign  







Action Comments 
 
Campaign  launched mid-November across the North of 
England.  Campaign is a mix of local and regional content. 


 
Campaign has now finished.  Report on coverage to be 
prepared and circulated 


Medicines Waste Campaign 
 
On-going PR support and evaluation of coverage provided. 


 
 
Ongoing 


MP letters 
 
Letters received and dealt with in accordance with procedure. 


 
  
Ongoing 


ISIS 
 
Providing range of communications activities to support roll out 
and implementation of project including: 
Liaison with partner organisations 
Circulation of briefings 
Development of branding  


 
 
Ongoing 


Annual report 
 
Production of annual report and accounts in progress. 
 


 
 
First draft of narrative section will be available at the end of 
March.  Production timetable being agreed. 


Update of communications and engagement strategy and 
plan 
 
NECS will be working with the CCG to refresh/update its 
communications and engagement strategy and plan over the 
coming months.  This will included a review of activity to date 
and discussion of budget allocations for 2014/15 


 


 
  







 
Engagement update:  February 2014 
Prepared by North of England Commissioning Support Unit 
 
Action Comments 
Stakeholder engagement 
 
Initial mapping of hard to reach group has been completed.              


 
 
Need to discuss the next steps re engagement 
 
 
  
   


My NHS 
 
Face to face recruitment generated 297 members.   NECS is 
producing recruitment material including, posters, flyers and 
wallet cards.  Which will be circulated to GP practices, 
community and voluntary groups during February as part of the 
drive to generate additional members.  The CCG has set a 
target of 1,000 members by the end of the financial year.   


 
 
Plan for recruitment is underway.   CCG is interested in the 
possibility of using a local voluntary agency to support 
recruitment.  NECS to provide advice and guidance.  Meeting 
with Nicola Gardiner to discuss and agree next steps has been 
set up. 


Engagement report 
 
NECS to produce a report on engagement activity every 2 
months to be presented at the CCG governing body meetings 


CCG to advise on format of report required 


Call to Action 
 
Report of activity has been produced and shared with 
CCG/NECS.  Website will be updated and report published on 
the site.   E-bulletin will highlight the publication of this report to 
all stakeholders and members of MY NHS. 
 
 


  
  
  
 
 







Action Comments 
Update of communications and engagement strategy and 
plan 
 
NECS will be working with the CCG to refresh/update its 
communications and engagement strategy and plan over the 
coming months.  This will included a review of activity to date 
and discussion of budget allocations for 2014/15 


 
 
Date agreed for initial discussion re engagement. 


 








                       
 


 
 
 


11th March 2014 
 Item No: GB/14/210 


GOVERNING BODY  
 


Report Title  Patient and Public Engagement and Involvement Annual Review: 
February 2014 


Author and Job 
Title  


Andrew Robinson 
Senior Involvement Officer 
North of England Commissioning Support (NECS) 


Sponsor Director Joseph Chandy 
Director of Primary Care Development and Engagement 


Date 20 February 2014 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


North of England Commissioning Support (NECS) produced a 
communications and engagement strategy for Durham Dales, Easington 
and Sedgefield Clinical Commissioning Group (DDES CCG) in 2012. 
 
In October 2012, a paper giving an overview of the approach to patient 
and public engagement within DDES CCG was presented to its 
Governing Body. This was followed by a patient and public engagement 
locality development proposal, that was approved by the Governing Body 
in January 2013. 
 
The purpose of this paper is to provide an overview of patient and public 
engagement across the DDES CCG locality a year after the development 
proposal was approved. 
 
As the original communications and engagement strategy covered the 
period 2012 to 2014, this paper also proposes that the strategy should 
now be evaluated and updated for submission to the May Governing 
Body. 
 


Summary of key 
points  
 
 
 
 
 
 


· A proposed approach to patient, carer and public engagement and 
involvement was agreed and developed across DDES CCG in 
2012/13 


· This approach has proved successful in engaging and involving local 
people and communities in identifying health priorities and in the 
commissioning process 


· However, following a period of change and development, it is now 
important to evaluate and refresh the existing strategy and approach 
to engagement and involvement 


· This will ensure that DDES CCG continues to effectively meet the 
needs of its populations, offers value for money and continues to 
commission high quality services. 
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Approval route 
 


· Executive Committee 


  
Supporting 
documentation / 
Appendices 
 


· Appendix 1 – Progress Against Development Objectives 
· Appendix 2 – Patient Reference Group (PRG) Terms of Reference 


Document 
· Appendix 3 – DDES CCG Representation as NHS partner on Area 


Action Partnership Boards (AAPs) 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
· Consider this report and note the current success in relation to patient, 


carer, public and stakeholder engagement and involvement within 
DDES CCG from October 2012 – March 2014. 


· Agree that from this point forward reporting arrangements for 
Communication and Engagement will be separate. 


· Agree to the formation of a small project group to evaluate and update 
the DDES CCG Communications and Engagement Strategy 2012 - 
2014 for submission to the May Governing Body. 
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Patient and Public Engagement and Involvement Annual Review: 


 February 2014 
 
 
 


1. Background 
 
Patient, carer and public engagement and involvement remains an important and integral part of 
the commissioning process. Since its formation as a statutory body in April 2013, Durham Dales, 
Easington and Sedgefield Clinical Commissioning Group (DDES CCG) has increasingly 
recognised the importance of listening to the views of local people, communities and the 
voluntary sector across its three localities. 
 
Active engagement and involvement is a fundamental part of the process that enables DDES 
CCG to identify the health priorities and service needs of people living in Durham Dales, 
Easington and Sedgefield. It helps ensure that the CCG is able to commission high quality 
services that meet the needs of local people and provide the best possible quality of care. At the 
same time this helps to optimise effective spending of public money and maintain the good 
reputation of the CCG. 
 
Patient, carer and public engagement and involvement is also a statutory requirement for clinical 
commissioning groups. Section 242 of the NHS Act 2006 strengthened the statutory duty to 
consult and involve patients, carers and members of the public. The NHS Act 2012 reinforced 
these requirements, and requires CCGs to seek outcomes that deliver a positive patient 
experience. 
 
In addition, the introduction of the four tests for proposals for service reconfiguration, introduced 
as part of the revised operating framework for the NHS in England in 2010/11, requires 
strengthened and robust patient, carer and public involvement. 
 
To meet both its moral and statutory commitments to actively involving local people in prioritising 
local health needs and commissioning local health services, North of England Commissioning 
Support (NECS) produced a comprehensive communications and engagement strategy for 
DDES CCG. This initial strategy covered the period from 2012 to 2014. 
 
In October 2012, DDES Sub-Committee/Governing Body considered, and approved, a paper 
outlining the approach to be taken to engagement and involvement and a proposal to review 
stakeholder engagement across the CCG.  In January 2013, a subsequent paper was approved 
detailing proposals for locality development in relation to patient, carer and public engagement 
and involvement, and stakeholder group development, based on the existing Health Networks in 
each locality.  
 
A year after the approval of the locality development proposals, the purpose of this report is to 
establish the progress of the implementation of the development proposals, and to consider how 
patient, carer and public engagement and involvement should now be further developed through 
the provision of a revised engagement and involvement strategy, to be developed and 
implemented by the CCG, with the support of the NECS Senior Involvement Officer, and the 
wider NECS Communications and Engagement Team. 
 
 
 
 
2.    Approach to Patient and Public Engagement and Locality Development Proposals 
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The following gives an overview of the original approach to patient and public involvement and 
engagement and the locality development proposals that were proposed and approved by DDES 
Governing Body and sub-committee in 2012/13. 
 
2.1 “DDES CCG’s Approach to Patient and Public Engagement: An Overview” 
      (October 2012) 
 


· The development of Practice Patient Groups across DDES CCG member GP practices 
· A Locality Patient Reference Group in each of the Durham Dales, Easington and 


Sedgefield localities. These locality groups were to be attended by representatives of 
Patient Reference Groups from the member GP practices 


· A review of Stakeholder involvement in each of the three localities and across the CCG 
which was agreed in January 2013 


· The development of a process to capture soft intelligence from patients, carers and 
members of the public 


· The appointment of lay representatives on clinical quality and project groups 
· The development of a pilot for experience-led commissioning co-design 


The aim of the above was to ensure that local people and communities could contribute to 
identification of health priorities and the development of DDES CCG commissioning intentions. 
They also provided a focus to identify quality assurance issues from the perspective of those 
using services and also in relation to approaches to patient, carer and public engagement and 
involvement. 
 
2.1.1  DDES CCG Practice Patient Groups 


 
Every member GP practice in the DDES CCG localities would have a Practice Patient Group. 
These would meet regularly or be virtual and representatives from each Practice Patient Group 
would attend monthly Locality Patient Reference Groups to represent the views of their GP 
Practice and its surrounding community. 
 
2.1.2 DDES CCG Patient Reference Group  
These were to provide an interface to enable patients, carers and members of the public to 
contribute to the identification of local healthcare priorities and the commissioning of local health 
services. These groups would also provide an accountability mechanism, linking DDES CCG 
practices and their local populations. 
 
Objectives were to: 
 


· Conduct an audit of all practice groups to ascertain current levels of activity 
· PRG members / lay members to visit newly established / re-established practice groups to 


explain new structure and aims of DDES CCG 
· Ensure representation from PRGs on clinical groups in all localities 
· Encourage the involvement of patient groups and PRG members in pathway groups and 


organisations dealing with specific condition 
· Establish feedback to and from Governing Body / Executive and establish a regular cycle 


of meetings between Chairs of PRGs and Governing Body lay members 
· Establish a development programme for patient group / PRG members 


The above would ensure that patient and public views and experience are reflected in the 
development of DDES wide and locality work and improvement programmes. The Durham Dales 
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PRG Terms of Reference are included in Appendix 2 as an example. Although Terms of 
Reference differ slightly across the DDES localities, these are broadly the same for all three. 
 
The following would create links between Patient Reference Groups and DDES CCG Decision 
Makers: 
 


· Patient members sitting on quality and project groups 
· Soft intelligence collected via individual Practices 
· A Direct link with DDES CCG Governing Body through lay members aligned to the locality 


Patient Reference Groups. These were identified as: 
- Annie Dolphin, Durham Dales 
- David Taylor-Gooby, Sedgefield 
- Keith Tallintire, Easington   


It was also proposed to form an informal patient, carer and public engagement and involvement 
steering group to discuss issues and feed them into the CCG. This was to consist of the three 
governing body lay members and the Chair from each locality Patient Reference Group. The 
PRG Chairs’ meeting has taken place quarterly since March 2013 and now also includes the 
Director responsible for Engagement. 
 
2.1.2  Patient Insight, Views and Experience 
 
DDES CCG aimed to continually obtain a full range of patient, carer and public insight, views and 
experiences. This would then be reviewed and acted upon as appropriate. Targeted engagement 
aimed to evaluate patient experience of specific services to support the review and redesign of 
patient pathways. Examples have included stroke and end of life pathways. 
 
The following mechanisms were to be used to gather patient insights, views and experiences: 
 


· Hospital Patient Advice and Liaison Service (PALS) and complaints processes 
contributing to DDES CCG quality processes 


· Soft intelligence from Patient Reference Groups 
· Reports presented and discussed at locality clinical quality working groups and DDES-


wide clinical quality working groups. 


Specific systems and processes were proposed to ensure the above fed into DDES decision-
making processes: 
 
These are described in the following table, taken from the original overview report. 
 
  
 
 
 
 
 
 


Stage of Commissioning Process Engagement Mechanisms 
Informing commissioning intentions 
Establishing priorities 


· Discussion with locality Patient 
Reference Groups and practice 
groups 


· Stakeholder events relating to specific 
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commissioning intentions 
· On-going review of patient experience 


data 
· Insights from patients gained through 


GP / clinical consultations 


Service review and quality improvement · Patient-reported soft intelligence from 
Patient Reference Groups 


· PALS / complaints data 
· Targeted public activities to gather 


insight 
· Insights gathered from GP / clinical 


consultations 


Service development and design · Targeted engagement activity with 
users of specific service pathways 


· Patient Reference Group members 
part of pathway / project groups 


 
 
 
2.2 “DDES CCG Patient and Public Engagement Locality Development Proposal” 
 (January 2013) 
 
The Locality Development Proposal considered the need to develop two specific aspects of 
patient, carer and public engagement and involvement. These were improved engagement and 
involvement of: 
 


· Individual service users 
· Stakeholder and voluntary sector / community groups 


Objectives for development were identified and progress towards this is detailed in Appendix 1. 
 
2.3 Current position in relation to these documents 
 
It is now a year since the above involvement and engagement approach and development 
objectives were approved by Governing Body and Sub-Committee. The following section gives 
an overview of recent examples of engagement and involvement in relation to the 
implementation and achievement of the above. There is further information in Appendix 1. 
 
 
 
3.    Examples of Engagement and Involvement 
 
The following illustrates examples of recent engagement and involvement that have taken place 
within DDES CCG localities and across DDES CCG as a whole. 
 
3.1  DDES CCG Localities  


 
Within DDES CCG localities, there has been a general focus on the development of Practice 
Patient Groups, and the development of links and relationships with smaller voluntary sector and 
community groups. 
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3.2 PRG reimbursement policy 
 
DDES CCG recognises that being involved in its activities has a cost to those patients, carers 
and members of the public involved. The CCG wanted to ensure that actual expenses incurred 
were reimbursed. As a commitment to this, DDES CCG developed the ‘Expense Reimbursement 
Policy for Patient, Carer and Public Involvement in Engagement Activity’ that was adopted across 
the CCG in August 2013. 
 
3.3  DDES-Wide 


 
HealthWatch: 
 
HealthWatch is a member of the health and wellbeing board. There has been one meeting with 
HealthWatch, and another meeting is planned. In addition, Durham Dales and Sedgefield have 
Healthwatch Governing Body members as members of their Patient Reference Groups. 
 
Area Action Partnerships (AAPs): 
 
A member of DDES CCG attends all nine of the Area Action Partnership Boards. The 
relationship between DDES CCG and the AAPs acts as an effective and essential link with 
partners and the wider public. This is vital in reaching the “grass roots” public and understanding 
their needs, including the challenges they face that impact on their health.  In 2013/14 the CCG 
successfully invested £200,000 in 3rd sector health groups through the Area Action Partnerships. 
Please see Appendix 3 for details of DDES CCG representation at AAPs. 
 
Francis Report: 
 
In April 2013, the CCG undertook a consultation exercise with the public on the Francis report 
that fed into the formal CCG response. 
 
MY NHS: 
 
The Durham Dales, Easington Sedgefield My NHS scheme was launched in November 2013. 
The scheme will establish a body of interested individuals who, through their on-going 
involvement in the work of the CCG, will contribute to the achievement of the organisation’s 
statutory duties and support service change, improvement and development. 
 
An initial recruitment activity was undertaken between 7 – 11 October 2013.   This involved 
visiting a number of local venues and inviting members of the public to sign up to the scheme. 
The scheme was also promoted at a number of local CCG and partner events, through the 
website and via the media, newspaper supplement and Local Authority magazine.    
 
DDES CCG is now embarking on a second phase of recruitment which will begin in February 
2014.  This will involve sending membership forms and promotional material to GP surgeries and 
other outlets, working with Area Action Partnerships, and promoting the scheme in practices via 
the Life Channel. The CCG will also be looking at how community and voluntary sector 
organisations could support recruitment.   
 
The CCG currently has around 300 members against an initial target of 1,000. 
 
Members have received an introductory letter, CCG e-bulletin and an invitation to the recent ‘A 
Call to Action’ event. 
 
A Call to Action: 
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The national ‘A Call to Action Case for Change’ (NHS England, July, 2013) broadly set out the 
national strategic drivers underpinning the need for new thinking to safeguard the NHS for the 
future. These include an aging population, more people with multiple morbidities, anticipated flat 
funding and limited productivity gains, amounting to a projected £30billion funding gap in the next 
ten years. 
 
NHS England encouraged CCGs to utilise the messages developed as part of ‘A Call to Action’ 
to support local planning for the 2014/15 commissioning intentions as well as for their longer term 
strategic plans. To support this, a specific communications and engagement plan was 
development and implemented. 
 
In summary the plan involved: 
 


· The development of ‘A call to Action’ information packs and feedback forms which 
were widely circulated to community and voluntary sector organisations, partners and 
members of the MY NHS scheme 


· Use of the website to promote ‘A Call to Action’ including the development of an online 
survey 


· Discussions at and feedback from locality group meetings. 
· Preparation and circulation of a discussion pack to patient participation groups. 
· Printed information circulated to GP practices and other outlets. 
· The organisation of a public meeting to discuss key themes and generate feedback. 
· Press releases and supplement in Northern Echo. 


 
Feedback from the above has been collated and developed into a separate report that has been 
used to inform future plans. Information has also been provided to the Area Team. 
 
Public Event: 
 
A public event was held on 13 December 2013 at Spennymoor Town Hall  
 
The public event was promoted to local people and organisations listed on the CCG’s 
stakeholder database.  Information including a flyer was sent to all local stakeholders, 
community, voluntary and partner organisations, including HealthWatch.  Information was also 
sent to all GP practices with a request to place information in surgeries to raise awareness 
amongst patients 
 
 
Advertisements were placed in the Northern Echo, Teesdale Mercury, Advertiser Series and on 
the CCG’s own website. Press releases were issued. 
 
The event was in a conference style.  Presentations took place at the start of the event followed 
by round table discussions regarding CCG priority issues: 
 


· Preventing people from dying prematurely 
· Enhancing quality of life for people with long-term conditions 
· Helping people recover from ill health following injury 
· Ensuring that people have a positive experience of care 
· Frail elderly / urgent care 
· Outpatients and treatments in hospital/monitoring in GP practice 
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There were 21 attendees at the event at Spennymoor Town Hall.  Those present included an 
MP, representatives of patient reference groups, council representatives, representatives of local 
charities and community organisations. 
 
A full report of all the feedback received under each of the above headings has been produced. 
 
Locality Patient Reference Group Events: 
 
Throughout January each of the locality PRGs hosted a Call to Action presentation and 
discussion. A Director and Project Manager was in attendance supported by NECS staff. The 
presentation was the same as the DDES public event, but the feedback was more specific and 
included Primary Care development. 
 
Stakeholder Engagement – Health Networks: 
 
A review of stakeholder engagement across the CCG took place following the position paper 
agreed by the Governing Body/Sub Committee in October 2012.  This review recommended that 
a partnership with the 3 Health Networks that already operated across the 3 localities should be 
explored.  This was with a view to the Health Network in each locality functioning and developing 
as the CCG locality stakeholder group, particularly focusing on community and voluntary 
organisations and hard to reach and minority groups. 
 
Following several meetings to identify areas of mutual benefit, a Memorandum of Understanding 
was agreed with each umbrella organisation and these were signed and publicised in October 
2013 (See Appendix 2).  Since then the CCG has involved Health Networks in a Call to Action 
and is covering planning and the Better Care Fund in its March 2014 meetings. 
 
The Health Network Chairs also worked with the CCG on a Mental Health and Wellbeing 
Innovation Fund that was launched in December and has seen £136k funding directed at grass-
roots voluntary and community organisations for innovative projects aimed at the elderly, 
vulnerable and hard to reach groups. 
 
The CCG lay member for engagement and involvement visits, and develops links and 
relationships with, voluntary sector groups across its localities. For example, he is about to visit a 
local autism group. In addition, in a private capacity, the lay member for engagement and 
involvement also writes a weekly column in the Peterlee Star. 
 
 
 
 
Ambulance Patient Reference Group: 
 
The Ambulance Patient Reference Group was set up in March 2013 and, building on the success 
of the Dales Ambulance Group, brings patient representatives from all DDES localities together 
to consider the service across DDES and inform future commissioning intentions. 
 
Governing Body Meetings: 
 
The DDES CCG Governing Body has met on 6 occasions in public during 2013/14, twice in each 
locality. On each occasion the Governing Body has showcased an item of specific interest to the 
public e.g. young carers, Spennymoor Youth Forum, and the social prescribing pilot.   
 
 
4. Knowledge and skills 
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The following have a specific responsibility for involvement and engagement within DDES CCG, 
specifically in relation to its effectiveness and continued evaluation and development: 


 
· Lay Chair 
· Lay Member for PPE 
· Director of Primary Care Development and Engagement 
· Director of Nursing 
· NECS Senior Involvement Officer 
· Wider NECS Communications and Engagement Team 
· Corporate Team 


However, all DDES staff and member practices are also committed to effective involvement and 
engagement and to further development within DDES CCG to achieve this. 
 
 
5. Tools and techniques  
 
DDES CCG has developed a full range of engagement tools with NECS and Experience Led 
Commissioning (ELC). Engagement tools include a patient, carer and public engagement toolkit, 
engagement plans, project outline forms and engagement checklists. 
 
ELC is an innovative approach to creating person-centred care and commissioning. ELC can 
help the CCG to become more person centred in the way it manages health businesses and care 
systems. 
 
DDES CCG believes that ELC can make a big difference to the way we do things in the NHS. 
ELC is already changing the conversations commissioners have with local people, the 
conversations they have with providers and the conversations around the commissioning table. 
 
ELC is also changing the way providers design services and talk to their customers and the NHS. 
It is helping to support a move towards a world where people's experience of care matters 
deeply, and CCGs can all walk in the shoes of the people who use our services more easily. 
 
 
 
 
6.    Conclusions 
 
A great deal of work and development has taken place across DDES CCG since its initial 
establishment and subsequent authorisation as a statutory commissioning organisation. As can 
be seen from the above examples of involvement and engagement, local people, voluntary and 
community organisations are regularly and systematically involved and engaged in the work of 
DDES CCG, and have a central role in identifying health priorities and commissioning local 
health services. 
 
However, there have been many changes over this period and, coming into 2014/15, there is 
now the opportunity to further develop, and maximise the potential of, involvement and 
engagement of local people within DDES CCG localities. 
 
 
7.    Recommendations 
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Having considered the current position within DDES CCG in relation to patient, carer and public 
engagement and involvement, this paper makes the following recommendations: 
 


1. To refresh and further develop the existing DDES communications and engagement 
strategy for 2014-2016 for submission to the May Governing Body. The formation of an 
engagement and involvement strategy group to take this work forward. 


2. To further develop direct involvement of local people and communities in DDES CCG 
activities. This could include, for example, new initiatives to engage and involve people 
currently registered with MY NHS, and to establish regular public events to develop 
relationships with local communities and engage them in on-going dialogues eg. Frances 


3. Work to further develop the engagement and involvement of “hard to reach” groups in the 
DDES CCG localities eg our work through the Health Networks 


These recommendations will ensure that DDES CCG continues to effectively meet the needs of 
its populations, offer value for money and continue to commission high quality services. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







                       
 


 
 
 


 
Appendix 1 – Progress Against Development Objectives 


 
 


PRG/patient group development objectives January 
2013 


Progress made to 28 February 2014  


Conduct audit of all practice groups to ascertain current 
level of activity. Encourage GPs to establish them where 
they currently do not exist. 


Patient Reference Group (PRG) members have been proactive 
in this. 
GPs encouraged to have active groups in some locality clinical 
group meetings.  Majority of practices in each locality have 
active patient groups and are represented on PRG – still work 
to do here. 


 
 
AP 


PRG members/lay members to visit newly 
established/re-established practice groups to explain 
new structure and aims of DDES. 


Most practice groups have representation on PRG – they feed 
back to practice group members.  PRGs publicised at public 
events and on our website. 


 


Ensure representation from PRGs on clinical groups in 
all localities. 


Representation in all 3 locality groups as full members.  


Encourage the involvement of patient group and PRG 
members in pathway groups and organisations dealing 
with specific conditions.  


Involvement continues where already established and some 
new groups established. 
We need an up to date register of who represents patient views 
on each group and arrange mechanisms for feedback to all 3 
PRGs.  
Ambulance PRG established across DDES – building on the 
success of the Dales ambulance group. 


 
 
AP 


Ensure administrative support following reorganisation 
of NECS.  This could either be from the localities or 
provided by members themselves (although they will 
require support). 
 
 


Need for admin support accepted by EC and localities.  Must 
ensure that this continues in the new structure.  


AP 
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Establish feedback to and from CCG Governing 
Body/Executive, and establish a regular cycle of 
meetings between chairs of PRGs and the GB lay 
members. 


Director engagement portfolio holder fed into EC from April 13.  
GB lay member link to localities in place for 18 months and 
working well. 
3 monthly PRG chairs/lay members meetings since Jan 13 and 
now attended by Director for Engagement. 


 


Establish a development programme for patient 
group/PRG members.   


Development programme considered by PRG chairs and 
picked up where appropriate 


 


Arrange opportunities for interaction between 
representatives from the three localities.  This could 
happen at DDES-wide engagement events (such as 
commissioning intentions or at development events. 


Opportunities at DDES wide engagement events e.g. Francis 
and Call to Action.  Planned joint PRG meeting didn’t take 
place but we need to consider for 2014/15 as the groups would 
value this.  To discuss at next PRG Chair meeting on 24 
March.  Locality PRGs and practice groups involved in primary 
care call to action, commissioning intentions and PC strategy.  


AP 


Consider training/development for chairs and vice chairs 
on effective organisation of meetings. 


Organisation handled by CCG administration – experienced 
chairs elected by the groups and chairs working well. 


 


Development for practices (at time outs?) on effective 
involvement. 


This hasn’t taken place – although as most practices have 
practice groups this might not now be necessary and practice 
groups have provider, rather than commissioner, focus. This 
was encouraged by a National DES. Now encouraging 
involvement of practice manager group representatives on 
PRGs (Dales), which should help to ensure that practices 
involve patients and carers effectively. 


 


Encourage members to join Healthwatch/LINk, so there 
is effective communication at grassroots level. 


Healthwatch has taken some time to establish – HW board 
members are represented on Durham Dales and Sedgefield 
PRGs.  Lay PPE member liaising with HW chair.  More to do 
on this in 2014/15 - need to establish a clear mechanism for 
HealthWatch concerns/ suggestions to be shared with us. 


AP 


Volunteer expenses reimbursement – PRG members 
who attend PRG and other PRG related meetings 
should receive reimbursement of expenses that they 
have to incur.  Each PRG has agreed consistent Terms 
of Reference that provide for a payment of £50 a year 
lump sum to cover printing costs for papers that are 


From August 2013 approved an expense reimbursement policy 
for patient carer and public involvement in engagement activity.  
Now adopted CCG wide and ensures that volunteers are not 
out of pocket as a result of their input into the CCG.  This was 
originally developed by the NECS engagement team and the 
DDES final approved policy was shared with them. 
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received electronically.  In addition reimbursement of 
necessary travelling expenses are provided for; at actual 
costs incurred or 40p per mile for car travel costs.  This 
already happens in Durham Dales and reimbursement 
needs to be implemented in the other two localities.  The 
CCG Remuneration and Terms of Service Committee 
are considering how this should be handled consistently 
across the CCG. 


 
 


Stakeholder development objectives January 2013 Progress made to 28 February 2014  
Establish a stakeholder group in each locality to focus 
on locality specific issues.  Each group to have a clear 
purpose and position within the overall DDES 
approach to commissioning intention development and 
overall PPE approach.   
 


Health Networks re-defined consistently in each locality and 
Memoranda of Understanding signed and publicised in October 13 
with each Chair (see attached).  Act as umbrella organisations for 
locality voluntary and community organisations and provide access 
to and from hard to reach groups.  CCG supports themed quarterly 
meetings to ensure two way feedback and VCS involvement.  HN 
groups involved in Call to Action, commissioning intentions and 
planning.  Mental Health & Wellbeing Innovation Grant funded for 
innovative grassroots VCS projects, publicised and supported by 
HNs.  Total 136k awarded 2013/14. 


 


Need to agree with DCC/AAPs on the local NHS 
representation on their AAP boards which meet 
monthly, bi-monthly or quarterly.  DDES should be 
involved in the “Health Express” initiative. 
 


DDES health economy representative on each of our 9 AAP 
Boards since May 2013.  Close liaison with AAPs at locality level 
and with finance team for non-recurring project funding e.g. on 
employability. 
No specific involvement on Health Express – in practice taking 
place through DCC PH team.  CCG representatives exercising a 
constructive role in the AAPs 


 


Establish liaison meetings with the housing providers – 
establish common interest areas and how to address 
them. 


Initial meeting held with housing providers – present at AAP and 
HN meetings therefore no need for separate arrangements. 


 


A protocol needs to be established on involvement with 
Healthwatch 


See PPE comment re Healthwatch.  HW Chair member of health & 
wellbeing board so involvement at strategic level, liaison at CCG 


AP 
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level needs development. Initial meeting held on 3rd March 2014. 
DDES needs to monitor how the HWB develops, and 
the need to engage with groups that may develop from 
it 


Overtaken by events.  County Durham planning unit and better 
care fund plans are taking this forward rapidly. 


 


Do we need additional formal engagement with the 
other principal NHS trusts in the DDES area (TEWV, 
CDDFT, NEAS, NTHFT, CHSFT) as part of a DDES 
wide stakeholder group?  Although a DDES wide 
stakeholder group could meet regularly, such as every 
three months, it would probably be more effective to 
hold meetings with specific groups such as housing 
and HealthWatch as and when required. 


Have not identified a need for a DDES wide stakeholder group.  
Partnership with DCC, other CCGs and our major providers 
happens on a day to day basis, particularly at Chief Officer level 
and planning, commissioning, finance level.  The PRG/HN model 
seems to be covering all the grass roots stakeholders.  
Lay GB member for Engagement has talked to various groups and 
visited our partner voluntary sector bodies to establish dialogue 
and listen to their ideas. 
The Director for Engagement is a member of the County Durham 
Partnership Board which encompasses many of the non Health 
Stakeholders. Eg Police, Fire etc 


 


Stakeholders should be invited to DDES wide meetings 
where appropriate. 


This happens as and when appropriate.  


 







                       
 


 
 
 


 
Appendix 2 – Durham Dales Patient Reference Group (PRG) 
                       Terms of Reference Document 
 
 


 


 
 


Durham Dales Patient Reference Group 
Terms of Reference 


 
1. Purpose of the group 
 
The purpose of Durham Dales Patient Reference Group (PRG) is to provide an opportunity 
for patient representatives to influence the design and delivery of health care services in the 
Durham Dales locality and across Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group (DDES CCG) as a whole.  It acts as an advisory body for the Durham 
Dales locality, champions patient views and provides quality assurance that patient, carer 
and public concerns and needs are taken into account when services are planned and 
commissioned. 
 
 
2. Objectives 
 
The objectives of the group are to: 
 
· Champion appropriate and meaningful engagement with patients, carers and members 


of the public throughout the commissioning process. 
 


· Assist the locality in proposing, developing and prioritising commissioning intentions as 
part of the annual commissioning cycle. 


 
· Assess and quality assure planned engagement activity and documentation to ensure 


an inclusive and accessible engagement approach. 
 


· Act as patient champions feeding into practice patient groups from the patient reference 
group and other networks and vice versa. 


 
· Report and discuss areas of concern in regard to patient, carer and public experiences 


of health services and ensure that these are escalated appropriately.  
 


· Develop an understanding of locality specific issues and of the views and needs of the 
local population. 
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· Ensure that patient and public views and experience are reflected in the development of 
DDES wide and locality work and improvement programmes.  


 
 
3.  The role of the group 


 
Members of the group will: 
 
· Share local knowledge, experiences and feedback from other groups and networks 


relevant to discussions. 
 
· Participate in relevant project groups to support commissioning as a ‘critical friend’, 


asking questions, challenging and probing ideas and plans.  This will establish whether 
commissioning is meeting the local population’s needs, is good value and ensure high 
quality services for patients and carers. 


 
· Share local knowledge and expertise to identify potential engagement opportunities, 


avoid duplication of effort and maximise the impact of engagement activity. 
 


· Support the capture of soft intelligence in accordance with the DDES CCG protocol. 


 
4. Membership 
 
· Representative/representatives from each of the practice patient groups within the 


Durham Dales locality area as core members with one vote on behalf of each practice. 
 


· Any resident, patient or carer from the locality area who wishes to attend on a regular 
basis may join the group but will not have a vote unless they are the practice 
representative. 


 
· Members are expected to attend on a regular basis and a member will be treated as 


having resigned from the group where they have been absent from 3 consecutive 
meetings without sending apologies. 
 
 


5. Accountability and leadership 
 
· The patient reference group has a two-way accountability: through a PRG member 


elected by the group to the locality clinical group, and through the appointed linked lay 
CCG governing body member, to the CCG governing body in respect of patient, carer 
and public engagement/involvement.   
 


· The process for election of the representative on the locality clinical group will be 
agreed by the group and the appointment will be for 12 months with re-appointment 
available on re-election subject to a 3 year maximum period in the role. The elected 
clinical group representative and deputy will feedback to and from the locality clinical 
group at each monthly meeting. 


 
 
 
 
· Two members of the group will be the chair and deputy chair.  These roles require 


nomination from the PRG members.  Where appropriate, appointment to these roles will 
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involve an election process by private ballot.  Appointment will be for 12 months and 
with the majority agreement of the group the chair/deputy chair can be reappointed for 
another 12 months subject to a 3 year maximum period in the role.  If the chair/deputy 
chair resigns within the 12 month period nominations will be invited from PRG members 
to fill the position. 


· The link Governing Body lay member is not eligible to be nominated as chair/deputy 
chair of the PRG. 


 
 
6. Meetings 
 
· Meetings will normally be held on a monthly basis; specific timings to be agreed by the 


PRG members and the locality team. 
 


· Action notes of meetings will be taken and reviewed at each meeting. 
 
· Agenda and papers to be circulated at least 5 working days in advance. 


 
· Agendas and action notes to be shared with the other 2 PRG chairs in DDES to ensure 


CCG wide co-ordination and collaboration. 
 
 
7. Support and administration 
 
Administration and other support will be provided by the locality team as agreed.  
 
 
8. Finance 
 
Reimbursement of legitimate expenses incurred and mileage undertaken to attend PRG and 
associated meetings will be made in line with the DDES reimbursement policy. 
 
 
9. Code of Conduct 
 
· No member shall disregard the rule of the chair, wilfully obstruct business, or behave 


irregularly, offensively or improperly. 
 
· Members shall respect the opinions of others and behave in an orderly manner, 


observing the group’s ground rules. 
 
· Members shall recognise that all members of the group have an equal role to play in 


contributing to the work and discussions of the group. 
 
· Members shall attend meetings regularly and be punctual. 
 
· Items discussed in the group which are confidential should be declared and should not 


be discussed by any member outside the group. 
 
 
10. Equality and Diversity 
 
Durham Dales, Easington and Sedgefield (DDES) CCG strives to be at the forefront of issues 
surrounding equality, diversity and human rights and is committed to creating and 
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maintaining a workforce and service environment that values diversity, equality and human 
rights and is focused on quality outcomes for all staff and patients.  The CCG is committed to 
ensuring patients, carers, the public and staff are not discriminated against on the grounds of 
age, disability, gender, race, religious beliefs or sexual orientation.  The PRG is therefore 
committed to ensuring that all services in Durham Dales are accessible and responsive to all 
of our residents and that there is no discrimination in the way in which the PRG operates. 
 
 
11 Declarations of interest and recording of specific health interests 
 
As a body representing the public, all members will be expected to abide by the Nolan 
Principles.  All members of the group shall be required to record their involvement in 
healthcare and other related interests in a register of members’ interests and to declare at 
each meeting any interest which may conflict with matters being discussed.  For the 
avoidance of doubt, an interest is a connection, direct or indirect, financial or non-financial 
with another body or organisation such as it may be presumed to influence the behaviours 
and opinions of an individual. 
 
In addition, the group will keep a record of areas of healthcare where individual group 
members wish to offer their experience and/or expertise by being involved in relevant project 
work etc.  This record will be reviewed annually by the group. 
 
 
12 Review of terms of reference 
 
These terms of reference will be reviewed annually by Durham Dales PRG. 


 
 


 







                       
 


 
 
 


 
         Appendix 3 – DDES CCG Representation at Area Action Partnerships (AAPs) 
 


AREA ACTION PARTNERSHIP CONTACTS DDES CCG 
  
  
  


CCG Aligned 
Staff Contact email Contact Tel 


4 Together 
AAP 
(Southern) 
Durham 
County 
Council, 
3-5 Haig 
Terrace, 
Ferryhill. 
DL17 8NR 


Lee Copeland Princip
al AAP 
Co-
ordinat
or 


Lee.Copeland@durham.gov.uk 03000 
267210  


07818 
510369 


David Taylor-
Gooby 


david.taylor-
gooby@nhs.net 


0191 
3713221 


Weardale 
AAP 
(Southern) 
Unit B7, 
Durham 
Dales 
Centre, 
Castle 
Gardens, 
Stanhope. 
DL13 2FJ 


Angelina 
Maddison 


Co-
ordinat
or 


angelina.maddison@durham.go
v.uk 


03000 268666 07818 510 
362 


David Taylor-
Gooby 


david.taylor-
gooby@nhs.net 


0191 
3713221 
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Bishop 
Auckland 
and 
Shildon 
AAP 
(Southern) 
Old Bank 
Chambers,  
45 Market 
Place,  
Bishop 
Auckland. 
DL14 7NP 


Andrew Walker Co-
ordinat
or 


a.p.walker@durham.gov.uk 03000 268075 7789943895 Gillian Findley gillian.findley@nhs.net 1913713214 


3 Towns 
AAP 
(Southern) 
Civic 
Centre,  
Crook.DL15 
9ES 


Sandy Denney Co-
ordinat
or 


sandy.denney@durham.gov.uk 03000 267 538 07753 779 
975 


Gail Patterson gpatterson@nhs.net 01388 
660995 


Great 
Aycliffe 
and 
Middridge 
AAP 
(Southern) 
Pioneering 
Care 
Centre 
Cobblers 
Hall, Carers 
Way, 
Newton 
Aycliffe. 
DL5 4SF 
 
 
 


Brian Riley Co-
ordinat
or 


brian.riley@durham.gov.uk 03000 267 210 07818 510 
371 


Mike Taylor mike.taylor@nhs.net 0191 
3713221 
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Teesdale 
AAP 
(Southern) 
Teesdale 
House, 43 
Galgate, 
Barnard 
Castle, 
DL12 8EL 


Craig Morgan Co-
ordinat
or 


craig.morgan@durham.gov.uk 


03000 260 817 07818 510 
372 


Annie Dolphin annie.dolphin@nhs.net 0191 
3713221 


East 
Durham 
AAP 
(Eastern) 
Unit 8,  
Spectrum 
Business 
Park 
Seaham. 
SR7 7TT 


Shealagh 
Pearce? 


Princip
al AAP 
Co-
ordinat
or 


shealagh.pearce@durham.gov.
uk 


03000 262 054 07818 510 
374 


Keith Tallintire k.tallintire@nhs.net 0191 
3713221 


East 
Durham 
Rural 
Corridor 
AAP 
(Eastern) 
Base- 15A 
Church 
Road, 
Trimdon 
Village, 
TS29 6PY 
but post to 
ACE, 
County 
Hall, 
Durham 
DH1 5UF 
 


Shealagh Pearce Princip
al AAP 
Co-
ordinat
or 


shealagh.pearce@durham.gov.
uk 


03000 262 054 07818 510 
374 


Joseph Chandy josephchandy.ddes.nhs.
net 


7717791140 
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Spennymo
or AAP 
(Eastern) 
Council 
Offices,  
Green 
Lane, 
Spennymoo
r, DL16 6JQ  


Michael Wilkes Co-
ordinat
or 


michael.wilkes@durham.gov.uk 03000 261 
135   


07818 510 
367 


Ian Cummings rcummings1@nhs.net 01388 
825609 


 
 
 
 








NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 
 
 


SERVICE TRANSFORMATION 
PHASE 1 EVALUATION FRAMEWORK 


OVERSIGHT GROUP DASHBOARD – JANUARY 2014 
 
 
 
INTRODUCTION 
 
The framework for reporting on the evaluation of Phase 1 of Service Transformation was 
agreed at the Oversight Group meeting in November 2013. This presents an overview of the 
more detailed range of indicators considered by the Trust’s internal Evaluation Project Sub-
group at its monthly meetings, in order to provide the Overview Group with assurance over 
the impact of the service reconfigurations implemented in October 2013.  
 
The contents of this report are based on the data available on the date of production, and so 
reflect the November, December and where possible January performance.  
 
 
EVALUATION DASHBOARD 
 
The attached dashboard presents a range of indicators in the areas of compliance, 
efficiency, patient and staff outcomes, and finance and workforce. These are drawn from the 
Trust’s corporate dashboard key performance indicators, reflecting those which are relevant 
for the services impacted by the reconfiguration. 
 
In the areas of compliance and efficiency, no significant concerns arise from the indicators, 
and in the area of Health Care Acquired Infections, significant improvement is being 
maintained against the baseline (which reflects the situation last year). Uptake of the 
transport services provided by the Trust is showing a marked month-on-month increase, and 
where additional capacity has been required at times of peak activity, this has been 
provided. 
 
Patient and staff outcomes demonstrate improvements both in the results of the Friends and 
Family Test and the ratings recorded on the NHS Choices website. The apparent 
deterioration in the mortality indicator reflects the lag between performance improvements 
and these being reflected in the indicator. 
 
The total capital cost of the reconfiguration is lower than planned overall, and while there has 
been a slight increase in staff turnover and sickness absence, this was anticipated and the 
Trust is providing ongoing support to the staff affected by the reconfiguration. 
 
 
AD-HOC REPORTS AND EVALUATIONS 
 
Alongside the use of existing or newly defined indicators to reflect the impact of the 
implementation of the Phase 1 service changes, a number of ad-hoc analyses or audits will 
form part of the overall evaluation. This will enable a more rounded assessment of the 
impact on various dimensions not easily captured in routine indicators. 
 
Additional studies may be added during the evaluation, but at present the following are being 
planned: 
 







1. Visitors’ Audit; 
2. Staff feedback; 
3. Transport – utilisation and feedback; 
4. Utilisation of side wards (a series of “snapshots”); 
5. More detailed audit of the implementation and development of the Holdforth Unit; 
6. Additional patient feedback (to complement the Friends and Family test and other 


ongoing feedback opportunities) 
7. Review of patient flows including A&E, EAU, base wards and side wards 


 
At the conclusion of the evaluation period (covering activity up to the end of March 2014), a 
full evaluation report will be produced. 
 
 
 
 
 
 
 
Peter Tindall 
19th February 2014 








NOTES OF THE HEALTH AND WELLBEING BOARD DEVELOPMENT MEETING 
HELD ON 21st JANUARY 2014 


HARDWICK PARK VISITORS CENTRE, SEDGEFIELD 
 


Present: Councillor Lucy Hovvels (LH) (Chair), Dr Stewart Findlay (SF),  Peter Appleton (PA), Andrea Petty (AP), Anna Lynch (AL), John Bedlington (JB),                                  
Councillor Morris Nicholls (MN), Dr Kate Bidwell (KB), Nicola Bailey (NB), Carol Harries (CH), Councillor Ossie Johnson, Tom Hunt (TH), Joseph Chandy (JC), Kevin 
Sample (KS), (Notes) 
  
Also attending to present agenda items: Nick Whitton (NW), Jane Le Sage (JLS) 
 
Item No Subject Discussion and Decision Lead Timescale 


1. Apologies Rachael Shimmin, Martin Barkley, Alan Foster, Dr Mike Guy, Sue Jacques   


2. Actions arising from Health 
& Wellbeing Board held on 
15th November 2013 


PA clarified minutes from the last Health and Wellbeing Board meeting held on Friday 
15th November 2013 would be signed off at the next formal meeting on Wednesday 5th 
March 2014. 


 
PA 


 


 
- 


3. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Better Care Fund 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


NB introduced a report on the Better Care Fund (formerly Integration Transformation 
Fund) outlining arrangements for meeting the requirement to submit an agreed plan for 
County Durham by the deadline of 14th February 2014. 
 
The HWB acknowledged that NHS Provider Trusts had been engaged and involved in 
discussions with CCGs on the content of the Better Care Fund. TH / CH were 
supportive of the BCF plans. 
 
TH requested that the Board note that there would be workforce implications in relation 
to the planned changes required to meet the Better Care Fund plan. 
 
The Health and Wellbeing Board agreed: 
 


· The vision 
· The aims and objectives 
· The five priorities for transformation 
· The seven work programmes and levels of investment 
· The outcomes/metrics 


 
They also agreed to delegate the final technical aspects of the Better Care Fund (BCF) 
plan to the Corporate Director, Children & Adults Services, Durham County Council, 
Chief Clinical Officer, DDES CCG and the Chief Operating Officer, North Durham CCG 
in conjunction with the Chair of the Health and Wellbeing Board. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 







3. Better Care Fund (cont) A further report would be presented to the Health and Wellbeing Board on 5th March 
2014 to ratify the final BCF Plan. The BCF plan will be submitted by the area team to 
NHS England by 14th February. 
 
Actions: Health and Wellbeing Board to ratify the Better Care Fund Plan at the 
next HWB meeting on 5th March. 
 
RS, NB, SF to sign off the additional technical aspects of the BCF plans in 
conjunction with LH by 14th February 2014. 


 
 


 
 


NB /SF 
 
 


RS/NB/SF
/LH 


 
 


 
 


05.03.14 
 
 


14.02.14 


4. 2010 Adult Autism Strategy 
“Fulfilling and Rewarding 
Lives” Evaluating progress – 
follow up from the second 
national self-assessment 
exercise 


A progress report was received in relation to the Autism Strategy Implementation 
including a Draft Action Plan 2014/15. 
 
NW clarified that detailed work was currently underway in several areas. 
 
PA highlighted that actions were now included in the Safe Durham Partnership Plan 
and in the Joint Health and Wellbeing Strategy. 
 
NB asked that further work take place to include specific actions in the Autism action 
plan. 
 
Action: Update report to be presented to the Health and Wellbeing Board in 
November 2014. 


 
 
 
 
 
 
 
 


NW 
 


 
NW 


 
 
 
 
 
 


 
 


- 
 
 


05.11.14 


5. Implications of Special 
Educational Needs and 
Disability Reforms and 
Implementation in Durham 


JLS presented a report to the Health and Wellbeing Board regarding progress being 
made in Durham in respect to reforms for people with special educational needs 
between the ages of 0-25 and to highlight potential issues to ensure smooth 
implementation of the reforms. 
 
Discussion took place in relation to health funding implications arising from the 
legislation. 
 
AL nominated Lynn Wilson as a member of the steering group from Public Health. 
 
The recommendations of the report were supported and the risks noted, and it was 
agreed that a six monthly update report would be presented to the Health and 
Wellbeing Board. 
 
Actions: Lynn Wilson to be added to the membership to the SEND steering 
Group. 
 
A six monthly report in relation to SEND Reforms to be added to the Health and 
Wellbeing Board Forward Plan. 
 


 
 
 
 


 
 
 
 
 
 
 
 
 
 


JLS 
 


 
AP 


 
 
 


 
 
 
 
 
 
 
 
 
 
 


ASAP 
 


 
21.01.13 







6. 
 
 
 
 


Child and Adolescent Mental 
Health Services 
Commissioning Update 
 
 


A report from NB updated the Health and Wellbeing Board on joint commissioned 
Emotional Health and Wellbeing Services. 
 
PA agreed to clarify the specific relationship with children’s mental health.  
 
It was agreed that a review into the governance arrangements in relation to CAMHS 
led by North of England Commissioning Support will be complete by 31st March 2014.  
 
It was agreed that this report would be presented to a future meeting of the Children 
and Families Partnership. 
 
AL requested that Catherine Richardson, Public Health Portfolio Lead, be linked to this 
work to ensure a uniformed and targeted approach. 
 
A report is to be scheduled in relation to Improving Access to Psychological 
Therapies. 
 
Actions: PA agreed to clarify the specific relationship with children’s mental 
health.  
 
A report is to be scheduled in relation to Improving Access to Psychological 
Therapies 
 
CAMHS Commissioning Update to be added to the Children and Families 
Partnership Work Programme. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


PA 
 
 


NB/SF 
 
 


AP 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


TBC 
 
 


TBC 
 
 


ASAP 


7. Joint Strategic Needs 
Assessment (JSNA) Key 
Messages, the Refresh of 
Joint Health and Wellbeing 
Strategy (JHWS) 2014-17 
and update on the 
Sustainable Community 
Strategy 


A presentation and update report was received from PA & AL on the work currently 
taking place in relation to the Joint Strategic Needs Assessment, the refresh of Joint 
Health and Wellbeing Strategy (JHWS) 2014-17 and an update on the Sustainable 
Community Strategy. 
 
The Council Basket of Indicators were agreed, however further work will take place to 
source Patient Experience of Community Mental Health Services data from TEWV. 
 
The Health and Wellbeing Board agreed to receive the JSNA Key Messages. 
 
Action: Report to be presented at the next Health and Wellbeing Board in relation 
to agreement of the Joint Health and Wellbeing Strategy. 


 
 
 


 
 
 
 


 
 
 


PA/AL 


 
 
 
 
 
 


 
 
 
 


05.03.14 
 







 


 


8. 
 
 
 
 
 
 
 


North Durham CCG 
(NDCCG) and Durham Dales, 
Easington and Sedgefield 
CCG (DDESCCG) Planning 
progress update and draft 
commissioning intentions 
for 2014-16 
North Durham CCG 
(NDCCG) and Durham Dales, 
Easington and Sedgefield 
CCG (DDESCCG) Planning 
progress update and draft 
commissioning intentions 
for 2014-16 (cont) 


A joint report was presented by SF and NB sharing high level draft commissioning 
intentions and the progress in regard to the CCG Planning Process. 
 
Further work will take place to align the commissioning intentions to the Joint Health 
and Wellbeing Strategy and Better Care Fund. 
 
 
In order to meet a deadline of 14th February the Health and Wellbeing Board agreed to 
the report’s recommendation that SF, NB and Rachael Shimmin be delegated to sign 
off the draft CCG plans as well as select the local premium indicator 2014/15 and sign 
off trajectories for indicators in conjunction with the Chair of the Health and Wellbeing 
Board. 
 
Action: A further report will be presented to the HWB in March 2014. 


 
 
 
 
 
 
 
 


 
 


 
 


 
NB / SF 


 
 
 


 
 
 
 
 
 
 


 
 
 


05.03.14 
9. 
 
 
 


Area Action Partnership 
Overview Report 


PA highlighted the work of Area Action Partnerships (AAPs) to support the objectives 
of the Health and Wellbeing Board across County Durham. 
 
The Health and Wellbeing Board was supportive of the work being undertaken by 
AAPs.  
 
A meeting will be held with Local Authority, AAP and CCG colleagues to look at 
aligning AAP spend to health projects. 
 
Action: PA to convene meeting. 


 
 
 
 
 
 
 
 
 


PA 


 
 
 
 
 
 
 
 
 


07.02.14 
10. Update from Healthwatch 


County Durham 
A report was presented from JB outlining Healthwatch County Durham’s progress and 
activities during Quarter 2 – July – September 2013. JB will circulate the Quarter 3 
report. 
 
It was agreed that Healthwatch County Durham updates would be provided to Elected 
Members. The Board requested Healthwatch County Durham to provide more detailed 
analysis of qualitative information and outcomes at future meetings.  
 
Action: AP to circulate Healthwatch County Durham’s Quarter 3 report to Health 
and Wellbeing Board members. 


 
 


 
 
 
 


 
 


AP 


 
 
 
 
 
 
 


 
with minutes 


11. Any Other Business It was agreed that a photo of the Health and Wellbeing Board would be taken at the 
next meeting. 
 
Action: AP to arrange photograph. 


 
 
 


AP 


 
 
 


05.03.14 
12. Date and time of next 


meeting 
Wednesday 5th March – Crook Civic Centre – 9am   







Actions arising from the Health and Wellbeing Board 21st January 2014 Lead Timescale 
Health and Wellbeing Board to ratify the Better Care Fund Plan at the next HWB meeting on 5th March 
 
RS, NB, SF to sign off the additional technical aspects of the BCF plans in conjunction with LH by 14th February 2014 
 
An Autism update report to be presented to the Health and Wellbeing Board in November 2014 
 
Lynn Wilson to be added to the membership to the SEND steering Group 
 
A six monthly report in relation to SEND Reforms to be added to the Health and Wellbeing Board Forward Plan 
 
PA agreed to clarify the specific relationship with children’s mental health.  
 
A report is to be scheduled in relation to Improving Access to Psychological Therapies 
 
CAMHS Commissioning Update to be added to the Children and Families Partnership Work Programme 
 
Report to be presented at the next Health and Wellbeing Board in relation to agreement of the Joint Health and 
Wellbeing Strategy 
 
A further report on CCG commissioning intentions and planning process will be presented to the HWB in March 2014. 
 
PA to convene meeting to look at aligning AAP spend to health projects 
 
AP to circulate Healthwatch County Durham’s Quarter 3 report to Health and Wellbeing Board members 
 
AP to arrange for a photograph of the Health and Wellbeing Board to be taken at the next meeting 


NB /SF 
 


RS/NB/SF/LH 
 


NW 
 


JLS 
 


AP 
 


PA 
 


NB/SF 
 


AP 
 


PA / AL 
 
 


NB / SF 
 


PA 
 


AP 
 


AP 


05.03.14 
 


14.02.14 
 


05.11.14 
 


ASAP 
 


21.01.14 
 


TBC 
 


TBC 
 


ASAP 
 


05.03.14 
 
 


05.03.14 
 


07.02.14 
 


with minutes 
 


05.03.14 
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		Present: Councillor Lucy Hovvels (LH) (Chair), Dr Stewart Findlay (SF),  Peter Appleton (PA), Andrea Petty (AP), Anna Lynch (AL), John Bedlington (JB),                                  Councillor Morris Nicholls (MN), Dr Kate Bidwell (KB), Nicola Bail...






Governing Body declaration of interest as at February 2014  
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.


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement Partner Shinwell Medical Group/elected general practice lead 
Easington


Will declare interest in specific instances as 
appropriate and not participate in discussion or 


decision making.


Practice has submitted an outline business case for premises 
extension.


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement Peterlee Health Centre Not take part in decisions around capital funds 
prioritisation or premises process approvals


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement  Partner Wheatley Hill Practice Not take part in decisions around capital funds 
prioritisation or premises process approvals Assisting the GP partners in their new premises development


Joseph Chandy 04/02/2013 Director of Primary Care Development & Engagement
Senior partner at Shinwell Medical Group is a provider of specialist 


care at Barchester Hawthorns until 31 March 2014 under a CCG 
contract.


No involvment in any commissioning/new 
procurement discussions regarding this 


decommissioned contract.


Joseph Chandy 22/11/2011 Director of Primary Care Development & Engagement Related to the senior partner, Shinwell Medical Group, the senior 
partner is amember of South Easington Social Enterprise


Joseph will not participate in any related 
procurement panels.


Easington South Social Enterprise is a not for profit organisation 
providing services in the community







Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


Joseph Chandy 12/02/2013 Director of Primary Care Development & Engagement Trustee Dr Joseph Chandy Charitable Trust
No part in CCG  discussion/ decision-making  


regarding any funding to the voluntary sector that 
would advantage this charity. 


The trust is involved in an asset transfer of Roseby Road, 
Horden.  This involves the local authority and CDDFT health 


improvement team.


Joseph Chandy 06/03/2013 Director of Primary Care Development & Engagement Carodoc Practice, Wingate, Assisting Dr P. Fairlamb Practice with 
restructing. 


JC not to be involved during this period in any 
commissioning discssions regarding out 


sourcing CCG HR support.
HR support for practice is provided by CDDFT HR Team


Joseph Chandy 16/04/2013 Director of Primary Care Development & Engagement Carodoc Practice, Wingate, Partner.  
Will declare interest in specific instances as 


appropriate and not participate in discussion or 
decision making.


Partner in practice from April 2013


Joseph Chandy 06/03/2013 Director of Primary Care Development & Engagement Shinwell Medical Centre, in respect of the Big Project funding Will not be involved in any commissioning 
discussions in relation to this item


Helen Moore 14/08/2012 Elected GP lead Sedgefield Vice Chair Sedgefield Locality Commissioning Group & GP Ferryhill


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Helen Moore 24/04/2012 Elected GP lead Sedgefield GP with a Special Interest in Vasectomy and Dermatology


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Helen Moore 09/04/2013 Elected GP lead Sedgefield GP with a special interest in skin surgery and teledermatology 


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Stephen Muscat 14/08/2012 Elected GP lead Easington GP in medical group and member of the BMA.


When provision of services in these particular 
areas are being discussed Stephen will alert 


everyone to his involvement and if necessary will 
withdraw from the discussinos or decision 


making process on procurement.  


Stephen Muscat 06/03/2013 Elected GP lead Easington Shinwell Medical Centre, in respect of the Big Project Funding Will not be involved in any commissioning 
discussions in relation to this item


John Maguire 14/08/2012 Sessional GP Clinical lead for urgent care clinical governance and NHS 111 
employee of NHSCDD


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


John Maguire 14/08/2012 Sessional GP Salaried GP in Bishop Auckland urgent care as an employee of CDDFT


When provision of services in these particular 
areas are being discussed Helen will alert 


everyone to her involvement and if necessary 
will withdraw from the discussinos or decision 


making process on procurement.  


Mike Taylor 14/08/2012 Chief Finance and Operating Officer Sister in law employed at CDDFT as matron/clinical service manager 
for unscheduled care


Will declare interest when appropriate and 
withdraw from discussion and with agreement 


withdraw from discussion and decision-making. 
No discussion of related issues outside work


Gill Findley 30/04/2013 Director of Nursing/Nurse Advisor School Governor for South Stanley Junior School Will not take part in any discussions that may 
effect the school


Gill Findley 30/04/2013 Director of Nursing/Nurse Advisor Company Secretary for Magnitas Ltd..  Owned and run by Mr I. Findley
Will declare an interest in any relevant 


discussions.  Magnitas does not  offer health 
related service


Magnitas Ltd. Is an environmental management consultancy 
company 


Gill Findley 17/12/2013 Director of Nursing/Nurse Advisor Related through marriage to the McCardle Family from McCardle Care 
Homes


Will declare interest when appropriate and 
withdraw from discussion and with agreement 


withdraw from discussion and decision-making. 
No discussion of related issues outside work







Name Date Position/Role Potential or actual areas where interest could occur Action taken to mitigate risk Comments 


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


Mark Pickering 30/11/2011 Head of Finance & Performance - non voting
Foundation Trust Member for CDDFT NHS FT


Will declare interest in specific instances as 
appropriate and will not take part in any relevant 


decisions


Anna Lynch 22/11/2011 updated 17/04/13 Director of Public Health County Durham, Durham County 
Council - 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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11th March 2014 
 Item No: GB/14/214 


 
GOVERNING BODY  


 
Report Title  Finance Update – Month 10 2013/14 
Author and Job 
Title  


Mark Pickering, Interim Chief Finance Officer 


Sponsor Director Mark Pickering, Interim Chief Finance Officer 
Date 14/03/14 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


This paper provides the Group with an update regarding the financial 
position of Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group as at the end of January2014. 
 
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 £4,574k, and a forecast 
surplus of £5,489k. 


· The pressure areas from previous months continue, in particular 
independent sector acute healthcare costs, continuing healthcare 
and prescribing costs. 


· NHS Acute healthcare contracts continue to show overspends for 
providers in South Tees and Newcastle.  Analysis has shown that 
drugs and devices and intensive care unit usage are contributory 
factors. 


· Prescribing remains extremely volatile.  Although the prescribing 
position shows an improvement from last month’s report, latest 
intelligence available since production of these reports indicates a 
worsening position. Work is ongoing to agree recharges with local 
authority which will mitigate part of this financial pressure. 


· The charges for the year from NHS Property Services have now 
been confirmed, which are lower than financial plan.  This is a non-
recurring benefit for the CCG and will be included within current 
year plans to deliver financial outturn. 


· QIPP delivery of £3,957k to date exceeds the annual target of 
£3,557k. 
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Approval route 
 


· Executive Committee – 18th February 2014 
· Sedgefield Locality Executive Committee – 19th February 2014 
· Easington Commissioning Board – 20th February 2014 
· Durham Dales Clinical Group – 27th February 2014 
· Commissioning, Quality & Performance – 28th February 2014 


 
  
Supporting 
documentation / 
Appendices 
 


· Finance report as at 31st January 2014 
 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The Governing Body  is asked to: 
· Note the financial position of the CCG as at 31st January 2014. 
 


 
  
 








 


 
 


 DURHAM DALES CLINICAL GROUP 
Thursday 23 January 2014, 13.40 – 17.00 


Boardroom, Bishopgate Medical Centre, 178 Newgate Street, Bishop 
Auckland DL14 7EJ 


 
CONFIRMED MINUTES 


 


 


Present Role Organisation 
David Robertson (DR) 
(Chair) 


GP Lead Barnard Castle Surgery 


Lynne Carter (minutes)  
(LC) 


Locality Administrator Co-ordinator Durham Dales Locality, DDES CCG 


Nari Pindolia GP Station View Medical Centre 
Catherine Harrison (CH) GP – Prescribing Lead Auckland Medical Group 
Ian Waldin (IW) GP Lead Gainford Surgery 
Jenna Spencer (JS) GP Bishopgate Medical Practice & Evenwood 


Surgery 
David Catterick (DC) GP Lead North House Surgery 
Dilys Waller (DW) GP Lead Woodview Surgery 
Jonathan Nainby-Luxmoore 
(JNL) 


GP Lead Old Forge Surgery 


Margaret Taube-Brown 
(MTB) 


Practice Manager Barnard Castle Surgery 


Julia Steele (JS) Practice Manager Willington Medical Practice 
Nicola Finch (NF) Practice Manager Gainford Surgery 
Susan Atkinson (SA) Practice Manager Auckland Medical Group 
Jane Dickson (JD) Practice Manager Old Forge Surgery 
Vicky Watson (VW) Practice Manager & Locality Lead Weardale Practice 
Philip Jackson (PJ) Practice Manager Bishopgate Medical Practice 
Anne Beattie (AB) Assistant Practice Manager Bishopgate Medical Practice 
Lynn Fleming (LF) Practice Manager Station View Medical Centre 
Esther Mireku (EM) Public Health Lead Durham County Council 
Sandra Parrett (SP) Patient Representative Durham Dales PRG 
Cliff Allison (CA)  Patient Representative Durham Dales PRG 
Gail Patterson (GP) Project Lead, Clinical Commissioning Durham Dales Locality, DDES CCG 
Matt Hackett (MH) GP Weardale Practice 
April Futter (AF) Practice Manager Woodview Surgery 
Frances Hindley (FH) Practice Manager Pinfold Medical Practice 
Richard Pickworth (RP) GP Pinfold Medical  
Joseph Chandy (JC) Director DDES CCG 
Apologies   
Mark Pickering (MP) Head of Finance & Performance DDES CCG 
Mark Booth (MB) Finance Manager & Corporate Locality 


Support 
DDES CCG 


Stewart Findlay (SMF) Chief Clinical Officer DDES CCG 
Gareth Chin (GC) GP Lead Willington Medical Practice 
Denise Simpson (DS) Practice Manager North House Surgery 
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Item No 
 


 Action 


 Thanks were given to James Armstrong and Andrew Riley of Bristol-Myers 
Squibb Pharmaceuticals Ltd for kindly providing and sponsoring lunch for 
today’s meeting. 
 
Information from their presentation will be uploaded to GPTeamNet. 
 


 


1 Patient Transport Services - Claire Mills, NEAS 
 
Claire Mills was unable to attend. This item will be deferred to the February 
meeting. 
 


 
 
 


2 Apologies for Absence: Denise Simpson, Mark Booth, Mark Pickering, 
Gareth Chin, Stewart Findlay 
 


 


3 Declarations of Interest 
 
There were no declarations of interest. 
 


 
 


4 Minutes of the meeting held on 12 December 2013 
 
The minutes from the meeting on Thursday 28 November 2013, were 
agreed as a true and accurate record. 
 


 
 


5 Matters arising from the meeting held on 12 December 2013 
 
DR advised the group that Satinder had now been presented with her 
leaving gifts. Satinder had emailed the group to express her gratitude. 
 
PJ introduced Jenner Spencer to the group.  Jenna has taken over from Sue 
Benstead at the GP representative for Bishopgate and Evenwood practices.  
The group welcomed Jenna. 
 


 


6 Review of Action Log 
 


· ANP – VW informed the group that a letter had been sent expressing 
concerns. This service is currently out for procurement, however no 
one has been appointed for Durham Dales.  Discussions are ongoing 
with Sarah Burns on how we take this forward.  This needs to be 
sorted fairly quickly.  The data is there, but it’s not how we would like 
it to be. The new service needs to be in place by 1 April. 
 


· Intermediate Care – JC confirmed that a presentation on this will 
given at the February collaborative time out.  It was reported that 
single point of access will go live at the end of February.   


 
· Community Diabetes – a copy of the letter from Stewart to the FT 


was circulated to the group. This issue needs to be addressed so that 
there is not a repeat of the situation that happened in November. The 
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letter outlines the proposal for the future. The group was assured that 
the week the service is not provided, that practices would still get that 
resource, which was assured by the service manager.  NF explained 
that they had tried to arrange this, however they wanted to move the 
clinic to a different day, so this clinic has still not taken place. 
 Action: GP confirmed that she would let Gill Smith know.   
 
As the new service will not be in place for 1 April, the group was 
asked if they wanted to extend the current provision or go back to the 
process they were following before the service i.e. referring patients 
back to secondary care? DW thought that specialist advice was 
needed on this. It needs to be made clear what we want from a future 
service.  It was agreed that Consultant advice has been very useful, 
in the form or Dr Paul Peter, however some practices preferred DSN 
nurse input. 
 
Concerns were raised about practicalities of relying on only one 
consultant input.  Funds are not an issue, it is more a contractual 
issue.  Queries were raised as to how many times this can be 
extended. This is quite a complex issue as there are queries about 
this being part of the block contract. JC confirmed that Easington 
have opted for a DSN pilot and feedback so far has been good.  It 
was agreed that Durham Dales could do something similar.   
Action: VW agreed to discuss this with Sarah Burns.   
 
A consultant component could be built in to the service at a later date. 
Pilot demos have shown that this works but it can’t be rolled in to a 
substantial commissioning intention. 
 


· GPTN – JS advised the group that she is part of the working group, 
and gave an update on the current situation.  Joanne Oliver from 
GPTN is carrying out a lot of work on this at the moment.  They 
understand that this function needs adapting to the needs of the 
CCG. This was discussed as part of the practice manager’s time out 
session yesterday, and some valuable feedback was captured. A 
nominated DDES person will need to look at pathways and policies 
on the system. Joanne’s work is being presented to the executive 
board.  There needs to be some short term resource to support this 
project plan, and consideration needs to be given as to who/what 
support is built into the new structure going forward. It was agreed 
that the product is right, it just needs to be implemented correctly. AF 
informed the group that training will be provided to the GP’s and 
Admin staff at the next time out in April. 


 
The action log was updated in line with comments made. 
 


 
 


 
 
 


GP 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 


VW 


7 Community Nursing Review - Joseph Chandy 
 
The community nursing review has now concluded.  There were two main 
groups of staff affected, district nursing teams and community matrons 
(although JC felt that this should have also included specialist nurses). 
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The review included all CCGs in Co Durham and Darlington. 
 
Some of the findings were: 
 


· Overall GPs and stakeholders are satisfied with the nursing staff that 
they work with 


· Currently there are no clinical outcome measures or key performance 
indicators to evaluate the service 


· There was some uncertainty about the community matron’s role in 
some areas, with some concerns about duplication and overlap 


· Because of the lack of measures it was difficult to assess if we are 
getting value for money 


 
The recommendations from the general report were: 
 


· Current contract should be rolled over for a year to allow time for 
performance measures to be developed pending a tender exercise 


· Undertake a deep dive of the community matron role. 
· Work with provider services to understand the detail of the demand 


and capacity of district nurses and community matrons. 
· Develop outcome focused, key performance indicators so that the 


service can be monitored and evaluated  
· Consider an ethnographic approach to work role analysis of one team 


to identify the potential for skill mix and most effective ways of 
working. 


· Consider new service specification and restructure of service 
according to findings. 


Action: JC agreed to circulate a copy of the grid. 
 
JC reported that they looking to give each locality an indicative budget – by 
locality and by practice. 
 
It was asked if the district nurses were aware of this outcome.  JC confirmed 
that they have been involved in the process but he was unsure as to 
whether they were in receipt of this current information. It has been 
confirmed that this is being rolled over for a year. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
JC 


8 Commissioning Intentions 2014 – TBC 
 
A list of the draft commissioning intentions was distributed to the group 
(available on GPTN here).  It was explained that the CCG is planning these 
for next two years this time, as requested by the local Area Teams.  Work 
has been carried to look at where we are at with current projects. There is 
now work ongoing to look at rationalising these to avoid the other localities 
doing similar things.  Work is being carried out to decide on what projects 
are be rolled over if pilots have been successful, and also where there are 
areas of significant changes. 
Action: The group was asked to review this list and check that nothing 
has been missed. Any suggestions or amendments are to be fed back 
to VW by Friday 31 January, who will pass to these to Sarah Burns and 


 
 
 
 
 
 
 


 
 
 
 


ALL 
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Richard Harrety.   
 
The group were asked to consider: 
 


· if a new service is needed? 
· if it is a matter of being unhappy with current services, could it be a 


contract matter?  
· do other models need rolling out from other areas if they are working? 


 
VW has fed back that patient transport services may need to be added. 
 
CA spoke about commissioning intention number 18, Winterbourne. He 
advised the group that this is being looked at with a deadline of the end of 
February.  Work on this is being carried out by NECS. They are working on 
behalf of the CCG, to tell us what we have to do by certain milestones.  JC 
suggested that CA have a word with Gill Findley, who may share a recent 
paper with him, then he can report back to this meeting.  CA said that work 
is ongoing and he is receiving monthly updates after the collection of the 
data.   
Action: CA will give a verbal update at the next meeting. 
  
A query was raised on commissioning intension number 6 – what does FFT 
stand for and what is the safety thermometer? FFT stands for Friends and 
Family Test.  
Action: VW to obtain clarity on the safety thermometer. 
 
Discussions took place on some of the other commissioning intentions on 
the list. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


CA 
 
 


 
 


VW 


9 Primary Care Strategy/Call to Action - Joseph Chandy  
 
Call to Action 
 
JC explained that Call to Action came out in October.  He asked that 
practices encourage their PRG groups to discuss this. A pack on this went 
out to each Practice Manager in November from NECS. Over Christmas and 
New Year, NECS sent out a proforma to demonstrate what came out of the 
conversations.  Feedback is needed from DDES, this will then be fed back 
up. All practices were asked to feedback by 14 February. 
 
JC updated the group about the event which was held in Spennymoor in 
December.  At the event, the commissioning intentions were shared, and a 
lot of engagement and feedback was achieved.   
 
Prime Ministers Challenge fund – two meetings are planned on this, 
Tuesday 28 January and Thursday 30 January at 6pm.  These are being 
held to consider placing bids as providers. Any bid by practices, need to 
have CCG support.  If unsuccessful via this route, the biff o funding could be 
submitted to the CCG for consideration.  An example would be to look at 
extending access beyond what is currently offered, i.e. seven days a week 
working. CDDFT are also involved.  
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Action: JC to find out how long CDDFT are piloting it for. 
 
Primary Care Strategy 
 
JC advised the group that the locality is writing this, with certain chapters 
being written by individuals.  Joseph described how the emerging strategy 
aligns with Everyone Counts 2 around the  following: 
 
The 6 characteristics are (6cs):   


1. Citizen inclusion and empowerment 
2. Wider Primary Care provided at scale 
3. A modern model of integrated care 
4. Access to the highest quality urgent and emergency care 
5. A step-change in the productivity of elective care 
6. Specialised services concentrated in centres of excellence 


 
The 4 essential elements are:  


1. Unplanned Care 
2. Planned Care & Shared Care 
3. Mental Health 
4. Long Term Conditions, Community and Intermediate Care Prevention 


and Diagnostics 
 
This means: 


· Investing In a General Practice for a modern, patient-centred 
integrated service (Primary Care Integrated Transformation fund) 


· Sustainable care closer to home and out of hospital where 
appropriate (Shared care and planned care transformation) 


· Accessible General Practice with personalisation and continuity of 
care (GP Coordinators and focus on elderly frail, attracting more GPs 
via a Primary care strategy) 


· Reducing inequality improving health focusing on outcomes and best 
evidence (Federated working to allow equal access to services and 
R&I section as per Primary Care strategy) 


Action: JC asked for comments on the above to be sent to LC by 
Thursday 30 January. 
 
JC spoke about the phased approach to supporting federations.  £18,000 is 
available for practices. It was mentioned that federations don’t have to be in 
one group like North Durham.  Bids are invited on how they can look at 
strategy and pathway changes.    
 


 
JC 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 


ALL 


10 IT Update - Joseph Chandy  
 
JC updated the group on the current position on the IT strategy.  This is 
currently being developed, which will allow practices to move to web based 
clinical system. 
 
It was reported that, at the end of migration, 3 practices in Durham Dales will 
remain on EMIS. Overall throughout DDES, 33 practices will be on 


 
 
 
 
 
 
 
 







7 
 


SytstmOne and 8 on EMIS in DDES. 
 
DR and JC informed the group that they had attended a recent meeting on 
this matter, where it was discussed that EMIS and SystmOne are joining 
together,  therefore work is ongoing to look at how data can be shared and 
transferred between the two systems.  A demo is currently unavailable. 
 
Non recurrent funds have been invested for this.  NECS will be contacting 
practices to schedule in dates to those who are moving over to SystmOne. It 
is hoped that by end of next year, all practices will be using a web based 
system. 
Action: JS asked that their information be changed on the IT Update 
(slide 14) to show that they are on EMIS web.  JC asked for JS to send 
him email to request this. 
 


 
 
 
 


 
 
 
 
 
 


 
JS & 
JC 


11 GP Weekend Opening - Joseph Chandy 
 
JC advised and agreement on this had just been reached this morning, 
which will be emailed out. This will state that: 
 
Underperformance – 10% reduction in total allocation for any 
underperformance between 0-9% of the minimum requirement; a 20% 
reduction in total allocation for any underperformance between 10-19% of 
the minimum requirement; and so on. 
 
Over-performance – 5% if practices achieve between 105% and 110% and if 
achievement was over 110% the payment would be capped at 10%.  If the 
practice was 1% to 4% over, they would receive the full funding only. 
 
The group felt the bonus was inappropriate for over-performance and was 
open to manipulation. A discussion on this then took place.  It was confirmed 
that this has gone through governing body, and has been approved. 
 
The group thought that this information should have been shared with 
practices at the beginning of the scheme, and felt that it was unfair to 
change the criteria part way through.  The feeling from a CCG is that hasn’t 
made an impact on winter pressures. JC agreed that there was not a lot of 
time to plan this scheme before it came into effect.   
 
The evidence from the mid point review shows that the impact has been 
very low for A & E avoidance.  
Action: JC agreed to feedback the comments from the group, about 
their concerns that the scheme had been changed half way through. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JC 


12 New Ways of Working Update  - Joseph Chandy  
 
VW reminded everyone of the email that she circulated which contained all 
the new ways of working documents for comment.  It was explained that the 
old structure may not be fit for purpose now; this includes job structure and 
meeting structure. There seems to be lots of duplications in the current 
structures. 10% running cost savings need to be made. 
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The group were told how important it is that member practices feedback 
their comments, as these structures will have an impact on them.   
 
JC did ask the group to be sensitive in their discussions, as these changes 
directly affect some staff at the meeting.  
 
JC ran through the proposed structure and the changes made, and 
explained the reasons for this.   
 
Looking to move towards a single planning unit sharing a post at senior level 
will support the relationship of North Durham CCG and DDES CCG working 
with CDDFT.  Alternative ways of locality meetings have been looked at. 
 
Discussions then took place which included: 
 
· The term Very Senior Manager (VSM) was explained, which means any 


bands above a band 9 
· It was pointed out by CH that the current structure does not state what 


the whole time equivalents are.  Action: JC agreed to flag this up 
· It was explained that they plan to pool the admin support, these members 


of staff will then cross cover primary care and localities 
· An interim medical advisor will also work in new structure. 
 
Responses can either be submitted as a group or from individuals. 
 
It was decided to respond as a group, and a discussion then took place.  It 
was decided that each locality should retain their own prescribing lead and 
quality lead (3 in total) but that other posts such as disease lead and R & I 
lead could be held by just one person DDES wide.  Job descriptions for all 
posts are now available to view.  Any requests for job descriptions can be 
made through LC. 
 
Any other feedback or questions/queries can be fed back via the generic 
email box which is DDESCCG.consultation@nhs.net 
It needs to be made clear to practices, how these changes will be rolled out. 
 
CA commented that lay representatives were not consulted with, as it states 
in the news ways of working report (no 1.2).  It was thought that there may 
be some confusion on what a lay member is.  Action: This needs to be 
clarified. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JC 


13 Willington Shoulder Clinic - Julia Steele 
 
JS gave some background on this and updated the group. 
 
Additional funding is needed for one physio therapist. Last year, the £5,000 
came out of the transformation funding.  At the moment, referrals are now 
going to secondary care.  JS said that they have a £5,000 shortfall for this 
every year, so it is a re-occurring issue. Long term, this will be picked up as 


 







9 
 


part of the commissioning intentions. 
 
It was queried why we are funding this in house, when this should be 
covered under block contract at the FT. 
 
It was agreed to continue funding this service until it is reviewed. This will be 
funded until April 2015. 
 


14 PRG Update - Cliff Allison/Sandra Parrett 
 
CA advised that they had previously commented on re-structure. 
 


 


15 Finance – Paper for Information 
 
It was noted that the finance papers were still unavailable for circulation.  
Action: These will be emailed out to the group when available. 
 
Childhood Illness Website – Vicky Watson 
 
VW clarified that this will come from Durham Dales budget.  
 


 
 
 


LC 
 


 


16 Project Update – Aspyre report   
 
Childhood Illness website – looking to go live on with this on 1 February to 
support QOF.  The booklets and posters are being published and should be, 
available after 14th February.  The posters will also be printed into A5 flyers 
to go out to practices to assist with promotion.  Senior health visitors have 
had input into these.  Urgent care and A & A have also asked to be included. 
It is still currently ion draft format, so changes can still be made.  It is hoped 
that these tools will stop parents going to A & E for inappropriate visits. 
 
CH suggested that the posters are placed in A & E waiting areas.  
Action: CA asked that copies for be brought to a future PRG meeting. 
 
The booklet and website are being looked at by a focus group which 
includes health visitors and parents.  
 
It was suggested that these booklets are given out upon new registrations 
and at Sure Start Centres.  Any further feedback to go directly to GP. 
 
Step up beds – there are now an additional 11 beds, making 29 now 
available. 
 
EOL – the group were referred to the flow chart in JC’s presentation, 
showing how this all links in together.  Need to look at the inpatients beds at 
Sedgefield Community Hospital. This will be covered at the next Time Out. 
 
Diabetic foot clinic and retinal screening – practices are reported that they 
are now reaching QOF targets are there is no capacity.  They are looking at 
the current state of this.  We need to establish how many patients are 
waiting to be seen. GP will ask Kevin Tait to ring around each practice to 


 
 
 
 
 
 
 
 
 
 
 


GP 
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establish how many are waiting for this service. This remains on risk log, 
and the issue will be raised NECS.  It was suggested that Kevin Garrigan’s 
team (in retinal) may be able to assist with numbers. 
 


17 Durham Dales Risk Register - Gail Patterson 
 
The risk register was made available to the group. 
 


 


18 Action Area Partnership Update  -  Gail Patterson 
 
GP is attending her first 3 Towns AAP meeting tonight, who have health on 
their agenda. The CCG has received proposals by the AAP for £169k on 
potential projects i.e. activation funds for active parks. 
 
Action: GP agreed to circulate a list of AAP projects to the group, and 
also information on how people can access these. It maybe then useful 
to place this information on practice websites.   


 
 
 
 
 
 


GP 


19 Register of Interest - Gail Patterson 
 
GP explained that it is a legal requirement that the CCG maintain and 
publish at list of member employee’s interests, band 7 and over.  Recently, 
auditors highlighted that our current list out of date.  
Action: The group was asked to complete Appendix A, even if they do 
not have any.  This then needs to be sent to Sarah Graham.   
 
This register should be reviewed at every meeting, and any changes or no 
changes need to be recorded in the minutes. 
 
Action: VW agreed to email the group a generic statement to place in 
the register, along with Appendix A. 
 


 
 
 
 
 


ALL 
 
 
 
 
 
 


VW 


20 Durham Dales Health - Philip Jackson 
 
PJ confirmed that the accounts for this will be out soon. 
 


 


21 COPD & AF QP update - Dilys Waller 
 
COPD report was distributed to the group. It was reported that North House 
has had a significant rise (and unconfirmed figures for November show this 
continuing), despite the heavy reductions at some other Dales practices.  
They seem to have a high number of patients needing at least one 
admission, but then have the admission rates overall dragged up 
significantly by a small number of patients with repeat admissions. 
 


 


22 The group received the following papers for information: 
 


· Joint Health and Wellbeing Strategy Performance Report 
· QOF QP finalised pathways 


 
Minutes to receive: 
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· Executive Committee – 26 November 2013, 3 December 2013 
· Patient group notes – 13 December 2013 
· Practice Managers – December 


 
23 Any Other Business  


 
DR announced that LC would be leaving the CCG on 31 January.  He 
thanked her for her assistance and presented her with a bunch of flowers 
and some gifts.  LC thanked the group. 
 


 


24 Next Meeting: 
 
27 February 2014, 13.40 – 17.00 
 
Bishopgate Medical Centre, 178 Newgate Street, Bishop Auckland, 
DL14 7EJ  


 


 
Next meeting: Thursday 27 February 2014, 13.40–17.00, Bishopgate Medical Centre, DL14 7EJ.  
All apologies to Deborah Perry at deborah.perry@nhs.net   
 
Signature of Deputy Chair 
 


 
 
Date – 5th march 2014 





		CONFIRMED MINUTES
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Section 2  
Communications and Engagement Action Plan 2013/14    
 
This plan has been developed by the North of England Commissioning Support Unit in support of the CCG’s 
Communications and Engagement Strategy.  It aligns with identified objectives as follows: 
 
Communications objectives: 
 
 
Handling reputation and shaping overall relationships with patients, the public and other key stakeholders to 
build confidence in the CCG as a commissioning organisation. 
 
Actions KPI Dependencies Completed 
Development of protocol re parliamentary requests. 
 
Management of all parliamentary requests to include 
responding to parliamentary questions on behalf of the CCG 
and the production of parliamentary briefings as required 
 
Maintain a log of parliamentary requests 


Protocol in 
operation 
 
PQ responses 
 
Log 


Agreement and 
implementation 
of protocol 


  


Development of horizon scanning protocol. 
Provision of information to NHS CB as required. 
 
Maintain a log of key issues. 


Updates provided 
to NHS CB 


Advice from 
NHS CB on 
format of report 
required 


N/A? 
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Actions KPI Dependencies Completed 
Provide generic and project specific media training as 
required 


Media training 
delivered 


CCG to identify 
requirement for 
generic media 
training 


 


Respond quickly to requests from the news media and 
provide appropriate statements and information on behalf of 
the CCG. 
 
Maintain a log of media requests. 


Media request log  
 
CCG quoted in 
articles 


CCG to support 
NECs in 
development of 
lines and timely 
approval 


 


Proactive media relations to include identification of news 
stories that promote the CCG and its work, develop an 
understanding of the new healthcare commissioning 
arrangements and the role and remit of the CCG, and use 
health service improvements to highlight  CCG vision and 
priorities. 


12  press release 
issued 


CCG to identify 
potential stories 


 


Provision of daily media cuttings to email inboxes and 
manage NLA licence 


   


Support production/management of MPs’ correspondence.    
 


CCG to confirm 
extent of 
support 
required. 
CCG to agree 
SOP 


 


 Manage the CCG’s commercial relationship with the 
Northern Echo and related Newsquest products. To include:  


· negotiation of rates and packages 
· production of regular pages as required 


 Publication CCG to support 
NECs in 
identifying 
stories and 
timely approval 
of content 


 


Establish a regular presence in County Durham News (LA publication See above  
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Actions KPI Dependencies Completed 
magazine) with the aim of raising the profile of the CCG and 
highlighting its work and successes.  
Develop range of key messages that can be used to guide 
content of communications 


 CCG input 
required 


 


Implement new corporate design style across a range of 
materials that could include: 
Website 
Literature 
Pop up stands 
Bulletins 
Internal signage 
Screensaver 


Design style 
agreed and in use 


  


 Work with the CCG and NECS IT colleagues to implement 
new design style across website. 
 
Provide homepage design 
Provide site map 
Undertake technical implementation via ICT services 


Design style 
implemented 


ICT timescale  


Develop an editorial policy for the external website. 
 
Maintain key areas of the website to ensure that content is 
up-to-date and in line with FOI/publication scheme/DH 
requirements.   (NB CCG is responsible for maintaining 
Governing Body papers) 
 
Undertake a quarterly review of the site to determine any 
large-scale changes eg to underlying technology or site 
architecture/structure.  Implementation of required changes. 


   


Draft, design, publish annual report.  Timescale TBC  Annual Report 
published 


DH manual for 
accounts 
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Actions KPI Dependencies Completed 
CCG guidance 
on extent of 
publication 


Draft, design and publish CCG prospectus Prospectus 
published 


  


Provide recommendations and support re the use of social 
media for communications/engagement. 
 
If necessary implementation of facebook, twitter etc.  
Ongoing maintenance TBC. 


Discussion paper 
on use of social 
media 
 
Twitter and 
facebook active 


CCG decision re 
the use of 
channels to 
support comms 
and 
engagement 
activity 


 


Development of quarterly e-bulletin for stakeholders and 
member practices. To include: 


· production of editorial policy 
· writing 
· editing 
· disseminating to agreed timetable.    


Quarterly bulletin CCG to support 
development of 
content 


 


Development of activities or campaigns to support the wider 
GP community in improving patients’ involvement in their 
own health and care and in planning how to improve GP 
practice services, eg: 
winter messages, DNA campaign 


Activities 
implemented 


Timetable to be 
agreed 


 


Liaison with LA and FT communications colleagues to foster 
collaborative working for example around media relations, 
communication campaigns and engagement activities. 


Joint activities   


Work with CCG to develop approach to the branding of 
provider communications. 
Support providers to ensure they are using branding 


Guidelines for 
provider produced 
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Actions KPI Dependencies Completed 
appropriately on an ongoing basis eg those operating as 
part of  the AQP process 
Distribution of communications material to GP practices as 
required, for eg in support of local, regional or national 
campaigns   


   


Advertising Governing Body meetings in local press   Timetable to be 
agreed 


 


Work with the CCG to support the planning, organisation 
and delivery of MP/ministerial visits, VIP events, official 
ceremonies 


 To be discussed 
as required 


N/A 
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Engagement objectives: 
 
Building effective strategic engagement and involvement through local engagement and scrutiny structures to 
promote a positive external engagement culture. 
 
Enable patients, carers and the public to influence commissioning.  
 
 
 Actions KPI Due Dependencies Completed 
1 Identify and agree engagement/involvement/formal 


consultation requirements for the year in support of 
commissioning intentions/commissioning cycle.  
 
Develop and deliver bespoke engagement and 
communications plans to support the above. 


Plan of action 
Activity log 
 


 CCG to identify 
requirements for 
engagement/involvement 
support as part of the 
commissioning cycle 


 


2 Specific supporting activities in connection with 
ambulance service consultation, in line with agreed 
communications and engagement plan.   


Plan 
Activities log 
Outcome 


   


3 Work with the CCG to develop its approach to hard 
to reach groups. 
Map key groups and establish programme of 
activity. 


Plan of action    


4 Organise annual public event.   Date to be agreed.  
5 Provide training/toolkit for commissioners in relation 


to statutory duties.    
Training log 
Toolkit 
Use of 
templates 


   


6 Implement  MY NHS as key public engagement tool.    
 
Develop database and manage the transfer of  


Use of My 
NHS 
 


 CCG to agree to use of 
this mechanism. 
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 Actions KPI Due Dependencies Completed 
existing contacts to My NHS. 
 
Establish a programme to encourage local people to 
become members of My NHS. 
 
Develop a plan of activities for members.  
 
Ensure membership is aligned with local 
demography and CCG objectives 


Membership 
and plan of 
activities 


CCG to agree plan of 
activities for members 


7 Review/development and ongoing maintenance of 
stakeholder database. 


    


8 Support the CCG in developing its relationship with 
local Health Networks in accordance with its MOU 


MOU 
Collaborative 
activities 


 In collaboration with CCG  


9 Work with CCG to consider any further work 
required to support objectives/statutory duties 


   CCG to advise  


10 Support the CCG in developing its 
relationship/profile with HealthWatch, OSC, and 
Health and Wellbeing Board. 


Log of 
actions and 
response 
times 


    


11 Manage relationship with Age UK as they complete 
their review of the mental health engagement model 
and bring recommendations to the CCG for 
discussion. 


  Awaiting findings and 
recommendations 


 


12 Develop the website as an effective 
engagement/involvement channel by generating and 
promoting online content and opportunities to ‘have 
your say’. 
Plan of activity to be developed 
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 Actions KPI Due Dependencies Completed 
13 Support the development of PRGs through the 


provision of training (including e-learning), toolkit 
and provide ad hoc support to PRG chairs, practice 
managers etc as required 


    


14 Establish robust reporting process for 
engagement/involvement activity to support the 
development of the annual consultation report. 


Report 
process 
established 


 Accurate reporting of 
activity 


 


15 Produce an annual consultation report in line with 
legislative requirements and publish on website 


Consultation 
report 


   


 
 
 
 
Updated January 2014 
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NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 
 


MOMENTUM PATHWAYS TO HEALTHCARE PROGRAMME 
 


SERVICE TRANSFORMATION 
 


PHASE 1 EVALUATION – GOVERNANCE 
 
 
The Oversight Group for the Implementation and Evaluation of Acute Medicine and 
Critical Care Reconfiguration has requested details of the groups within the Service 
Transformation Project and their members. 
 
The chart below sets out the governance structure of the Project within the Momentum 
programme, and specifically the groups within the project concerned with the 
implementation of integrated care pathways and the evaluation of the reconfiguration. 
 
Membership of those groups is as follows: 
 
 
Momentum Programme Board 


 
Alan Foster Chief Executive, Senior Responsible Owner (SRO/Chair) 
Julie Gillon Deputy CEO, Chief Operating Officer (Co-Chair) 
Lynne Hodgson Director of Finance, Information and Technology 
David Emerton Medical Director – Quality and Safety Assurance 
Cath Siddle Director of Nursing – Quality and Safety Assurance 
Ann Burrell Director of Human Resources and Education 
Nick Roper Associate Medical Director 
TBC Programme Senior Nurse Advisor 
Linda Watson Clinical Director, Integrated Care Services 
Judith Sugden Momentum Programme Lead – in attendance 
Peter Tindall Associate Director, Strategic Planning and Development 
Peter Mitchell Associate Director Estates and Facilities 
TBC New Hospital Project Lead – (technical) 
Alan Sheppard Deputy Director Education and Organisation Development 
Karen Elliott Project Accountant 
Claire Young Head of Communications 
Karen Hawkins Head of Commissioning and Delivery – NHS Hartlepool and 


Stockton on Tees Clinical Commissioning Group 
George Allen Portfolio Manager    


 
Momentum Programme Overview Group 


 
Julie Gillon Deputy CEO, Chief Operating Officer (Chair) 
Lynne Hodgson Director of Finance, Information and Technology (Co-Chair) 
Michael Bretherick Non-Executive Director 
Judith Sugden Momentum Programme Lead 
Peter Tindall Associate Director, Strategic Planning and Development 
Peter Mitchell Associate Director, Estates and Facilities 







 


TBC New Hospital Project Lead – (technical) 
Alan Sheppard Deputy Director Education and Organisation Development 
Karen Elliott Project Accountant 
Claire Young Head of Communications 
Nick Roper Associate Medical Director 
Tai Friesem Consultant Orthopaedic Surgeon 
Andy Simpson Clinical Director, Accident and Emergency 
Helen Skinner Consultant in Stroke Medicine 
Chris Tulloch Clinical Director, Trauma and Orthopaedics 
Dr Natu Clinical Director, Pathology Services 
Mohammed Consultant Surgeon 
 Tabaqchali 
Linda Watson Clinical Director, Integrated Care Services 
TBC Programme Senior Nurse Advisor 
Lesley Wharton Assistant Director of Nursing – Infection Prevention and 


Control 
Lynn Kirby Associate Director Operations (Elective Care, Women and 


Children’s and Cancer Care Services) 
Ian Clough Assistant Director of Occupational Health, Safety & 


Wellbeing 
Sally Thompson Associate Director Operations (Emergency and Anaesthetic 


Care Services) 
Julie Parkes Associate Director, Clinical Support Services 
George Allen Portfolio Manager 
 


Service Transformation Project Group 
 
Julie Gillon Deputy CEO, Chief Operating Officer (Chair) 
Lynne Hodgson Director of Finance, Information and Technology (Co-Chair) 
Tony Naylor Associate Director, ICT 
Jean MacLeod  Clinical Director, Medicine 
Sue Piggott General Manager, Medicine and Emergency Care 
Rowena Dean General Manager, Orthopaedics 
Chris Tulloch Clinical Director, Trauma and Orthopaedics 
Pud Bhaskar Clinical Director, Surgery 
Steve Wilde Clinical Director, Obstetrics and Gynaecology 
TBC General Manager, Women and Children’s Services 
Chris Greaves General Manager, Anaesthetics 
Narayan Suresh Clinical Director, Anaesthetics 
Mathew Trewhella Clinical Director, Radiology 
Julie Parkes Associate Director, Clinical Support Services 
Peter Mitchell Associate Director, Estates and Facilities  
Pam Gretton Associate Director Contracts Information And Health 


Records 
Julie Lane Deputy Director of Nursing and Patient Safety 
Barbara Bright Deputy Director of Human Resources 
Neil Atkinson Associate Director of Finance 
Sally Thompson Associate Director, Operations (Emergency and Anaesthetic 


Care Services) 
Philip Dean Pharmacy Services Manager 







 


Paul Urwin Pathology Business, Performance and Quality Manager 
Dr Natu Clinical Director, Pathology Services 
Linda Watson Clinical Director, Integrated Care Services 


 
Theatre Transformation Group 


 
Peter Tindall Associate Director, Strategic Planning and Development 


(Chair) 
Sally Thompson Associate Director, Operations (Emergency and Anaesthetic 


Care Services) (Co-Chair) 
TBC   (Project Manager) 
Dr Suresh  Clinical Director, Anaesthetics 
Mr Tulloch  Clinical Director, Orthopaedics 
Mr Bhaskar  Clinical Director, Surgery 
Dr Gouk  Clinical Director, Obstetrics and Gynaecology 
Mr Friesem  Momentum Clinical Lead (Theatres) 
Chris Greaves  General Manager, Anaesthetics 
Rowena Dean  General Manager, Elective Care 
TBC   General Manager, Women and Children 
Kath Martin  Theatre and Day Case Manager 
Cath Siddle  Deputy Director of Nursing 
Barbara Bright  Deputy Director, Human Resources 
Alan Sheppard Associate Director, Education and Learning 
Stuart Burney  Divisional Finance Manager, Anaesthetics and Elective Care 
 
In attendance on ad-hoc basis as required: 
 
Liz Reade  Radiology Services Manager 
Sharon Williams Head Biomedical Scientist 
Philip Dean  Pharmacy Services Manager 
Derek Watson  Sterilising & Decontamination Manager 
Steve Pett  Therapy Services Operation Lead 
 


 
Long Term Conditions Integrated Care Pathways Group 


 
Linda Watson  Clinical Director, Integrated Care Services (Chair) 
Nicola D’Northwood Community Services Manager (Co-Chair) 
Ann-Marie Hedges Business Support Officer (Project Co-ordinator) 
Sue Piggott  General Manager, Medicine and Emergency Care 
Nick McDonaugh Assistant Director Integrated Services 
Lynne Taylor Assistant Director of Performance, Planning and 


Development 
Julie Parkes  Associate Director, Clinical Support Services 
Pauline Townsend Senior Nurse Lead – Older People’s Lead 
James Richardson Divisional Finance Manager – Clinical Support 
Kathryn Dixon  Strategic Development Manager 
Sally Thompson Associate Director, Operations (Emergency and Anaesthetic 


Care Services) 
 







 


Phase 1 Evaluation Sub-Group 
 


Peter Tindall Associate Director, Strategic Planning and Development 
(Chair) 


David Emerton Medical Director 
Barbara Carr Associate Director of Nursing, Quality, and Patient 


Experience 
Lynn Kirby Associate Director, Operations (Elective Care, Women and 


Children and Cancer Care Services) 
Judith Sugden  Momentum Programme Lead 
Nikki Kirby  Associate Director of Financial Management & Contracts 
Kirsty Roberton Project Management Officer, Service and Efficiency 


Programme 
Barbara Bright  Interim Director of Human Resources 
Alan Sheppard Deputy Director Education and Organisation Development 


 
 
 







 


 


 


 


 


 
 


 
Project Groups 
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Group  
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Group 


Long Term 
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Sub-Group 
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Community 
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Programme 
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We’re passionate about 


• Putting patients first  
 
• Quality, safety and patient experience  


 
• Transforming services to meet the health 


needs of future generations  
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TRANSFORMATION 


Evaluation Dashboard Overview 
January 2014 


Julie Gillon 


Chief Operating Officer/Deputy Chief Executive 


 


Peter Tindall 


Associate Director, Strategic Planning and Development 







Evaluation – Approach 


• Establishment of Project Sub-group to monitor impact of 
reconfiguration 


• Use of existing Trust Performance Indicators to provide overview 
while minimising additional workload 


• Summary dashboard to provide overview and assurance to 
Oversight Group 


– Compliance 
– Efficiency 
– Public and Staff Outcomes 
– Finance and workforce 







ID Measure Baseline Target Nov-13 Dec-13 Jan-14


1 A&E
2 A&E 4 hour target of 95% 96.85% 95.00% 95.90% 93.58% 95.95%  
3    
4 RTT Referral To Treatment admitted wait (median)      
5 General surgery 9.9 11.1 8.8 7.6 10.0
6 Orthopaedics 12.1 11.1 11.7 11.1 11.6
7  
8       
9 HCAI       


10 MRSA 2 0 0 0 0
11 C Diff (diagnosed after 72 hours) 54 33 (cum) 27 27 29  
12
13
14 Eliminating mixed sex accommodation
15 Number of breaches 0 0 0 0 0  
16
17
18
19
20   
21


Compliance







Compliance 


• A&E 4 hour target – maintaining 95% performance 
• Referral to Treatment Times for elective services – maintaining 18 


week target with median waiting times close to trajectory 
• Health Care Acquired Infections 


– MRSA – 0 cases this year against 2 last year 
– C Diff – 29 so far this year against trajectory of 33, significant 


improvement over previous year (54 cases) 
• Eliminating Mixed Sex Accommodation – no breaches this year 







ID Measure Baseline Target Nov-13 Dec-13 Jan-14


1 Activity
2 A&E Attendances 5,927 N/A 5,419 5,671 5,442
3 Emergency admissions - A&E 1,384 N/A 1,380 1,465 1,458
4 Emergency admissions - Emergency Medical Unit 1,235 N/A 1,520 1,546 1,708
5
6
7 Emergency Assessment
8 First assessment within 2 hours of admission 91% 83% *
9 Consultant review within 14 hours of admission 87% 88% *


10
11 Critical Care
12 Occupancy 66.60% 67.08% 52.22% 63.10%
13
14
15 Holdforth Unit
16 Occupancy N/A 90.00% 80.78% 77.96% *
17
18
19 Transport
20 Utilisation by patients/visitors N/A N/A 84 360 757
21


Efficiency







Efficiency 


• Activity – Increasing levels of emergency admissions reflecting 
higher complexity of patients presenting 


• Emergency Assessment – new models in single site units providing 
prompt and appropriate assessment of emergency admissions 


• Critical Care – occupancy at appropriate levels 
• Holdforth Unit – Occupancy low initially but increasing as new 


clinical model beds in 
• Transport – increasing uptake of transport services provided by 


Trust, by patients and visitors 
– Additional capacity provided as required 







ID Measure Baseline Target Nov-13 Dec-13 Jan-14


1 Friends and Family Test (Medical patients) 66 100 65 66 71
2  
3 NHS choices
4 UHNT 3.5 N/A 3.5 4.0 4.5
5 UHH 5.0 N/A 5.0 5.0 5.0  
6  
7 Mortality rate (HSMR) 108.36 100.00 112.09 114.21 *
8
9  


10 Critical Care  
11 Delayed admissions 0 0 0 0 0
12
13
14 Holdforth Unit  
15 Number of patients transferred back to UNHT N/A 0 1 2 1
16
17
18
19  
20  
21


Patient and Staff Outcomes   







Patient and Staff Outcomes 


• Friends and Family Test – feedback from medical patients shows 
improving satisfaction 


• NHS Choices – feedback via website maintaining top rating for 
Hartlepool and improving ratings for North Tees 


• Mortality – steps taken to address performance against this indicator 
yet to impact on current outcome measure 


• Critical Care – no delayed admissions following implementation of 
single site model 


• Holdforth Unit – low numbers of patients transferred back to North 
Tees following transfer to unit 







ID Measure Annual 
Target


Actual to 
date Var


1 Medicine
2 Capital costs £1,457,000 £1,452,000 -£5,000
3
4
5 Critical Care
6 Capital costs £100,000 £145,400 £45,400
7
8
9 Elective Care


10 Capital costs £25,000 £0 -£25,000
11
12
13 Theatres
14 Capital costs £500,000 £400,000 -£100,000
15
16 Baseline Target Nov-13 Dec-13 Jan-14
17
18 Workforce
19 Staff turnover 9.20% 10.00% 9.93% 10.19% 10.41%
20 Sickness absence 4.02% 3.75% 4.35% 4.88% 5.34%
21


Finance and Workforce







Finance and Workforce  


• Capital costs of reconfiguration within plan - £1,997.4k vs £2,082.0k 
• Workforce – staff turnover and sickness absence showing slight 


increase as expected 
– Active support programme in place for staff impacted by the changes 







Ad-hoc Audits 
• Visitors’ Audit; 
• Staff feedback; 
• Transport – utilisation and feedback; 
• Utilisation of side wards (a series of “snapshots”); 
• More detailed audit of the implementation and development of the 


Holdforth Unit; 
• Additional patient feedback (to complement the Friends and Family 


test and other ongoing feedback opportunities) 
• Review of patient flows including A&E, EAU, base wards and side 


wards 
• Complaints and compliments 


 







Next Steps 


• Monthly monitoring continues via Evaluation Project 
Sub-group 
 


• Full evaluation report to be provided at conclusion of 
evaluation period 
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CCG Policy Action Planning       Key Points – 7 February 2014  
      
 
This weekly Key Points bulletin collates newly published health-related reports, consultations, guidance, statistics and news items from a wide range of organisations, both 
statutory and voluntary. Coverage is generally non-clinical, with the exception of guidelines.  The Key Points bulletin forms the basis for supplementary action planning by the 
governance team in NECS to direct CCG and NECS staff to items of relevance for them and with individuals designated to take forward action where relevant.  
 
The bulletin has 10 main sections:  


 Page 
 1. NHS England CCG Bulletin 3 
 2. Policy & Regulation 12  
 3. Commissioning 15 
 4. Quality, Improvement and Performance 15 
 5. Guidelines (NICE, SIGN) 18 
 6. Primary, Community and Social Care 19 
 7. Public Health 21 
 8. Workforce, Education and Training 23 
 9. Bulletins and Press Releases  24 
 10. Statistical Reports 26 


Headlined this week ….. 
1.7 CCG Running Costs Allowances 2014/15 & 2015/16 
1.8 Commissioning Support Services (CSS) 
1.13 Further information and templates for locally-determined prices 
1.14 Risk Stratification Assurance 
1.18 Winterbourne View Concordat: Assuring transformation of care for NHS funded patients 
1.19 New National Patient Safety Alerting System is launched 
1.24 Information Governance Bulletin: Issue 10 
Specific Deadlines…….. 


APPENDIX 2 
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1.1 Prime Minister’s Challenge Fund – expressions of interest by 14 February 
1.12 Consultation on proposed additions to the CCG Outcomes Indicator Set 2015/16 [Closing date 2 March 2014] 
1.18 Winterbourne View Concordat: Assuring transformation of care for NHS funded patients [returns by 12 February 2014] 
4.8 Narrative for person-centred coordinated care [comments accepted until 19 February 2014] 
5.4 NICE Consultations:  Point-of-care coagulometers (the CoaguChek XS system and the INRatio2 PT/INR monitor) for self-monitoring coagulation status in people on long-term 
vitamin K antagonist therapy who have atrial fibrillation or heart valve disease: diagnostics consultation. Consultation closes 27 February 2014. 
Lung cancer (non-small cell) - erlotinib & gefitinib (post chemotherapy) (rev TA162, TA175): appraisal consultation. Consultation closes 27 February 2014 
NICE CCG OIS Indicator consultation. Consultation closes 3 March 2014. 
NICE BNF consultation. Consultation closes 31 March 2014. 
8.1 National consultation on a NHS bands 1-4 workforce strategy. Consultation closes 24 March 2014. 
Key Points is produced by Key Library & Knowledge Services at South Tyneside NHS Foundation Trust. If you have any questions, comments or suggestions about the bulletin 
please contact us: 
 
Sue Austin & Sue Graham 
Librarian/Knowledge Managers 
Key Library & Knowledge Services 
Clarendon 
Tel: 0191 283 1118 
Email: library@sotw.nhs.uk 
 
The additional Action Planning is undertaken by the NECS Governance team.  Any questions, comments or suggestions about the action planning including categorisation of 
actions, or requests for additional summaries with implications for CCGs should be directed in the first instance to: 
  
Liane Cotterill 
Senior Governance Manager 
Tel:  01642 745042 
Email:  liane.cotterill@nhs.net 
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*Broad summary and implications will be prepared by NECS staff as indicated for specific items to support CCGs. These are designed to provide a summary of the 
document/policy and an initial broad assessment of the potential implications for CCGs, for further more detailed implementation within organisations as relevant. The timescale 
for production of the summary and implications will depend on the complexity of the policy and the range of service lines involved, but will be prepared no later than four weeks 
after the publication  
Item  Action Action to 


include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


1 NHS England CCG Bulletin     
 NHS England 


 
Bulletin for CCGs, issue 52, 06 February 2014 
http://www.england.nhs.uk/2014/02/06/bulletin-for-ccgs-issue-52-06-february-2014/ 
 


    


 REMINDER – APPLICATIONS CLOSING SOON     
1.1 Prime Minister’s Challenge Fund – expressions of interest by 14 February 


NHS England is inviting GP practices to submit expressions of interest (EOI) for the £50 million 
Prime Minister’s Challenge Fund. To be considered for funding, GP practices need to submit their 
EOIs by 5pm Friday 14 February. More details, including the EOI proforma and updated FAQs, are 
available on NHS England’s website. 
 


    


 NHS COMMISSIONING ASSEMBLY NEWS     
1.2 Free passes for Health and Care Innovation Expo 2014 


The Commissioning Assembly has secured the opportunity for Assembly members, or their 
nominated representative, to attend the Health and Care Innovation Expo 2014. The event will 
be held on 3 and 4 March in Manchester. Please contact us by 12 February to register your 
interest in attending the event. 
 


    


1.3 Task and finish group update 
The first meeting of the membership, constitution and ways of working task and finish group 
took place in January and CCGs and NHS England representatives contributed valuably to 
discussions. The group will continue its discussions at a further meeting on 19 February, with the 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


outcomes being presented to the Assembly Steering Group on 25 February. One to one 
interviews are still taking place so if you would like to contribute either via this method or by 
taking part in the meeting on 19 February please contact us. 
 


1.4 Working group update 
Three of the Assembly working groups have held meetings this month to discuss progress and 
look at next steps for the groups. These were CCG Development, Strategy and Quality. 
The CCG Development Working Group focused on the NHS IQ offer, the NHS LA and Leadership 
offer, and the 2014/15 programme for CCG Development. The Strategy Working Group brought 
members together for the first time and discussed the recently published planning guidance and 
strategy as well as the future plan for the group for 2014/15. All outcomes of these meetings will 
be on the website shortly. 
 


    


1.5 Submit your examples of good practice to the national library of CCG case studies 
Developed for CCGs to disseminate and share best practice, the Pinboard is a new searchable 
national library of CCG case studies that is part of the Learning Environment.  Prior to its launch 
in March, the team are gathering examples of good practice in CCGs for inclusion in the library. 
We would like to hear from your CCG about the good practice you would like to share. Areas of 
particular interest include (but are not limited to) patient and public engagement, clinical 
leadership, strategic and operational planning and collaboration. If you have case studies 
or examples which you would like share, please contact Rachel Snow-Miller 
 


    


 STRATEGIC ISSUES     
1.6 The five year strategy for specialised services 


A CCG leader is sought to act as the CCG lead on the five year strategy for specialised services. 
The CCG lead will work alongside the Clinical Director of Specialised Services, providing advice 
and views to support the strategy development and to ensure it meets the needs of CCGs and 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


their patients. 
The role would involve attending the strategy steering group monthly (2 hour afternoon meeting 
in London or via telephone) plus an interim monthly 30 minute telephone meeting. Additionally, 
five Service Level Planning events are taking place as part of the strategy development to 
consider objectives for individual services. CCG representatives would be most welcome to join 
the discussions and the team are keen to ensure CCGs are involved as the work moves forward. 
Each event will focus on one of the five programmes of care: 
· 28th Feb – Internal Medicine (London) 
· 7th March – Cancer and Blood (Leeds) 
· 12th March – Women and Children (London) 
· 13th March – Trauma (Manchester) 
· 21st March – Mental Health (London) 


Contact Felicity Taylor for more information or expressions of interest.  
 


1.7 CCG Running Costs Allowances 2014/15 & 2015/16 
Following the NHS England Board meeting on 17 December 2013, we have now published CCG 
running cost allowances for 2014-15 and indicative running cost allowances for 2015/16 for 
planning purposes. The figures outlined here in the running costs translate to per head 
allowances of £24.73 (2014-2015) and £22.07 (2015-2016). A letter regarding CCG running costs 
allowances 2014/15 & 2015/16 has been sent to CCGs and a document on the calculation of 
running cost allowances has been published. 
 


  CCG Chief Officer 
and CFO 


 


1.8 Commissioning Support Services (CSS): Advice on value for money assessment of “significant 
changes” from outsourced to in-house provision 
In October, we made a commitment to develop a business case process for CGGs to use when 
assessing proposals for bringing a significant proportion of their commissioning support services 
back in-house from their CSU. This recognises the potential impact that such a change might 


  CCG Chief Officer 
and CFO 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


have on the CCG, the stability of the CSU, and the continuity of supply for neighbouring CCGs and 
NHS England. NHS England’s commissioning support market development team has engaged 
with CCGs and other stakeholders to develop this process.  This letter to CCGs sets out in more 
detail the process to be followed, and a template and guidance have been provided to help CCGs 
develop a robust business case to demonstrate value for money. 
 


1.9 Proposals for CSU autonomy 
The NHS England Board have endorsed proposals for CSU autonomy that will see a locally led, 
nationally assured approach to transition with four possible organisational forms.  The Board 
agreed this would ensure the creation of a more efficient and effective NHS commissioning 
system that supports CCGs to secure better outcomes for patients and better value for 
taxpayers.  In determining which option to apply for, CSUs are required to consult stakeholders, 
which will enable CCGs to help influence this process and ensure the appropriate autonomous 
structures are in place to support transformational change. The Board paper is available here. 
 


  CCG Chief Officer  


1.10 Clinical reference groups 
Clinical reference groups (CRGs) have been established as the primary source of clinical advice to 
NHS England in support of the direct commissioning of prescribed specialised services. 
Consideration is being given to including CCGs representatives on CRG boards. CCG 
representatives interested in joining one of the boards should contact Julie Cunningham. 
 


  CCG clinical leads  


1.11 Post-authorisation conditions review 
The latest report detailing those CCGs with outstanding conditions and directions is now 
available on the NHS England website. Reviewed by the CCG Assurance and Authorisation 
Committee, this document shows progress with twelve more CCGs now having all their 
conditions removed and the number of CCGs with legal directions reduced from eight to three.  
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


1.12 Consultation on proposed additions to the CCG Outcomes Indicator Set 2015/16 
The HSCIC is gathering feedback from CCGs and clinicians on proposed additions to the CCG 
Outcomes Indicator Set for 2015/16, via completion of a selection of short topic based 
questionnaires. The surveys and a description of each indicator are available between 2 February 
and 2 March via the HSCIC website. To submit more general feedback about the indicators 
contact the HSCIC. 
 


    


1.13 Further information and templates for locally-determined prices 
There are a range of circumstances where prices for healthcare services are determined locally. 
Following on from the publication of the 2014/15 National Tariff Payment System on 17 
December 2013, Monitor has now published additional information to assist commissioners and 
providers get to grips with rules on Local Variations, Local Modifications and local price-setting. 
Further details will be provided soon. Please see further reading on locally determined prices.  
 


  CCG CFOs 
 
NECS Director 
Finance (NN) and 
Head of 
Commissioning 
Finance (CS) 


 


1.14 Risk Stratification Assurance 
NHS England has gained approval for the disclosure of commissioning data sets and GP data for 
risk stratification purposes. This will enable GPs, supported by CCGs, to target specific patient 
groups and enable clinicians to offer appropriate interventions. NHS England has given an 
undertaking to the Secretary of State that it will seek assurance from CCGs that the conditions 
set out for processing of personal confidential data are undertaken and maintained. To provide 
assurance that your organisation’s risk stratification is in compliance, please read and complete 
the approval document.  
 


CCG 
Governance 
lead 
 
NECS 
Director OD 
& Corporate 
Services 
(MMcG) and 
Senior 
Governance 
Manager IG 
(LC) 


NECS SGM IG 
(LC) to lead on 
the Risk 
Stratification 
Assurance 
Statement 


  


1.15 Developing sub-narratives of patient care     
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


NHS England is seeking involvement from commissioners in a national programme of work 
around integrated care. Involvement will focus on the key work stream of ‘the patient voice – the 
narrative’. NHS England have already developed the overarching narrative for how patients want 
to be treated and involved in their care and are now looking to extend this to the following 
groups: 
· frail older people 
· children with complex needs 
· adults with continuing mental health needs 
· people approaching care at the end-of-life 


Involvement in this work would include attending 1 or 2 workshops between now and March and 
helping to agree what the final narrative will look like. Email contact is also a possibility. 
For further information please contact Louise Corson 
 


 OPERATIONAL ISSUES     
1.16 New film launched to raise further awareness about use of NHS patient data 


NHS England has launched an animated video to raise awareness of how patient data are set to 
be collected and used to help improve care for all. The video, ‘Better Information Means Better 
Care’, compliments a leaflet of the same name that is currently being delivered to households in 
England.  
 


    


1.17 Policy to support the process of appointing a new accountable officer developed for CCGs 
The guidance supports CCGs who wish to appoint a new accountable officer to the role on both 
an interim and substantive basis. NHS England has a statutory responsibility to oversee and 
assure the appointment process. The guidance sets out the roles and responsibilities of area and 
regional teams in this process. It also reminds CCGs of best practice in appointing to senior roles, 
including chairs and chief finance officers. The policy is now available on the NHS England 
website 


  CCG Chief Officer  
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include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


 
1.18 Winterbourne View Concordat: Assuring transformation of care for NHS funded patients 


As requested from 9 January 2014, all NHS commissioners need to complete a mandatory 
quarterly return (ROCR/OR/2203/001MAND) and (CAG 6-07(a)/2013). The deadline for the first 
collection was 31 January 2014. We have now received 124 returns from CCGs. Please can you 
ensure that your CCG return has been completed? Please send a completed return by 5pm 12 
February. Please see the Guidance document and Data Collection. 
 


CCG clinical 
Leads and 
Chief 
Officers 
 
NECS 
Director CSO 
(JP) and Lead 
for LD (DO) 


Data collection 
deadline 31 
January 2014 
(see Key 
Points 10 
January), 
extended to 
12 February. 


  


1.19 New National Patient Safety Alerting System is launched 
NHS England has launched a new National Patient Safety Alerting System (NPSAS) to provide 
rapid dissemination of urgent information to healthcare providers about identified risks to 
patient safety. The NPSAS will also encourage sharing of best practices between organisations 
and provides useful education and implementation resources so appropriate action can be taken 
to prevent unnecessary harm to patients. 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


1.20 Coming soon the GP IT Operating Model, 2nd edition to be launched 
NHS England will soon publish a revised IT operating model, “Securing excellence in GP IT 2nd 
Edition”, which will: 
· provide strategic direction for general practice IT systems and services; 
· set technology standards; 
· introduce, over a two-year period, an equitable distribution of investment between 


CCG areas to support consistently high quality IT services; 
· allow CCGs freedom to innovate to support service redesign and integration; and 
· provide guidance and support for the operational management of GP IT 


After publication, a number of workshops at a more local level will be available to communicate 


  CCG lead for IT 
 
NECS Director BIS 
(ID) 
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changes and key messages. For more information please contact us  
 


1.21 First results of Friends and Family Test for maternity services published 
Forging ahead with its commitment to more transparency and participation, NHS England has 
published the first results of the Friends and Family Test for NHS-funded maternity services.   
 


    


1.22 Clarification of arrangements for handling self-referrals of non-emergency maternity services 
and who pays 
Mothers and expectant mothers can expect to have a range of local choices relating to maternity 
services during and after pregnancy. However, as there is no right to choice in maternity services, 
the choices depend on local clinical judgments about what is best for women and their babies, as 
well as what is available locally. Depending on their circumstances, they may self-refer within the 
local choice offer that is available. NHS England has issued a statement to clarify referral and 
authorisation arrangements before assessment and treatment, and who pays. 
 


    


1.23 Bowel Scope Screening delivery and endoscopy capacity 
NHS England area teams have been asked to ensure that there is sufficient endoscopy capacity 
available to support implementation of bowel scope screening. CCGs will wish to plan their 
commissioning of endoscopy capacity with their local area team, to ensure that overall 
endoscopy provision in their area is sufficient. For further information refer to NHS Bowel Cancer 
Screening Programme, Bowel scope screening – 2nd wave.  
 


  CCG Chief Officer 
 
NECS CSO Director 
(JP) and NECS Service 
Planning & Reform 
Lead (KA) 


 


1.24 Information Governance Bulletin: Issue 10 
The tenth edition of the Information Governance Bulletin is now live. This edition includes 
detailed guidance on Invoice Validation systems, a reference list of queries, notification of 
events, and material on integrated care and risk stratification. 
 


  CCG Governance 
lead 
 
NECS Director OD & 
Corporate Services 
(MMcG) and Senior 
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Governance 
Manager IG (LC) 


 OTHER NEWS     
1.25 Dementia Prevalence Calculator update 


The Dementia Prevalence Calculator (DPC v3) has been updated for 2014-15, and transferred to 
the NHS primary care platform.  We are inviting CCGs to register to test the tool before 15 
February 2014 and to provide feedback in order to allow the developers to address any queries 
and with a view to the tool being released in mid-March. If you are not a current user of the 
Primary Care website you will need to register. For more information please contact us.  
 


    


1.26 Suicide prevention strategy annual report 
The Department of Health has issued the first annual report on the suicide prevention strategy 
for England. The report identifies key research findings, and is accompanied by a statistical 
update on suicides.  
 


    


1.27 ‘Principles for sharing the benefits associated with more efficient use of medicines not 
reimbursed through national prices’ published 
NHS England’s Specialised Commissioning Medicines Optimisation Clinical Reference Group has 
published a document that sets out how collaborative arrangements between NHS England (as 
the direct commissioner of ‘specialised’ NHS services) and Trust providers of NHS services can 
work together to create incentives that achieve both better outcomes for patients and greater 
efficiencies in the use of drugs not reimbursed through national prices. 
 


  CCG lead for 
Medicines 
Optimisation 
 
NECS Director CSO 
(JP) and Head of 
Meds Opt (JS) 


 


 EVENTS AND CAMPAIGNS     
1.28 Health and Care Innovation Expo – 3-4 March, Manchester Central 


Online registration is now live for more than 80 seminars in the pop-up NHS university. You can 
design your own course through booking on to a wide range of practical seminars including; 
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For targeted CCG 
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CCG 
information 


commissioning for outcomes, integrated care for long term conditions and patient powered 
health and care. Some of the most knowledgeable and influential people working in health and 
care have been confirmed to speak at Expo.   Expo offers learning, knowledge-sharing and 
networking opportunities that will give people the tools they need to make a positive change in 
their own organisations. Visit the Expo site and register your place today. Places are available for 
Commissioning Assembly members free of charge. Please contact the Assembly for information. 
 


 LETTERS     
1.29 Secretary of State message to all NHS staff 


Jeremy Hunt has published a message to all NHS staff on patient care and safety. The message is 
available on the gov.uk website.  Please draw this to the attention of your colleagues 
 


    


2 Policy & Regulation     
 DEPARTMENT OF HEALTH     
2.1 Preventing suicide in England: one year on first annual report on the cross-government 


outcomes strategy to save lives 
The annual report summarises the developments on the suicide prevention strategy for England 
at national level. It identifies key research studies and their findings, and is accompanied by a 
report of statistical information on suicides. The report sets out the key actions that local areas 
can take to prevent suicides. It also highlights the importance of responsive and high quality care 
for people who self-harm.  
https://www.gov.uk/government/publications/suicide-prevention-report 
 


    
 
 
 


2.2 Wellbeing - why it matters to health policy 
These documents contain evidence on why wellbeing matters to health throughout someone’s 
life, and what policy makers can do about it. 
https://www.gov.uk/government/publications/wellbeing-and-health-policy 
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2.3 Reducing the use of animals in scientific research 
Four government departments, including the Department of Health, have published Working to 
reduce the use of animals in research: delivery plan. The coalition's programme for government 
includes a commitment to work to reduce the use of animals in research. This delivery plan sets 
out how government will meet that commitment.  
https://www.gov.uk/government/publications/working-to-reduce-the-use-of-animals-in-
research-delivery-plan 
 


    


2.4 Equality information and equality analysis 
These documents contain the Department of Health’s workforce equality data in narrative form 
and annex A which contains a detailed breakdown of the department’s workforce on all equality 
strands. https://www.gov.uk/government/publications/workforce-equality-information-2014 
 


  CCG lead on E & D 
 
Director OD & 
Corporate Services 
(MMcG) and Senior 
Governance 
Manager E & D (BM) 


 


2.5 Equality duty in 2013 
This document provides information on how the department met its public sector equality duty 
in 2013. 
https://www.gov.uk/government/publications/department-of-healths-compliance-with-its-
equality-duty 
 


  CCG lead on E & D 
 
Director OD & 
Corporate Services 
(MMcG) and Senior 
Governance 
Manager E & D (BM) 


 


2.6 Dental contract pilots: evidence and learning 
These pilots have looked at how the focus of NHS dentistry can shift towards prevention and oral 
health from being primarily on treatment and repair. This report uses data collected over 2 years 
of piloting and focuses on series of questions: have practices made an impact on risk and disease; 
have practices met the treatment needs of their patients; how have dentists adapted to the 
clinical operation of the pathway, including the use of software; how have practices adapted to 
the pilot in the way they manage the business and their clinical responsibility? 
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https://www.gov.uk/government/publications/dental-contract-pilots-evidence-and-learning 
 


2.7 NHS reference costs collection guidance for 2013 to 2014 
This document sets out requirements for the collection of 2013 to 2014 reference costs from 
NHS trusts and NHS foundation trusts between 23rd June and 1st August 2014. It follows 
feedback from the NHS on draft collection guidance. 
https://www.gov.uk/government/publications/nhs-reference-costs-collection-guidance-for-
2013-to-2014 
 


    


2.8 NHS reference costs collection: draft guidance. Consultation outcome 
Summary of consultation responses. 
https://www.gov.uk/government/consultations/nhs-reference-costs-collection-draft-guidance 
 


    


 MORECAMBE BAY INVESTIGATION     
2.9 Summary - Panel meeting 15 January 2014 


https://www.gov.uk/government/publications/summary-panel-meeting-15-january-2014 
 
Summary - Panel Meeting 11 December 2013 
https://www.gov.uk/government/publications/summary-panel-meeting-11-december-2013 
 
Summary - Panel Meeting 28 November 2013 
http://alturl.com/kox65 
 


    


 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
2.10 Implications for the NHS of inward and outward medical tourism: a policy and economic 


analysis using literature review and mixed-methods approaches  
The study examined the implications of inward and outward flows of private patients for the NHS 
across a range of specialties and services. It found that the past decade has seen an increase in 
both inward and outward medical travel. Europe is both a key source of travellers to the UK and 
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a destination for UK residents who travel for medical treatment and the study found that the 
economic implications of medical tourism for the NHS are not uniform. 
http://www.journalslibrary.nihr.ac.uk/hsdr/volume-2/issue-2 
 


3 Commissioning      
3.1 NHS England pauses commissioning through evaluation project for renal artery denervation 


NHS England has paused in its plans to introduce an evaluation project for renal artery 
denervation, a treatment proposed for patients with hypertension which is resistant to other 
forms of treatment. In January it was announced by Medtronic that the largest trial so far in over 
500 patients undertaken for this treatment had closed. Whilst there were no safety concerns, 
there was no evidence that the treatment was clinically effective. The results of the trial will be 
discussed in international professional meetings to determine the future direction of evaluating 
this treatment. For the time being NHS England has paused the planning of its Commissioning 
through Evaluation project and the treatment remains as not routinely commissioned. 
http://www.england.nhs.uk/2014/02/05/renal-artery-denervation/ 
 


    


4 Quality, Improvement and Performance     
 AMERICAN HOSPITAL ASSOCIATION (AHA)     
4.1 Your hospital’s path to the second curve: integration and transformation 


This report outlines strategies, organisational capabilities to master and 10 strategic questions 
that organisations should consider before beginning a transformational journey. It includes 
guiding questions which will help hospitals and care systems reflect and gain new perspectives 
on the benefits and value of integration. http://www.aha.org/research/cor/paths/index.shtml 
 


    


 BRITISH MEDICAL ASSOCIATION (BMA)     
4.2 Hospital discharge: the patient, carer and doctor perspective 


This document contains a checklist to help support patients with the hospital discharge process. 
The list of questions aims to be suitable for the majority of patients. http://bma.org.uk/news-
views-analysis/news/2014/february/patient-and-doctor-partnership-comes-of-age 
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 CENTRE FOR HEALTH ECONOMICS (CHE), UNIVERSITY OF YORK     
4.3 Network meta-analysis of (individual patient) time to event data alongside (aggregate) count 


data 
This paper introduces a modelling approach that allows IPD (time to event with censoring) and 
AD (event count for a given follow-up time) to be synthesised jointly by assuming an underlying, 
common, distribution of time to healing.   
http://www.york.ac.uk/che/news/che-research-paper-95/ 
 


    


 THE HEALTH FOUNDATION     
4.4 Hard data and soft intelligence: how can we know care is safe 


This presentation, given by Mary Dixon-Woods at a 'What matters most in measurement' event, 
looks at the history of safety measurement through to the modern day and how different 
methods of measurement can yield varying results. 
http://www.health.org.uk/multimedia/slideshow/hard-data-soft-intelligence/ 
 


    


 HEALTH AND SOCIAL CARE INFORMATION CENTRE (HSCIC)     
4.5 HSCIC publishes strategy for 2013-2015 


04 February, 2014: We have published our strategy, setting out our priorities for the next 18 
months, together with a roadmap for the longer-term development of our data and information 
systems. http://www.hscic.gov.uk/article/3887/HSCIC-publishes-strategy-for-2013-2015 
 


  CCG lead for data 
management 
 
NECS Director BIS 
(ID) and Head of 
Data Management 
(RM) 


 


 THE KING'S FUND     
4.6 Service transformation: lessons from mental health 


Mental health services have undergone radical transformation in the past 30 years. A 
community-based care model has largely replaced the acute and long-term care provided in large 
institutions. Similar change – from hospital to community-based alternatives – is a long-standing 


  CCG Lead for mental 
health 
 
NECS Director CSO 
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policy objective for physical health care in the United Kingdom. How far the two can be 
compared has been remarkably under-explored. This paper seeks to correct this by examining 
the transformation of mental health services in England and the relevance to current policy. 
http://www.kingsfund.org.uk/publications/service-transformation 
 


(JP) and lead for 
mental health 
commissioning (JSt) 


 NATIONAL AUDIT OFFICE     
4.7 Forecasting in government to achieve value for money 


The report suggests that poor forecasting by government departments is an entrenched 
problem, leading to poor value for money and increased costs for the taxpayer. Government 
departments do not take forecasting sufficiently seriously, with the process often hampered by 
poor quality data and unrealistic assumptions driven by policy agendas. Poor forecasting can 
result in ill-informed decisions, cost overruns, delay and fewer benefits than predicted. 
http://www.nao.org.uk/report/forecasting-government-achieve-value-money/ 
 


    


 NATIONAL VOICES     
4.8 Narrative for person-centred coordinated care  


Following the creation of the Narrative for coordinated care, National Voices and the National 
Council for Palliative Care are seeking comments on a new branch of the narrative which focuses 
on palliative care and end of life care. Comments will be accepted until 19 February 2014. 
http://alturl.com/4fqph 
 


    


 NHS ENGLAND     
4.9 Update to National Cancer Drugs Fund list 


NHS England has released an update to the national cancer drugs fund list, further increasing 
access for patients to an additional three new cancer drugs. The additions to the list have been 
made following a review of trial data from the drugs by the Chemotherapy Clinical Reference 
Group (CRG), one of 74 such groups which provide clinical advice to NHS England regarding a 
range of specialised services. http://www.england.nhs.uk/2014/02/03/cdf-drug-release/ 
 


  CCG lead for 
Medicines 
Optimisation 
 
NECS Director CSO 
(JP) and Head of 
Meds Opt (JS) 
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 THE NUFFIELD TRUST     
4.10 The Francis report: one year on - the response of acute trusts in England 


This report explores how acute trusts are responding to the Francis Inquiry report, one year on 
from Robert Francis QC’s original report into the failings in Mid Staffordshire hospitals. It finds 
that many of the themes from the Francis Inquiry Report, including the importance of openness, 
adequate staffing levels and a patient-centred culture, have resonated with leaders of the 
hospitals responding to the survey and interviews. Four in five of the hospitals responding to the 
online survey said they were taking new steps in response to the report, and an even greater 
proportion said they already had work underway on many of the recommendations when the 
report was published. http://www.nuffieldtrust.org.uk/publications/francis-inquiry-one-year-on 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


 UNIVERSITY OF BIRMINGHAM     
4.11 Healthy ageing in the 21st century: the best is yet to come 


This policy commission is exploring how good ageing in a multi-cultural society is defined. It is 
looking in particular at how good health in later life can be promoted. This report presents the 
commission's key findings and sets out recommendations for healthy ageing in a diverse society.  
http://alturl.com/5xgew 
 


    


5 Guidelines (NICE, SIGN)     
 SCOTTISH INTERCOLLEGIATE GUIDELINES NETWORK (SIGN)     
5.1 SIGN 137: Management of lung cancer 


This guideline replaces SIGN 80. It covers all aspects of the management of patients 
with small cell lung cancer (SCLC) and non-small cell lung cancer (NSCLC), and reflects the most 
recent evidence on diagnostic and staging investigations, surgery, radiotherapy and systemic 
anti-cancer therapy. http://www.sign.ac.uk/guidelines/fulltext/137/index.html 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


 NICE     
5.2 Quality standards 


 
  CCG lead for clinical 


quality 
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QS53 Anxiety disorders 
http://guidance.nice.org.uk/QS53 
 
QS54 Faecal incontinence 
http://guidance.nice.org.uk/QS54 


 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


5.3 Evidence summaries: new medicines 
These provide a summary of the published evidence for selected new medicines, or for existing 
medicines with new indications or formulations, that are considered to be of significance to the 
NHS. 
ESNM31 Long-acting reversible contraception: subcutaneous depot medroxyprogesterone 
acetate (DMPA-SC) 
http://www.nice.org.uk/mpc/evidencesummariesnewmedicines/ESNM31.jsp 
 


  CCG lead for 
Medicines 
Optimisation 
 
NECS Director CSO 
(JP) and Head of 
Meds Opt (JS) 


 


5.4 NICE consultations 
http://www.nice.org.uk/getinvolved/currentniceconsultations/current_nice_consultations.jsp 
Ø Point-of-care coagulometers (the CoaguChek XS system and the INRatio2 PT/INR 


monitor) for self-monitoring coagulation status in people on long-term vitamin K 
antagonist therapy who have atrial fibrillation or heart valve disease: diagnostics 
consultation. Consultation closes 27 February 2014. 


Ø Lung cancer (non-small cell) - erlotinib & gefitinib (post chemotherapy) (rev TA162, 
TA175): appraisal consultation. Consultation closes 27 February 2014 


Ø NICE CCG OIS Indicator consultation. Consultation closes 3 March 2014. 
Ø NICE BNF consultation. Consultation closes 31 March 2014. 


 


    


6 Primary, Community and Social Care     
 BMA     
6.1 Alcohol, drugs and the workplace - the role of medical professionals  


This new BMA guidance is intended to help doctors better understand and support patients and 
employers in tackling alcohol and illicit drug use. It recognises the prevalence of alcohol and drug 
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misuse among people who work, and the impact in terms of absenteeism and behavioural issues. 
http://bma.org.uk/practical-support-at-work/occupational-health/alcohol-drugs-and-the-
workplace 
 


 HER MAJESTY'S INSPECTORATE OF CONSTABULARY (HMIC)     
6.2 A joint inspection of the treatment of offenders with learning disabilities within the criminal 


justice system – phase 1 from arrest to sentence 
This is a report of a joint inspection into people with learning disabilities within the criminal 
justice system. It found that the needs of many people with learning disabilities are going 
unnoticed when they are arrested by police, go to court and are sentenced. It makes 
recommendations for greater partnership working between the justice and health system in 
order to support the assessment and treatment of offenders with learning disabilities. 
http://www.hmic.gov.uk/news/news-feed/offenders-with-learning-disabilities/ 
 


    


 INSTITUTE FOR RESEARCH AND INNOVATION IN SOCIAL SERVICES (IRISS)     
6.3 Delivering integrated care and support 


This report argues that the achievement of personal outcomes for individuals should be the focus 
of integrated care and support. It highlights six dimensions which are key to successfully 
delivering integrated care: vision; leadership; culture; local context; integrated teams; and time. 
http://iriss.org.uk/resources/delivering-integrated-care-and-support-insight 
 


    


 JOSEPH ROWNTREE FOUNDATION     
6.4 Referendum briefing: child poverty in Scotland 


Child poverty in Scotland has fallen by around twice the level in England in the last ten years. This 
study looks at what we can learn from this and at the challenges ahead.  
http://www.jrf.org.uk/publications/referendum-briefing-child-poverty-scotland 
 


    


 THE MENTAL HEALTH FOUNDATION     
6.5 Children and young people with learning disabilities and their mental health   CCG lead for LD  
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The Mental Health Foundation has published an information pack which is intended to provide a 
basic introduction to mental wellbeing and mental health problems before considering mental 
health problems in children and young people with learning disabilities in more depth 
http://www.mentalhealth.org.uk/publications/children-and-young-people-with-learning-
disabilities/ 


 
NECS Director CSO 
(JP) and lead for LD 
(DO) 


 NHS ENGLAND     
6.6 GP Personal Medical Services review 


NHS England published the arrangements it will apply to ensure the most effective use of 
resources for Personal Medical Services (PMS). PMS is a locally-agreed alternative to General 
Medical Service (GMS) for providers of general practice. NHS England area teams will be 
reviewing PMS contracts over the next two years to ensure that additional funding meets a set of 
consistent principles and criteria. http://www.england.nhs.uk/2014/02/03/pms/ 
 


    


7 Public Health     
 LOCAL GOVERNMENT ASSOCIATION (LGA)     
7.1 Public health transformation nine months on - bedding in and reaching out 


This resource commissioned by the LGA and PHE describes how public health in a number of 
councils has started to use the opportunities of a local government setting to improve health and 
wellbeing. 
http://www.local.gov.uk/publications/-/journal_content/56/10180/5897964/PUBLICATION 
 


    


 NICE     
7.2 Public Health Evidence Awareness, issue 22, February 2014 


https://s5.newzapp.co.uk/t/gtp_pg.aspx?LID=OSw0NDI5ODAxOTcsMw== 
 


    


 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
7.3 NIHR Themed Call: Long-term Conditions in Children and Young People 


NIHR has issued a call for evaluative research for long-term conditions in children and young 
people.  The research should aim to provide the evidence base to improve the health outcomes 


  CCG lead for R & D 
 
NECS Director OD & 
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for children and young people that result from long-term conditions. The call is in support of the 
annual report of the Chief Medical Officer 2012 entitled Our Children Deserve Better: Prevention 
Pays. Completed application forms must be submitted by 21 May 2014. Funding decisions will be 
made around March 2015. http://www.themedcalls.nihr.ac.uk/children 
 


Corporate Services 
(MMcG) and Head of 
R & D (SH) 


 POLICY EXCHANGE     
7.4 Parenting alone – Work and welfare in single parent households 


This report explains that the proportion of UK lone parent households is the fourth highest in the 
EU – beaten only by Estonia, Latvia and Ireland. 
http://www.policyexchange.org.uk/images/publications/parenting%20alone.pdf 
 


    


 PUBLIC HEALTH ENGLAND     
7.5 Duncan Selbie's Friday message: 7 February 2014 


https://www.gov.uk/government/publications/duncan-selbies-friday-message-7-february-2014 
 


    


7.6 Winter health watch summary: 6 February 2014 
https://www.gov.uk/government/publications/winter-health-watch-summary-6-february-2014 
 


    


7.7 Vaccine update: issue 211, January 2014 
https://www.gov.uk/government/publications/vaccine-update-issue-211-january-2014 
 


    


7.8 PHE release local authority adult obesity data 
New local authority excess weight data published by Public Health England (PHE) confirms that 
64% of adults are overweight or obese. The new data also shows the considerable variation in 
the numbers of people who are overweight or obese in different parts of England. 
http://www.pcc-cic.org.uk/article/phe-release-local-authority-adult-obesity-data 
 


    


7.9 Board papers for February 2014 meeting 
https://www.gov.uk/government/publications/board-papers-for-february-2014-meeting 
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 ROYAL SOCIETY FOR PUBLIC HEALTH (RSPH)     
7.10 The views of public health teams working in local authorities 


This report is based on a survey of public health professionals working in local authorities and it 
found the majority believe health decisions are being made based on politics rather than 
evidence. It also found that the public health workforce perceives that budgets which are meant 
to be reserved for public health initiatives are not being ring fenced in practice. Nearly three 
quarters of respondents also suggested that financial restrictions are impacting upon their 
team’s ability to deliver health improvement initiatives. Respondents expressed mixed views 
regarding the role of health and wellbeing boards which have been set up as a forum to discuss 
local needs and influence commissioning decisions. http://alturl.com/3cg5i 
 


    


 UK HEALTH FORUM     
7.11 Prevention Information and Evidence briefing, 5 February 2014 


http://alturl.com/r82x3 
 


    


8 Workforce, Education and Training     
 HEALTH EDUCATION ENGLAND (HEE)     
8.1 National consultation on a NHS bands 1-4 workforce strategy 


The staff in bands 1-4 make up around 40 per cent of the NHS’s workforce, and are responsible 
for an estimated 60 per cent of direct patient contact but receive only around 5 per cent of the 
training budget. HEE wants to know what people think are the barriers and challenges for this 
part of the workforce, and how these can be overcome. All the feedback collected will be 
analysed to create a bands 1-4 national strategy - “The Talent for Care”. The closing date for 
feedback is 24th March 2014.  http://alturl.com/qk26u 
 


    


8.2 NHS EMPLOYERS 
NHS Workforce Bulletin, issue 402, 3 February 2014 
http://alturl.com/pvsrr 
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9 Bulletins and press releases     
9.1 DEPARTMENT OF HEALTH NEWS 


https://www.gov.uk/government/announcements 
 


    


9.2 ‘Francis Effect’ on NHS care one year on from Mid Staffs Inquiry 
https://www.gov.uk/government/news/francis-effect-on-nhs-care-one-year-on-from-mid-staffs-
inquiry 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


9.3 New government measures to end FGM 
https://www.gov.uk/government/news/new-government-measures-to-end-fgm 
 


    


 HEALTH AND SOCIAL CARE INFORMATION CENTRE     
9.4 GP System of Choice bulletin, 5 February 2014 


The latest bulletin for GP System of Choice (GPSoC) has been published by This bulletin will 
provide you with a regular update on the GP Systems of Choice (GPSoC) service, as well as 
guidance and communication links to key pieces of information you may need. 
http://createsend.com/t/r-50A9FCA73A0BC6552540EF23F30FEDED 
 


    


 NHS BENCHMARKING NETWORK     
9.5 NHS Benchmarking Network newsletter, January 2014 


Contents include: 
Ø Details of all the products that have been issued in the last 2 months (community 


services, emergency / urgent care, radiology, therapies, mental health, and CAMHS) 
Ø Details of upcoming products (corporate functions and operating theatres) 
Ø Feedback on the 2013 National Audit of Intermediate Care, its inclusion in quality 


accounts, and plans for 2014 
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Ø Plans for the 2014/15 work programme including new projects on integrated care and 
the frail elderly 


Ø Details of member events including; integrated care scoping, operating theatres 
benchmarking conference, good practice in community services, and good practice in 
acute therapies. 


http://www.nhsbenchmarking.nhs.uk/news/view-article.php?id=36 
 


 NHS ENGLAND     
9.6 Winter health check – 7 February 2014 


http://www.england.nhs.uk/2014/02/07/winter-health-chc-07-02/ 
 


  CCG lead for Winter 
Resilience 
 
NECS director CSO 
(JP) and lead for 
Winter Resilience 
(JD) 


 


9.7 GP and practice team bulletin January 2014 
http://alturl.com/mnhbc 
 


    


9.8 NHS News, issue 43 
Ø Pop-up NHS university prospectus now available 
Ø New national patient safety alerting system launched 
Ø Help improve mental health training for midwives 
Ø NHS England publishes outcomes of GP Personal Medical Services review 
Ø NHS England releases update to national Cancer Drugs Fund list 
Ø Have your say on NICE’s vision for an enhanced British National Formulary 
Ø Blogs 


http://www.england.nhs.uk/2014/02/06/nhs-news-43/ 
 


    


 PUBLIC HEALTH ENGLAND     
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9.9 New national Be Clear on Cancer campaign targets older women to increase early diagnoses of 
breast cancer. 
https://www.gov.uk/government/news/1-in-3-breast-cancers-are-in-women-over-70 
 


    


9.10 State-of-the-art newborn and infant physical exam e-learning module receives RCGP 
accreditation 
http://alturl.com/disbp 
 


    


9.11 Flooding – health advice on floodwater 
https://www.gov.uk/government/news/flooding-health-advice-on-floodwater 
 


    


9.12 UKMi 
New Drugs Online newsletter, January 2014 
http://www.ukmi.nhs.uk/filestore/ukmianp/NDONewsletterJanuary2014.pdf 
 


    


9.13 BBC HEALTH 
http://www.bbc.co.uk/health/ 
 


    


10 Statistical Reports     
 HEALTH AND SOCIAL CARE INFORMATION CENTRE (HSCIC)     
10.1 Abuse of vulnerable adults in England - 2012-13, final report, experimental statistics 


Key facts: 
o A total of 176,000 safeguarding alerts were reported by the 132 councils in 2012-13. For 


the 119 councils who submitted data on alerts in both 2011-12 and 2012-13, the number 
of alerts has grown by 20 per cent (27,000 alerts). 


o A total of 109,000 safeguarding referrals were reported by all 152 CASSRs in England in 
2012-13. This reflects a 2 per cent increase (2,000 referrals) across all councils, compared 
to the previous reporting year. 


o A total of 89,000 completed referrals were reported by all 152 CASSRs in England in 
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2012-13. This reflects a 3 per cent increase (3,000 completed referrals) across all 
councils, compared to the previous reporting year. 


o In 2012-13, 61 per cent of referrals were for women and 62 per cent were for adults 
aged 65 or over. Half of the referrals (51 per cent) were for adults with a physical 
disability. 


o Physical abuse and neglect were the most common types of abuse reported in referrals, 
accounting for 28 per cent and 27 per cent respectively of all allegations. Alleged abuse 
was more likely to occur in the vulnerable adults own home (39 per cent of all locations) 
or a care home (36 per cent). 


o The source of harm was most commonly reported as a social care worker (32 per cent of 
all perpetrators) or a family member (a combination of the Partner and Other Family 
Member categories, 23 per cent). 


o Of the 87,000 completed referrals where a case conclusion was recorded, 43 per cent of 
cases were either Substantiated or Partly Substantiated, 30 per cent were Not 
Substantiated and for 27 per cent of cases a conclusion could not be determined. 


http://www.hscic.gov.uk/catalogue/PUB13499 
 


 LOCAL GOVERNMENT ASSOCIATION (LGA)     
10.2 LG Inform 


The LGA's data service is now publically available. LG Inform provides easy access to up-to-date 
published data about local areas and the performance of authorities; and allows users to make 
comparisons with other similar authorities. 
Metrics recently added to LG Inform include: 


o Mortality from all causes – 2010-12 
o Mortality from all circulatory diseases – 2010-12 
o Mortality from all malignant neoplasms – 2010-12 
o Development Control statistics – Q3 2013 
o Local Government Employment – Q3 2013 
o Children in Need Census – 2012/13 
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o School Capacity Survey – 2012/13. 
http://lginform.local.gov.uk/ 
 


 NHS ENGLAND     
10.3 Winter pressures daily situation reports for 30 January 2014 to 5 February 2014 


http://www.england.nhs.uk/statistics/2014/02/07/winter-pressures-daily-situation-reports-for-
30-january-2014-to-5-february-2014/ 
 


  CCG lead for Winter 
Resilience 
 
NECS director CSO 
(JP) and lead for 
Winter Resilience 
(JD) 


 


10.4 Diagnostics waiting times and activity, December 2013 
http://www.england.nhs.uk/statistics/statistical-work-areas/diagnostics-waiting-times-and-
activity/ 
 


    


10.5 Dementia assessment and referral, November 2013 
http://www.england.nhs.uk/statistics/statistical-work-areas/dementia/ 
 


    


10.6 Mental health community teams activity 
http://www.england.nhs.uk/statistics/statistical-work-areas/mental-health-community-teams-
activity/ 
 


    


10.7 NHS 111 Minimum Data Set 
http://www.england.nhs.uk/statistics/category/statistics/nhs-111-statistics/ 
 


    


10.8 Venous thromboembolism (VTE) risk assessment 
http://www.england.nhs.uk/statistics/statistical-work-areas/vte/ 
 


    


10.9 Dental Commissioning Statistics, England – December 2013     
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http://www.england.nhs.uk/statistics/category/statistics/dental-commissioning/ 
 


 OFFICE FOR NATIONAL STATISTICS     
10.10 Childbearing of UK and non-UK born women living in the UK, 2011 Census data 


http://alturl.com/iohrs 
 


    


10.11 Compendium of UK statistics, population and migration 
http://alturl.com/289ee 
 


    


 PUBLIC HEALTH ENGLAND     
10.12 Mandatory surveillance of MRSA, MSSA, and Escherichia coli bacteraemia and Clostridium 


difficile infection - December 2012-December 2013 
http://www.hpa.org.uk/web/HPAweb&amp;HPAwebStandard/HPAweb_C/1244763936373 
 


    


10.13 Public Health Outcomes Framework: February 2014 quarterly data update 
http://alturl.com/f2y5m 
 


    


10.14 PHE government procurement card spend over £500: November 2013 
http://alturl.com/dfbhv 
 


    


10.15 PHE spend over £25,000: November 2013 
https://www.gov.uk/government/publications/phe-spend-over-25000-november-2013 
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    Executive Committee 
4 February 2014 


8.30 – 11.30 
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


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


 
 Action 


EC/14/049 New Ways of Working: Walk the Wall 
 
This item had been deferred until after the current consultation. 
 


 
 


EC/14/050 Apologies for Absence 
 
Apologies were noted from Helen Moore and Joseph Chandy. 
 


 


EC/14/051 Declarations of Interest 
 
WJ and Stewart declared interest in small value contracts as GPs 
 


 
 


EC/14/052 Minutes and matters arising from the meeting on 28 January 2014 
 
MT provided a brief update on governance issues upon which he was 
working with NECS and JC. 
 
The minutes were accepted as a true record. 
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EC/14/053 Review of Action Log 
 
The action log was reviewed and updated with the following matters 
arising: 
 
Urgent Care Review 
GF indicated that Sara Woolley and Richard Harrety of NECS were 
providing background information to her by the end of February in order to 
draw up a report and then subsequent work to bring together Urgent Care 
strategies for June.   The group talked about drawing in other CCGs’ 
strategies and the direction of travel in practices and foundation trusts. 
 
NICE Guidance  
GF informed the group that this issue had now been resolved with 
CDDFT and she would follow up with the QSG regarding any further 
issues. 
 
Data 
MB pointed out that practice system information was put into Raidr and 
other data was used to stimulate discussion and possible deep dive 
reviews.  He felt that the issues raised in the previous meetings were 
more about processes and added that it was up to practices as to how 
regularly they wanted visits and each took a different approach. 
 


 


EC/14/054 Governing Body reports to approve 
 
Chief Clinical Officer Update 
SF spoke to his report which provided an update on activity across the 
CCG since the last Governing Body meeting.  SH tabled the most up to 
date version.  The Executive Committee:  
· Approved the report to be submitted to the Governing Body. 
 
Patient and Public Engagement 
The Executive Committee: 
· Agreed that for the February meeting, JC would provide a verbal 


update with a more comprehensive written report for March. 
 
GP Weekend Opening  
The report provided an update on weekend opening including funding 
mechanisms for under and over performing practices.  The Executive 
Committee: 
· Agreed the report subject to SB checking the wording to ensure that it 


correctly addressed the Governing Body and adding into the 
recommendations that the decision (already made by the Lay Chair) 
was to be ratified. 
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QOF QP Menorrhagia Pathway 
Alison Ayres attended to talk to the paper which requested the Governing 
Body’s authorisation to pay member practices for the delivery of the 
service.  The Executive Committee: 
· Agreed the report for the Governing Body. 
 
Prescribing Financial Pressures 
MP spoke to the report which was tabled.  He felt that the report was 
positive, though cautioned that a realistic approach was required and it 
was suggested that reports were prepared for the Executive Committee 
on a quarterly basis.  The Executive Committee: 
· Agreed the report would be submitted to the Governing Body for 


information. 
 


EC/14/055 Final approval of Governing Body agenda 
 
Lyndsey Jones-George attended the meeting to discuss the agenda and 
amendments were made. 
 


 
 


EC/14/056 Rapid Response Teams Pilot 
 
This had been deferred to 18 February 2014. 
 


 
 


18 Feb 


EC/14/057 GP TeamNet project proposal 
 
In JC’s absence, this item was deferred. 
 


 


EC/14/058 Acute Medical Care 
 
This item was cancelled by Sarah Chilvers of ORLA who had been due to 
make a presentation to the group, due to unexpected circumstances.  SH 
to arrange a new date for her to attend. 
 


 
 
 


SH 


EC/14/059 Midwifery Led Unit 
 
GF had discussed the temporary closure of the MLU at Bishop Auckland 
hospital at the quality review group with CDDFT. Mike Wright had 
informed the group that the Trust had commissioned a more detailed 
review of the service. Once this report was received they would share it 
with the CCG with a plan for implementation and DDES would then lead a 
consultation on this. It was noted that there had been little opposition to 
the temporary closure from the population.  
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EC/14/060 NECS SLA discussion 


 
MT had circulated a message to members of the Executive Committee 
responsible for areas of operations supported by NECS asking for 
feedback which would then be discussed at a future meeting. 
 
MB pointed out that there were KPIs for service lines that had a monthly 
report produced against them, even though they did not reflect all NECS 
activity with the CCG.  He was preparing an executive summary to 
provide insight into the extra work that NECS services provide.  He spoke 
briefly about the CCG scoring of NECS services and how weighting 
needed to be agreed with a clear scoring rationale. 
 
SH to add to the agenda for 18 February and all members of the 
Executive Committee would pass their feedback to MT who would submit 
a report. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


SH 
MT 


 
 


EC/14/061 IAPT at Seaham Primary Care Centre – Update 
 
Deferred to the first week in March as some financial information was 
awaited. 
  


 
 


Mar 14 


EC/14/062 Finance update 
 
The team was currently focussed on preparing the financial plan for 
submission by the end of that week. Key information required  about  
specialised commissioning and running costs had just been receieved.  It 
was confirmed that the running cost allowance for 2014/15 had reduced 
as this was now population- based and that in the North East was growing 
slower than elsewhere in the country. 
 


 


EC/14/063 Smaller Value Contracts 
 
The Executive Committee discussed a report about applying efficiencies 
to contracts and then putting something back in for small providers.  MP 
pointed out that some of the contracts were quite sizeable, despite falling 
into the “small value” category and SB added that it would be worth 
working with Darlington and North Durham CCGs to ensure consistency. 
 
It was agreed that SB would bring recommendations back to the meeting 
on 18 February.   
 
MB would check the EMS, St. John’s Ambulance and Medical Services 
North East contracts to check what services they provided and the 
benefits they provided by the meeting on 18 February. 
 


 
 
 
 
 
 
 
 


SB 
 
 


MB 
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EC/14/064 Better Care Fund 


 
MT briefed the group on progress to date, indicating that all should be 
ready to sign off on 14 February.  The local authority was leading the 
work with DDES and N Durham CCGs having representation on the Task 
and Finish Group. 
 
Work was still being done on the combined target for emergency 
admissions because baseline data had been awaited.  This was being 
interpreted as a BCF rather than a CCG target. 
 
SH to arrange a meeting for SB/SF on 13th or 14th February to agree sign-
off. 
 


 
 
 
 
 
 
 
 
 
 
 


SH  
13 Feb 


EC/14/065 Any Other Business 
 
Annual Report 
MT informed the group that work was progressing as guidance emerged 
and that a meeting to co-ordinate work across all teams in NECs, 
Finance, Comms and Governance, was arranged to agree the timetable, 
milestones and actions.  CW added that she and JC would also be in 
attendance. 
 
MT reported on the breadth of the Annual Report which would include 
sections on engagement, equality and sustainability for which JC was the 
CCG lead. 
 
The report and accounts are to be published on the DDES website in 
June 2014, so timescales are challenging. 
 
GF added that guidance for quality accounts had come through and 
NECS would be leading on that work for DDES. 
 
Recent meetings with Public Health 
SB had e-mailed the group the previous week with information about 
areas of work that that the local authority was proposing to change or 
decommission and these were discussed in detail.  It was agreed that SB 
to speak to Michael Houghton to find out the outcome of the North 
Durham CCG/Local Authority Board to Board meeting and report back to 
the Executive Committee on 18 February. 
 
Infection Control Team 
The team of five were to join the CCG on 1 April 2014 and the Executive 
Committee agreed to release funding for IT equipment and refurbishment 
of offices to meet DDES standards.  It was also proposed to make the 
NECS office more user friendly and comfortable and the break out area 
better utilised.  CW to progress. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SB 
18 Feb 


 
 
 
 
 
 
 


CW 
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Local Authority budget consultation 
MT tabled a draft letter in response to the local authority budget report 
consultation and this was discussed.  It was agreed that MT would amend 
this to reflect DDES’s concerns about the impact of savings and 
redistribution funds including public health budgets that might impact on 
health and social care services. 
 


 
 
 


MT 


 Next Meeting 
 
Tuesday 18 February 2014 
 


 


 
 
 
 


Signed    
 
Name  Stewart Findlay, Chief Clinical Officer 
 
Date  18 February 2014 





		CONFIRMED MINUTES






   
 
 


CCG Policy Action Planning       Key Points – 21 February 2014 
       
 
This weekly Key Points bulletin collates newly published health-related reports, consultations, guidance, statistics and news items from a wide range of organisations, both 
statutory and voluntary. Coverage is generally non-clinical, with the exception of guidelines.  The Key Points bulletin forms the basis for supplementary action planning by the 
governance team in NECS to direct CCG and NECS staff to items of relevance for them and with individuals designated to take forward action where relevant.  
 
The bulletin has 10 main sections:  


 Page 
 1. NHS England CCG Bulletin 3 
 2. Policy & Regulation 12  
 3. Commissioning 14 
 4. Quality, Improvement and Performance 15 
 5. Guidelines (NICE, SIGN) 17 
 6. Primary, Community and Social Care 18 
 7. Public Health 19 
 8. Workforce, Education and Training 20 
 9. Bulletins and Press Releases  21 
 10. Statistical Reports 24 


Headlined this week ….. 
1.16 Take action now to protect services 
Specific Deadlines…….. 
1.6 NHS England consult on managing performers and inclusion on the performers list. Closing date 20 March 2014 
5.1 Multiple sclerosis (relapsing-remitting) - dimethyl fumarate: appraisal consultation. Closing date for consultation 12 March 2014 
5.2 Community engagement: scope consultation. Closing date for consultation 19 March 2014 
5.3 The geko device for reducing the risk of venous thromboembolism: second medical technology consultation. Closing date for the consultation 19 March 2014 
5.4 Chronic kidney disease (update): guideline consultation. Closing date for consultation 4 April 2014 
7.1 Health and Wellbeing Peer Challenge. Expressions of interest to be submitted by 28 February 2014 


APPENDIX 4 
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Key Points is produced by Key Library & Knowledge Services at South Tyneside NHS Foundation Trust. If you have any questions, comments or suggestions about the bulletin 
please contact us: 
 
Sue Austin & Sue Graham 
Librarian/Knowledge Managers 
Key Library & Knowledge Services 
Clarendon 
Tel: 0191 283 1118 
Email: library@sotw.nhs.uk 
 
The additional Action Planning is undertaken by the NECS Governance team.  Any questions, comments or suggestions about the action planning including categorisation of 
actions, or requests for additional summaries with implications for CCGs should be directed in the first instance to: 
  
Liane Cotterill 
Senior Governance Manager 
Tel:  01642 745042 
Email:  liane.cotterill@nhs.net 
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*Broad summary and implications will be prepared by NECS staff as indicated for specific items to support CCGs. These are designed to provide a summary of the 
document/policy and an initial broad assessment of the potential implications for CCGs, for further more detailed implementation within organisations as relevant. The timescale 
for production of the summary and implications will depend on the complexity of the policy and the range of service lines involved, but will be prepared no later than four weeks 
after the publication  
Item  Action Action to 


include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


1 NHS England CCG Bulletin     
 NHS England 


 
Bulletin for CCGs, issue 53, 20 February 2014 
http://www.england.nhs.uk/2014/02/20/bulletin-for-ccgs-issue-53-20-february-2014/ 
 


    


1.1 Latest news from Expo14 
Register your place at Health and Care Innovation Expo 2014 
 


    


 NHS COMMISSIONING ASSEMBLY NEWS     
1.2 Find out more about the Commissioning Assembly at Expo14 


The NHS Commissioning Assembly will be exhibiting at the Health and Care Innovation Expo 2014 
on 3 and 4 March. Please do come and visit our stand to find out more about the future of the 
Assembly including how you can become more involved in our work. 
 


    


 STRATEGIC ISSUES     
1.3 Area teams lead for NHS England on the assurance of CCG plans and will work with you to ensure 


the best quality services can be delivered within available resources. A critical part of that will be 
area teams sharing their direct commissioning plans with CCGs so that we can ensure pathways 
are developed to reflect patient need. Following feedback from area teams, final CCG operational 
and financial plans will need to be submitted by 4 April 2014 together with the first draft of 5 
year strategic plans. 
 


  CCG CFO and CFO  


1.4 Launch of Commissioning Support Lead Provider Framework process 
On 24 February, NHS England will launch the first stage of the procurement process to accredit 


  CCG CFO and CFO  
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


the best quality commissioning support suppliers as part of the Lead Provider Framework. There 
has been significant engagement with CCGs and other commissioners to date and we want this 
to continue as we look ahead to the evaluation of both the pre-qualification stage and invitation 
to tender stage. If you would like to get involved please email us. If you want to find out more on 
the framework, look at some of the high level criteria as it stands now ahead of the 24th, and 
download the recently published frequently asked questions visit the web page. 
 


NECS Director 
Business 
Development (DR)   


1.5 CCGs to lead the charge for Change 
CCGs are expected to be at the forefront of the improvement agenda in the run up to NHS 
Change Day 2014. The 3 March event looks set to dwarf the 2013 push, when 189,000 pledges to 
improve care were made across all parts of the NHS. Commissioner involvement to date has 
ranged from simple promises to communicate better with colleagues, to a CCG in Warwickshire 
that sent a team of 50 people out to a local shopping centre after pledging to gain more 
meaningful feedback on improving local GP services. 
  


    


1.6 NHS England consult on managing performers and inclusion on the performers list 
In April 2013, NHS England produced documents for management of concerns for primary care 
performers. These documents are now being refined in light of feedback from users and 
stakeholders. A formal consultation has now been launched, closing Thursday 20 March. We 
welcome CCGs to provide their views on whether the proposed framework is practical and 
proportionate.  
 


    


1.7 Practical guidance on safe, compassionate care for frail older people published 
NHS England has published the commissioning guidance for implementing a care pathway for 
frail older people. The document summarises the evidence of the effects of an integrated 
pathway of care for older people and suggests how a pathway can be commissioned effectively.  
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summary and 
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For general 
CCG 
information 


1.8 Improving dental care and good oral health – a call to action 
In support of ‘The NHS belongs to the people – a call to action’ NHS England is stimulating the 
debate around the sustainability of NHS dental services by launching a call to action for NHS 
dentistry on 19 February. It will conclude on 16 May. Our overall aims are to improve the oral 
health of the population, increase access to NHS dental services and reduce financial 
inefficiencies. The slide pack and questionnaire is available here. 
 


    


1.9 Parity of Esteem: transformative ideas for commissioners 
Everyone Counts: Planning for Patient 2014/15 to 2018/19, published in December 2013, 
describes NHS England’s ambition for the years ahead and its ongoing commitment to focus on 
better outcomes for patients. As part of the suite of tools that accompany the planning guidance 
that assist commissioners with their planning considerations to maximise the best possible 
outcomes for their local communities Parity of Esteem: transformative ideas for commissioners, 
outlines how CCGs can achieve parity of esteem between physical and mental health by 
allocating their resources differently through the provision of an evidence base, case studies and 
a guide to managing, securing and evaluating services. 
 


  CCG lead for mental 
health 
 
NECS Director CSO 
(JP) and lead for 
mental health 
commissioning (JSt) 
and  lead on Service 
Planning & Reform 
(KA) 
 


 


1.10 Digital First – pathology report 
NHS England has published the ‘The Digital First’ pathology report. It highlights innovation in the 
use of digital systems and processes used in pathology.  Pathology services and commissioners 
are encouraged to download this to see some of the innovation highlighted in this document. 
 


    


 OPERATIONAL ISSUES     
1.11 Renegotiating service level agreements guidance produced 


To support CCGs in renegotiating effective SLAs with their CSU, model terms and condition 
wording has been developed which addresses some of the frailties in the existing arrangements. 
CCGs and CSUs are free to use this document as the basis for a renegotiated SLA to expire no 


  CCG CFO and CFO  
 
NECS Director 
Business 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


later than April 2016. A brief checklist has also been produced to support effective renegotiation. 
Following on from the success of the renegotiating SLA series of workshops held at the end of 
last year, we are running a further workshop on 11 March in London. Please see Events below. 
 


Development (DR)   


1.12 NHS England launches Directory of Development Support for CCGs 
In response to CCG requests to make development support more visible and accessible, NHS 
England has launched the Directory of development support – a searchable, on-line directory of 
development support and networking opportunities with over 400 offers aligned to specific 
development needs.  For queries or feedback on the directory, please contact us. 
 


    


1.13 The NHS111 National Business Continuity policy provides guidance on arrangements in the 
event of service failure 
The NHS 111 service is commissioned locally and all providers are required to have robust 
arrangements in place for both Business Continuity and Disaster Recovery. These arrangements 
should be evaluated and tested prior to go live through rehearsals to ensure that processes are 
practical and embedded into business as usual. 
However, in the event of a failure in an area that may not have been predictable or previously 
tested, it would be deemed unacceptable for patients to not have access to NHS111 for any 
sustained period through failure of local business continuity arrangements. Only in these 
exceptional cases, should the National Business Continuity arrangements be used. 
National Business Continuity allows calls to the affected area to be re-routed at a national level 
and shared amongst other providers that are not affected. 
 


    


1.14 Commissioning care pathways for victims of sexual assault 
NHS England Health and Justice (H&J) commissioners took over responsibility to ensure that 
Sexual Assault Services in England are appropriately commissioned as part of Securing Excellence 
in Sexual Assault Services. In particular, NHS England H&J commissioners have budgets to 
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include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


commission Sexual Assault Referral Centres (SARC). It is important for CCGs to engage with H&J 
commissioners to ensure that the care pathways from SARC to therapeutic care are appropriately 
commissioned. Please see the list of the Health and Justice Area Team commissioning leads. 
 


1.15 Nominate your CKD lead for the upcoming National CKD Audit 
BMJ Informatica, London School of Hygiene & Tropical Medicine (LSHTM), University College 
London (UCL) and Queen Mary University of London (QMUL) invites your chronic kidney disease 
(CKD) lead to join the national network of local audit champions, supporting a quality 
improvement programme commissioned by Healthcare Quality Improvement Partnership (HQIP). 
This exciting project, to improve the identification and care of patients with CKD, reflects the 
clinical priority of CKD in primary care. Through the audit, CCGs will gain a better understanding 
of local population needs and helping them to reduce variability in CKD service provision.  
 


    


 OTHER NEWS     
1.16 Take action now to protect services 


As a commissioner you play a critical role in ensuring the continuity of services for patients in 
your area. Monitor can help you to protect these services if a provider gets into financial 
difficulty. From 1 April 2014, if you commission services from independent providers, these 
services will only be protected, if you designate them as Commissioner Requested Services. We 
have developed comprehensive guidance and case studies to help you do this. 
Please inform Monitor by 3 March of which services you have designated as CRS using the simple 
form on our website 
 


CCG Chief 
Officer 
 
NECS CSO 
Director (JP) 
and NECS 
Service 
Planning & 
Reform Lead 
(KA) 


To advise 
Monitor as 
necessary by 3 
March 


  


1.17 Sustainable Development Strategy launched 
A new Sustainable Development Strategy for the Health, Public Health and Social Care System 
2014 – 2020 has been launched. Reducing carbon emissions, protecting natural resources, 
preparing communities for extreme weather events and promoting healthy lifestyles and 


  CCG lead for 
sustainability 
 
NECS Director OD & 
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CCG 
information 


environments are key to the strategy. It includes a section on Commissioning and Procurement 
and examples of best practice from across the health and care system. Please see the documents 
and video from the launch event. For further information please contact Charles Kitchin. 
 


Corporate Services 
(MMcG) and Senior 
Governance 
Manager (BM)  


1.18 Improving autism care – the NICE Quality Standard 
The National Institute for Health and Care Excellence (NICE) has published a new quality standard 
to improve the quality of care and support for people with autism in England and Wales. NICE 
has also produced an implementation pack for the quality standard to help commissioners set up 
local autism teams and establish local autism strategies. 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


1.19 Early identification of Peripheral Arterial Disease (PAD) 
To help health and social care professionals identify cases of PAD early on, NICE has produced a 
quality standard on the condition which covers the diagnosis and management of lower limb PAD 
in adults aged 18 years and over. The standard contains five measurable quality statements to 
help CCGs improve outcomes for patients with PAD, a common condition that affects around one 
fifth of people over 60. 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


1.20 New Healthy and Sustainable Catering Guidance published by PHE 
New catering guidance, published by Public Health England (PHE), offers practical advice on how 
to make catering affordable, healthier and more sustainable. The guidance will help 
organisations meet government buying standards for food and catering services and support 
healthier living as a result. 
 


    


1.21 Could you benefit from commissioning services from arts and cultural organisations? 
Artlift is 10 weeks of arts activity on prescription. This approach in Gloucestershire has reduced 
medical consultations by 27 per cent (sustained past six months). The Cultural Commissioning 
Programme (CCP) is offering 70 days of free practical support to two commissioning partners that 
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want to commission outcomes from the arts and cultural sector. We want to talk to potential 
partners who are interested in developing services for older people or mental health and 
wellbeing. Applications close 5pm, 28 March 2014. See website for more information.  
 


1.22 Health and Wellbeing Peer Challenge 
Peer Challenge is the cornerstone of the Health and Wellbeing System Improvement Programme, 
with 17 being completed by March 2014. The Local Government Association (LGA) has recently 
refreshed the methodology to ensure it reflects the new challenges facing Health and Wellbeing 
Boards (HWBs). The LGA is currently planning a programme of a further 15 to 20 fully subsidised 
peer challenges and are seeking expressions of interest in both the challenge itself and also from 
CCG colleagues interested in becoming peer assessors. 
Expressions of interest should be submitted to Welna Bowden by Friday 28 February 2014. More 
information on our health and wellbeing peer challenge is available on the LGA website. 
 


  CCG lead on Health & 
Wellbeing Board 
 
NECS CSO Director 
(JP) and  lead on 
Service Planning & 
Reform (KA) 
 


 


1.23 Further elective surgery commissioning guides published 
Commissioning pathway guides for a number of areas of surgical treatment have been 
developed. The programme has also developed data tools to help commissioners understand 
local clinical variation for the surgical procedures covered, including information on activity 
levels, length of stay and re-admission rates. These guides are NICE-accredited, which guarantees 
their robust methodology as an assured source of information to use in decision-making. The 
guides are the result of a collaborative project between the Royal College of Surgeons, Surgical 
Specialty Associations, NHS England and Right Care. For more information please visit the 
National Surgical Commissioning Centre at the Royal College of Surgeons. 
 


  CCG lead for Planned 
Care 
 
NECS Director CSO 
JP) and lead for 
Service Planning & 
Reform (KA) 


 


1.24 Pricing Advisory Groups – Chairs and members required 
NHS England and Monitor have taken on responsibility for the NHS payment system from the 
Department of Health under rules set out in the Health and Social Care Act 2012 (the 2012 Act). 
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Our long term aim is to develop a payment system that supports delivery of good quality care for 
patients in a sustainable way. To help us achieve this for patients, four new advisory groups are 
being developed to inform and advise Monitor and NHS England on the National Tariff for 
2015/16, the long term strategy of the payments system, approaches on benchmarking for 
costing and quality and approaches to costing collection practices. If you are interested in 
becoming a chair or member of any of the Pricing Advisory Groups, please visit the Monitor 
website. 
 


1.25 GP Practice Level Reporting 
NHS England plans to publish gross GP practice income by main category (i.e. Out of Hours, Local 
Enhanced Services), for the year ending 31 March 2014, subject to final discussions with the 
profession. CCGs must therefore be prepared to provide this information, in time for the annual 
audit. For month 10 (see reporting guidance), CCGs are asked to investigate year to date costs 
charged to analysis 2 “default” codes or other non-practice-related codes. Where applicable, any 
such costs need to be reallocated to the correct GP practice analysis 2 code, and relevant 
subjective(s). Detailed guidance will follow for month 11. 
 


  CCG CFO  


 EVENTS AND CAMPAIGNS     
1.26 Adequate language support will help people to make choices and ensure health services are 


responsive to patients’ needs 
A series of learning events will be implemented in four CCG cluster areas, focusing on the 
commissioning process, where ‘quality’ is a theme running throughout the sessions. Current 
learning sessions are taking place in Merseyside and North West London CCG clusters and new 
areas will commence in April. Participation will help CCGs, CSUs and NHS area teams with their 
commissioning responsibilities, and any equality objectives that have been set. For further 
information please see the event page, or contact Tracey Bignall at the Race Equality Foundation. 
 


  CCG lead for E & D  
 
NECS Director OD & 
Corporate Services 
(MMcG) and Senior 
Governance 
Manager (BM) 


 







 


Page 11 of 30 


Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


1.27 CCG engagement event – 2 April 2014 – central London 
To support the delivery of the children and young people (CYP) and maternity national agendas 
led by Dr Jacqueline Cornish, National Clinical Director for CYP and Transition and Dr Catherine 
Calderwood, National Clinical Director for Maternity, NHS Improving Quality are hosting a 
national event focusing on bringing together CCG leads and strategic clinical network (SCN) 
managers to discuss the national agendas and priorities for CYP, maternity, mental health (Child 
and Adolescent Mental Health Services (CAMHS)) and primary care. 
The focus and expected outcomes of the event are to 
· have a participative and interactive working day to develop an approach to effective 


collaborative working to achieve national and local priorities; 
· present the national agenda, priorities and expected deliverables in relation to 


maternity and children’s services and transition (including CAMHS); 
· actively listen, engage and discuss with participants the challenges from both their 


local delivery perspective and also share examples of what is working well and where 
the challenges are that we need to address; 


· agree a set of key practical actions to enable a collaborative way forward to 
commission services in these specialties. 


If you are a CCG lead for these priorities we would value your contribution to this event. Please 
register 
 


  CCG clinical leads  


1.28 Measuring the impact of volunteering: volunteering is on the national health and social care 
agenda – is it on yours? – 20 March 2014 
NHS England along with the Department of Health and Public Health England are supporting an 
event organised by CSV and the Network of National Volunteer-Involving Agencies in London. 
Please book your place here 
 


    


1.29 Service Level Agreement renegotiation workshop     
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NHS England is running a workshop for CCGs to provide expert, independent commercial advice 
on where SLAs can be improved and how as part of any renegotiation. This is a repeat of the 
successful regional workshops held in November and will provide CCGs with a valuable insight 
into how to improve the quality of their SLAs and drive more positive outcomes from their CSU 
relationships. The session will be held in central London on Tuesday 11 March from 10am until 
2.00pm. To register please contact us 
 


 LETTERS     
1.30 NHS 111 update 


This letter, from Ian Greenwood – Senior Responsible Officer for NHS 111 at NHS England, 
updates CCGs on NHS England’s plans for NHS 111 over the coming months, and engagement 
activities.  It also promotes an engagement event on NHS 111 – ‘Focus on the Future’, on 4 
March 2014 in Manchester, and includes registration details. 
 


    


1.31 Secretary of State for Health writes to NHS staff on changing culture in hospitals 
Jeremy Hunt has published his latest message to NHS staff reflecting on the Francis Report one 
year after it was published. 
 


    


2 Policy & Regulation     
 CARE QUALITY COMMISSION (CQC)     
2.1 Experiences of mental health crisis care 


The CQC is asking people who have experienced a mental health crisis, or who have supported a 
friend or relative through one to share their experiences of the help, care and support they 
received. The CQC is aiming to find out how quickly local services responded and whether they 
helped people to deal with their crises and to recover. The review is part of the CQC’s response 
as a signatory to the Mental Health Crisis Care Concordat signed with the Department of Health. 
http://www.cqc.org.uk/media/cqc-asks-people-share-their-experiences-mental-health-crisis-care 
 


  CCG lead for mental 
health 
 
NECS Director CSO 
(JP) and lead for 
mental health 
commissioning (JSt) 
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 DEPARTMENT OF HEALTH     
2.2 Mental health crisis care concordat - improving outcomes for people experiencing mental 


health crisis 
The document sets out the principles and good practice that should be followed by health staff, 
police officers and approved mental health professionals when working together to help people 
in a mental health crisis. It follows the refreshed Mandate for NHS England, which includes a new 
requirement for the NHS that “every community has plans to ensure no one in mental health 
crisis will be turned away from health services”. 
https://www.gov.uk/government/publications/mental-health-crisis-care-agreement 
 


  CCG lead for mental 
health 
 
NECS Director CSO 
(JP) and lead for 
mental health 
commissioning (JSt) 


 


2.3 Mental Health Act: exercise of approval instructions 2014 
These instructions lay out the function of approving registered medical practitioners and of 
approving individuals to act as approved clinicians under the 1983 Mental Health Act. 
https://www.gov.uk/government/publications/mental-health-act-exercise-of-approval-
instructions-2013 
 


    


2.4 DH non-executive appointments 2013-2014 
Details about appointments made to the Department’s public bodies and expert committees. 
https://www.gov.uk/government/publications/dh-non-executive-appointments 
 


    


2.5 Health care UK: Review of 2013 
Over the past year, Healthcare UK has established itself as the central body for collaboration 
between British healthcare organisations, governments and healthcare providers around the 
world. The range of activities highlighted in this report illustrates the progress which has been 
made during 2012/13.https://www.gov.uk/government/publications/review-of-2013 
 


    


 HEALTHCARE FINANCIAL MANAGEMENT ASSOCIATION (HFMA)     
2.7 Maternity pathway payment system survey report 


The report discusses the findings of a survey looking at the implementation of the maternity 
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pathway payment system in 2013/14. http://alturl.com/rr26o 
 


 NHS ENGLAND     
2.9 Patient safety alert on non-Luer spinal (intrathecal) devices for chemotherapy 


This alert has been issued on 20 February 2014 to all hospitals in England who administer spinal 
(intrathecal) chemotherapy, to minimise the risk of wrong route administration. The alert 
instructs hospitals to only use syringes and needles, and other devices, with non-Luer connectors 
when delivering this type of chemotherapy, as they cannot connect with intravenous devices. 
http://www.england.nhs.uk/2014/02/20/psa-spinal-chemo/ 
 


    


3 Commissioning      
 THE KING'S FUND     
3.1 Commissioning and funding general practice: making the case for family care networks 


As England’s population both expands and ages, so the demands on primary care will grow. 
Within the current commissioning and funding system innovative models of primary care 
provision are already being used. This report describes examples of these through four case 
studies in different areas of England. It also highlights how the existing system is imperfectly 
understood, particularly regarding contracts. Building on ideas articulated in previous work, the 
report argues for a new approach that brings together funding for general practice with funding 
for many other services. It would entail new forms of commissioning, with GPs innovating in how 
care is delivered. http://www.kingsfund.org.uk/publications/commissioning-and-funding-
general-practice 
 


    


 MONITOR     
3.2 NHS foundation trusts: review of nine months to 31st December 2013 


This report summarises key trends drawn from foundation trusts’ individual reports. It looks at 
operational performance, financial performance and regulatory performance. 
http://www.monitor-nhsft.gov.uk/performance 
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3.3 Monitor advice for commissioners on walk-in centres 
Local commissioners are advised to join forces with NHS England and involve patients when 
making decisions about the future of walk-in centres. In the interests of patients, Monitor 
suggests that any proposal to close or change the provision of walk-in centres should consider 
the impact on other local services such as urgent care, ambulance, hospital A&E departments, 
and GP surgeries. http://alturl.com/ae4vj 
 


    


 REGIONAL VOICES     
3.4 Cultural Commissioning Programme 


Regional Voices has announced plans to support two commissioning partners with a range of 
training and support, including implementing outcomes based commissioning, and wish to find 
two geographical areas with which to partner. Partners will need to be commissioning services 
for older people, mental health and wellbeing or involved with place based commissioning. This 
is a new three-year programme funded by the Arts Council that will work with public service 
commissioners and the arts and cultural sector. The CCP aims to increase commissioners’ 
awareness and interest in arts and cultural work supporting public services. 
http://www.regionalvoices.org/node/197 
 


    


4 Quality, Improvement and Performance     
 DEPARTMENT OF HEALTH     
4.1 Monitor accountability meeting minutes 


The Parliamentary under Secretary of State for Health and officials from the Department of 
Health met representatives from Monitor to talk about issues of accountability in September 
2013. This document contains the minutes of that meeting. 
https://www.gov.uk/government/publications/monitor-accountability-meeting-minutes 
 


    


 HEALTH FOUNDATION     
4.2 Shine: Improving the value of local healthcare services 


This learning report provides information from the first two rounds of the Shine programme: 
  CCG lead for clinical 


quality 
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annual awards to test small-scale innovative interventions that aim to improve the quality, safety 
and value of healthcare services. The report shows what can be done at a local level to improve 
quality and reduce costs with a relatively small amount of money and within a short timescale of 
just over a year. http://www.health.org.uk/publications/shine-improving-the-value-of-local-
healthcare-services/ 
 


 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 NHS ENGLAND     
4.3 Securing a health service fit for the future 


Eleven financially-challenged health economies in England are to receive expert help with 
strategic planning in order to secure sustainable quality services for their local patients. Monitor, 
NHS England and the NHS Trust Development Authority have agreed to fund a series of projects 
to help groups of commissioners and providers work together to develop integrated five-year 
plans that effectively address the particular local challenges they face. 
http://www.england.nhs.uk/2014/02/17/health-service-future/ 
 


    


 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
4.4 Funding opportunities with the Health Services and Delivery Research (HS&DR) Programme 


*Commissioned call for proposals* 
Applicants are invited to submit proposals on the following commissioning briefs by 1pm on 15 
May 2014: 
• 14/46 Research into organisation of surgical services for the twenty-first century  
• 14/47 Research on workforce implications of moving care out of hospital 
The commissioning briefs, application forms and guidance notes for these topics are all available 
on the HS&DR commissioned call webpage. http://www.nets.nihr.ac.uk/funding/hsdr-
commissioned?src=call_alert_february_2014_body_text 
 


  CCG lead for R & D 
 
NECS Director OD & 
Corporate Services 
(MMcG) and head of 
R & D (SH) 


 


 NUFFIELD TRUST     
4.5 Focus On: Distance from home to emergency care (QualityWatch programme) 


This report examines changes over the last decade in the distance travelled from home to receive 
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emergency care. The study finds that despite the total number of emergency admissions rising by 
over a third in ten years, the average distance from home to hospital has only increased by 0.2 
miles. In most cases these distances are not large: in 70 per cent of cases, emergency admissions 
happened within 6.2 miles (10km) of a patient’s home, and only 3 per cent of people were 
admitted to a hospital more than 18.6 miles (30km) from home. 
http://www.health.org.uk/publications/focus-on-distance-from-home-to-emergency-care/ 
 


4.6 The NHS payment system: evolving policy and emerging evidence 
This research report reviews different approaches to payment for health services in the English 
NHS. It explores the evidence on whether recent payment initiatives have met their goals. 
http://www.nuffieldtrust.org.uk/blog/can-payment-reform-promote-better-care 
 


    


5 Guidelines (NICE, SIGN)     
 NICE     
5.1 NICE consultations 


http://www.nice.org.uk/getinvolved/currentniceconsultations/current_nice_consultations.jsp 
 
Ø Multiple sclerosis (relapsing-remitting) - dimethyl fumarate: appraisal consultation. 


Closing date for consultation 12 March 2014 
 


  CCG lead for 
Medicines 
Optimisation 
 
NECS Director CSO 
(JP) and Head of 
Meds Opt (JS) 


 


5.2 Ø Community engagement: scope consultation. Closing date for consultation 19 March 
2014 


 


  CCG lead for 
engagement 
 
NECS Director OD & 
Corporate Services 
(MMcG) and Head of 
Comms & 
Engagement (MB) 
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5.3 Ø The geko device for reducing the risk of venous thromboembolism: second medical 
technology consultation. Closing date for the consultation 19 March 2014 


 


    


5.4 Ø Chronic kidney disease (update): guideline consultation. Closing date for consultation 4 
April 2014 


 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


6 Primary, Community and Social Care     
 THE KINGS’ FUND     
6.1 Integrated Care bulletin,19 February 2014 


http://alturl.com/4s6bw 
 


  CCG lead for 
integrated care 
 
NECS director CSO 
(JP) and head of joint 
commissioning 
(CMcE) 


 


 NHS ENGLAND     
6.2 How can CCGs support GPs in their role as ‘accountable gp’? 


From 1 April 2014, GP practices will be offered the opportunity to take part in an enhanced 
service which is designed to reduce avoidable unplanned admissions by improving services for 
the most vulnerable patients and those with complex physical or mental health needs.  The key 
components of the enhanced service will be for practices to: 
Ø ensure that other clinicians can easily contact the practice by telephone to support 


decisions relating to hospital transfers or admissions; 
Ø carry out regular risk profiling to identify at least two per cent of adult patients – and any 


children with complex needs – who will benefit from more proactive care management; 
Ø provide proactive care and support for at-risk patients through developing and regularly 
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reviewing personalised care plans and by ensuring they have a named accountable GP 
and care coordinator; 


Ø work with hospitals to review and improve discharge processes and undertake internal 
reviews of unplanned admissions/readmissions. 


http://www.england.nhs.uk/2014/02/17/accountable-gp/ 
 


7 Public Health     
 LOCAL GOVERNMENT ASSOCIATION     
7.1 Health and Wellbeing Peer Challenge 


Peer Challenge is the cornerstone of the Health and Wellbeing System Improvement Programme, 
with 17 being completed by March 2014. The LGA has recently refreshed the methodology to 
ensure it reflects the new challenges facing Health and Wellbeing Boards (HWBs). The LGA is 
currently planning a programme of a further 15 to 20 fully subsidised peer challenges and are 
seeking expressions of interest in both the challenge itself and also from CCG colleagues 
interested in becoming peer assessors. Expressions of interest should be submitted to Welna 
Bowden by Friday 28 February 2014. 
http://www.local.gov.uk/peer-challenges/-/journal_content/56/10180/3511124/ARTICLE 
 


    


 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
7.2 On the buses: a mixed-method evaluation of the impact of free bus travel for young people on 


the public health 
This study evaluated the impact of free bus travel for young people in London on the public 
health. It specifically aimed to provide empirical evidence for the impact of this ‘natural 
experiment’ on health outcomes and behaviours (e.g. injuries, active travel) for young people; 
explore the effects on the determinants of health; identify the effects on older citizens of 
increased access to bus travel for young people and to identify whether or not the intervention 
represented value for money. http://www.journalslibrary.nihr.ac.uk/phr/volume-2/issue-1 
 


    


 PUBLIC HEALTH ENGLAND     
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7.3 Duncan Selbie's Friday message: 21 February 2014 
https://www.gov.uk/government/publications/duncan-selbies-friday-message-21-february-2014 
 


    


7.4 Winter health watch summary: 20 February 2014 
https://www.gov.uk/government/publications/winter-health-watch-summary-20-february-2014 
 


  CCG lead for Winter 
Resilience 
 
NECS director CSO 
(JP) and lead for 
Winter Resilience 
(JD) 


 


7.5 Vaccine update: issue 212 February 2014 
https://www.gov.uk/government/publications/vaccine-update-issue-212-february-2014 
 


    


 LONDON HEALTH OBSERVATORY (LHO)     
7.6 Socio-economic determinants of health during the economic downturn 


These profiles provide an overview of the socio-economic determinants of health in each London 
borough during the economic downturn. The indicators included in the profiles are grouped into 
four domains: employment, economic security, housing, and health and wellbeing. 
http://www.lho.org.uk/viewResource.aspx?id=18401 
 


    


7.7 Non-executive PHE board members: biographies 
PHE welcomes 2 new non-executive Board members in 2014. 
https://www.gov.uk/government/publications/non-executive-phe-board-members-biographies 
 


    


 UK HEALTH FORUM     
7.8 Prevention Information and Evidence briefing, 19 February 2014 


http://alturl.com/yfwv8 
 


    


8 Workforce, education and training     
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 NHS EMPLOYERS     
8.1 NHS Workforce Bulletin, issue 404, 17 February 2014 


http://alturl.com/dzwq6 
 


    


8.2 NHS Employers - staff engagement newsletter, February 2014 
http://alturl.com/y7ynh 
 


    


8.3 NHS Managers bulletin, issue 31, 20 February 2014 
http://alturl.com/qejje 
 


    


9 Bulletins and press releases     
9.1 DEPARTMENT OF HEALTH NEWS 


https://www.gov.uk/government/announcements 
 


    


9.2 Honours: celebrating contributions to health and care 
https://www.gov.uk/government/speeches/honours-celebrating-contributions-to-health-and-
care 
 


    


9.3 Better care for mental health crisis 
https://www.gov.uk/government/news/better-care-for-mental-health-crisis 
 


    


 HEALTH EDUCATION ENGLAND     
9.4 #HEElife – February 2014 


Ø the first ever workforce plan for England launched; 
Ø training the next generation: a new report is due out from the BTBC programme on the 


“Broadening the Foundation” programme; 
Ø non-surgical cosmetic interventions workshops planned; 
Ø a consultation launched to hear views about developing staff in roles banded 1-4 on the 


NHS Agenda for change pay scales  
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http://hee.nhs.uk/2014/02/19/heelife-february-2014/ 
 


 NHS ENGLAND     
9.5 Winter health check – 21 February 2014 


http://www.england.nhs.uk/2014/02/21/winter-health-chc-21-02/ 
 


  CCG lead for Winter 
Resilience 
 
NECS director CSO 
(JP) and lead for 
Winter Resilience 
(JD) 


 


9.6 NHS England acts in response to concerns about information sharing – statement from Tim 
Kelsey, National Director for Patients and Information 
http://www.england.nhs.uk/2014/02/19/response-info-share/ 
 


  CCG Governance 
lead 
 
NECS Director OD & 
Corporate Services 
(MMcG) and Senior 
Governance 
Manager IG (LC) 


 


 NHS IMPROVING QUALITY     
9.7 NHS Improving Quality Newsletter, issue 1 


Ø Leading transformational change across healthcare 
Ø Seven day services improvement programme 
Ø Collaborative programme to improve patient safety 
Ø CCSs continue to join Transforming Care programme 
Ø Term has started for The School of Health and Care Radicals 
Ø Join our measurement masterclass advisory group 
Ø Insulin safety e-learning modules available through NHS Improving Quality 
Ø Commitment to making life better for carers 
Ø Update from NHS Change Day 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 
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http://www.nhsiq.nhs.uk/news-events/news/external-newsletter-issue-1.aspx 
 


 PHG FOUNDATION     
9.8 Genomics and policy news monthly round-up - February 2014 


http://www.phgfoundation.org/news/15536/ 
 


    


 PUBLIC HEALTH ENGLAND     
9.9 Tackling health inequalities 


PHE is launching a national conversation about health inequalities to better understand the 
English public’s perception and experience.  The project will involve speaking with public health 
professionals and community leaders and holding a series of workshops with members of the 
public to an insight into how people are living now. 
https://www.gov.uk/government/news/tackling-health-inequalities 
 


    


9.10 Radio adverts launched to help safeguard flooding clean-up operation 
https://www.gov.uk/government/news/radio-adverts-launched-to-help-safeguard-flooding-
clean-up-operation 
 


    


9.11 Continued disruption from flooding and extreme weather 
https://www.gov.uk/government/news/continued-disruption-from-flooding-and-extreme-
weather 
 


    


 SOCIAL CARE INSTITUTE FOR EXCELLENCE (SCIE)     
9.12 Social care institute for excellence bulletin, 20 February 2014 


http://scie-mailing.org.uk/4O5-27ECJ-E0XLJNN51/cr.aspx 
 


    


9.13 BBC HEALTH 
http://www.bbc.co.uk/health/ 
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10 Statistical Reports     
 ANXIETY UK & YOUTHNET     
10.1 Young people need help with anxiety - increase in demand for help 


In the week following the announcement of a new quality standard aimed at improving care for 
people experiencing anxiety disorders, two charities have released figures indicating a sharp 
increase in the numbers of young people needing help. Anxiety UK, which supports people living 
with anxiety, and YouthNet, the national online charity for 16 to 25 year olds, have both seen 
increased demand for their online services supporting young people during January 2014, 
compared to the same time last year. http://alturl.com/fqvh9 
 


    


 HEALTH AND SOCIAL CARE INFORMATION CENTRE (HSCIC)     
10.2 Anxiety: hospital admissions highest in women in their late 60s 


Data from the latest Provisional Monthly Hospital Episode Statistics for Admitted Patient Care 
indicate that hospital admissions for anxiety increased with age and were highest among older 
women. In the 12 months to November 2013 almost three out of ten anxiety admissions were 
women aged 60 and over (2,440 out of 8,720), with 65 to 69 the most common age group of 
female patient admissions (437). http://www.hscic.gov.uk/article/3916/Anxiety-hospital-
admissions-highest-in-women-in-their-late-60s 
 


    


10.3 Provisional accident and emergency quality indicators, England - by provider for November 
2013 
Key facts: 


o A&E HES data contains 1.42 million A&E attendances for November 2013 at all types of 
A&E.  However, A&E HES data are incomplete: 1.51 million A&E attendances were 
reported in the NHS England Situation Report data collection for the month, and 72 
organisations that report data to Situation Reports did not report data to A&E HES. These 
organisations are mostly lower acuity services such as minor injury units and walk-in 
centres. 


o Several organisations reported data that did not meet the data quality checks required 
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by A&E indicators.  The 95th percentile and longest single wait information are 
particularly sensitive to poor data quality, outliers and data definitional issues, which 
contributes to why some unusually high values may be observed for these measures. 


o Nationally, 2.2 per cent of attendances at A&E departments were recorded as having left 
A&E before being seen for treatment, and 7.7 per cent of attendances in A&E in 
November 2013 were unplanned re-attendances within 7 days of a previous attendance. 


o The median average time to initial assessment for attendances brought to A&E by 
ambulance was 4 minutes, with 95 per cent of patients being assessed within 66 
minutes.  For all patients receiving treatment, the median average time to treatment was 
50 minutes with 95 per cent of patients receiving treatment within 3 hours 0 minutes. 


o The median average total time in A&E for all patients was 2 hours 11 minutes, with 95 
per cent of patients departing A&E within 4 hours 48 minutes of arrival 


http://www.hscic.gov.uk/catalogue/PUB13585 
 


10.4 Provisional monthly hospital episode statistics for admitted patient care outpatients and 
accident and emergency data - April 2013 to November 2013 
Key facts: 
Monthly HES data for Admitted Patient Care 
In the year from December 2012 to November 2013 there were: 


o 17.8 million finished consultant episodes (FCEs), 60.5 per cent (10.7 million) of which 
included at least one procedure or ntervention, and 6.2 million of which were day cases. 


o 15.1 million finished admission episodes (FAEs), of which 5.3 million were emergency 
admissions. 


Monthly HES data for Outpatients 
 In the year from December 2012 to November 2013 there were: 


o 97.3 million outpatient appointments made, with 77.9 million (80 per cent) of these 
attended by the patient. 


o 7.0 million outpatient appointments not attended by the patient, representing 7.2 per 
cent of all appointments. 
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Monthly HES data for Accident & Emergency  
In the year from December 2012 to November 2013 there were: 


o 18.2 million A&E attendances recorded in A&E HES of which 3.8 million (20.7 per cent) 
resulted in admission to hospital for inpatient treatment. 3.5 million (19.4 per cent) 
resulted in a GP follow up, and 7.1 million (38.8 per cent) were discharged with no 


o follow up. 
http://www.hscic.gov.uk/catalogue/PUB13589 
 


10.5 HES-MHMDS Data Linkage Report, summary statistics - October 2013, experimental statistics 
Key facts: 
There are approximately 1.44 million individuals who are recorded as being users of adult mental 
health services (within MHMDS) in the period April 2013 to October 2013. 
Of these, approximately 1.37 million MH service users are aged 18 or over1 and can be linked to 
HES, of this subset in the period April 2013 to October 2013: 


o It is estimated that around 379,000 (or 28 per cent) had at least one inpatient episode of 
care 


o It is estimated that around 836,000 (or 61 per cent) had at least one outpatient 
appointment 


o It is estimated that around 445,000 (or 33 per cent) had at least one A&E attendance 
o It is estimated that around 983,000 (or 72 per cent) accessed at least one hospital service 


(inpatients episode of care, outpatients appointment or A&E attendance) 
Comparing the frequency of access to hospital services (inpatient episodes of care, outpatient 
appointments or A&E attendances) between MH service users and non-MH service users: 


o Mental Health service users who accessed hospital services during April 2013 to October 
2013 did so more frequently, approximately twice as much, as the corresponding Non-
MH service user population. 


http://www.hscic.gov.uk/catalogue/PUB13549 
 


    


10.6 Sickness absence rates in the NHS - October 2013, provisional statistics     
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http://www.hscic.gov.uk/catalogue/PUB13620 
 


10.7 NHS Workforce Statistics - November 2013, provisional statistics 
http://www.hscic.gov.uk/catalogue/PUB13554 
 


    


10.8 NHS Staff earnings estimates to November 2013 - provisional statistics 
http://www.hscic.gov.uk/catalogue/PUB13616 
 


    


 MEDICAL PROTECTION SOCIETY (MPS)     
10.9 MPS highlights prescribing as one of the top risks in general practice 


Prescribing continues to be one of the top five risks in general practice based on Clinical Risk Self 
Assessments (CRSAs) conducted by the MPS at more than 150 practices across the UK and 
Ireland in 2013. http://alturl.com/z495e 
 


    


 NHS ENGLAND     
10.10 Winter pressures daily situation reports for 13 February 2014 to 19 February 2014 


http://alturl.com/4q8bk 
 


    


10.11 Mixed sex accommodation breaches, January 2014 
http://www.england.nhs.uk/statistics/2014/02/20/mixed-sex-accommodation-breaches-january-
2014/ 
 


    


10.12 Bed availability and occupancy: quarter ending December 2013 
http://alturl.com/u75po 
 


    


10.13 Diagnostic Imaging Dataset Statistics - October 2013 
http://www.england.nhs.uk/statistics/statistical-work-areas/diagnostic-imaging-dataset/ 
 


    


10.14 A&E weekly data, week ending 16 February 2014     
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http://www.england.nhs.uk/statistics/2014/02/21/ae-weekly-data-week-ending-16-february-
2014/ 
 


 OFFICE FOR NATIONAL STATISTICS     
10.15 2011 Census Analysis, How do people rate their Health? An analysis of general health by long 


term limiting illness and deprivation 
o Across England and Wales one in 25 people (4.3 per cent of the usual private household 


population; 2.4 million people) are in ‘Good’ health despite a disability. 
o Among the disabled population, younger people are more likely to be in ‘Good’ health; 


more than half of all of disabled children are in ‘Good’ health (55.3 per cent) compared 
to a fifth (19.7 per cent) of the disabled population aged 85 and over. 


o Disabled males were generally more likely to be in ‘Good’ health compared to disabled 
females, regardless of the extent of their disability; the overall proportion of boys, aged 0 
to 15, in ‘Good’ health despite a disability that limited them a lot (0.9 per cent) was twice 
as high as it was for girls (0.4 per cent) at this same age in England. 


o Among the disabled population, people living in the least deprived areas were most likely 
to report ‘Good’ health; from the age of 35 the proportion of disabled people in ‘Good’ 
health in the least deprived areas was around twice the proportion in the most deprived 
areas. 


o Because rates of disability increase with age, the overall proportion of people with 
‘Good’ health despite a disability was higher among the elderly; at the oldest ages, 85 
and over, around one in six people were in ‘Good’ health despite a disability, compared 
to around one in 50 children; ages 0 to 15. 


o In England, Weymouth and Portland had the highest overall proportions of people 
reporting both ‘Good’ health and a disability; 5.7 per cent. The lowest proportion was in 
Kensington and Chelsea; 3.6 per cent. 


http://alturl.com/zx5rg 
 


    


10.16 Suicides in the United Kingdom, 2012 Registrations     
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o In 2012, 5,981 suicides in people aged 15 and over were registered in the UK, 64 fewer 
than in 2011. 


o The UK suicide rate was 11.6 deaths per 100,000 population in 2012, but there are 
significant differences in suicide rates between men and women. Male suicide rates were 
more than three times higher at 18.2 male deaths compared with 5.2 female deaths per 
100,000 population. 


o The highest suicide rate was among men aged 40 to 44, at 25.9 deaths per 100,000 
population. 


o The most common methods of suicide in the UK in 2012 were hanging, strangulation and 
suffocation (58% of male suicides and 36% of female suicides) and poisoning (43% of 
female suicides and 20% of male suicides). 


o In 2012 in England, the suicide rate was highest in the North West at 12.4 deaths per 
100,000 population and lowest in London at 8.7 per 100,000 population. 


o The median registration delay for deaths where suicide was the underlying cause of 
death was 155 days in England and Wales and 144 days in Northern Ireland. In Scotland, 
the time taken to register a death did not exceed the allocated eight days. 


http://www.ons.gov.uk/ons/rel/subnational-health4/suicides-in-the-united-
kingdom/2012/index.html 
 


10.17 Alcohol-related deaths in the United Kingdom, registered in 2012 
o In 2012 there were 8,367 alcohol-related deaths in the UK, 381 fewer than in 2011 


(8,748). 
o Males accounted for approximately 65% of all alcohol-related deaths in the UK in 2012. 
o Death rates were highest among men aged 60 to 64 years (42.6 deaths per 100,000 


population) and women aged 55 to 59 years (22.2 deaths per 100,000). 
o Of the four UK constituent countries, only in Scotland were male and female death rates 


in 2012 significantly lower than in 2002. 
o In England and Wales, 63% of all alcohol-related deaths in 2012 were caused by alcoholic 


liver disease, with 16% of these deaths occurring among those aged 55 to 59 years. 
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o In England, alcohol-related death rates were highest among regions in the North and 
lowest among those in the South throughout the period 2002–2012. 


http://alturl.com/n2dan 
 


10.18 Weekly provisional figures on deaths registered in England and Wales, week ending 
07/02/2014 


o The provisional number of deaths registered in England and Wales in the week ending 
07/02/2014 (week 06) was 10,147. This represents a decrease of 111 deaths registered 
in comparison with the previous week (week 05). 


o The average number of deaths for the corresponding week over the previous five years 
was 10,363. 


o Moveable public holidays, when register offices are closed, affect the number of 
registrations made in the published weeks and in the corresponding weeks in previous 
years. 


http://alturl.com/3hsu9 
 


    


 PUBLIC HEALTH ENGLAND     
10.19 PHE prompt payment data 


Percentage of invoices to Public Health England paid within 5 working days of receipt: April 2013 
to January 2014. 
https://www.gov.uk/government/publications/phe-prompt-payment-data-april-june-2013 
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 11th March 2014 
 Item No: GB/14/212 


GOVERNING BODY  
 


Report Title  Baseline Budgets and Financial Planning 2014-15 
Author and Job 
Title  


Anthea Thompson, Senior Finance Manager, NECS 


Sponsor Director Mark Pickering, Interim Chief Finance Officer 
Date 28th February 2014 
 
Purpose  of report (select one) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 


The budget setting process uses the output from the initial submission of 
the Clinical Commissioning Group’s (CCG’s) financial plan for 2014/15 to 
2018/19 and allocates resources to support achievement of the objectives 
set out in both the 2 Year Operational Plan and 5 Year Strategic Plan. 
 
Approval is requested for these revenue and capital budgets to be set for 
the financial year 2014/15. 


Summary of key 
points  
 
 
 
 
 
 


· The first formal submission of CCG five year financial plans were 
submitted to NHS England on 14th February 2014. 


· Financial plans have been set to meet the requirements set by NHS 
England, including delivery of a 1% surplus each year. 


· Allocative QIPP savings targets of £6.6m and £7.5m in 2014/15 and 
2015/16 respectively have been calculated. 


· Plans assume tariff deflation benefits of £4m for each of these two 
financial years. 


· The maximum spend for running costs show a small reduction for 
2014/15, with a 10% reduction in 2015/16. 


· Allowance has been made for the transfer of resources to the Better 
Care Fund (BCF), amounting to £21m in 2015/16. 


· In order to mitigate risks, the plan includes 0.5% contingency, and 
allows for non-recurring flexibility in each of the two years. 


· Further submissions of financial plans are required in March and again 
in April. 


· An increase to the CCG allocation is required in 2014/15 in respect of 
specialised services.  The value of this adjustment is circa £6m, and is 
critical is the CCG is to deliver required surplus levels. 


· The amounts identified as CCG budgets within this paper represent 
anticipated allocation to budget areas.  At the present time, contract 
negotiations are ongoing, and therefore there is a need for a further 
paper providing detail on agreed contract values in April/May 2014.  
Taken together the two reports will deliver the granularity required to 
provide the level of assurance the Governing Body requires. 


· Within the initial capital plans, the CCG has made allowance for capital 
expenditure of £10k to cover IT assets, plus capital schemes of £262k 
to be delivered by NHS Property Services.  These are in line with high-
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level Capital Planning returns submitted by the Area Team. 
· At present, the CCG has not been set a specific Cash Limit for 


2014/15 although current cash-flow plans support the use of both 
recurrent and non-recurrent allocations to secure a balanced outturn 
position. 
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Approval route 
 


· Executive Committee development session - 14th January 2014 
· Governing Body development session - 11th February 2014 
 


  
Supporting 
documentation / 
Appendices 
 


· Appendix 1 – DDES CCG Revenue and Capital Budgets 2014/15 
financial year. 


 
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: 
· approve the proposed revenue budgets for 2014/15, 
· note the position in respect of QIPP, capital and cash-flow planning 


for 2014/15, 
· note the requirement for a further financial plan update following 


completion of contract negotiations and confirmation of specialised 
services allocations.  
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DDES CCG - REVENUE BUDGETS 2014/15 
 
 
1.  Introduction 
 
The budget setting process is a key component of the annual planning cycle.  The purpose of 
this paper is to ensure that budgets are agreed and signed off by the Governing Body of the 
CCG before the start of the financial year.   
 
This paper focusses on the overall financial allocation that supports the CCG’s plans and 
includes a high level analysis of total CCG budgets. 
 
The budget setting process is fully aligned to the financial planning included in the CCG’s 2 
Year Operational Planning and 5 Year Strategic Planning.  The process also incorporates 
guidance from NHS England. 
 
CCG funding for 2014/15 consists of two distinct separate allocations: 
 


· Programme Expenditure - revenue budgets for CCG healthcare programme 
expenditure which relate to healthcare commissioned services, including secondary 
care commissioning, community services and prescribing budgets 


 
· Running Costs - revenue budgets for CCG running costs. These include pay, non-pay 


costs and overheads including the cost of support from North of England 
Commissioning Support (NECS). 


 
 
2.  Summary Revenue Budgets 2014/15 
 
DDES CCG has received confirmation of its allocation for 2014/15, both for commissioning 
spend and running costs.  The allocations have been based on a revised funding formula 
adopted by NHS England. 
 
The total funding available for DDES CCG is shown in the table below: 
 


    Financial allocations for 
2014/15 Recurrent 


Non -
recurrent  


Total 
resources 
available 


  £000 £000 £000 


 
      


Total Programme Resources 405,554 5,491 411,045 
Total Running Costs Resources 6,983  0 6,983 
Grand Total Resources available 412,537 5,491 418,028 


 
 
The allocation figures have been agreed with the Area Team as an integral element of the 
financial planning process.  However, it is recognised by the Area Team of NHS England that 
there is a need for further allocation adjustments to be actioned during the financial year in 
respect of specialised services.  At present, confirmation regarding a further allocation 
of circa £6m is awaited, and delivery of the required 1% CCG surplus is dependent 
upon receipt of this allocation. 
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Modelling work has been undertaken to determine the funding required for each element of 
programme expenditure.  This analysis is shown below.  Appendix 1 sets out how the CCG 
plans to spend a revenue budget of £418,028,000 for 2014/15 which the Governing Body is 
requested to approve. 
 
Healthcare Programme Expenditure  £'000  
Acute services                213,288  
Mental Health/LD services                   52,360  
Community services                   45,024  
Continuing Care / FNC services                   17,198  
Primary Care services                   64,090  
Readmissions funding 0                     
Clinical Support Costs                     2,602 
Contingency (Minimum 0.5%)                     2,100  
Re-admissions credit 0                     
2.5% Non-Recurring 10,139 
    
Total Programme Expenditure 406,801                
Organisation Running Costs                     6,763  
    
Grand Total Application of Funds                413,564 
1% Surplus requirement                     4,464 
TOTAL FUNDS AVAILABLE                418,028  


 
The allocation of revenue resources set out above delivers a balanced budget in 2014/15, 
and complies with guidance related to contingency funding and surplus delivery. 
 
Calculation of readmissions credit and readmissions investment via payment by results 
business rules will be completed following contractual signature. 
 
 
3.  Financial strategy and context 
 
The scale of the financial challenge facing the CCG in the future is great.  Every year the 
NHS faces additional pressure on the funding received due to inflation, demographic 
changes of an aging and growing population and the cost of innovative new technologies and 
drug advancements.   
 
This means that there is a need to drive high levels of efficiency out of the current system in 
order to maintain a stable and high performing health service that can meet the growing 
needs of the population and allow continued investment in new services. 
 
The financial planning assumptions used to derive the revenue budgets for 2014/15 have 
been driven by a range of issues.  These include the following: 


 
· Impact of tariff changes 
· Potential changes to funding allocations in future years 
· Implications of the QIPP initiative on the local health economy 
· Current year activity pressures 
· Assumptions over which services are expected to fall within the scope of public health 


or NHS England and which will be the responsibility of CCGs 
 


 
4.  Quality, Innovation, Productivity and Prevention (QIPP) 
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It is expected that in 2014/15 building on the success of previous years, Quality Innovation, 
Productivity and Prevention (QIPP)  initiatives will generate savings through innovation, tariff 
changes and service redesign, which will be used to fund strategic investments and cost 
pressures arising from demographic changes for example.  Demand led cost pressures will 
need to be robustly managed for this methodology to be successful and to ensure that the 
increased activity levels experienced in the current year do not continue to absorb a 
significant element of the anticipated efficiency savings. 
 
To ensure the expenditure plans are affordable, the CCG is required to deliver nationally 
identified efficiency savings of 4%, along with significant additional allocative efficiency 
savings identified as part of the QIPP agenda. Together these will support delivery of 
financial balance and continued achievement of the CCG’s objectives in future years when 
financial pressures are expected to increase. 
 
Taking this context into account, the CCG has set an ambitious yet achievable QIPP target of 
£6.6m for 2014/15.  Significant progress towards this target is expected via the contract 
agreement process, and an update of plans and delivery will be provided in early 2014/15 
financial year. 
 
 
5.  Key planning assumptions  
 
The following key planning assumptions have been applied during the setting of budgets for 
2014/15: 
 


a) DDES CCG will receive the allocations shown above for 2014/15, inclusive of an 
uplift of 2%; 


 
b) All contracts are expected to deliver a net reduction.  An efficiency saving of 4% is 


offset by a variable gross uplift that varies by sector, from 2.8% for acute tariff 
services, to 2.5% for mental health and community services.  This efficiency will be 
applied to both acute and non-acute services, nhs and non-nhs providers; 


 
c) A sector by sector approach will be applied in respect of the re-investment of these 


efficiency savings, as part of the CCG’s overall investment prioritisation process; 
 


d) Practice prescribing costs are expected to increase by 4.0% before QIPP delivery; 
 
e) CQUIN on NHS standard contracts will be maintained at 2.5% on top of contract 


outturn value; 
 
f) DDES CCG will generate a surplus of at least 1% of their Programme funding, 


consistent with guidance from NHS England, i.e. circa £4m; 
 
g) DDES CCG will hold a contingency sum of at least 0.5% of Programme funding, 


consistent with guidance from NHS England, i.e. circa £2m. 
 
h) 2.5% of recurrent allocations to be committed on a non-recurrent basis, 1% of this 


to be applied to transformation of local services, in particular to prepare for the 
introduction of the Better Care Fund; 


 
 
6.  Capital programme 
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For 2014/15, £10k has been included for direct CCG capital plans for administrative IT 
assets.  Current year guidance requires capital schemes to be delivered by other 
organisations should be included within the financial plan.  In this regard, £262k has been 
allowed for proposals at Sedgefield Community Hospital which will be delivered by NHS 
Property Services. Further details of these proposals will be developed in the next few 
months. 
 
 
 
Anthea Thompson 
Senior Finance Manager 
February 2014 
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APPENDIX 2 – Block Chart displaying DDES CCG Baseline Budgets 2014/15: 
 
 
DDES CCG - 2014/15 Financial Plan v3.2 - 14 February 2014 
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Contingency £2m 


2.5% Non-recurring Headroom £10m 


Acute Healthcare £214m 


Mental Healthcare £52m 


Community Healthcare £45m 


Continuing Healthcare £17m 


Primary Care and Prescribing £64m 


Clinical Support Costs £3m 


RCA £7m RCA £7m 
Running Cost Allowance (RCA) £7m 


      
Note: Totals may vary slightly owing to roundings to nearest £m. 
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DDES CCG - 2014/15 Financial Plan v3.2 - 14 February 2014 
      
EXPLANATORY NOTES 
1.0% Surplus £4m 
National requirement in financial planning, expected to be returned in 2015/16 financial year. 
      
0.5% Contingency £2m 
National requirement in financial planning. 
      
2.5% Non-recurring headroom £10m 
National requirement in financial planning.  This funding may be used on a non-recurring basis only.  
Likely source of funds for transformation work. 
      
Acute Healthcare £214m   
Includes secondary care contracts, patient transport including A&E, 111 and non-contract activity. 
Includes both NHS (£209m) and non-NHS providers (£5m). 
      
Mental Healthcare £52m 
Includes major contracts with TEWV FT and NTW FT, but also non-NHS provision for high cost 
cases. 
      
Community Healthcare £45m   
Includes NHS Community contracts with CDDFT & NT&H FT (£38m), plus non-NHS providers. 
      
Continuing Healthcare £17m 
Includes both Continuing Healthcare (£14m) and Funded Nursing Care (£3m).  Includes cases of 
both a long-term and short-term nature. 
      
Primary Care and Prescribing £64m 
Main element is Prescribing budgets, but also includes Local Enhanced Services (LES) and Out of 
Hours Service within CDDFT community contract. 
      
Clinical Support Costs £3m 
Includes recharges from NHS Property Services for clinical space in community premises including 
Seaham PCC and Sedgefield Community Hospital.  Also includes charges for CHC staff, medicines 
optimisation and safeguarding services.  All excluded from running costs. 


 
    


Running Cost Allowance (RCA) £7m 
The costs of running the CCG organisation.  Includes £4.2m for charges from North of England 
Commissioning Support Unit, plus CCG employed staff, non-staff costs and statutory requirements 
including insurance and internal and external audit. 
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Please find attached the Quality, Performance and Finance report (QPF) for NHS Durham Dales, Easington 
and Sedgefield CCG for February 2014. Activity and finance data used in the report is for month 9 
(December 2013) .  
 
The report uses the latest published metric data for quality and performance, and where possible if later 
unpublished data (white text) is available this has been included.  If information is not available  it  has 
been flagged  within the report.  
 
NECS will continue to work with the CCG to ensure the content and format of the report fits with the needs of  
the organisation.  
 
In addition to the formal QPF report the Quality and Performance published data is now available in RAIDR.  
 
The dates for future reports are as follows: 
 


Background and Timetable 


Reporting month Date QPF Report 
Available 


CCG QPF Meeting Governing Body 
Meeting 


December 13th February 2014 25 February 2014 11th March 2014 
January 14th March 2014 25th March  2014 TBC 
February 11th April 2014 TBC TBC 
March 19th May 2014 TBC TBC 
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Report Amendments 
Developments for this report include: 
• Addition of Emergency re-admission data on the Outcomes Framework Slide (Slide 30) 
• Enhancement of Glossary (slides 47&48) 
 
Future developments: 
• On-going development as per CCG requirements 


 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Recommendation: 
This report is for the CCG to note current performance and the risks to national indicators in 2013/14. The committee is asked to endorse the actions to address underperformance and suggest 
further remedial action if appropriate. 
 
 
 


Executive Summary 


 Headlines 
The headlines for this report are summarised as follows: 


Performance Indicator Provider/Commissioner 
Description of 


Performance Failure  Exception Report No. 
A&E CDDFT Recent poor performance CDDFT ER01 
A&E CHSFT Failing YTD CHSFT ER01 
A&E NTHFT Failed Dec-13 NTHFT ER01 
Hospital Handovers CDDFT Numerous breaches CDDFT ER02 
Hospital Handovers CHSFT Numerous breaches CHSFT ER02 
Cancer 62 days DDES CCG Failing YTD DDES ER01 
Ambulance Response Times Cat A NEAS Failing YTD NEAS ER01 
Mental Health IAPT Performance TEWV / MH Providers Failing YTD MH ER01 


Quality Indicator Provider/Commissioner 
Description of 


Performance Failure  Exception Report No. 
CQC Enforcement CDDFT CQC Visit QER01 
SHMI NTHFT Negative Outlier QER02 
HSMR CDDFT / CHSFT / NTHFT Negative Outlier QER03 
Friends & Family CDDFT / CHSFT / NTHFT Poor performance QER04 
Serious incidents All Unclosed SIs QER05 
Never Events NTHFT 1 Never Event reported QER06 
HCAI All Various breaches QER07 







Quality Performance 


5 


Ta
rg


et


Re
po


rt
in


g 
pe


rio
d


Fr
eq


ue
nc


y


CC
G


CD
DF


T


CH
SF


T


NT
HF


T


NE
AS


TE
W


V


Ex
ce


pt
io


n 
re


po
rt


 
re


qu
ire


d


OVERALL l l l l l l
Regulators


Has any local provider been subject to local enforcement action by the CQC? Y/N Jan-14 Monthly l l l l l l QER01
Has any local provider been flagged as a 'quality compliance risk' by Monitor and/or are 
requirements in place around breaches of provider lisence conditions? 


Y/N Jan-14 Monthly l l l l l l
Has any local provider been subject to enforcement action by the NHS TDA based on 'quality' risk? 


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


Has any provider been identified as a 'negative outlier' on SMHI? Y/N Jan-14 Monthly l l l l l l QER02
Has any provider been identified as a 'negative outlier' on HSMR? Y/N Jan-14 Monthly l l l l l l QER03
Patient experience


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


Y/N Jan-14 Monthly l l l l l l QER04


Safety


Does any provider currently have any unclosed Serious Untoward Incidents (45 days)? Y/N Jan-14 Monthly l l l l l l QER05
Does any provider currently have any unclosed Serious Untoward Incidents (60 days)? Y/N Jan-14 Monthly l l l l l l
Has any provider experienced any 'Never Events' during the last month ? Y/N Jan-14 Monthly l l l l l l QER06
CCG


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


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


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


Has the CCG self assessed and identified any risks associated with concerns around being an 
active participant in its Quality Surveillance Group? 


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


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


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


 i hi  







Exception Report QER01 – CQC Enforcement 
CCG CDDFT CHSFT NTHFT NEAS TEVW 


Has any local provider been subject to any enforcement action by the 
CQC?  


 Performance Update: 
The report following the CQC’s unannounced visit to UHND in November 2013 was published in January 2014. This was a routine inspection, which focused on 
three areas as follows:   
• Care and welfare of people who use the services 
• Assessing and monitoring the quality of service provision 
• Records 
The CQC visited wards 1, 2, 3, 5, 11 and 12 and spoke with 84 patients and/or relatives during the inspection and reviewed the records of 38 patients.  They 
spoke to a total of 48 members of staff including matrons, ward managers, ward sisters and healthcare assistants and managers of the board in relation to 
governance.    During the visit the CQC generally found records had not been updated as regularly as required and accurate records in respect of each patient 
were not always being maintained.  Care plans were found to be limited in detailed, typically were one line statements, which appeared to be used as a record of 
consideration of patient care rather than a tool to inform nurses of the care and outcomes required. A variety of documentation was not complete and examples 
include fluid balance charts not updated, monitoring charts had few or no outputs recorded, patient observations not completed and catheter pathways 
incomplete. 
The CQC also asked the Trust to note that the decision making in relation to Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) was inconsistent.   In a 
number of records reviewed there had been no involvement of the patient or their relative involved in this decision and the decision making did not always reflect 
the requirements set out in legislation or take account of published research, guidance or good practice.   
The CQC found that the standards relating to care and welfare of people who use the services and monitoring the quality of service provision were 
met.  However, the records standard was not met and action is required by the Trust.   The Trust’s formal response to the CQC will be shared with the CQRG. 
 
However all wards visited were very busy and the CQC observed many interventions from medical and nursing staff through the visits.  Although busy the wards 
were noted to be very responsive to patient calls.  Nurse activations were responded to quickly; as were patients calling out to staff from their rooms. The patient 
care observed on the wards visited appeared to be of good quality and staff were observed to be diligent, warm, professional and appropriate in their 
interactions with patients.  The feedback received from patients on the care received was mainly positive.    
 
 
  


Remedial actions: 
Work is on-going with the trust to address these concerns. 
 


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


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


Performance Update: 
NTHFT: The Quality Dashboard for NHS England (November 2013) which was published in January 2014 indicates for the period September 
2012 to August 2013 a SHMI Mortality Rate of 111.24 and are highlighted as being ‘worst than expected ‘.  
 
  


Remedial actions: 
Continual monitoring at CQRG. Each death is  reviewed on an individual basis and symptoms checked against coding, ensuring  accurate 
recording.  During the review of the previous figures no case of unavoidable death has been found. Trust reviews each death individually at a 
weekly meeting, and are implementing a review process through a “critical friend”, which is still in the planning stage.  Contemporary data has 
been requested  for forthcoming CQRGs. As reported previously NEQOS have also been asked by the trust to undertake an independent review 
of the coding’s and outcomes of all patient deaths associated with Pneumonia. The next CQRG will take place on 18th March 2014.  


CCG Comments 
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Exception Report QER03 – Mortality (HSMR) 
CCG CDDFT CHSFT NTHFT NEAS TEVW 


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


Performance Update: 
The North of England Quality Dashboard (January 2014), indicates for the period October 2012  to September 2013 that: 
 
CDDFT: the trust HSMR rate is worse than expected at 109.7 compared to the previous HSMR of 109.6 
 
CHSFT: the trust HSMR rate is worse than expected at 116.7 compared to the previous HSMR of 113.4 
 
NTHFT continues to be flagged as being worse than expected with a HSMR of 111.4 (previous HSMR of 111.9) 
 
 
 
 
  


Remedial actions: 
CDDFT: This was a new concern the previous month which was discussed at the QRG in January. Although there was no concerns identified in 
the NEQOS report the Dr Foster hospital intelligence guide 2013 highlighted that UHND at CDDFT is an outlier on HSMR. Surgery are now 
reviewed against a standard tool. Any spikes in mortality are reviewed as are the results of any monitoring reports such as CQC, Dr Foster.  
 
CHSFT: This is a new concern and was discussed at the CQRG in December regarding the trusts response and actions taken as a result.    The 
NEQOS report did not identify any concerns about this trust. 
 
NTHFT: Each death is now reviewed on an individual basis and symptoms checked against coding, ensuring accurate recording.  Review of the 
previous figures no case of unavoidable death has been found. Trust reviewing every death individually at a weekly meeting. Trust are also 
implementing a review process through a “critical friend”, which is still in the planning stage.  The Trust are meeting in December to explore the 
options regarding the processes for independent review/external review. Contemporary data has been requested  for forthcoming CQRGs   
 
 
 
  


 
CCG Comments 
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Exception Report QER04 - Friends and Family Test 
Indicator 
Does feedback from the Friends and Family test (or any other patient 
feedback) indicate any causes for concern for any provider?  
 


CCG CDDFT CHSFT NTHFT NEAS TEVW 


Performance Update: 
The latest available published data for FFT data for the month of December 2013 highlights the following concerns 
CDDFT: 
•  In Patient results - The in-patient response rate at BAH saw an increase from 66.48% in November to 71.97% and UHND also saw an increase from 22.71%  in the previous  month  to 26.37% in December.  However 


DMH saw a decrease from 40.71% in November to 30.53%.  Response rates for BAH is above the England average and the national target of 28.8% 
• In Patient scores - The inpatient score for BAH saw a slight increased since last month from 84 to 87. DMH saw a significant increase from 41 to 50 but UHND’s score of 51 was slightly lower from  the previous month’s 


score of 53.  Scores for both DMH and UHND remain below the England average which is 72. 
• Accident and Emergency response rates - A&E response rates at DMH  shows a slight decline from 15% to 14.6%  which is below the national average of 15.3% however UHND shows  a significant increase from 18.5% 


to 33.2% and this is above the national average . 
• Accident and Emergency scores - A&E at UHND saw a large decrease in score this month from 19 to 3 whilst DMH experienced a significantly  increased score from 13 in the previous month to 33 in December. Both 


hospitals remain below the England average of 56.   
CHSFT: 
• In patient results - The in-patient response rate at  SEI at 48.89 % is down from last month’s response rate of 57.38%  but remains above the national response rate of 31.1%. Sunderland Royal  (SR) which has a 


response rate of  28.47 % which down from the previous month’s 33.13% this month and is below the national rate. 
• In patient scores -  The score at SEI  remains at 100 for second month running and remains  above the England average of 72.  Sunderland Royal has a higher score  again this month moving to 84 from the previous 


month score of 76 
• Accident and Emergency response rates - A&E response rates at SR  is 12.5% is down from the previous month which was 14% and remains  below the national average (15.3%). SEI rate has dropped from 20.3% last 


month to 7.2%  
• Accident and Emergency scores - - A&E at SEI scored 88 an increase on previous  month’s position of 78 and is above the NHS England average of 56%.  The score at SR is 73 which is an increase on last month 


where the score was 68. 
NTHFT:  
• In patient results - The in-patient response rate at North Tees  is  21.09% which is an increase on the previous month of 19.26% however remains below the national target of 28.8%. Hartlepool has a response rate of  


45.19% which is a significant increase on the previous month’s position of 32.52% and is above the national target. 
• In patient scores -  The score at Hartlepool of 82 a slight decrease on previous month of 87 but remains  above the England average of 72.  North Tees obtained the a slightly increased score  of 64  up from the previous 


month which was 62  however this is below the national average. 
• Accident and Emergency response rates - A&E response rates at North Tees of 5.9 %is a decreased on the previous month’s  8.9% and is much lower than the national average (15.3%). 
• Accident and Emergency scores - - A&E at North Tees scored 64 which for the third month running is  a slight fall from the previous  month’s position .  Last month the score was 67 however these scores remain above 


the NHS England average of 56.  
 
 


 
 
 
 


 
 


Remedial actions: 
CDDFT:  have reported to CCGS via the CQRG that comments received from patients via the FFT contradict the low scores they are attaining and qualitative statements highlight  ‘excellent service’, ‘staff friendly’.  Three trends 
have been identified from the negative comments received which are - waiting times, attitude and cleanliness.  CDDFT’s Patient Experience Forum has been re-established and will lead on identifying other ways of undertaking 
patient surveys to obtain data on patient experience and the Trust are exploring other methods used by other providers to achieve good response rates and scores. CDDFT has an improvement plan in place which is being 
monitored by the CQRG.  The Trust is exploring the option of using other methods to collect FFT data, including kiosks.   
CHSFT: the downward trend in A&E response rate was noted and discussed at CQRG in January 2014 and CHSFT was asked about their recovery plan in terms of performance.  This will continue to be monitored on a monthly 
basis via the CQRG. 
NTHFT :Trust have submitted FFT action plan, which includes actions that are in progression e.g.:   
- Introduction of yellow FFT boxes on all in-patient wards.  
- Friends and Family Test Steering Group established, which includes Clinical Representation. Ward staff are also invited to attend.  
 
 
 
 


9 


CCG Comments 







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


CCG CDDFT CHSFT NTHFT NEAS TEVW 


Performance Update: 
 
 
 


 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


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


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


CDDFT 5 0 0 0 


CHSFT 6 1 0 0 


NTHFT 10 3 0 0 


NEAS 4 0 0 0 


TEWV 5 0 2 0 


CCG Comments 
 







Exception Report QER06 – Never Events 
CCG CDDFT CHSFT NTHFT NEAS TEVW 


Has the provider experienced any ‘Never Events’ during the last 
month? 
 Performance Update: 


NTHFT: In the month of January 1 never event was reported relating to wrong site surgery on a DDES patient 
 
 
 
  


Remedial actions: 
Full root cause analysis  will be conducted  by the provider and will be discussed at the quality surveillance group.  The RCA report will be 
received and monitored  through to conclusion at the respective CCG serious incident panels . The contract management  groups will oversee 
application of the penalty and subsequent cost  recovery.    
 
 
 
  


 


CCG Comments 
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Exception Report QER07 - HCAI 


Performance Update: 
MRSA 
There is a zero tolerance of MRSA which means that all commissioner and provider targets are zero. 
 
DDES CCG reported 1 case in September 
CDDFT reported 1 case in September and 1 unpublished case in January – 2 in total 
CHSFT reported 1 case in April, August and September – 3 in total 
NTHFT reported 1 unpublished case in January 
 
C.Diff 
DDES CCG – 57 cases identified to 10th February against an annual target of 87 
CDDFT – 21 cases identified to 10th February against an annual target of 40 
CHSFT – 33 cases identified to 10th February against an annual target of 36 
NTHFT – 29 cases identified to 10th February against an annual target of 40 


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


Indicator Threshold DDES CCG CDDFT CHSFT NTHFT 


Incidence of MRSA 0 1 2 3 1 


Incidence of C.Diff 87 57 21 33 29 
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CCG or Director Comments 
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NHS Constitution Performance Summary 
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Indicator Description Frequency Data Period Threshold


Referral to treatment access times
% of patients initial treatment within 18 weeks for admitted pathways 90.0% 92.4% 91.5% 91.3% 92.9%
% of patients initial treatment within 18 weeks for non- admitted pathways 95.0% 98.5% 98.7% 98.1% 99.1%
% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 94.6% 94.4% 94.7% 96.6%
Number patients waiting more than 52 weeks for treatment 0 2 1 0 0
Diagnostic waits
% patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Monthly Dec-13 1.00% 0.30% 0.20% 0.20% 0.00%
A&E waits
% patients spending 4 hrs. or less in A&E or minor injury unit w/e 31st Jan-14 95.0% 95.0% 94.4% 96.0% CDDFT ER01


CHS ER01
Handover between ambulance and A&E over 30 minutes 0 1579 599 16 3518
Handover between ambulance and A&E0ver 60 minutes or more 0 519 158 2 1014
Cancer patients 2 week wait
% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 96.1% 96.8% 94.1% 94.6%
% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 93.0% 93.8% 93.4% 94.3%
Cancer patients - 31 days
% of patients treated within 31 days of a cancer diagnosis 96.0% 98.4% 99.4% 99.2% 99.6%
% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 98.2% 100.0% 100.0% 98.6%
% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 100.0% 100.0% 100.0% 100.0%
% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 97.6% 100.0% 100.0% 100.0%
Cancer patients - 62 days
% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 83.8% 88.3% 87.3% 87.8% DDES ER01
% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 98.6% 92.1% 100.0% 97.4%
% of patients treated for cancer within 62 days of consultant decision to upgrade status 85.0% 100.0% 100.0% 92.1% 100.0%
Ambulance response times
Cat A response in 8 mins (red 1&2) 71.0% 68.3% 79.2%
Cat A Response within 19 mins 95.0% 94.7% 97.2%
Number of crew clear delays over 30 mins 0 10,522
Number of crew clear delays over 60 mins 0 536
Mixed Sex accommodation
Mixed Sex accommodation - number of unjustified breaches Monthly YTD Dec -13 0 0 0 0 0 
Mental Health
% people followed up within 7 days of discharge from psychiatric in patient care Monthly YTD-Dec 13 95.0% 97.8%
HCAI
Incidence of MRSA (QP) 0 1 2 3 1
Incidence of C Diff (QP)  - threshold relates to CCG performance 87 57 21 33 29


Monthly YTD Nov-13
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NHS Constitutional Indicators by month - DDES CCG 
Quality Indicator 


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


Admitted patients to start treatment within a maximum of 18 weeks from referral 90% 93.70% 93.20% 92.50% 92.50% 91.60% 92.10% 91.30% 91.30% 91.30% 92.40%
Non-admitted patients to start treatment within a maximum of 18 weeks from referral 95% 98.90% 98.80% 98.10% 98.30% 98.30% 98.30% 98.50% 98.00% 98.20% 98.50%
Patients on incomplete non emergency pathways (yet to start treatment) should have been waiting no more 92% 95.60% 95.10% 94.40% 93.50% 93.80% 94.10% 94.60% 94.60% 93.80% 94.60%
Number of patients waiting more than 52 weeks 0 0 0 0 0 0 1 0 1 0 2


Percentage of patients waiting 6 weeks and over 1% 0.10% 0.00% 0.00% 0.00% 0.10% 0.40% 0.10% 0.30% 1.10%


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


93% 96.30% 96.20% 96.10% 96.30% 96.50% 96.50% 94.30% 96.23% 97.10% 96.10%


Maximum two week wait for first out patient appointment for patients referred urgently with breast symptoms (where 
cancer was not initially suspected) 93% 95.50% 92.00% 93.30% 96.40% 94.90% 89.80% 94.50% 87.28% 92.90% 93.00%


Maximum one month (31 day) wait from diagnosis to first definitive treatment for all  cancers 96% 98.30% 99.10% 98.20% 97.90% 93.20% 100.00% 99.20% 98.50% 100.00% 98.40%
Maximum 31 day wait for subsequent treatment where that treatment is surgery 94% 100.00% 93.50% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 98.20%
Maximum 31 day wait for subsequent treatment where the treatment is an anti-cancer drug regimen 98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.40% 100.00% 100.00% 100.00%
Maximum 31 day wait for subsequent treatment where the treatment is a course of radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 90.20% 94.28% 95.50% 97.60%


Maximum two month (62 day) wait from urgent GP referral to first definitive treatment for cancer 85% 90.00% 89.80% 84.80% 80.50% 80.60% 81.70% 80.30% 84.28% 83.10% 83.80% DDES ER01
Maximum 62 day wait from referral from an NHS screenng service to first definitive treatment for all  cancers 90% 100.00% 100.00% 88.90% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 98.60%
Maximum 62 day wait for first definitive treatment following a consultants decision to upgrade the priority of the 
patients (all  cancers) 85% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Category A calls resulting in an emergency reponse arriving within 8 minutes (Red 1&2) 71% 67.58% 68.58% 70.71% 68.51% 67.36% 71.55% 70.08% 69.42% 62.45% 67.75% 68.34%
Category A calls resulting in an ambulance arriving at the scene within 19 minutes 95% 94.25% 93.84% 96.40% 94.76% 95.40% 94.17% 93.75% 95.33% 91.97% 91.87% 94.14%


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


Care Programme Approach (CPA): The proportion of people under adult mental i l lness specialities on CPA 95% 100.00% 100.00% 90.48% 97.00% 99.40% 97.30% 98.71% 98.71% 98.05% 97.80%


Incidence of MRSA  to 10th February 2014 0 0 0 0 0 0 1 0 0 0 0 0 1
Incidence of CDIFF to 10th February 2014 87 6 7 6 7 7 6 8 3 3 4 0 57


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


NEAS ER01


QER07


Mental Health


HCAI Incidence 


Cancer patients - 2 week wait 


Cancer waits - 31 days 
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Category A ambulance calls
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NHS Constitutional Indicators by month - CDDFT 


Quality Indicator 
Operational 


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


% of patients initial treatment within 18 weeks for admitted 
pathways


90.00% 91.80% 92.60% 91.90% 91.60% 90.70% 91.70% 90.20% 90.20% 90.20% 91.50%


% of patients initial treatment within 18 weeks for non- 
admitted pathways


95.00% 98.70% 98.90% 98.50% 98.20% 98.90% 98.80% 98.70% 98.00% 98.30% 98.70%


% patients waiting for initial treatment on incomplete 
pathways within 18 weeks


92.00% 95.70% 95.70% 95.50% 94.90% 94.70% 93.90% 94.40% 93.90% 93.80% 94.40%


Number patients waiting more than 52 weeks for treatment 
(Incomplete pathways only) 0 0 0 0 0 0 0 0 1 0 1


Patients waiting for a diagnostic test should have been 
waiting less than 6 weeks from referral 1% 0.07% 0.00% 0.04% 0.04% 0.05% 0.19% 0.20% 0.20% 0.70%


% patients spending 4 hrs. or less in A&E or minor injury unit 
to 31st January 2014


95% 91.78% 96.01% 97.64% 97.01% 95.36% 94.73% 93.04% 95.96% 95.68% 92.71% 95.01% CDDFT ER01


Handover between ambulance and A&E over 30 minutes 0 196 166 149 153 159 165 222 147 222 1,579
Handover between ambulance and A&E over 60 minutes or 
more 0 87 39 29 33 62 35 75 62 97 519


% of patients seen within 2 weeks of an urgent GP referral for 
suspected cancer


93% 97.40% 97.20% 97.30% 96.60% 96.20% 96.20% 97.00% 96.70% 96.70% 96.80%


% of patients seen within 2 weeks of an urgent referral for 
breast symptoms 93% 89.20% 95.30% 96.90% 96.00% 93.50% 92.30% 94.70% 89.80% 95.80% 93.80%


% of patients treated within 31 days of a cancer diagnosis 96% 100.00% 100.00% 100.00% 98.40% 98.40% 100.00% 98.60% 100.00% 100.00% 99.40%
% of patients receiving subsequent treatment for cancer 
within 31 days - surgery


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


% of patients receiving subsequent treatment for cancer 
within 31 days - drugs


94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


% of patients receiving subsequent treatment for cancer 
within 31 days - radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


% of patients treated within 62 days of an urgent GP referral 
for suspected cancer


85% 88.40% 90.00% 88.90% 88.10% 93.40% 88.80% 88.30% 84.60% 85.00% 88.30%


% of patients treated within 62 days of an urgent GP referral 
from an NHS Cancer Screening Service


90% 100.00% 100.00% 100.00% 88.90% 100.00% 100.00% 75.00% 50.00% 100.00% 92.10%


% of patients treated for cancer within 62 days of consultant 
decision to upgrade status 85% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


Mixed Sex accommodation - number of unjustified breaches
0 0 0 0 0 0 0 0 0 0 0


Incidence of MRSA  to 10th February 2014 0 0 0 0 0 0 1 0 0 0 1 0 2
Incidence of CDIFF to 10th February 2014 40 5 2 1 2 1 2 3 2 0 3 0 21


QER07


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


CDDFT ER02


Cancer patients - 2 week wait 


Cancer waits - 31 days 


Cancer waits - 62 days 


Mixed sex accommodation breaches


HCAI Incidence 







NHS Constitutional Indicators by month - CHSFT 


Quality Indicator 
Operational 


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


% of patients initial treatment within 18 weeks for admitted 
pathways


90.00% 93.30% 91.60% 92.30% 90.60% 91.40% 90.10% 89.90% 90.10% 90.70% 91.30%


% of patients initial treatment within 18 weeks for non- 
admitted pathways


95.00% 99.50% 97.70% 96.90% 98.10% 97.90% 98.00% 97.90% 98.40% 98.60% 98.10%


% patients waiting for initial treatment on incomplete 
pathways within 18 weeks


92.00% 95.50% 94.30% 93.20% 92.20% 92.00% 93.70% 94.70% 94.80% 94.00% 94.70%


Number patients waiting more than 52 weeks for treatment 
(Incomplete pathways only) 0 0 0 0 0 0 0 0 0 0 0


Patients waiting for a diagnostic test should have been 
waiting less than 6 weeks from referral 1% 1.66% 0.00% 0.00% 0.00% 0.02% 0.00% 0.00% 0.20% 1.00%


% patients spending 4 hrs. or less in A&E or minor injury unit 
to 31st January 2014


95% 96.48% 93.27% 92.04% 94.37% 94.63% 96.52% 93.92% 94.26% 95.25% 93.72% 94.40% CHS ER01


Handover between ambulance and A&E over 30 minutes 0 65 88 81 69 41 32 97 44 82 599
Handover between ambulance and A&E over 60 minutes or 
more 0 19 16 41 16 9 5 23 9 20 158


% of patients seen within 2 weeks of an urgent GP referral for 
suspected cancer


93% 94.00% 93.90% 93.90% 95.60% 95.30% 94.10% 92.50% 94.20% 94.70% 94.10%


% of patients seen within 2 weeks of an urgent referral for 
breast symptoms 93% 97.00% 97.50% 91.40% 93.40% 98.70% 93.30% 95.20% 88.70% 85.40% 93.40%


% of patients treated within 31 days of a cancer diagnosis 96% 98.70% 100.00% 100.00% 99.40% 100.00% 98.70% 98.40% 100.00% 98.00% 99.20%
% of patients receiving subsequent treatment for cancer 
within 31 days - surgery


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


% of patients receiving subsequent treatment for cancer 
within 31 days - drugs


94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


% of patients receiving subsequent treatment for cancer 
within 31 days - radiotherapy 94% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%


% of patients treated within 62 days of an urgent GP referral 
for suspected cancer


85% 91.20% 89.30% 93.00% 89.50% 85.90% 80.10% 89.00% 78.90% 88.90% 87.30%


% of patients treated within 62 days of an urgent GP referral 
from an NHS Cancer Screening Service


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


% of patients treated for cancer within 62 days of consultant 
decision to upgrade status 85% 100.00% 100.00% 100.00% 100.00% 50.00% 100.00% 100.00% 100.00% 100.00% 92.10%


Mixed Sex accommodation - number of unjustified breaches
0 0 0 0 0 0 0 0 0 0 0


Incidence of MRSA  to 10th February 2014 0 1 0 0 0 1 1 0 0 0 0 0 3
Incidence of CDIFF to 10th February 2014 36 4 1 7 3 4 7 3 2 0 2 0 33


QER07


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


CHS ER02


Cancer patients - 2 week wait 


Cancer waits - 31 days 


Cancer waits - 62 days 


Mixed sex accommodation breaches


HCAI Incidence 







NHS Constitutional Indicators by month - NTHFT 
Quality Indicator 


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


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


90.00% 93.00% 94.73% 92.10% 93.10% 93.20% 92.90% 91.66% 92.90% 93.60% 92.90%


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


95.00% 98.91% 99.31% 99.20% 99.10% 99.10% 98.90% 98.91% 98.40% 98.70% 99.10%


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


92.00% 97.10% 97.70% 97.20% 97.30% 97.00% 96.80% 97.47% 97.20% 97.00% 96.60%


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


Patients waiting for a diagnostic test should have been 
waiting less than 6 weeks from referral 1% 0.02% 0.02% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.40%


% patients spending 4 hrs. or less in A&E or minor injury unit 
to 31st January 2014


95% 95.12% 97.32% 97.94% 96.55% 94.92% 95.75% 96.22% 95.93% 93.31% 96.20% 95.97% NTHFT ER01


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


0 3 0 0 2 6 0 1 2 2 16


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


Maximum two-week wait for first outpatient appointment for 
patients referred urgently with suspected cancer by a GP 93% 93.70% 94.00% 93.90% 95.70% 94.20% 95.00% 94.50% 94.82% 95.20% 94.60%


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


93% 90.51% 93.00% 93.40% 93.80% 94.40% 96.40% 97.20% 91.72% 95.60% 94.30%


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


96% 100.00% 99.00% 100.00% 99.40% 100.00% 100.00% 99.30% 99.12% 100.00% 99.60%


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


94% 90.00% 97.00% 100.00% 100.00% 100.00% 100.00% 94.10% 100.00% 100.00% 98.60%


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


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


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


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


85% 82.54% 84.00% 91.80% 87.60% 88.20% 88.20% 89.10% 87.27% 88.40% 87.80%


Maximum 62 day wait from referral from an NHS screenng 
service to first definitive treatment for all  cancers 90% 100.00% 98.00% 93.30% 100.00% 100.00% 93.50% 98.50% 100.00% 94.40% 97.40%


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


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


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


Incidence of MRSA  to 10th February 2014 0 0 0 0 0 0 0 0 0 0 1 0 1


Incidence of CDIFF to 10th February 2014 40 3 6 1 3 4 4 5 1 0 2 0 29


Mixed sex accommodation breaches


HCAI Incidence 


QER07


Referral to Treatment waiting times for non urgent consultant led treatment 


Diagnostic test waiting times 


A & E waits 


Cancer patients - 2 week wait 


Cancer waits - 31 days 


Cancer waits - 62 days 







18 


NHS Constitutional Indicators by month - NEAS 


NHS Constitutional Indicators by month – TEWV / MH 


Quality Indicator 
Operational 


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


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


75.00% 79.88% 79.22% 81.06% 79.08% 80.16% 80.86% 79.38% 78.88% 75.67% 77.78% 79.15%


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


95.00% 97.25% 97.45% 97.79% 97.12% 97.69% 97.77% 97.17% 97.66% 96.20% 96.41% 97.24%


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


0 2,365 2,489 2,715 1,688 351 325 139 154 144 152 10,522


No. of ambulance crews not ready to accept new calls within over 60 
minutes of handover to A&E (Clearance Time)


0 105 141 129 80 19 14 12 7 14 15 536


Handover between ambulance and A&E over 30 minutes 0 425 371 299 285 286 263 369 309 407 504 3,518
Handover between ambulance and A&E over 60 minutes or more 0 156 91 77 52 75 47 101 86 132 197 1,014


Category A ambulance calls


NEAS ER01


Mental Health Indicators
Operational 


Standard YTD Exception Report No.


People seen by Crisis Services before admission 95.00% 98.55%
CPA 7 day follow up 95.00% 98.05%
The percentage of discharges on CPA who are followed up within 7 days that are 
done so on a face to face basis


95.00% 97.29%


Delayed transfers of care 7.50% 55.00%


IAPT Indicators
Operational 


Standard YTD Exception Report No.


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


12.000% 7.43%


Proportion of people who complete treatment who are moving to recovery  50.00% 43.34%
MH ER01







Exception Report  CDDFT ER01 


Performance Update: 
CDDFT were below the target in October (93.04%).  While the performance trend is improving with the target being met in both November 
(95.96%) and December (95.68%), the target for Q3 (Oct to Dec) wasn’t achieved (94.6%). 
The trust failed to achieve the 95% target every week in January 2014. Q4 Performance to week 44 (6th February 2014) is 92.4%. 


Remedial actions: 
CDDFT – The Emergency Care Intensive Support Team (ECIST) visited the Trust in w/c  2nd December and provided  their initial feedback and recommendations  The  ECIST 
Whole System Letter has been shared with Front of House Task Force and CCGs . The ECIST recommendations, together with the  Trust’s Acute and Long Term Conditions ED 
Recovery Plan will be considered by the County Durham and Darlington Urgent Care Working Group on  Friday 14th February. 
CCG Chief Officers are continuing to meet fortnightly with the Trust and Area Team Chief Executives, to review A&E Performance and agree actions. CDDFT are remodelling 
their A&E Performance Trajectory to the year end , to identify the necessary performance and resources required to achieve the year end target. 
The NECS SPR Team and Winter Resilience Team  are continuing to work with CDDFT by offering support to implement the ECIST recommendations and facilitating visits to 
other providers to learn from examples of good practice. 
 
Winter Initiatives  
CDDFT weekly A&E attendances have steadily reduced showing correlations with the commencement of winter initiatives: 
• North Durham CCG GP Weekend Opening – 1st October 2013 
• Keep Calm Winter Messages Campaign – 18th November 2013 
• Paramedic/GP  5 minute ring back - 2nd December 2013 
• DDES CCG GP Weekend Opening – 2nd December 2013 
• Darlington Urgent Care Centre relocated to DMH between 6pm and 8am – 9th December 2013 
Additional  Winter Monies – NHS England confirmed an additional £2.1m of  winter funding had been allocated to County Durham and Darlington, in December 2013. The Urgent 
Care Working Group , with Chief Officer’s approval, allocated funds to: CDDFT, NEAS, Police, Fire Service, Local Authorities, Community Pharmacy and Continuing Healthcare 
Assessment. All successful bidders have provided an update on progress with implementation and demonstrate that key outcomes & performance measures have been 
implemented. All schemes will be required to identify what measures will be used to evaluate the impact of the funded schemes and evaluation of schemes will be required by 
31st March 2014 to determine their impact.      
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Indicator Threshold CDDFT 


% patients spending 4 hrs. or less in A&E or minor injury unit 95.00% 95.01% 


CCG or Director Comments 
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Exception Report  CDDFT ER02 


Performance Update: 
CDDFT continues to experience consistently high levels of handover delays, resulting in poor performance in relation to the Ambulance handover target. Whilst there was an 
improvement in November compared to October, performance in December and January deteriorated and  the provider continues to be an outlier across the region.  
 
CDDFT account for 45% of the 30-60 minute waits and 51% of the over 60 minute waits when analysed against the NEAS YTD total figures. 


Remedial actions: 
The CDDFT Front of House Task Force have been asked to ensure that the recommendations from a recent jointly commissioned review of handover and turnaround issues (the 
Pease Report) are taken into account in the A&E Improvement Plan.  
 
CDDFT have also confirmed their intention to implement  “quick win” recommendations from the recent ECIST review to improve patient flow and reduce pressure ‘Front of 
House’. 
 
The NECS Winter Resilience Team are working with CDDFT to develop an action plan for feedback to the Area Team , highlighting key initiatives to address handover delays. 
 
Additional winter monies have been allocated to NEAS & CDDFT to support close management of patient flow from  the Ambulance Handover queue into urgent/emergency care 
and additional PTS discharge ambulance support for the University Hospital of North Durham to transport patients who are being discharged from Hospital. 
 
Following significant numbers of ambulance handover delays during week commencing 13th January, CDDFT hosted a meeting with NEAS on Thursday 23rd January, to review 
the ambulance handover process and agree actions for improvement.  
CDDFT confirmed that a Senior Nurse now has responsibility for managing ambulance handovers. From 1st April 2014, this will become the responsibility of an ED Consultant. 
The CDDFT Patient Safety Team are producing all RCA reports for ambulance handover delays of 2hrs & over, by Friday 31st January. 
CDDFT to share root cause analysis for ambulance handover delays of 2hrs & over, with DDT Area Team by Friday 7th February. 
 
At the meeting held on 12th December, to discuss urgent care issues including ambulance handover delays, it was agreed that all handovers delayed for two hours or more will 
be reported as a serious incident. 
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Indicator Threshold CDDFT 


Handover between ambulance and A&E over 30 minutes 0 1,579 


Handover between ambulance and A&E over 60 minutes or more 0 519 


CCG or Director Comments 
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Exception Report  CHS ER01 


Performance Update: 
CHS achieved 94.66% (w/c 27/01) and have not been able to achieve 95% over the last four weeks.  Despite this, the daily position has 
improved since the opening of Pallion Health Centre in early January.  Discussions are ongoing  with regards to implementation of criteria in 
place for redirection of patients from A&E to Pallion.   
 
A&E continues to be high risk due to the inability to recruit to both nursing and consultant positions.  Nursing backfill is currently being provided 
via agency staff which Sunderland CCG are supporting, though it is noted that DDES are supporting  in terms of funding of posts via various 
readmissions/winter schemes. 
 
There is also continued pressures on A&E with regards to ambulance arrivals and SRH still appears to get a disproportionate number of 
ambulances compared to other trusts in the patch.  Work is ongoing with NEAS to help stream ambulances to alternative dispositions such as 
MIUs, Urgent Care Teams and district nurses etc.  Schemes in Sunderland are now live and expect improved performance will be seen in the 
coming weeks.  
 
It is not expected that CHS will achieve 95% by the year end. 


Remedial actions: 
Both Sunderland and DDES CCG continue to support CHS with regards to staffing issues, funding is being provided through various routes to 
ensure both A&E and Pallion Health Centre are sufficiently staffed.  CHS are expecting additional consultants to be in post by the end of 
February.   
 
CHS are currently reviewing the processes and application of criteria to redirect patients to Pallion from A&E to ensure that as many clinically 
appropriate patients as possible are transferred. 
 
Work continues to take place with NEAS to look at streaming ambulance to alleviate ongoing pressures. 
 
    


21 


Indicator Threshold CHSFT 


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


CCG or Director Comments 
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Exception Report  CHS ER02 


Performance Update: 
City Hospitals Sunderland have experienced significant pressures within their A&E department with an increasing number of ambulance arrivals 
this year in comparison to last year. CHSFT are often receiving in excess of 600 ambulance arrivals per week, with over 100 ambulance arrivals 
being received daily on a number of occasions. These pressures have resulted in an increase in the number of ambulance delays.    
 
Although the target has been breached there have been significant improvements in comparison to last year although the volume of ambulance 
arrivals have increased. In addition, although performance improved in November there was a spike in handovers waiting over 30 minutes and 
60 minutes again in December. This is being investigated by the trust.  
 
 


Remedial actions: 
Commissioners are working closely with CHSFT through the Unscheduled Care workstream to identify solutions to the high volumes of activity. 
The meeting has representation from a number of organisations including stakeholders from Sunderland and DDES CCG’s, CHSFT and NEAS.  
 
Sunderland CCG are working with NEAS funding 2 specific schemes to help stream ambulances to alternative dispositions such as MIUs, Urgent 
Care Teams and district nurses etc.  These schemes are now operational and work is ongoing with NEAS to understand the impact. In addition 
the unscheduled care board are working to allow 7 day discharges, funding additional ambulances to get patients  home, commissioning 7 day 
working for social workers and a readmissions avoidance team. These have improved delayed transfers of care with the current delays being the 
lowest number in years which is improving flow in the trust.  
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Indicator Threshold CHSFT 


  Handover between ambulance and A&E over 30 minutes 0 599 


Handover between ambulance and A&E over 60 minutes or more 0 158 


CCG or Director Comments 
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Exception Report  NTHFT ER01 


Performance Update: 
The Trust failed the 95.0% target for December –reporting 93.31%, However the quarter 3 performance remained within target reported as 
95.22% and YTD performance is reported at 95.97%. 
 
Unconfirmed January performance was back in line with target reported as 96.2%. 


Remedial actions: 
Week ending 22nd December, as reported through Winter Pressures, was 87.8% - this was due to 50 breaches a day for 2 days in a row and was caused by 
peaks in A&E at the time (i.e. volume of patients hitting at the same time rather than a significant increase in activity per say). The week ending  29th 
December  saw the performance back in line with target (95.7%). 
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Indicator Threshold CHSFT 


% patients spending 4 hrs. or less in A&E or minor injury unit 95.00% 95.97% 


CCG or Director Comments 
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Exception Report  DDES ER01 


Performance Update: 
DDES CCG have failed this target in each of the last 7 months (Jun-Dec) and YTD performance is currently 83.8% against the 85% target. 
 
9 patients breached the 62 day target in DDES CCG across the following specialties – Lung  50% (5 patients), Gynae 66.7% (1 patient) and 
Upper GI 83.3% (1 patient). Breaches occurred in the following treatment types:- Drug therapies 2, Radiotherapy 2 and surgery 7. These are 
common areas where the CCG frequently breach both in terms of specialty and treatment types. However with low numbers in each specialty it is 
difficult to achieve the target.  
 
South Tees FT achieved the overall target for 62 day referrals in December but in Radiotherapy treatments they only achieved 70% with 6 
breaches. 
 
Across the 3rd Qtr DDES failed to achieve the 62 day target – 83.3% (34 patients). Breaches were across the following tumour sites – Lung, 
Gynae, Upper GI, Lower GI, Urology, Head and Neck Sarcoma and Other. High level reasons for breaches have been shown to be patient 
choice (5), capacity (5), complex diagnostics (17), medical reason (3), other/unknown (3) and 1 DNA. 
 
South Tees FT, NTH FT, and CDDFT all achieved the 62 day target for 3rd Qtr. 


Remedial actions: 
South Tees FT have undertaken an audit which identified a number of late tertiary referrals from local Trusts which impacts their ability to treat 
within the 62 day target, particularly in Drug and Radiotherapy treatments. Meetings were held with local Trusts in October/November to raise 
awareness and avoid if at all possible.  
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Indicator Threshold CCG CDDFT CHSFT NTHFT 


% of patients treated within 62 days of an urgent GP referral for 
suspected cancer 85.0% 83.8% 88.3% 87.3% 87.8% 


CCG or Director Comments 
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Exception Report NEAS ER01 


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 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. Local performance for Quarter 4 is detailed below. Please note January 
figures are unvalidated. 
 
 
 
 
 
 
 
 
December 2013 saw activity levels 2.71% above the contracted levels (based on 365,000 incidents annually), and a year to date realisation of 6.06% above contract. This activity 
is also 0.38% above the actual levels seen in December 2012 and follows the trend that has been seen within NEAS during 2013/14, where activity levels have been at the 
highest  NEAS has experienced. 
• During the 23 December there were reports of inclement weather (flooding and snow) that affected crew abilities to respond where roads were closed. 
• Overall, during December, the 71% level of performance was missed by 140 incidents. 
 
Performance fell to 62.45% in December but has subsequently risen to 67.75% in January, giving YTD performance of 68.34%. 


Remedial actions: 
Discussions are on-going with NEAS regarding initiatives that could assist performance, including taking action to reduce conveyance rates to hospital and increasing the number 
of patients that can be seen and treated by NEAS.  The Paramedic/GP  5 minute ring back initiative went live on Monday 2nd December 2013, providing rapid GP telephone 
support to paramedics across County Durham and Darlington. Initial feedback suggests that this initiative is having a positive impact in reducing the number of patients being 
conveyed to hospital. Early indications are that approximately two thirds of the calls result in an alternative disposition. 
 
Additional  Winter Monies – NHS England confirmed an additional £2.1m of  winter funding had been allocated to County Durham and Darlington, in December 2013. The Urgent 
Care Working Group considered bids from  across the health and social care system and with Chief Officer’s approval, allocated funds to: CDDFT, NEAS, Police, Fire Service, 
Local Authorities, Community Pharmacy and Continuing Healthcare Assessment. All successful bidders have been asked to provide an update on progress with implementation 
and demonstrate that key outcomes & performance measures have been implemented. All schemes will be required to identify what measures will be used to evaluate the 
impact of the funded schemes and evaluation of schemes will be required by 31st March 2014 to determine their impact. 
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Indicator Threshold CCG NEAS 


Red 8 minute response 71.0% 68.34% 79.15% 


CCG or Director Comments 
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CCG October 13 November 13 December 13 Quarter 3 January 14 YTD 
NHS North Durham CCG 69.47% 71.81% 65.09% 68.80% 68.62% 71.32% 
NHS Durham Dales, Easington 
and Sedgefield CCG 


70.08% 69.42% 62.45% 67.28% 67.75% 68.34% 


NHS Darlington CCG 84.19% 82.09% 76.36% 80.84% 78.46% 81.79% 







Exception Report  MH ER01 


CCG or Director Comments 
 
 


Indicator Threshold DDES CCG 


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


12.0% 7.43% 


IAPT - Proportion of people who complete treatment who are moving to recovery  
 


50.00% 43.34% 
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Performance Update: 
The proportion of people entering therapy target continues to be underachieved with the YTD figure reported as 7.43% against a target of 
12.00% which is a rising trajectory. The number of people achieving an outcome also continues to be underachieved although a slight 
improvement was reported for December. 
 
It should be noted, as previously reported, that the CCG commissions additional talking therapies by  way of a counselling service, which are not 
included in these figures. Therefore an additional proportion of the local population are receiving treatment above that reported via the IAPT 
service. It should be noted that the target for the proportion of people entering therapy is to achieve 15% of an estimated prevalence by 2015. 
 


Remedial actions: 
A contract query was issued to the provider following the Quarter 1 contract meeting (1st August 2013).  
The information was received within requested deadlines (23rd September 2013) 
This data was presented and discussed  at an interim contract performance meeting (4th October 2013).  
The resulting action was to issue the provider with a formal performance notice requesting improved staffing levels, service promotion, caseload 
monitoring and analysis of the number of people not entering therapy from those referred. A remedial action plan was presented and agreed on 
29th October and this was distributed to CCG chief officers for information.  
The position in January has slipped despite the action plan being in place. The service have expressed that this is primarily due to staff leave and lower 
numbers of people attending therapy over the Christmas period. At the January contract meeting a number of items were requested by the Commissioners in 
order to understand the capacity of the service and this is due to be delivered in February. 
 
    







Quality Premium Introduction 


The 'quality premium’ is intended to reward CCGs for improvements in the quality of the services that they commission and the associated 
improvements in health outcomes and reducing inequalities. The quality premium paid to CCGs in 2014/15 will reflect the quality of the health 
services commissioned by them in 2013/14 and will be based on four national measures and three local measures. It will be a pre-qualifying 
criterion for any payment that a CCG manages within its total resources envelope for 2013/14 and does not exceed the agreed level of surplus 
drawdown. 
 
The total payment for a CCG based on performance against the four national measures and the three local measures will be reduced if providers 
do not meet the NHS Constitutional rights or pledges for patients (RTT 18 week, A&E 4 hr, Cancer 62 day & 8 min Cat A ambulance calls). 
 
The total amount possible for CCGS to receive in achievement of the Quality Premium will be £5 per patient in the CCG, according to the same 
formula as the payment of the running cost allowance.  For DDES CCG this amounts to £1,439,290. 
 
The following page highlights the indicators against which the quality premium will be determined, together with the relevant financial value 
attributed to each indicator and the latest assessment of performance. 
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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 Reduction 3.2% 
between 2012 and 2013


2013 data
Autumn 14


Yes see outcomes 
framework for data


£179,911


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


25 £359,823
ISR 13/14 < ISR 12/13 or


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


Yes see outcomes 
framework for data £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 - see outcomes 
framework for data - risk as 
scores dropped significantly 


from Q1 to Q2


£179,911 QER04


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


12.5 £179,911
Zero MRSA and Decrease 


C-diff on target
2013/14 data
Summer 14 No - 1 case of MRSA 0 QER07


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 see outcomes 
framework for data


£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 see outcomes 
framework for data £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 see outcomes 
framework for data £179,911


100 £1,439,290 £1,259,379


Exception 
Report


CDDFT ER01
DDES ER01
NEAS ER01


Total Adjustment -£314,845
Revised Total £944,534


Cancer waits - 62 days - 85% target No - 83.8% Dec-13 25% -£314,845
Category A Red 1 ambulance calls - 75% target Yes - 79.2% to Jan-13 0% £0


Referral to treatment times (18 weeks) - 90% target Yes - 92.4% to Nov-13 0% £0
A&E waits - 95% target Yes - 95.0% to 31st Jan-13 0% £0


Total


NHS Consitutional rights and pledges Measures Achieved/Forecast Adjustment to funding Quality Premium Funding Adjustment


DDES


Quality Premium
Potential Fund


Indicator


DDES
Achievement Exception 


Report


Value


National


Indicator
Value Achievement


Exception 
Report







Quality Premium Information 
Rationale Value Threshold Technical Definition


Domain 1: Preventing people from dying 
prematurely


The overall  aim of Domain 1 is to reduce premature mortality. This aim is shared 
between the NHS and public health frameworks. The contribution that can be delivered 


by the NHS is best measured by potential years of l ife lost from causes considered 
amenable to healthcare. CCGs will  be able to determine which aspects of premature 


mortality are of greatest relevance in their local population.


In order to reduce premature mortality within the population, CCGs will  need to 
address the physical health needs of people with mental health conditions and 


learning disabil ities.


12.5% of QP


To earn this portion of the quality premium, the potential 
years of l ife 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 years of l ife lost from amenable mortality.


Causes considered amenable to healthcare are those from 
which premature deaths should not occur in the presence of 
timely and effective health care. The concept of ‘amenable’ 
mortality generally relates to deaths under age 75, due to 


the difficulty in determining cause of death in older people 
who often have multiple morbidities. The Office for National 


Statistics (ONS) produces mortality data by cause, which 
excludes deaths under 28 days. These indicators therefore 


relate to deaths between 28 days and 74 years of age 
inclusive.


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


helping people to recover from episodes of 
i l l  health or following injury


Good management of long term conditions requires effective collaboration across the 
health and care system to support people in managing conditions and to promote 


swift recovery and reablement after acute i l lness. There should be shared 
responsibil ity across the system so that all  parts of the NHS improve the quality of 


care and reduce the frequency and necessity for emergency admissions.


About a third of avoidable admissions are for people with a secondary diagnosis 
relating to mental health. Progress in reducing emergency admissions is l ikely to need 


a strong focus on improving the physical health of people with mental health 
conditions.


25% of QP


To earn this portion of the quality premium, there will  need 
to be a reduction or a zero per cent change in emergency 


admissions for these conditions for a CCG population 
between 2012/13 and 2013/14, or the Indirectly 


Standardised Rate of admissions in 2013/14 is less than 
1,000 per 100,000 population.


The NHS Outcome Framework contains four indicators 
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 (ie 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 create a 


single composite measure.


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


The Friends and Family Test is a simple, comparable test which, when combined with 
follow-up questions, provides a mechanism to identify poor performance and 


encourage staff to make improvements where services do not l ive up to the 
expectations of patients. This leads to a more positive experience of care for patients.


The comparabil ity of the data (through the use of a standardised question and 
methodology) will  al low commissioners to understand overarching levels of patient 


experience for the services that they commission.


12.5% of QP


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 2013/14 and Q1 2014/15 


for acute hospitals that serve a CCG’s population.


Aggregate responses will  be attributed to CCGs using 
centrally available data.


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


avoidable harm.


Although the NHS has made significant improvement in recent years in reducing MRSA 
bloodstream infections and C. diffici le infections, the rates of reductions in these 


infections have been greater in the acute sector than for community onset cases (such 
as those acquired in care homes). Around half the numbers of MRSA and C. diffici le 
infections are now community-onset cases. CCGs will  have a pivotal role to play in 


driving further improvements in reduction of healthcare associated infections.


12.5% of QP


A CCG will  earn this portion of the quality premium if:
糎Ｉ〩〦Ｇ〦糎〢Ｇ〦糎ＣＤ糎〤〢Ｈ〦Ｈ糎Ｄ〧糎１６７═糎〣〢〤Ｉ〦Ｇ〢〦Ｂ〸〢糎〢ＨＨ〸〨Ｃ〦〥糎ＩＤ糎Ｉ〩〦糎


CCG; and
糎╪▊糎〥〸〧〧〸〤〸Ａ〦糎〤〢Ｈ〦Ｈ糎〢Ｇ〦糎〢Ｉ糎ＤＧ糎〣〦ＡＤＬ糎〥〦〧〸Ｃ〦〥糎Ｉ〩Ｇ〦Ｈ〩ＤＡ〥Ｈ糎〧ＤＧ糎Ｉ〩〦糎


CCG.


Data on C. diffici le infections and MRSA bacteraemia by 
CCG will  be published monthly.


Please refer to Technical Guidance at the end of this 
document.


U75 mortality rate from cancer 12.5% of QP <142.8 per 100,000 population


Unplanned hospitalisation for asthma, 
diabetes and epilepsy in under 19s


12.5% of QP


<395 admissions per 100,000 population
Emergency admissions for children with 


lower respiratory tract infections
12.5% of QP <586 admisisons per 100,000 population


Referral to treatment times (18 weeks) - 90% 
target


Data will  be available by CCGs as providers will  submit data on the basis of the CCG 
that is responsible for a given patient.


25% of achieved 
Measures


Achieved for at least 92% of patients over the course of the 
2013/14 year. The position for 2013-14 will  be measured 


from the incomplete RTT pathway snapshots (patients 
waiting to start consultant-led treatment at month end) in 


the monthly RTT returns from April  2013 to March 2014. The 
waiting time standard that at least 92% of patients are 


waiting within 18 weeks should be achieved on average for 
the year. This will  be calculated by summing the numerators 
(patients waiting within 18 weeks) from each month end and 


then dividing by the sum of all  the denominators (patients 
waiting) from each month end.


See l ine CB_B3 in Everyone Counts: Planning for Patients 
2013/14 - Technical Definitions


A&E waits - 95% target


Data will  be mapped from providers to CCGs using a mapping derived from Hospital 
Episode Statistics figures. This calculates what proportion of each provider can be 
attributed to a given CCG. Any activity that is under 1% of the trust's overall  activity 


will  be ignored in this mapping.
The mapping will  be updated at regular intervals, with the latest mapping being used 


to cover the whole period. Only organisations submitting on HES will  have their 
activity mapped to CCGs. Therefore, any type 3 units that do not submit on HES will  not 


have their sitrep data allocated to any CCG.


25% of achieved 
Measures


Achieved for at least 95% of patients over the course of the 
2013/14 year.


The position for 2013/14 will  be measured from Weekly 
Situation Reports (sitreps) and will  consist of data for all  


types of A&E across 52 weeks of sitreps from week ending 7 
April  2013 to week ending 30 March 2014.


The number of attendances (numerator) and number of 4 
hour waits (denominator) will  then be used to calculate an 


overall  percentage for the year.


See l ine CB_B5 in Everyone Counts: Planning for Patients 
2013/14 - Technical Definitions


Cancer waits - 62 days - 85% target Data will  be available by CCG as providers will  submit data on the basis of the CCG 
that is responsible for a given patient.


25% of achieved 
Measures


Achieved for at least 85% of patients over the course of the 
2013/14 year.


This will  be calculated by summing data for the four 
quarters of 2013/14 to produce one annual figure against 


which the CCG will  be assessed.
As the patient is only reported in the period they are treated 
irrespective of when their pathway of care started, quarters 


can be added together.


See l ine CB_B12 in Everyone Counts: Planning for Patients 
2013/14 - Technical Definitions


Category A Red 1 ambulance calls - 75% 
target


Each CCG will  be judged by the performance of the ambulance trust that serves its 
geographic area.


25% of achieved 
Measures


Achieved for at least 75% of patients over the course of the 
2013/14 year.


The percentage will  be calculated by summing the numerator 
(the number of Category A (Red 1) calls resulting in an 


emergency response arriving at the scene of the incident 
within 8 minutes) over the 12 months April-March and also 
summing the denominator (the number of Category A (Red 1) 


calls resulting in an emergency response arriving at the 
scene of the incident) over the same period. The percentage 


will  then be calculated using the usual 
numerator/denominator method for the whole year.


See l ine CB_B15_01 in Everyone Counts: Planning for 
Patients 2013/14 - Technical Definitions


Indicator


National


Local - North 
Durham


4 Constitutional 
rights & pledges







DDES CCG - Outcome Framework Indicators 
Quality Indicator Threshold 2010/11 2011/12 2012/13 2009 2010 2011 2012 2013 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 13-14 Exception 


Report


Under 75 mortality rate per 100,000 from 
cardiovascular disease


Trend 81.2 83.8 89.8 73.0 TBC


Under 75 mortality rate per 100,000 from 
respiratory disease


Trend 35.3 35.1 39.2 39.7 TBC


Under 75 mortality rate per 100,000 from 
liver disease


Trend 17.0 19.2 20.5 21.3 TBC


Under 75 mortality per 100,000 rate from 
cancer


Trend 150.6 138.5 145.3 148.1 TBC


Unplanned hospitalisation for chronic 
ambulatory care sensitive conditions rate 
per 100,000


Trend
1,104.9 1,053.3 1,049.3 85.83 87.89 86.34 83.19 76.06 80.41 85.79 72.93 69.31 727.75


Unplanned hospitalisation for asthma, 
diabetes and epilepsy in under 19s rate 
per 100,000


Trend
438.6 406.6 447.4 21.46 33.00 29.69 29.68 19.56 41.77 24.88 15.97 29.30 245.31


Emergency admissions for acute 
conditions that should not usually require 
hospital admission


Trend
1,570.5 1,564.0 1,655.2 155.80 123.66 125.25 140.09 112.38 119.37 120.20 113.80 103.27


Emergency readmissions within 30 days 
of discharge from hospital


Trend 0.129 0.134 0.140 0.131 0.132 0.133 0.128 0.135


Emergency admissions for children with 
Lower Respiratory Tract Infections (LRTI)


Trend
566.7 603.3 497.2 38.77 11.42 15.23 11.17 0.00 6.66 18.19 33.67 141.54 276.65


% of people who enter treatment against 
the level of need in the general population 
(IAPT)


12% 6.5% 7.4% 7.2% 7.1% 7.0% 7.0% 7.1% 6.9% 5.7% 7.4%


% of people who complete treatment who 
are moving to recovery (IAPT) 50% 43.0% 40.3% 43.1% 43.0% 43.2% 43.5% 45.1% 45.1% 45.8% 43.3%
Total Health gain Hip replacement Trend 0.435


Total Health gain Knee replacement Trend 0.281


Total Health gain Groin hermia Trend 0.083


Total Health gain Varicose veins Trend 0.000


FFT Combined Response (CDDFT) 15% 5.6% 9.0% 18.0% 19.0% 18.0% 30.2% 29.6% 22.9% 26.7%
FFT Combined Score (CDDFT) 50 66 72 62 57 44 31 29 36 30
FFT A&E Response (CDDFT) 15% 0.5% 2.0% 8.0% 5.0% 6.0% 23.6% 26.0% 16.8% 24.5%
FFT A&E Score (CDDFT) 50 0 46 39 41 19 9 8 16 12
FFT Inpatient Response (CDDFT) 15% 15.1% 20.0% 38.0% 47.0% 43.0% 43.3% 36.1% 33.5% 30.4%
FFT Inpatient Score (CDDFT) 50 73 76 71 60 52 52 53 51 55
FFT Combined Response (CHSFT) 15% 11.7% 16.0% 18.0% 24.0% 25.0% 23.5% 22.4% 22.0% 17.5%
FFT Combined Score (CHSFT) 50 83 80 76 79 78 78 75 78 82
FFT A&E Response (CHSFT) 15% 6.3% 12.7% 8.5% 12.7% 16.4% 15.5% 14.3% 14.0% 10.1%
FFT A&E Score (CHSFT) 50 90 80 73 79 75 75 80 78 78
FFT Inpatient Response (CHSFT) 15% 24.4% 24.7% 43.6% 43.9% 39.1% 35.2% 33.6% 33.7% 28.8%
FFT Inpatient Score (CHSFT) 50 79 81 78 80 79 81 71 77 84
FFT Combined Response (NTHFT) 15% 8.0% 12.1% 10.7% 8.8% 11.9% 10.2% 7.8% 13.5% 13.1%
FFT Combined Score (NTHFT) 50 57 61 73 63 61 69 67 66 66
FFT A&E Response (NTHFT) 15% 0.1% 5.0% 2.9% 1.9% 5.0% 8.6% 5.0% 8.2% 5.9%
FFT A&E Score (NTHFT) 50 100 70 60 64 70 72 70 67 64
FFT Inpatient Response (NTHFT) 15% 18.8 21.0% 22.0% 19.0% 18.0% 12.5% 11.80% 20.30% 22.6%
FFT Inpatient Score (NTHFT) 50 61 73 63 71 66 65 65 66


Healthcare acquired infection (HCAI) 
measure (MRSA) to 3rd February 2014


0 0 0 0 0 0 1 0 0 0 0 0 1


Healthcare acquired infection (HCAI) 
measure (clostridium difficile infections)  
to 3rd February 2014


54 6 7 6 7 7 6 8 3 3 4 0 57


Domain 1 - Preventing people from dying prematurely


Domain 2 - Enhancing quality of life for people with long-term conditions


Domain 3 - Helping people to recover from ill health or injury


MH ER01


Domain 5 - Treating and caring for people in a safe environment and protecting them from avoidable harm


QER06


Domain 4 - Enusring that people have a positive experience of care


QER04


No data available







Finance & Activity 


Overview 
This report provides an update on the position of the contracts held by NHS Durham Dales, Easington and Sedgefield CCG 
for the four months to 31st December2013. 
 
This report is intended to provide an understanding of the underlying contractual position, without risk share 
arrangements applied in order to provide an understanding of the likely impact of current year performance on 2014/15 
contract negotiations. 
 
Risk share arrangements are in place for the three largest providers of commissioned services – County Durham and 
Darlington FT, North Tees and Hartlepool FT and City Hospitals Sunderland FT.   
 
The County Durham and Darlington FT contract is currently showing a significant over performance at this point in the 
year. The risk share arrangement mitigates this overperformance in year, but any overtrade will inform negotiations for 
the next financial year.  
 
City Hospitals Sunderland FT and Gateshead FT are both experiencing significant issues with their PAS systems at this 
point. 
 
South Tees, Newcastle and BMI Woodlands acute contracts are all overperforming. Patients appear to be exercising 
patient choice more frequently in choosing independent sector providers, possibly due to better facilities and polling 
(waiting) times. 
 
Prescribing costs and Continuing Healthcare are two areas of significant in year risk to the CCG. The transformation fund is 
currently significantly underspent. 
 
 
 
 







Finance & Activity 


Financial Hotspots 


Provider/ Service 2013/14 
Financial Risk 


Reason for flag Areas of pressure 


BMI Woodlands £684k YTD, £912k FOT Current year financial pressure, 
Apparent shift in activity towards 
independent sector 
Impact on 14/15 negotiations 


Orthopaedics 
Urology 
Pain Management 


South Tees Hospitals NHS FT £534k after adjustments  
YTD, £760k FOT 


Current year financial pressure, 
impact on 14/15 negotiations 


Neuro rehab 
Drugs and Devices 
Multiple trauma 
Outpatient procedures 


Newcastle upon Tyne Hospitals 
NHS FT 


£302k (after risk share) YTD, 
£467k FOT (after risk share) 


Current year financial pressure, 
impact on 14/15 negotiations 
 


Drugs and devices 
ITU 
Elective 
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County Durham And Darlington NHS FT Overview 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 30,201 30,154 2,707£            2,720£           13£                
Elective 17,453 16,730 15,924£          15,826£         98-£                
Non Elective 17,038 17,286 26,629£          26,258£         371-£              
Excess Beddays 5,548 11,784 1,285£            2,169£           884£              
Outpatient First 50,068 49,619 6,641£            6,626£           15-£                
Outpatient Follow Up 90,496 86,340 6,904£            6,666£           238-£              
Outpatient Procedures 8,831 14,938 1,349£            2,145£           795£              
Outpatient Diagnostics 0 0 2,372£            2,372£           -£                   
Maternity Pathways 2,785 3,064 2,602£            2,573£           29-£                
Other Cost Per Case Servi 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN 1,468,661 1,610,722 17,076£          16,424£         652-£              
Total before adjustments 83,492£          83,779£         287£              


Penalties -£                    404-£              404-£              


Total after penalties 83,492£          83,375£         117-£              


Emergency Readmissions 128£               1,353-£           1,481-£           
Emergency Threshold 80-£                
Total after adjustments 83,619£          81,942£         1,598-£           
Risk Share Value (benefit)/cost 1,678£                1,598£                


Total 83,619£               83,619£              -£                         


Activity (YTD) £000s (YTD)


 £-


 £2,000


 £4,000


 £6,000


 £8,000


 £10,000


 £12,000


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


Total Cost Trend for County Durham and Darlington NHS 
Foundation Trust


Plan


Actual


Contract Update 


• The contract is agreed in principle and formal sign off is currently being 
sought. Contract documents were passed to the trust for formal 
signature on 12th February 


Data Issues 


• Reconciliation issues persist with this provider. Business rules were due 
to be applied in month 9, however, these rules have not yet been 
applied fully. These rules relate to counting of activity in community 
beds, which is covered by the cost of the block contract and outpatient 
‘one stop shop rules’. An estimate of the community beds rules has 
been included in the figures opposite (£317k benefit to the 
commissioner on non elective and excess bed day lines). A more 
comprehensive description of reconciliation issues will be made 
available through the month 9 contracting report. 


•  The December and January submissions to SUS contained high 
proportions of uncoded data (26.3% and 30% respectively). This is 
reflected in the dip in costs on the graph, which has not bee adjusted for 
this.  


Financial Performance 


• This contract is currently reporting a £287k overspend before 
adjustments. Penalties have been calculated and applied to this 
contract this month based on share of contract value until CCG level 
information is available. Threshold adjustments have also been included 
this month based on an estimate provided by the provider, which is yet 
to be validated. No threshold adjustment is applicable to North Durham 
using the Trusts methodology. 


Forecast Outturn 


• Forecast outturn is £425k overspend, before penalties, 
readmissions, threshold or risk share have been applied. The 
forecast has been left unadjusted from month 8 owing to the 
uncertainty surrounding uncoded activity in month 9. 


 Action Points 


• Continue reconciliation work to improve in year monitoring and 
establish reconciled base data for demand planning. 
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County Durham And Darlington NHS FT Quality Requirement Sanctions 


April May June July August Sept October Nov Dec Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total YTD


RTT Admitted £6,657 £11,596 £17,371 £17,554 £16,154 £8,674 £20,325 £28,423 £0 £35,624 £42,383 £48,748 £126,755
Ambulance Handover £126,200 £72,200 £58,800 £63,600 £93,800 £68,000 £119,400 £91,400 £0 £257,200 £225,400 £210,800 £693,400
MRSA £0
A&E £50,580 £50,580
Falls £4,000 £2,000 £0 £0 £6,000
C&B £10,000 £15,000 £15,000 £20,000 £15,000 £10,000 £15,000 £15,000 £20,000 £40,000 £45,000 £50,000 £135,000
Discharge Summary £100,000 £100,000 £100,000 £0 £300,000


Total £142,857 £98,796 £91,171 £101,154 £124,954 £86,674 £154,725 £134,823 £20,000 £436,824 £414,783 £460,128 £0 £1,311,735


Quality Requirement Sanctions 
• The above table shows the sanctions applied to CDDFT for failure to met quality requirements. 


• The penalties have been applied to CCG positions prorated on contract values until CCG level information is available. 
The above numbers are for the entire contract 


• Costs are being sought for MRSA sanctions and are unavailable at the time of publication of this report. 


• Month 9 data to support RTT admitted pathway and Ambulance handovers was not available to commissioning finance at 
the time of publication of this report. Work around this dataflow is ongoing. 
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City Hospitals Sunderland  NHS FT Overview 


Contract Update 


• This contract has a risk share arrangement for 2013/14. 


Data Issues 


• This provider is experiencing serious ongoing problems with 
its Patient Administration System and data submissions 
should be treated as incomplete.  The analysis below is 
based on the information available. The Trust YTD position is 
£640k underspend. 


Financial Performance 


• This contract is underperforming by £370k YTD.  This 
underperformance is offset by the risk share agreement in 
place with this provider.  No adjustments have been made 
for readmissions or penalties. 


• Key areas of underperformance are Day Case (£269k) and 
Non-Elective (£765k). 


• Day Cases are lower than planned in Trauma (£109k), 
Gynaecology (£88k) and Gastroenterology (£84k), partially 
offset by Vascular Surgery (£95k) higher than planned. 


• Non-Elective admissions recorded via A&E continue to be 
significantly higher than planned, whilst Cardiology (£454k), 
Gastroenterology (£370k), Care for the Elderly (£307k), and 
Trauma (£191k) are lower than planned. 


Forecast Outturn 


• Forecast outturn for this provider is £493k underspent. 


Action Points 


• The lead commissioner continues to work with the provider 
to resolve PAS issues. 


 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 13,162 12,854 1,089£            1,067£           22-£                
Elective 7,288 7,107 6,582£            6,483£           99-£                
Non Elective 4,852 4,579 8,021£            7,180£           841-£              
Excess Beddays 2,070 2,905 480£               675£              195£              
Outpatient First 19,439 12,511 2,070£            1,545£           526-£              
Outpatient Follow Up 19,670 41,769 1,597£            2,641£           1,044£           
Outpatient Procedures 1,964 2,660 354£               439£              85£                
Outpatient Diagnostics 7,921 0 596£               596£              0£                  
Maternity Pathways 688 690 609£               608£              1-£                  
Other Cost Per Case Serv 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 107,186 106,812 2,881£            2,675£           206-£              
Total 24,279£          23,909£         370-£              
Penalties -£                           -£                         -£                         


Total after penalties 24,279£          23,909£         370-£              
Emergency Readmissions -£                           -£                         -£                         
Emergency Threshold -£                           -£                         -£                         


Total after adjustments 24,279£          23,909£         370-£              
Risk Share Value (benefit)/cost 370£                    370£                    


Total 24,279£               24,279£              -£                         


Activity (YTD) £000s (YTD)


 £-
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 £1,000
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 £3,000
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Total Cost Trend for City Hospitals Sunderland NHS 
Foundation Trust


Cost of Risk Share


Benefit of Risk Share


Plan
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North Tees and Hartlepool NHS FT Overview 


Contract Update 


• This contract has a risk share arrangement for 2013/14. 


Data Issues 


• None identified. 


Financial Performance 


• This contract is underperforming by £2,316k YTD. This 
underperformance is offset by the risk share agreement in 
place with this provider. 


• The plan for North Tees & Hartlepool NHS FT was based on 7 
months of data from the previous financial year.  


• Financial performance reported here is broadly in line with 
that reported by the Trust. 


• Key areas of underperformance are Non Elective (£1,496k), 
Outpatient Diagnostics (£253k) and Maternity Pathways 
(£245k) 


• General Medicine (£1,061k), General Surgery (£379k) and 
Obstetrics / midwife-led (£255k) and are the specialties 
showing the largest under-performances. 


Forecast outturn 


• Forecast outturn for this provider is £3,667k under plan, 
however  the risk share means no financial adjustment will 
be made for this. 


 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 5,128 5,158 502£               517£              15£                
Elective 5,814 4,857 5,525£            5,586£           61£                
Non Elective 6,904 5,890 9,636£            8,140£           1,496-£           
Excess Beddays 3,241 2,357 741£               525£              216-£              
Outpatient First 9,387 9,272 1,473£            1,429£           45-£                
Outpatient Follow Up 21,708 24,161 1,809£            1,848£           39£                
Outpatient Procedures 2,311 1,927 569£               472£              97-£                
Outpatient Diagnostics 9,088 7,097 907£               654£              253-£              
Maternity Pathways 1,099 875 1,281£            1,036£           245-£              
Other Cost Per Case Servi 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 203,696 209,701 4,784.90£       4,704.98£      80-£                
Total 27,230£          24,913£         2,316-£           


Penalties -£                    -£                   -£                   


Total after penalties 27,230£          24,913£         2,316-£           
Emergency Readmissions -£                    -£                   -£                   
Emergency Threshold -£                    -£                   -£                   


Total after adjustments 27,230£          24,913£         2,316-£           


Risk Share Value (benefit)/cost 2,316£                2,316£                


Total 27,230£               27,230£              -£                         


Activity (YTD) £000s (YTD)


 £-


 £500


 £1,000


 £1,500


 £2,000


 £2,500


 £3,000


 £3,500


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


Total Cost Trend for North Tees and Hartlepool NHS 
Foundation Trust


Cost of Risk Share


Benefit of Risk Share
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Newcastle Upon Tyne Hospitals NHS FT Overview 


Contract Update 


• This contract is based on full PbR principles and as 
such any over/underperformance will be a 
pressure/benefit to the CCG’s financial position 


Data Issues 


• Business rules not yet applied have been identified and 
will be implemented at month 9, ongoing work 
continues to ensure that all business rules have been 
applied correctly. 


Financial Performance 


• High Cost Drugs continues to over spend but has 
reduced and as at end December the value is £76k; 


• Outpatient Procedures is over performing but has 
improved from month 8 £32k at month 9; 


• Day Cases is another area where there is an 
overspend, £162k at month 9, the main HRG Chapters 
where this occurs are E Cardiac Surgery and Primary 
Cardiac Conditions, H Musculoskeletal System and L 
Urinary Tract and Male Reproductive System. 


Forecast Outturn 


• This contract is currently forecasting an overspend of 
approximately £312k; 


• An estimate for readmissions (£31k) and non elective 
threshold (£6) has been included within this forecast. 


 Action Points 


• Lead commissioner continues to work closely with the 
Trust to resolve business rules that have not yet been 
applied. 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 605 493 53£                 50£                3-£                  
Elective 1,322 1,244 1,365£            1,515£           150£              
Non Elective 386 407 817£               792£              25-£                
Excess Beddays 329 530 83£                 127£              43£                
Outpatient First 1,310 1,501 202£               221£              19£                
Outpatient Follow Up 4,111 4,683 403£               358£              46-£                
Outpatient Procedures 414 635 73£                 105£              32£                
Outpatient Diagnostics 990 1,203 118£               142£              24£                
Maternity Pathways 0 28 -£                    40£                40£                
Other Cost Per Case Serv 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN 228 291 532£               682.57£         150£              
Total 3,648£            4,031£           383£              


Penalties -£                    -£                   -£                   
Total After Penalties 3,648£            4,031£           383£              
Emergency Readmissions -£                    23-£                23-£                
Non elective threshold adjustment -£                    5-£                  5-£                  
Total 3,648£            4,003£           355£              
Risk share arrangements -£                           53-£                      53-£                


Total after risk share 3,648£            3,950£           302£              


Activity (YTD) £000s (YTD)
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Total Cost Trend for Newcastle upon Tyne
NHS Foundation Trust
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South Tees Hospitals  NHS FT Overview 


Contract Update 


• This contract is based on full PbR principles and as such any 
over/under performance will be a pressure/benefit to the CCGs 
financial position. 


• Contractual penalties such as RTT and ambulance handovers are 
built in to the position. 


• Diagnostic imaging risk shares is built in to the position. 


Data Issues 


• All contracted business rules have been applied to the data and work 
is on going to reconcile the SUS data with the trust. 


• Current variance between SUS and trust is SUS has 9k less at M8 
freeze. 


Financial Performance 


• The current YTD position is £534k above contract at the end of 
month 9, including readmissions and risk share adjustments. 


• A number of areas are showing pressure on this contract. 


• Other services – drugs and devices (£22k), neurorehab (£159k), ITU 
(£101k), HDU (£71k) 


• In HRG chapter V – multiple trauma, emergency and urgent care 
procedures (74K), H – musculoskeletal (68K) and D – respiratory 
system (54k) are pressures in non electives. 


• In HRG chapter E - cardiac surgery procedures (48K) and in C – 
month, head, neck and ears (34K) are pressures in outpatient 
procedures. 


Forecast Outturn 


• The current forecast outturn position is £760k above plan. 


 Action Points 


• Deep dive into the contract performance to understand the reasons 
for overtrade. 


 


 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 844 902 91£                 99£                7£                  
Elective 2,148 1,628 2,557£            2,474£           83-£                
Non Elective 586 627 1,378£            1,534£           156£              
Excess Beddays 608 776 141£               187£              46£                
Outpatient First 3,321 2,932 433£               406£              27-£                
Outpatient Follow Up 7,860 8,212 698£               764£              66£                
Outpatient Procedures 2,333 3,086 324£               451£              126£              
Outpatient Diagnostics 1,301 1,716 170£               201£              30£                
Maternity Pathways 0 21 -£                    9£                  9£                  
Other Cost Per Case Serv 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN 691 1,325 1,537.54£       1,910.80£      373£              
Total 7,331£            8,034£           703£              


Penalties -£                           106-£                    106-£                    


Total After Penalties 7,331£            7,928£           597£              
Emergency Readmissions 40-£                 81-£                41-£                
Non elective threshold adjustment -£                    -£                   -£                   
Total 7,292£            7,847£           556£              
Risk Share -£                           22-£                      22-£                      


Total 7,292£            7,826£           534£              


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


Contract Update 


• The friends and family target has improved in M8 
position to 20.9% 


• DDES USS pilot is being reviewed, this will help the 
CCG to determine if they wish to formally commission 
the service. 


Data Issues 


• None identified 


Financial Performance 


• Costs are higher than plan in all PODs, particularly 
elective lines and daycase. YTD costs are overspent by 
£684k.  


• Pressures are mainly within trauma and orthopaedics 
for both PODs, but also gynaecology for elective. 


• Costs in December are lower than average for the 
current financial year, but this is a trend due to 
Christmas.  


Forecast Outturn 


• The forecast is over plan at month 9 by £912k. The 
forecast is calculated by extrapolating the data.  


 Action Points 


• Work is ongoing with the provider to identify reasons for 
the overperformance 


Plan Actual Plan Actual Variance
POD Summary
Accident and Emergency 0 0 -£                    -£                   -£                   
Elective 389 678 691£               1,195£           503£              
Non Elective 0 0 -£                    -£                   -£                   
Excess Beddays 0 1 -£                    0£                  0£                  
Outpatient First 487 980 64£                 128£              64£                
Outpatient Follow Up 1,605 3,476 87£                 133£              45£                
Outpatient Procedures 44 178 8£                   44£                35£                
Outpatient Diagnostics 185 561 18£                 41£                23£                
Maternity Pathways 0 0 -£                    -£                   -£                   
Other Cost Per Case Serv 0 0 -£                    -£                   -£                   
Other Services, inc Block, 
CQUIN, penalties 7 0 25£                 38£                13£                
Total 894£               1,578£           684£              


Activity (YTD) £000s (YTD)
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North East Ambulance Services POD Analysis 


Finance & Activity 


Contract Update 


• This contract is a block, with activity driven element, penalties 
and a risk share arrangement. 


 


Data Issues 


• None identified. 


 


Financial Performance 


• The activity element of the NEAS contract is over performing 
(by £2,827k at month 9). 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 £1,666k at month 9 (including CQUIN on the variance). 


• £29k of penalties have been issued for DDES CCG and the 
risk share arrangement costs the CCG £397k YTD. 


Forecast Outturn 


• The FOT position is based on the month 9 YTD data. The 
overall contract is forecast to over perform by £2,335k 
(including CQUIN). 


• The DDES CCG element of the contract is forecast to over  
perform by £290k (including CQUIN on the variance). 


 


  


Plan Actual Plan Actual Variance
POD Summary
Block 0 0 30£                 30£                -£                   
Calls 41,056 30,898 205£               154£              51-£                
Hear and Treat 1,130 875 14£                 11£                3-£                  
Neo-Natal 47 0 18£                 -£                   18-£                
See and Treat 6,372 7,023 956£               1,053£           98£                
See, Treat and Convey 24,066 23,729 4,500£            4,437£           63-£                
Marginal rate adjustment 0 0 -£                    100-£              100-£              
CQUIN 0 0 150£               155£              5£                  


5,873£            5,740£           132-£              


Penalties 0 0 -£                    29-£                29-£                
Total 5,873£            5,711£           161-£              


Risk Share Value (benefit)/cost 0 0 -£                    347£              347£              


Total 5,873£                  6,059£                186£                    


Activity (YTD) £000s (YTD)
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Tees, Esk and Wear Valleys FT  Finance 


Finance & Activity 


Annual Budget
Budget to 


Date Spend to Date Variance
Forecast 


Spend
Forecast 
Variance


£ £ £ £ £ £
Finance
Main Block 43,539,012 32,654,259 32,651,612 -2,647 43,535,484 -3,528
CAMHS 968,295 726,219 726,222 3 968,295 0
IAPT 1,143,312 857,484 869,060 11,576 1,158,747 15,435
Total 45,650,619 34,237,962 34,246,894 8,932 45,662,526 11,907


Contract Update


These contract are block.


Data Issues


None.


Financial Performance


As these contracts are block there is no financial risk to the CCG.


Forecast Outturn
The IAPT contract is showing a £15K overspend which is due to a budget shortfall compared to 
the agreed contract value.







Finance & Activity 


Tees, Esk and Wear Valleys FT  Activity Annual Target YTD Target YTD Actual Variance
Activity - Occupied Bed Days
LD - Children & Young People - Intermittent Care Sevices 654 493 690 197
LD - Specialised Services - Adult Rehab Forensic LD In Patient Services 1,553 1,170 691 -479
LD - Working Age Adults - In Patient Assessment & Treatment & Rehab Service 2,307 1,738 1,360 -378
MH - Older Persons - Challenging Behaviou In Patient Services 3,981 2,999 2,679 -320
MH - Older Persons - In Patient Assessment & Treatment Services 7,098 5,348 6,254 906
MH - Working Age Adults - Locked Rehabilitation and Recovery Unit 0 0 933 933
MH - Working Age Adults - 24 Hour Nursed Care Services 3,512 2,646 2,252 -394
MH - Working Age Adults - Acute In Patient Services 9,499 7,157 9,442 2,285
MH - Working Age Adults - Challenging Behaviour IP Services 2,290 1,725 1,737 12
MH - Working Age Adults - PICU Services 1,442 1,086 735 -351
MH - Working Age Adults - Rehabilitation Services 2,138 1,611 1,114 -497
MH - Working Age Adults - Crisis and Recovery 0 0 0 0
LD - Working Age Adults - CHC Residential Services 0 0 0 0
Total 34,474 25,973 27,887 1,914


Community Contacts
MH - Adult MH - ADHD 160 121 131 10
LD - Child LD - Challenging Behaviour Services 213 160 291 131
LD - Child LD - Specialist LD CAMHS Tier 3 Community Services 4,594 3,461 4,335 874
LD - Foresnic LD - Adult Forensic Day Services 656 494 175 -319
LD - Adult LD - Autism Team 650 490 205 -285
LD - Adult LD - Challenging Behaviour Team Service 709 534 677 143
LD - Adult LD - Community Assertive Outreach & Crisis Team 3,484 2,625 894 -1,731
LD - Adult LD - Community LD Team Services 3,842 2,895 1,251 -1,644
LD - Adult LD - CHC Residential Services 10 8 476 468
LD - Adult LD - Health Facilitation 896 675 506 -169
LD - Adult LD - Day Services 0 0 0 0
MH - Childrens & Young Persons Services - Specialist Tier 3 CAMHS Service 14,193 10,693 14,586 3,893
MH - Childrens & Young Persons Services - Specialist Tier 2 CAMHS Service 0 0 3 3
MH - MH Services for Older People - CMHT Services 45,308 34,136 24,125 -10,011
MH - MH Services for Older People - Acute Liaison Service 2,224 1,676 4,065 2,389
MH - MH Services for Older People - YOD Service 290 218 490 272
MH - Adult MH - Community Intervention (Affective Disorders) Service 24,474 18,439 25,400 6,961
MH - Forensic MH - Criminal Justice Liaison & Custody Diversion 298 225 259 34
MH - Adult MH - Crisis Resolution & Home Treatment Services 7,655 5,767 6,229 462
MH - Childrens & Young Persons Services - Early Intervention in Psychosis 5,395 4,065 3,489 -576
MH - Adult MH - Primary Care MH Services 2,527 1,904 2,054 150
MH - Adult MH - Psychoanalytical Psychotherapy Services 944 711 35 -676
MH - Adult MH - Specialist Personality Disorder Service 0 0 0 0
MH - Adult MH - Adult Eating Disorder Community Team Services 201 151 1,232 1,081
MH - Childrens & Young Persons Services - Community Forensic Services 12 9 14 5
MH - Childrens & Young Persons Services - Tier 4 Eating Disorder Community T  302 228 422 194
MH - Adult MH - Assertive Outreach Services 6,214 4,682 2,306 -2,376
MH - Adult MH - Community Intervention (Psychosis) Services 17,127 12,904 16,771 3,867
Total 142,378 107,271 110,421 3,150







Finance & Activity 


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


for Month 9 showing a consistent increase in the 
overspend to £227k over contract (M8 £198k). . 


• In overview the over spend arises in Planned Care 
Services and Urgent Care, partially offset by 
underspends in Specialist Care.  Planned Care and 
Urgent Care overspends relate mainly to a range of 
non-contracted services.  There are a number of 
significant overspends detailed in the accompanying 
variance analysis, the biggest of which are the Roker 
Ward at £46k (M8 - £37k) and Sunderland IRT at 
£36k (M8 £33k).  


• Within Specialist Care services the most significant 
underspend is for Villa 19 – Tyne at £59k under 
contract (M8 - £57k under) offset by I/P – Affective 
Disorders £32k (M8 £32k) a sizeable overspend. 


• Based on the year to date over spending, the 
forecast outturn for this contract is projected to be 
£307k over contract (M8 - £343k) which is a £36k 
improvement over the M8 forecast due mainly to the 
impact of the Inpatient Affective Disorder Service 
discharging their patient.  


• The schedule excludes extra contractual invoices 
received.  Invoices for £54k have been received for 
salary costs for ER (M8 £48k). 


Northumberland Tyne and Wear Contract 2013/14
Finance and Activity Summary - December 2013 


Variance Analysis
Durham, Dales Easington and Sedgefield CCG Position statement


Cluster Service YTD 
Variance


YTD Plan YTD Actual M9 YTD 
Variance


M8 YTD 
Variance


Forecast 
Variance


Activity Price (£) Price (£) Price (£) Price (£) Price (£)
Planned Care Cmht Older People Sl (PbR) 194 0 24,605 24,605 22,829 32,807
Planned Care Roker (PbR) 107 0 46,846 46,846 37,214 62,462
Planned Care Castleside Inpatients (PbR) 70 0 22,679 22,679 22,679 22,679
Planned Care Community Treatment Team SL (Pb 113 0 14,332 14,332 13,571 19,109
Planned Care Other 433 201,455 231,408 29,952 26,970 42,995
Specialist Care I/P - Affective Disorder 75 6,276 38,476 32,200 31,656 42,933
Specialist Care OP - Psychotherapy (PbR) 3 15,892 24,465 8,574 10,543 11,432
Specialist Care NE Drive Mobility 19 6,787 22,490 15,703 14,820 20,937
Specialist Care OP Dystonia (61) 85,160 66,090 (19,070) (15,467) (25,427)
Specialist Care Villa 10 - Hebron (59) 20,247 2,328 (17,919) (15,928) (23,891)
Specialist Care Villa 19 - Tyne (233) 126,357 66,882 (59,475) (56,885) (68,195)
Urgent Care Sunderland IRT (PbR) 281 0 35,639 35,639 32,722 47,519
Urgent Care SoT Ops Liaison Service 220 0 27,902 27,902 19,785 37,203
Urgent Care Deliberate Self Harm NCL (PbR) 49 1,376 24,385 23,008 20,347 30,678
Urgent Care Lowry (PbR) 53 0 21,606 21,606 21,606 28,808
Urgent Care Other (164) 382,062 413,152 31,090 20,656 35,843


Other Activity (5) 289,258 273,394 (15,864) (13,363) (18,600)
Sub Total 1,096 1,134,871 1,356,679 221,808 193,754 299,289
CQUIN 0 28,372 33,917 5,545 4,844 7,482
CONTRACT TOTAL 1,096 1,163,243 1,390,596 227,353 198,598 306,772







Finance & Activity 


Continuing Care  


Financial Performance 


• The position as at 31st December 2013 is showing an overspend of £318k which includes £261k relating to the risk sharing scheme   


•   


Forecast Outturn 


• The FOT is currently estimated at £424k over spend  which includes an annual cost of £347k for the risk sharing scheme.   


 Action Points 


• A Q3 summary has been requested from the council in order to perform a reconciliation of package costs prior to year end 


• Concerns have been raised with the CHC Locality Lead regarding notifications not being received in a timely manner, particularly around deaths 


 


 


Plan Actual Variance
POD Summary
CHC - Management costs 397£             397£            -£                    
CHC Fast Track 825£             798£            27-£                 
Continuing Care - Joint Packages 1,519£          1,431£         88-£                 
Continuing Care - Section 117 1,559£          1,508£         50-£                 
Continuing Health Care 5,748£          5,980£         232£               
Free Nursing Care 2,204£          2,194£         10-£                 


12,251£        12,309£       58£                 


Risk Share CHC -£                  261£            261£               


Total 12,251£            12,570£           318£                     


£000s (YTD)







Finance & Activity 


Continuing Care  


• The above table shows the current calculation for the Risk Sharing scheme 


 


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


• Since April 2013 we have paid £75,995 which relates to 4 cases 


• The current provision stands at £5.3m 







Mental Health and Learning Disability Packages 


Finance & Activity 


Annual Budget
Budget to 


Date Spend to Date Variance
Forecast 


Spend
Forecast 
Variance


£ £ £ £ £ £


NHS Packages of Care 449,126 336,834 463,463 126,629 749,485 300,359
Non NHS Packages of Care 1,970,260 1,477,665 1,319,268 -158,397 1,759,024 -211,236


Total 2,419,386 1,814,499 1,782,731 -31,768 2,508,509 89,123


Contract Update
The overspend on the NHS Packages relates to costs associated with the Fulmar and Kirkdale
Wards within TEWV and some individual learning disability placements which TEWV provide.


Non NHS Packages of Care are currently underspent against the budget provision and any
new Independent Packages agreed now are unlikely to be of a high enough value to be 
included as part of the risk share arrangements.







Risk Share Impact – CHC, Mental Health and LD Packages 


Finance & Activity 


Mental Health


Total Costs 
without Risk Share 


Total Costs with 
Risk Share 


Impact of 
Risk Share


Number of 
Packages


Total cost of 
packages


% share of cost of 
packages as per risk 
share agreement


Risk shared 
value 


Impact  of 
risk share


DDES 1,817,725£              1,753,720£               64,005-£          10 1,407,066 52.00% 1,343,062£        64,005-£       
North Durham 897,885£                  1,095,785£               197,900£        3 602,771 31.00% 800,671£           197,900£     
Darlington 731,262£                  597,367£                  133,895-£        4 572,973 17.00% 439,078£           133,895-£     
Total 3,446,872£              3,446,872£               0£                     17 2,582,811£       100.00% 2,582,811£        0£                  


LD


Total Costs 
without Risk Share 


Total Costs with 
Risk Share 


Impact of 
Risk Share


Number of 
Packages


Total cost of 
packages


% share of cost of 
packages as per risk 
share agreement


Risk shared 
value 


Impact  of 
risk share


DDES 800,267£                  713,101£                  87,166-£          5 707,407 62.70% 620,241£           87,166-£       
North Durham -£                                183,995£                  183,995£        0 0 18.60% 183,995£           183,995£     
Darlington 331,078£                  234,248£                  96,829-£          2 281,813 18.70% 184,984£           96,829-£       
Total 1,131,344£              1,131,344£               -£                     7 989,220£          100.00% 989,220£           -£                   


CHC


Total Costs 
without Risk Share 


Total Costs with 
Risk Share 


Impact of 
Risk Share


Number of 
Packages


Total cost of 
packages


% share of cost of 
packages as per risk 
share agreement


Risk shared 
value 


Impact  of 
risk share


DDES 12,645,502£            12,992,823£            347,321£        10 1,093,307 44.31% 1,440,628£        347,321£     
North Durham 13,122,837£            13,322,538£            199,701£        8 947,014 35.27% 1,146,715£        199,701£     
Darlington 8,281,130£              7,734,108£               547,022-£        7 1,210,927 20.42% 663,905£           547,022-£     
Total 34,049,469£            34,049,469£            -£                     25 3,251,248£       100.00% 3,251,248£        -£                   


Total Packages


Total Costs 
without Risk Share 


Total Costs with 
Risk Share 


Impact of 
Risk Share


Number of 
Packages


Total cost of 
packages


% share of cost of 
packages as per risk 
share agreement


Risk shared 
value 


Impact  of 
risk share


DDES 15,263,494£            15,459,644£            196,150£        25 3,207,780£       47.01% 3,403,930£        196,150£     
North Durham 14,020,722£            14,602,319£            581,596£        11 1,549,785£       22.71% 2,131,381£        581,596£     
Darlington 9,343,469£              8,565,723£               777,746-£        13 2,065,713£       30.27% 1,287,967£        777,746-£     
Total 38,627,685£            38,627,685£            -£                     49 6,823,278£       100.00% 6,823,278£        -£                   


All packages High cost packages (>£100k)


High cost packages (>£100k)All packages


All packages High cost packages (>£100k)


All packages High cost packages (>£100k)







Community Services – County Durham and Darlington 


Finance & Activity 


Contract Update 


 


 


Data Issues 


• A full reconciliation is to be carried out. 


• We have now received activity for this contract. 


Financial Performance 


• The contract for this year is 100% risk share, so there will be no 
variance from plan this year. 


• The activity against Urgent Care in the period M1-9 has been 89,123 
contacts (walk ins, pre booked, telephone advice or home visits. In 
total urgent care is down in County Durham & Darlington (CD&D) as 
a whole by 7.4% when compared to M1-9 last year. 


• Orthotics – it has been agreed to allocate any orthotics spend on a 
fairshare basis with North Durham this year due to the way that the 
budgets were split  & how the trust invoice.  According to the activity 
data, there has only been 5 contacts M1-9 against the contract in 
DDES CCG. As a whole the service for CD&D is down by 94.9% for 
the same period last year.  


• Non scalpel vasectomy is to be pulled from the contract & there has 
been no activity since September. As a whole for CD&D activity is 
down  40.9% compared to last year. 


 


Forecast Outturn 


• The contract is expected to breakeven this year 


 


  


Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13


727 792 624 835 668 647 711 683 670


Service Activity Measure


Community Nursing
Face to Face (excluding group contacts) 
baseline excludes Community Matrons in 
07/08


  24,516   23,725   23,037   25,816   26,284   25,172   26,792   24,695   23,726 


Integrated Children's Services Face to Face inc. School Nursing (excluding 
group contacts)


    8,550     8,977     9,194     8,615     6,767     8,118   10,061     8,667     6,317 


Urgent Care
Total Contacts (Walk-in/Booked 
Appointments/Telephone Advice/Home Visits)   10,863   10,540     9,873   10,383     9,448     9,144     9,609     9,143   10,120 


Community Hospitals Total Bed Days     2,207     1,195     2,254     2,260     2,053     1,801     2,083     2,025     1,310 
Intermediate Care Referrals accepted (only IC Domiciliary Care)        231        234        189        225        172        197        174        192        207 
Podiatry Face to Face     2,146     2,122     2,043     2,297     1,805     2,206     2,258     2,024     1,765 
Podiatric Surgery Total Contacts (New & Review)           4          -            -   
Community Rehabilitation Face to Face           1           1           3           3           4           4           1           1 


Palliative/End of Life Care
MacMillan - Face to Face & Non Face to Face
Note: Excludes Hospice     2,034     2,245     2,031     2,288     2,282     2,267     2,318     2,127     2,234 


Coronary Heart Disease Face to Face     1,820     1,750     1,819     1,937     1,789     1,902     2,151     1,763        925 
Home Equipment Loans Total Number Issued (Adults Only)     2,457     2,697     2,300     2,687     2,700     2,470     2,846     2,568     2,208 
Physiotherapy Face to Face          73          46          65          71          54          67          54          62          51 
Continence Face to Face & Non Face to Face        279        277        262        299        286        233        299        269        228 
Pain Management Face to Face          -            22          11          20          37          16          24          16 


Wheelchair Service Number of Wheelchairs and add-on parts 
issued


       194          99        295        266        127        212        214        194 


Adult SALT Face to Face        170        154        162        170        213        176        173        205        144 
Primary Care Psychology Number on Caseload          21          -            48 
Paediatric Occupational Therapy Face to face        219        268        266        250        169        215        242        294        143 
Musculo Skeletal Face to Face          30          22          28          39          27          27          39          39          45 
Dermatology (Tier 2) Face to Face & Non Face to Face        632        568        381        465        342        386        475        373        305 


Nutrition & Dietetics
Face to Face & Number of Attendees
(Baseline does not include number of 
attendees in Focus in Undernutrition) 


       121        165        210        151        181        106        319        276        138 


Diabetes Type 2


Face to Face
inc. Diabetes Nursing (Dafne & Desmond) 
09/10
baseline 08/09 excludes Dafne & Desmond


         10          14          22          18        132          26          16          21          16 


Paediatric Physiotherapy Face to Face          24          19          18        164        105        202        197        253        125 


GP Choices & Occupational Health 
Face to Face & Non Face to Face (excludes 
ad-hoc work by Salaried GPs - not in SLA, 
available if required)


Paediatric SALT Face to Face        450        458        650        734        330        565        634        698        483 
Occupational Therapy Block     1,362     1,246     1,099     1,377     1,293        927        696     1,145     1,085 
COPE Face to Face          -   
Falls & Osteoporosis Face to Face        727        792        624        835        668        647        711        683        670 
Retinal Screening Number Screened        504          24        795        766        779        877        742 
CFS/ME Face to Face          40          53          52          74          40          56          46          58          43 
Tissue Viability Face to Face & Non Face to Face        228        276          89        238        284        196        179 
Neurological Services (Epilepsy) Face to Face & Non Face to Face        132          10          14          16          14          13          14          17          11 
Neurological Services (MS) Face to Face & Non Face to Face        126        150        131        152        113        153        153        132        143 
Stroke Face to Face        316        298        315        367        292        324        403        358        290 
Respiratory Services Face to Face & Non Face to Face        363        315        161        133        193          88        111        103        100 
Vasectomy Procedures Undertaken          19           4          12           7           2 
Lymphoedema Face to Face & Non Face to Face          89        124          59          74        101          63        104        121          86 
Older peoples urgent care assessment Face to Face          -   
Orthotics Face to Face           1           1          -             1           1           1 
Enteral Feeding Face to Face & Non Face to Face          89        106        116        118          73          74          90          72          76 
Childrens Equipment in the Community No. of Items Ordered
TB Contact Tracing Service Face to Face          11          53          29          65          16          26           6           5 
Minor Surgery Face to Face & Non Face to Face        108          87          50          25          17          10          -   







Finance & Activity 
Primary Care - Prescribing 


Financial Performance 


• 8 months of data is now available for prescribing. 


• Prescribing costs per head of weighted population 
has increased since 2012/13 across all localities. 


• Costs relating to services commissioned by other 
public bodies (substance misuse, smoking 
cessation etc.) are still included within the 
prescribing numbers, agreement on recharging of 
these to LA is imminent. 


• The latest forecast outturn from the PPA indicates 
that GP Practice prescribing will amount to 
£51,048k driving an overspend in 2013/14 of 
£2,114k. 


• The overall prescribing forecast outturn is 
anticipated to amount to £53,640k with an 
overspend of £1,766k in 2013/14. 


Durham Dales Easington Sedgefield
13/14 Cost per Weighted List Size £102.19 £105.47 £102.19
12/13 Cost Per Weighted list Size £99.48 £100.36 £98.35
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Prescribing M8 YTD Costs per Weighted List Size by Locality


Apr May Jun Jul Aug Sep Oct Nov
Durham Dales £12.64 £12.84 £11.94 £13.21 £12.47 £12.63 £13.83 £12.63
Easington £12.88 £13.37 £12.32 £13.74 £13.10 £12.76 £14.08 £13.23
Sedgefield £12.59 £13.16 £11.74 £13.33 £12.60 £12.43 £13.76 £12.59
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Cost per weighted head of population by locality







Finance & Activity 


Primary Care – Prescribing – Durham Dales 


Durham Dales
 Year to Date 
Costs 


Weighted List 
Size  YTD Cost 2013/14  YTD Cost 2012/13 


 Movement 
vs 12/13 


A83021 AUCKLAND MEDICAL GROUP 1,720,935£    15,438 111.47£                  108.10£                           5


A83046 BARNARD CASTLE SURGERY 1,033,025£    11,256 91.78£                     91.53£                              5


A83025 BISHOPGATE MEDICAL CENTRE 1,705,771£    16,109 105.89£                  98.83£                              5


A83032 COCKFIELD SURGERYTHE SURGERY 298,473£       3,002 99.41£                     99.87£                              6


Y00643 DALES SUBSTANCE MISUSE -£                     0 -£                         -£                                  
Y00866 DURHAM DALES DERMATOLOGY 11,608£          0 -£                         10.61£                              
Y01792 DURHAM DALES MEDICAL 6,249£            0 -£                         -£                                  
A83626 EVENWOOD MEDICAL PRACTICE 286,191£       2,429 117.84£                  113.04£                           5


A83061 GAINFORD SURGERYMAIN ROAD 307,161£       3,713 82.72£                     80.05£                              5


A83020 NORTH HOUSE SURGERYNORTH 
 


1,624,545£    15,055 107.91£                  100.53£                           5


A83043 OLD FORGE SURGERYTHE SURGERY 330,542£       3,127 105.71£                  104.50£                           5


Y00017 PALLIATIVE CARE CLINIC 14£                  0 -£                         -£                                  
A83060 PINFOLD MEDICAL PRACTICE 330,078£       3,460 95.40£                     90.79£                              5


Y02115 RICHARDSON COMMUNITY 7,038£            0 -£                         -£                                  
A83015 STATION VIEW MEDICAL CENTRE 1,236,759£    12,025 102.85£                  101.72£                           5


A83035 THE WEARDALE PRACTICE 763,118£       9,104 83.82£                     81.17£                              5


Y00943 URGENT CARE CENTRE/DAYTIME 93£                  0 -£                         -£                                  
Y02352 WEARDALE COMMUNITY 5,679£            0 -£                         -£                                  
A83003 WILLINGTON MEDICAL GROUP 1,073,425£    10,388 103.33£                  97.46£                              5


Total 10,740,704£ 105,106 102.19£                  99.48£                              5


Cost per Weighted List Size







Finance & Activity 


Primary Care – Prescribing – Easington 


Easington
 Year to Date 
Costs 


Weighted List 
Size  YTD Cost 2013/14  YTD Cost 2012/13 


 Movement 
vs 12/13 


A83041 DR D S RANGAR & PARTNERS 1,138,723£    9,513 119.70£                  112.27£                           5


A83075 DR KV REDDY 618,660£       5,748 107.63£                  104.95£                           5


A83616 DR M D RAMAKRISHNA GUPTA 310,351£       3,059 101.44£                  98.83£                              5


A83017 DR MAHTO & PARTNERS 920,987£       10,025 91.87£                     89.22£                              5


A83042 DR. C.P. FAIRLAMB & PARTNERS 529,892£       6,495 81.59£                     96.11£                              6


A83004 DR. K R KAPOOR & PARTNER 374,133£       4,200 89.07£                     90.36£                              6


A83007 DR. P. BURRELL & PARTNERS 1,249,529£    11,342 110.17£                  105.22£                           5


A83019 DR. R.G. ABBOTT AND DR. PATEL 674,464£       6,536 103.19£                  92.69£                              5


A83619 DR. S H S MANSOUR 325,935£       3,261 99.96£                     87.33£                              5


Y02203 EASINGTON DERMATOLOGY 3,272£            0 -£                         -£                                  
Y03574 HAWTHORNS SPINAL UNIT 110,679£       0 -£                         -£                                  
Y02614 INTRAHEALTH AT HEALTHWORKS 98,699£          885 111.49£                  84.70£                              5


A83068 JUPITER HOUSE 290,412£       2,510 115.70£                  112.59£                           5


A83051 MARLBOROUGH SURGERY 1,375,750£    12,107 113.63£                  109.12£                           5


Y01014 PALLIATIVE CARE MEDICINE 2£                    0 -£                         -£                                  
A83057 SHINWELL MEDICAL GROUP 740,963£       6,263 118.30£                  114.60£                           5


A83627 SILVERDALE FAMILY PRACTICE 483,606£       4,508 107.28£                  95.18£                              5


A83044 THE HORDEN GROUP PRACTICE 884,815£       7,638 115.84£                  99.90£                              5


A83071 THE NEW SEAHAM MEDICAL 492,453£       5,810 84.76£                     82.97£                              5


A83012 WILLIAM BROWN CENTRE 1,938,488£    18,859 102.79£                  97.13£                              5


A83610 WINGATE MEDICAL PRACTICE 327,909£       3,448 95.10£                     91.54£                              5


Total 12,889,722£ 122,208 105.47£                  100.36£                           5


Cost per Weighted List Size







Finance & Activity 


Primary Care – Prescribing – Sedgefield 


Sedgefield
 Year to Date 
Costs 


Weighted List 
Size  YTD Cost 2013/14  YTD Cost 2012/13 


 Movement 
vs 12/13 


A83066 JUBILEE MEDICAL GROUP 893,922£       9,094 98.30£                     92.86£                              5


A83037 BEWICK CRESCENT SURGERY 1,694,010£    16,081 105.35£                  102.73£                           5


A83638 DR.BALIGA 181,866£       1,739 104.56£                  80.55£                              5


A83054 DR.JONES & PARTNERS 1,562,523£    18,514 84.40£                     75.69£                              5


A83045 DR.OAKENFULL & PARTNERS 1,946,493£    17,196 113.19£                  109.45£                           5


A83603 DR.ROY 303,399£       2,916 104.04£                  101.88£                           5


A83052 DR.WOOD & PARTNERS 1,107,814£    9,827 112.73£                  108.20£                           5


A83008 HALLGARTH SURGERY 791,934£       7,127 111.11£                  106.45£                           5


A83074 PEASEWAY MEDICAL CENTRE 1,212,090£    12,350 98.15£                     96.03£                              5


Y03525 SEDGEFIELD ASSESSMENT UNIT 103£                0 -£                         -£                                  
A83001 ST ANDREW'S MEDICAL PRACTICE 1,120,902£    11,501 97.46£                     102.79£                           6


A83634 WEST CORNFORTH MEDICAL 377,787£       3,182 118.73£                  114.30£                           5


Total 11,192,843£ 109,527 102.19£                  98.35£                              5


Cost per Weighted List Size







Glossary 


Threshold Frequency
Quality Premium 


Link


% of patients initial treatment within 18 weeks for 
admitted pathways


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


Green: Greater than or equal to 90%
Red: less than 90%


Monthly National


% of patients initial treatment within 18 weeks for 
non- admitted pathways


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


Green: Greater than or equal to 95%
Red: less than 95%


Monthly National


% patients waiting for initial treatment on 
incomplete pathways within 18 weeks


Patients on incomplete non emergency pathways (yet to start treatment) 
should have been waiting no more than 18 weeks


Green: Greater than or equal to 92%
Red: less than 92%


Monthly National


Number patients waiting more than 52 weeks for 
treatment


Number of 52 week Referral to Treatment Pathways Green is zero
Red is more than zero


Monthly


% patients waiting less than 6 weeks for the 15 
diagnostics tests (including audiology)


Patients waiting for a diagnostic test should have been waiting less than 6 
weeks from referral


Green: less than or equal to 1%
Red: greater than 1%


Monthly


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


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


Green: Greater than or equal to 95%
Red: less than 95%


Weekly National


Handover between ambulance and A&E over 30 
minutes


Handover between ambulance and A&E0ver 60 
minutes or more


% of patients seen within 2 weeks of an urgent 
GP referral for suspected cancer


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


Green: Greater than or equal to 93%
Red: less than 93%


Monthly


% of patients seen within 2 weeks of an urgent 
referral for breast symptoms


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


Green: Greater than or equal to 93%
Red: less than 93% Monthly


% of patients receiving subsequent treatment for 
cancer within 31 days - surgery


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


Green: Greater than or equal to 96%
Red: less than 96%


Monthly


% of patients receiving subsequent treatment for 
cancer within 31 days - drugs


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


Green: Greater than or equal to 94%
Red: less than 94%


Monthly


% of patients receiving subsequent treatment for 
cancer within 31 days - radiotherapy


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


Green: Greater than or equal to 98%
Red: less than 98%


Monthly


% of patients treated within 31 days of a cancer 
diagnosis


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


Green: Greater than or equal to 94%
Red: less than 94%


Monthly


% of patients treated within 62 days of an urgent 
GP referral for suspected cancer


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


Green: Greater than or equal to 85%
Red: less than 85%


Monthly National


% of patients treated within 62 days of an urgent 
GP referral from an NHS Cancer Screening 
Service


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


Green: Greater than or equal to 90%
Red: less than 90% Monthly National


% of patients treated for cancer within 62 days of 
consultant decision to upgrade status


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


Green: Greater than or equal to 85%
Red: less than 85%


Monthly National


RED 1 response in 8 mins Calls resulting in an emergency reponse arriving within 8 minutes (Red 1) Green: Greater than or equal to 75%
Red: less than 75%


Local Target Threshold Green:  Greater than or 
equal to 72%


Monthly National


RED 2 response in 8 mins Calls resulting in an emergency reponse arriving within 8 minutes (Red 2) Green: Greater than or equal to 75%
Red: less than 75%


Local Target Threshold Green:  Greater than or 
equal to 72%


Monthly


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


Green: Greater than or equal to 95%
Red: less than 95%


Monthly


Number of crew clear delays over 30 mins


Number of crew clear delays over 60 mins


Mixed Sex accommodation - number of 
unjustified breaches


The number of MSA breaches for the reporting month in question Green: zero
Red: more than zero


Monthly


% people followed up within 7 days of discharge 
from psychiatric in patient care


Care Programme Approach (CPA): The proportion of people under adult 
mental i l lness specialities on CPA


Green: Greater than or equal to 95%
Red: less than 95% Monthly


Mixed Sex accommodation


Mental Health


Cancer patients 2 week wait


Cancer patients - 31 days


Cancer patients - 62 days


Ambulance response times


Crew clear delays of over 30 minutes/1 hour


0 Monthly


CONSTITUTIONAL INDICATORS
Measure(s)


Referral to treatment access times


Diagnostic waits


A&E waits


The number of handover delays of over 30 minutes/1 hour


0
                                                                                  


Monthly







Glossary 


Threshold Frequency
Quality Premium 


Link


Under 75 mortality rate from cardiovascular 
disease


Mortality rate from cardiovascular disease, ages under 75, per 100,000 
population


Trend Annually


Under 75 mortality rate from respiratory disease Mortality rate from respiratory disease, ages under 75, per 100,000 
population


Trend Annually


Under 75 mortality rate from liver disease
Mortality rate from liver disease, ages under 75, per 100,000 population


Trend Annually


Under 75 mortality rate from cancer Mortality rate from cancer, ages under 75, per 100,000 population Trend Annually Local (12.5% or 
Quality premium)


Unplanned hospitalisation for chronic ambulatory 
care sensitive conditions


The proportions of people with chronic conditions admitted to hospital as an 
emergency admissions Trend


Mothly via 
Hospital Episode 


Statistics


Unplanned hospitalisation for asthma, diabetes 
and epilepsy in under 19s


Rate of emergency admissions episodes in people under 19 (0-18 years) for 
asthma, diabetes or epilepsy per 100,000 population Trend


Mothly via 
Hospital Episode 


Statistics


Local (12.5% or 
Quality premium)


Emergency admissions for acute conditions that 
should not usually require hospital admission


Emergency admissions to hospital of persons with acute conditions 
(ear/nose/throat infections, kidney/urinary tract infections, heart failure, 
among others) that usually could have been avoided through better 
management in primary care


Trend
Mothly via 


Hospital Episode 
Statistics


Emergency readmissions within 30 days of 
discharge from hospital


Percentage of emergency admissions to any hospital in England occuring 
within 30 days of the last, previous discharge from hospital after admission


Trend
Mothly via 


Hospital Episode 
Statistics


Emergency admissions for children with Lower 
Respiratory Tract Infections (LRTI)


Emergency admissions to hospital of children with selected types of Lower 
Respiratory Tract Infections (bronchiolitis, bronchopneumonia and 
pneumonia)


Trend
Mothly via 


Hospital Episode 
Statistics


Local (12.5% or 
Quality premium)


% of people who enter treatment against the level 
of need in the general population (IAPT)


% of people who enter treatment against the level of need in the general 
population


Green: Greater than 12% Monthly


% of people who complete treatment who are % of people who complete treatment who are moving to recovery Green: Greater than 50% Monthly
Total Health gain Hip replacement Trend Annually
Total Health gain Knee replacement Trend Annually
Total Health gain Groin hermia Trend Annually
Total Health gain Varicose veins Trend Annually


FFT Combined Response
Green: Greater than 15% response rate Monthly National


FFT Combined Score
Green: Greater than 50 satisfaction score Monthly National


FFT A&E Response
Green: Greater than 15% response rate Monthly National


FFT A&E Score
Green: Greater than 50 satisfaction score Monthly National


FFT Inpatient Response


Green: Greater than 15% response rate
Monthly National


FFT Inpatient Score
Green: Greater than 50 satisfaction score Monthly National


Healthcare acquired infection (HCAI) measure 
(MRSA)


Number of cases of Methicil l in-resistant Staphylococcus aureus (MRSA) 
bacteraemia


Green: zero cases
Red: Greater than zero


Weekly National


Healthcare acquired infection (HCAI) measure 
(clostridium difficile infections)


Number of Clostidium diffici le infections, for patients aged 2 or more on the 
date the specimen was taken


Green: less or equal to target
Red: greater than target Weekly National


Domain 5 - Treating and caring for people in a safe environment and protecting them from avoidable harm


Measure(s)


Domain 3 - Helping people to recover from ill health or injury


Patient reported outcome measure for elective procedures


Domain 4 - Enusring that people have a positive experience of care
Test will  measure whether people recievieving NHS treatment would 
recommend the place where they received care to their friends and family.


OUTCOMES FRAMEWORK INDICATORS


Domain 1 - Preventing People from dying prematurely


Domain 2 - Enhancing Quality of life for people with long term conditions
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11th February 2014  
 Item No: GB/14/211 


GOVERNING BODY 
 


Report Title  GP weekend opening winter 2014/15 
Author and Job 
Title  


Sarah Burns, Head of Planning and Contracting 


Sponsor Director Stewart Findlay, Chief Clinical Officer 
Date 27 February 2014 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The CCG commissioned a pilot weekend opening scheme for primary 
care which is scheduled to end on 17th March 2014. 
The CCG would like to continue to provide additional weekend access for 
patients in 2014/15 
As this proposal includes a payment to primary care this is being brought 
to the Governing body for approval in line with good practice 
 
 


Summary of key 
points  
 
 
 
 
 
 


· Two bids have been submitted to the Prime Ministers Challenge 
Fund to provide additional primary care access. 


· The CCG would like to extend weekend opening until the end of 
June 2014 


· Four  amendments will be made to the service specification to 
reflect payment mechanism for under and over performance and to 
ensure that access is available for all patients for urgent referrals 


· The likely and maximum financial impact of the proposal is set out 
on page four 


 
 
 


 
Approval route 
 


· Executive committee meeting 25th February 2014 
· Governing body 11th March 2014 


  
Supporting 
documentation / 
Appendices 
 


Appendix 1 – Weekend opening proposal to extend the pilot 
 


 
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 
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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 contents of this paper 
· Approve the recommendations as set out on page four  
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APPENDIX 1 - WEEKEND OPENING PROPOSAL TO 
EXTEND THE 2013/14PILOT  


 
Background 
 
In November a number of General Practices agreed to open on Saturday and Sunday 
mornings to provide additional access for patients and reduce the burden on A&E/urgent 
care services.  Although planning guidance had not been published at the time this initiative 
was developed it was believed that seven day working would be a key NHS policy.   
 
This has subsequently been confirmed following publication of Everyone Counts: Planning 
for patients 2014/15 to 2018/19 that was published on the 19th December 2013. It was 
believed that the 2013/14 pilot was vital in identifying models for primary care delivery that 
were effective for future years when seven day working would be mandated. 
 
The CCG will be carrying out a review of urgent care services in 2014/15 and is developing 
an urgent care strategy by the end of June 2014.  Early discussions have taken place with 
existing urgent care providers about the potential options for urgent care provision in future 
years.  The options considered would be expected to be in line with the principles of seven 
day working for primary care, reducing duplication of provision and ensuring continuity of 
care. 
 
Two bids have been submitted against the Prime Minister’s Challenge Fund1 (PMCF) for 
DDES to provide primary care access at weekends. The first is from Intrahealth and the 
second from a group of GPs who aim to cover the rest of the DDES population. The CCG will 
not hear until the last week in April whether or not it has been successful with either of those 
bids.    
 
Proposal 
 
The CCG would like to continue to provide additional choice and primary care access for 
patients at weekends, either through a successful bid to the PMCF or via a locally developed 
and funded scheme.  The CCG will have access to non-recurring funding in 2014/15 and as 
with the PMCF it is important that the CCG uses this non-recurrent funding in ways that 
support sustainable change. 
 
Data for the existing weekend opening pilot is being reviewed on an on-going basis.  Early 
indications suggest that weekend opening, together with a range of other pilots have 
impacted on both A&E and urgent care activity.   Patients that have used the pilot weekend 
opening schemes are being surveyed to identify their opinion of the service.   
 
The 2013/14 weekend opening pilot is scheduled to end on 17th March 2014.  It is proposed 
that the existing weekend opening pilot (with a number of minor amendments as detailed 
below) is continued until 30th June 2014 to enable the CCG to: 


· Provide continuity of service for patients 
· Understand if either of the bids to the PMCF has been successful 


                                            
1 GP practices have been invited to submit ‘expressions of interest’ (EOIs) to test new ways of improving 
access to general practice and innovative approaches to providing primary care services. 
http://www.england.nhs.uk/wp-content/uploads/2014/02/invitiation-eois.pdf 
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· Fully review the 2013/14 pilot to identify the most appropriate model of provision for 
the diverse population and geography of DDES, taking into account the evaluation of 
the 2013/14 pilot 


 
A number of amendments to the service specification are proposed: 


1. The service specification would be amended to take into account the payment 
mechanism for under/over activity as agreed by the Governing Body in January 2014 
i.e. 


 
Under activity 
For a practice that had been unable to deliver the minimum requirements (patients actually 
seen): 
- For any underactivity performance between 0-9% of the minimum requirement a 10% 


reduction in total allocation will be applied; 
- For any underactivity performance between 10% and 19% of the minimum requirement 


a 20% reduction in total allocation will be applied; 
and so on. 
 
Over activity 
Additional payments for over-activity will be: 
- For any over activity performance between 100% and 105%, no additional payment. 
- For any over activity performance between 105% and 110%, an additional 5% will be 


paid 
- For any over activity performance over 110%, a maximum additional payment of 10% 


will be paid. 
- For practices achieving activity in excess of 110%, the maximum additional payment is 


capped at 10%. 
 
 


2. All practices taking part would need to see any patient referred to them from the 111 
service.  Any patients seen that are registered with another practice would attract a 
further £30 per patent seen, as per the original scheme. 


 
3. The requirement to make all available appointments available on ‘skydrive2’ will be 


removed 
 
The service model for 2013/14 was developed to ensure maximum access for patients.  It 
was recognised that not all practices would be willing or able to open at weekends, so to 
ensure equity of access practices were able to provide cross cover for other areas or work as 
a cooperative. 
 


4. Practices will be asked to sign a statement of assurance that confirms that the 
weekend sessions will be additional and are not replacing normal weekday sessions. 


 
The principle of the pilot is to extend access for patients, therefore it is a pre-requisite that the 
weekend sessions provide additional capacity and do not replace ordinary scheduled 
weekday sessions. 
  
Financial Impact 
 
Based on current performance and take up of weekend opening the estimated financial 
impact of this proposal is £440k (assuming over and under performance are roughly 
                                            
2 Skydrive is an online system that enables the 111 service to book patients into available slots on a live basis.  
This method of booking appointments has not been progressed as part of the current pilot 
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equivalent).  The maximum cost if all practices decided to take part for the extended time 
period would be approximately £650k. 
 
The start date for this extension will vary from practice to practice, depending upon the end 
date for the current pilot.  However it should be noted that this will impact across two financial 
years and these figures will be finalised once expressions of interest have been received 
from all practices. 
 
Recommendations 
 
The existing plot weekend opening scheme is extended until 30th June 2014 with 
amendments to the service specification as detailed above. 
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COMMISSIONING, QUALITY, FINANCE AND PERFORMANCE GROUP MEETING 
 


Tuesday 28th January 2014 
 


Boardroom, Sedgefield Community Hospital 
 


1pm – 3.30pm 
 


Confirmed Minutes 
 


Attendees: 
Mike Taylor    Chief Finance & Operating Officer, DDES CCG (Chair) 
Alison Ayres    Project Lead – Easington, DDES CCG 
Debra Elliott    Senior Governance Manager, NECS 
Gail Patterson   Project Lead – Durham Dales, DDES CCG 
Joseph Chandy   Director of Primary Care Development & Engagement, DDES 
CCG 
Mark Booth    Finance Manager and Locality Support, DDES CCG 
Mark Pickering    Head of Finance & Performance, DDES CCG 
Ian Cummings   Clinical Commissioning Lead, DDES CCG 
Richard Harrety   Project Manager GMS, NECS 
Sarah Burns    Head of Planning & Contracting, DDES CCG 
Stewart Findlay   Chief Clinical Officer, DDES CCG 
Vicky Watson   Practice Manager, Weardale Practice, DDES CCG  
Andrew Rowlands    NECS  
Jonathan Smith    Clinical Lead – Easington, DDES CCG  
Gill Findley     Director of Nursing/Nurse Advisor, DDES CCG  
Helen Moore    Clinical Lead – Sedgefield, DDES CCG 
Kevin Scollay   Finance Manager, NECS  


 
Item No Item Action 


CQFP/14/112 Apologies for Absence  
 
Apologies were received from Sarah Burns but Richard Harrety was 
in attendance and Mark Pickering with Mark Booth in attendance.   
 
MT updated the group around the changes to the agenda and how 
this was due the feedback from Jan Sobieraj from the Top Leaders.  
Jan was very positive around the group and how it was difficult to tell 
any difference between CCG, NECS locality based staff.  Although 
there were comments received around the amount of items on the 
agenda and how more discussion was needed.    With this in mind 
the agenda today was changed to focus more on presentation, 
where the group have seen the presentations and will allow more 
time for the discussion and not the explanation of the 
papers/presentations. 
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CQFP/14/113 Declarations of Interest 


 
Helen Moore declared an interest in the QOF QP Finalised 
Pathways, item CQFP/14/120. 
 
Joseph Chandy declared an interest in the agenda item 
CQFP/14/120 in connection with the Payments process. 
 


 


CQFP/14/114 Minutes of the meeting held on  26th November 2013 
 
The minutes were agreed as an accurate record of the meeting  
 
Although the chair did highlight that ITF has now moved on, and it is 
now named Better Care Fund.  
 


 


CQFP/14/115 Matters arising from the meeting held on 26th November 2013 
 
The matters arising were covered in the action log and agenda. 
 


 


CQFP/14/116 Review of Action Log 
 
The action log was updated and actions noted. 
 


 


 
ITEMS FOR DISCUSSION - COMMISSIONING  
 
CQFP/14/117 Delivery Plan 2013/14 Progress Report 


Sarah Burns  
Head of Planning & Contracting 
Richard Harrety presented 
 
The presentation was shared and showed progress from November 
and the January position, although there have been some changes 
to project status since the last update. 
 
Hawthorns have now moved from amber to red, this project has 
progressed due to sick leave in NECS.   The existing contract runs 
out on 31st March 2014, so this needs a quick resolution.  An 
options paper is currently being developed by SB and Anita Porter.  
Options for medical cover are being discussed as part of the ISIS 
work, and there is some overlap with the Hawthorn medical cover 
issue.  
 
 A meeting to discuss medical cover is being arranged for 6th 
February, so further updates at the next meeting.   
 
November positions were: 


· Major = 4  
· Moderate = 6  
· Minor = 14  


 
A new amber is community diabetes service, the CDDFT service will 
cease on 31st March 2014. An interim solution is to procure a 
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community service managing all type 2 patients.  
 
SB, Gill Smith and Winny Jose are looking at the model for this and   
options being considered in the interim are to approach another 
Acute provider to provide the community clinics in the short term or 
by getting practices to employ diabetic nurses.   
 
SB and Jonathan Wrann are discussing how this may be done, and 
appreciate that this is a priority area for all localities. 
 
Three new greens: 
 


· SALT/POT as reprocurement is on track and the financial 
model agreed between CCGs 


 
· HELS as a full service review is being carried out to be 


complete by end of August 2014 and post discharge 
pathways as this will be superseded by the new PbR 
guidance. 


 
 
Large number of evaluations have been completed and five projects 
relating to information/advice/social prescribing, these have proved 
difficult to evaluate, and it may be that the evaluation is quantitative 
i.e. no of patients that used the service and we rely on national 
evidence of effectiveness. 
 
The Alcohol Liaison Nurses are waiting for Public Health to carry out 
a review but Public Health has indicated it is unlikely to fund this 
from April 2014 and has asked if the CCGs are able pick this up.  
 
It was highlighted that there is a need for DDES to consider a forum 
for reviewing evaluations and recommendations on future 
commissioning.  Options are to present each one to executive 
committee or to look at a summary paper.  RH asked the group 
which option would be preferred. 
 
The group agreed to a summary document but with access to the 
full report and drip feed these into localities when available rather 
than holding onto them and releasing them in bulk.  
 
There were specific concerns from localities around the care home 
contract, especially the responsibility of the training.    Mel Hesketh 
is working on this with LA and where the funding will come from.   
 
The group requested that the list of further non-recurrent funds be 
shared as soon as possible, so the same issues that have occurred 
this year don’t next.  There will be some additional funds due to the 
changes in the way that NHS Property Services are charging. 
 


CQFP/14/118 Planning for 2014/15 update – including progress on Better 
Care Funding  
Sarah Burns  
Head of Planning & Contracting  
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Richard Harrety presented  
 
RH shared the key messages from the planning guidance, and 
highlighted there is still no clarity on whether a 15% reduction in 
emergency admissions is from baseline or includes the expected 
year on year growth. 
 
MT reported that a more joined up approach is being looked at 
currently, with a view for CCG’s, the Area Team and the CDDFT all 
fitting together.  MT is meeting with Peter Appleton to look at the 
links on the 5 year plan.   
 
 
The other key messages highlighted were: 
 
Planning fundamentals – which reported on the planning units and 
the need to link with HAST and Sunderland CCG. 
 
Commissioning Intentions – which highlighted the urgency around 
QIPP, the impact of the BCF, the need for managing the messages 
back to localities, and the opportunities for localities to lead on 
bigger projects on behalf of the CCG. The deputy Director of 
Finance from the Area Team is involved in the BCF Task & Finish 
Group so there should be some direction and clarity. 
 
Clinical Programme Board Priorities - Clinical programme board 
priorities have been refreshed in line with new planning guidance.  
Inappropriate referrals and improved pathway etc. are now part of 
the new remit of the Planned Care Sub Group, giving the best 
chance ever to move activity out of hospital and maximise the 
benefits to patients and value for money 
 


CQFP/14/119 Remote Care Monitoring Directed Enhanced Service 
Alison Ayres 
Project Lead – Easington 
 
AA gave an update on the Remote Care Monitoring Directed 
Enhanced Service. 
 
The key areas highlighted were: 
 


· Practices needed to agree a disease and test with the CCG 
· Practices agreed Hypertension as the disease area 
· The test is a blood pressure monitoring test for newly 


diagnosed hypertensive patients 
· Practices to develop governance systems 


 
 The next steps were shared with the group and AA asked for any 
questions. 
 
Practices need to submit a completed template to the AT to 
complete the work.  Helen Moore queried how many have or have 
not submitted and that this needs to be monitored.   
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JC requested that AA check with the AT who has submitted the 
template and who has not, practices can then be reminded as 
required. 
 
Action – AA to check with the AT which practices have 
submitted a template on a regular basis and chase up those 
who have yet to be submitted. 
 
Action - SF and AA to catch up outside the meeting to discuss 
in further detail 
 
Vicky Watson received clarity that Durham Dales can proceed with 
COPD. 
 
Action - AA to let the practice link mangers know which 
practices are included in the scheme and copy  in HM.   
 
JC gave thanks to AA for progressing with this project. 
 


 
 
 
 


AA 
 
 
 


SF/AA 
 
 
 
 


AA 


CQFP/14/120 QOF QP Finalised Pathways 
Alison Ayres 
Project Lead – Easington 
 
AA gave an overview of the presentation and updated on the key 
areas around the process, pathways and payments.   
 
The finalised pathways are ready for implementation and a Q&A 
document is currently being produced and will be shared with the 
QOF group to be able to give consistent answers. This will be 
shared on GPTeamnet 
 
AA has the assurance template and will ensure that this is updated 
on GPTeamnet.   
 
Action – AA to update GPTeamnet with the Q&A document 
Action – AA to swop the Epilepsy and MUPS 
 
Action – MP/MB to produce in detail evidence around the 
payment through practices.  
 
GP queried the input into developing QOF pathways, and the 
payment of GP’s.   
 
It was confirmed that if a GP has stepped up to develop a pathway 
as a lead then these invoices will be paid. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


AA 
AA 


 
MP/MB 


 
ITEMS FOR DISCUSSION - QUALITY 
 
CQFP/14/121 Quality Report   


Gillian Findley 
Director of Nursing  
 
GF gave a verbal update on the Clinical Quality Report and 
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highlighted that the deep dive produced a lot of the information 
produced in this report.   Stewart Findlay and GF are meeting with 
the CDDFT to look at the deep dive in full.   
 
Clinical Effectiveness - NICE technology is  still not sorted, but GF 
was attending the Quality Review Group  today ( 28th January 2014) 
and NICE Technology is on the agenda.   
 
 
Patient safety – The Patient Safety Nurse team will TUPE across 
with a SLA agreement with other CCG’s on 1st April 2014.   
 
MRSA and C Difficile are above trajectory and the Executive 
Committee have agreed a process to report on the SUI, by 
producing a summary. 
 
Patient Experience – CDDFT are improving but scores are not 
reflecting this.  There was a bid for a national pilot but there had 
been no interest from CDDFT, so that didn’t progress.   
 
A complaint from family is currently being investigated, around the 
death of Sarah Pilkington at UHND.  The investigation is looking into 
no access to cardiology consultation.  Results of the Investigation 
will look into wider learning, with a view to providing 24/7 
cardiologist, by either on site or via telephone on call access. GF is 
linking looking at CHS and North Tees to look at shared practices.  
The parents of Sarah Pilkington had specifically asked that Sarah’s 
name be used and not discussed as a reference number.  There 
was a massive failure from CDDFT as they did not respond to the 
complaint for 8 months.  This is a huge learning point for the CCG’s 
to reflect on the cardiology support. GF advised that the new 
medical advisor will look at the policy once in post. 
 
NEAS CAT A performance – The regional target is 75% and DDES 
are at 68% and are failing year to date.  There is lots of work on 
going regionally with a view to splitting contracts between the North 
and South.   
 
IC queried around the GP in A&E and that the pilot is not being 
funded this year.  SF did confirm that the evidence is very vague, 
and the outcome showed no or little difference.   
 
HM did however query the evaluation on this, and was unsure if this 
had been shared.    
 
Action – RH will look into retrieving the data and will share with 
the group. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


RH 


 
ITEMS FOR DISCUSSION - PERFORMANCE 
 
CQFP/14/122 Contract & Performance Report  


Gillian Findley 
Director of Nursing 
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Andrew Rowlands  gave a brief overview of the Contract & 
Performance report and updated around the two additional sections 
on the outcome framework and the future developments  
 
A more in depth overview was given on the executive summary and 
key messages were given around the drop in A&E & Urgent Care 
attendance.  It was highlighted that beds are still full when 
admissions have gone down.  SF highlighted that repeatedly the 
trust have been asked to complete weekly ward rounds, but this is 
not happening. 
 
Successful weekend opening has had a big impact on the 
admissions in A&E, and have asked for a bed status either on a 
Monday or Tuesday of each week.  Diverts are proving difficult with 
other trusts, as some of them are refusing due to targets.  There 
may be a need to look at an incentive to open diverts in other areas. 
Penalisation of the trusts is now being reviewed nationally.    
 
CDDFT is the worst performing on handover delays at 52%.   
 
One patient has been confirmed as waiting longer than 52 weeks, 
and this is currently being reviewed. 
 
Finance  
The report provided an understanding of the underlying contractual 
position, without risk share arrangements applied in order to provide 
an understanding of the likely impact of current year performance on 
2014/15 contract negotiations. 
 
Risk share arrangements are in place for the three largest providers 
of commissioned services – County Durham and Darlington FT, 
North Tees and Hartlepool FT and City Hospitals Sunderland FT.   
 
The County Durham and Darlington FT contract is currently showing 
a significant over performance at this point in the year. The risk 
share arrangement mitigates this over performance in year, but any 
overtrade will inform negotiations for the next financial year. 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 financial hotspots were highlighted around CDDFT, BMI, South 
Tees and Newcastle upon Tyne FT, around financial risks and areas 
of pressure. 
 


 
ITEMS FOR DISCUSSION - FINANCE 







8 
 


 
CQFP/14/123 Current Year Update – including position in respect of non-


recurrent funding, transformation fund and forecast outturn  
Mark Pickering 
Head of Finance & Performance 
 
Mark Booth was in attendance to present on behalf of Mark 
Pickering.  A selection of his update was covered in prior agenda 
items but confirmed that the financial plan is on track.   
 
MB updated that year-to-date spend on the transformation fund is 
based on actual invoices received.  The forecast outturn is based on 
the latest forecasts from localities.  
 
Plans are being worked through and updated regularly with  
Various areas of uncertainty within forecasts: 
   - Specialised Commissioning risk share 
   - Property Services recharges 
   - Prescribing costs volatility 
   - Winterbourne impact 
   - GP IT 
 
Numerous options available to manage financial position to planned 
surplus, to be deployed as further certainty becomes available 
 
There are issues around costs on pilots sitting in community and 
pilots in delivery but no invoices as yet.  
 
The group were also updated around the £2m put aside for NHS 
Property but this is now only £1m. 
 
Specialised commissioning should have been sorted by month 6, 
but is still ongoing nearly month 10.  Hopefully by this week there 
should be some agreement. 
 


 


CQFP/14/124 Financial Forecast for 2014/15  
Mark Pickering 
Head of Finance & Performance 
 
Mark Booth was in attendance to present on behalf of Mark 
Pickering and updated around 2014/15 and 2015/16 allocations and 
financial plans, after a brief summary of the current financial 
position.   
 
DDES CCG have received an uplift of 2.14% for next year and 1.7% 
in 15/16 though as the CCG is contributing £15m to BCF, the 15/16 
allocation falls to a similar level as received this year.  The BCF 
contribution could be funded by this growth money though there are 
a number of commitments against this already.   
 
Detailed 5 year plans need to be submitted to the Area Team by 7th 
February.   
 
The finance team will keep the CQFP group up to date with 
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forecasts and plans, as things are changing and moving very fast. 
 


 
ITEMS FOR DISCUSSION  
 
CQFP/14/125 Any Other Business 


 
There were no any other businesses identified or discussed.   
 


 


CQFP/14/126 Risk Round Up  
Mike Taylor 
Chief Finance & Operating Officer  
 
MT requested from the group any risks for the register in this agenda 
item.  For future meetings this item will be an opportunity for 
members to add any risks to the register.   
 
Any risk identified in the meeting will be entered by completing the 
appropriate paperwork and entered by LJG/DP 
 
There were no new risks identified to be added. 
 


 
 


 Next Meeting: 
 
Date: Tuesday 25th February 2014 
Time: 1pm – 4.00pm 
Venue: Boardroom, Sedgefield Community Hospital 
 


 


 
 


Signed ……..            
 
 
Name …..  Mike Taylor 
 
 
Title …..  Chief Operating and Finance Officer     
 
 
Date ….   28th February 2014 
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The purpose of this paper is to provide Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group (DDES CCG) with a monthly 
briefing of the headline issues relating to clinical quality and assurance 
that actions are being undertaken with providers where necessary.  This 
report covers all information and issues received in January 2014. 
 
The report is structured following the clinical quality themes; patient 
safety, patient experience and clinical effectiveness.  Each of the CCGs 
main providers and primary care are reported against using these 
headings.         


Summary of key 
points  
 
 
 
 
 
 


In January the primary areas of interest, concern or risk for DDES CCG 
are as follows: 
 
DDES CCG / Primary Care: 
· In January, 111 incidents were reported via the Safeguard Incident 


Reporting Management System (SIRMS), a 23% increase on 
December’s total of 85. Sedgefield GP Practices were the highest 
reporters this month.  


· The main themes from the incidents reported continue to be 
documentation or access, admission, transfer and discharge issues.   


· In January there were 2 suspected suicides reported in DDES. 
Following the death of two Looked After children in December the 
community response team were re-convened and continue to meet on 
a regular basis to review and ensure agreed action plan is completed 
at which time the group will be stood down. Suspected suicide rates 
will continue to be monitored by the suicide review group on a monthly 
basis. 


· County Durham and Darlington NHS Foundation Trust (CDDFT) has 
reported to NECS that the Haematology Laboratory has experienced 
a significant number of incidents where there have been non-
conformities in samples resulting in delays, and in some cases 
patients, having to have another sample taken. CDDFT has requested 
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that all GP practices and wards are diligent when applying labels and 
ensure the barcodes are of optimum quality to prevent delays in the 
processing of specimens.  


 
County Durham and Darlington NHS Foundation Trust (CDDFT) 
· CDDFT is now reporting all 2 hour delays in ambulance handovers 


and overall there were 29 cases in the month whereby ambulance 
crews were unable to handover a patient to A&E staff.  CDDFT has 
introduced an action plan which includes a nominated nurse per shift 
to take ambulance handovers, a senior practitioner based at the 
ambulance entrance were patients will be assessed and streamed to 
most appropriate place.   


· CDDFT reported at the CQRG that a review of the Ophthalmology 
Service is underway.  An update was given in relation to 
developments with the service’s staffing position and although a 
consultant has recently been appointed, vacancies remain.  A waiting 
list tracker has been introduced to ensure that patients are 
appropriately followed-up and the Trust reported that this approach 
seems to be successful. 


· NHS England’s North Region Quality Dashboard published in January 
showed that CDDFT results across three areas (Hospital 
Standardised Mortality Ratio (HSMR), MRSA and A&E 4 hour 
performance) were worse than expected and displayed little change 
on the December results.  These results will continue to be monitored 
via the CQRG.  


· The Summary Hospital Mortality Index (SHMI) was also discussed 
and CDDFT is performing as expected. In July 2013 the Trust 
established a Mortality Reduction Committee who review any spikes 
in mortality and the results of any monitoring reports, such as Dr 
Foster.  This is providing CCGs with assurance that the trust is now 
looking at the information with a broad group of clinicians. 


· Three commissioner visits took place to community nursing teams 
within the Durham Dales, Easington and Sedgefield localities, which 
were positive.  Visits to the community teams in North Durham and 
Darlington areas are planned for February and March.  When all visits 
have taken place a combined report will be shared with CDDFT and 
the CCG. 


· The Family and Friends Test (FFT) inpatient response rates across all 
3 hospital sites were all above the national target (15%).   Bishop 
Auckland Hospital (BAH) and DMH were both above the England 
average of (28.8%). However, University Hospital of North Durham 
(UHND) response remained below average.  Both DMH and UHND 
scores continue to be well below the England average. 


· The FFT A&E response rates for UHND saw a significant increase in 
the month and is now well above both the national target and the 
England average.  DMH saw a fractional decrease putting this just 
below the national 15% target.  The A&E scores for both hospitals are 
below the national average of 56%. 


· CDDFT has an FFT improvement plan in place and response rates 
and scores were discussed at the CQRG in January. The CQRG will 
continue to monitor CDDFT’s performance against the FFT. 
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· NHS England published its first FFT results for NHS-funded maternity 
services.  Due to discrepancies and incomplete data NECS has raised 
this with NHS England.  It has therefore not been possible to include 
the maternity results in this report, however, it is hoped that these will 
be included in next month’s report. 


· The main trends in incidents shared with CDDFT in January 2014 
(from incidents reported by primary care during December 2013) were 
quality and timeliness of discharge notification/clinical letters, 
delay/failure in accessing hospital, poor patient experience and 
medication errors.  These areas of care remain prominent in the 
quality requirements of the contract for next year. 


 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
· There was a significant rise in the number of SI’s reported in January 


with 15 reported compared to 6 the previous month.  Of these 47% 
related to pressure ulcers and 27% patient falls.  The reason for the 
increase is not yet known but this will be explored further at the next 
Serious incident panel. 


· NHS England’s North Region Quality Dashboard showed that CHSFT 
results across seven areas (HSMR, HSMR by weekend admission, 
MRSA, C-Difficile, FFT A&E return rate, A&E 4 hour performance and 
average length of stay) were worse than expected and displayed little 
change from the previous results. These results will continue to be 
monitored via the CQRG.  


· It was discussed at the CQRG that a large proportion of CQUIN 
evidence was outstanding and there could be a risk in relation to 
reconciliation.   


· In January the Care Quality Commission (CQC) inspection visit report 
was published following their routine visit to CHSFT in December. The 
focus of the inspection was A&E, care of the elderly and outpatients.  
The CQC found that the Trust met all of the standards assessed.  


· CHSFT FFT A&E response rate continues to remain well below the 
national target and England average and this was also highlighted as 
a concern within the Quality Dashboard report.  However, both CHS 
and the Eye Infirmary continue to attain scores which are well above 
the England average. This was raised at the CQRG in January and 
CHSFT were asked to discuss their recovery plan in terms of 
performance.  This will continue to be monitored via the CQRG. 


 
North Tees and Hartlepool NHS Foundation Trust (NTHFT) 
· Summary Hospital Mortality Index (SHMI) continues to be monitored 


at CQRG. Each death is reviewed on an individual basis and 
symptoms checked against coding, ensuring accurate recording.  
During the review of the previous figures no case of unavoidable 
death has been found. The Trust reviews each death individually at a 
weekly meeting, and are implementing a review process through a 
“critical friend”, which is still in the planning stage. 


· There was one Never Event during January (wrong site surgery) 
involving a DDES patient. Patient under local anaesthesia for elective 
surgical release of left ring trigger finger had an incorrect surgical 
incision made on his left wrist. Carpal tunnel surgery completed to 
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mitigate the risk of incorrect incision scarring and the surgeon then 
completed the planned procedure. 


 
Tees, Esk and Wear Valleys NHS Foundation Trust (TEWV) 
· Two commissioner visits took place to Auckland Park Hospital and 


West Park Hospital.  The findings of both visits were extremely 
positive with only a few recommendations being made by the 
assessors.   


· Monitor has concluded their investigation and TEWV governance 
rating is now showing as green with no evident concerns. 


 
North East Ambulance Service 
· At the CQRG in January NEAS were challenged on the low SI 


reporting rate.  It was agreed that NEAS would carry out a 
benchmarking exercise to compare against other Ambulance Trusts.  
NEAS is developing Ulysses for incident reporting and a rapid process 
improvement workshop and a Kaizen Event was held recently to 
investigate how the process could be improved.  The reporting of SI’s 
will continue to be monitored via the CQRG. 


· Ambulance handover delays were discussed at the CQRG and it was 
agreed that a sub-group consisting of NEAS, Acute Trusts and 
commissioners would be formed to understand control room 
procedures and if there are any particular patterns within Trusts.  
NEAS reports delays via the CQRG and Trusts are now reporting two 
hour handover delays as a SI. 


· At the CQRG it was highlighted that 120 NEAS staff had not had a 
Disclosure Barring Service (DBS) check.  A full investigation 
commenced in November 2013 and a recovery plan is in place and 33 
members of staff have since had a DBS completed.  Progress against 
the plan is being monitored by NEAS on a daily basis. NEAS 
highlighted that 5 members of staff have been invited to attend a 
preliminary disciplinary interview for failure to provide documentation 
for a DBS. 


 
Approval route 
 


 
 


  
Supporting 
documentation / 
Appendices 
 


· Appendix 1   


Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


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


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
 


· Note the content of this summary report. 
· Support the actions being taken forward through the CQRG to 


improve quality and experience for patients 
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Appendix 1  
 
 


Durham Dales, Easington and Sedgefield CCG  
Clinical Quality Summary Report - January 2014 


 
1 Introduction  
 
The purpose of this report is to provide Durham Dales, Easington and Sedgefield CCG 
with a monthly briefing of issues relating to the quality of services and national updates 
and their impact on patient experience; where possible incidents and complaints have 
been broken down into the CCG localities.  
 
2 CCG & Primary Care 
 
The information provided about primary care, relates to information received by NHS North 
of England Commissioning Support (NECS) clinical quality team (CQT), via the Safeguard 
Incident & Risk Management System (SIRMS).  
 
2.1   Clinical Effectiveness 
 
2.1.1 CAS 
 
With effect from 1 April 2013, responsibility for assuring independent contractors’ 
compliance with Central Alerting System (CAS) alerts and NICE guidance transferred to 
NHS England Area Team.   
 
2.1.2  Clinical Audit 
 
No new audits were undertaken or reported in January 2014.   
 
2.1.3  NICE Guidance in Primary Care   
 
Responsibility for NICE in primary care remains the responsibility of the Local Area Team. 
 
The following guidance was published in January 2014. 
 
Reference Title Type 


IPG474 Arthroscopic trochleoplasty for patellar instability  
 


Interventional 
procedures    


QS51 Autism Quality 
Standards  


PH49 Behaviour change: individual approaches Public health 
guidance 


CG176 Head Injury Clinical 
Guidelines  
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IPG475 Insertion of prostatic urethral lift implants to treat lower UTI symptoms 
secondary to benign prostatic hyperplasia     


Interventional 
procedures    


TA303 Multiple Scelrosis - teriflunomide  Technology 
appraisals  


QS52 Peripheral arterial disease Quality 
standards  


CG175 Prostate cancer Clinical 
Guidelines 


IPG476 Radiofrequency ablation of the soft palate for snoring Interventional 
Procedures 


IPG477 Transcranial magnetic stimulation for treating and preventing migraine Interventional 
procedures 


 
2.2 Patient Experience  
 
2.2.1 Complaints Activity 
 
In January 2014 no new complaints were received from DDES residents. 
 
2.3 Patient Safety  
 
2.3.1   Serious Incidents (SIs) 
 
No serious incidents have been reported across DDES practices for the month of January.  
 
2.3. 2 Primary Care Incident Reporting  
 
During January 111 incidents were reported via the Safeguard Incident Reporting 
Management System (SIRMS), which is an increase on December’s total for DDES of 85.    
 
94 of the incidents were reported by DDES practices and Sedgefield GP Practices were 
the highest reporters this month.  
 
There were also 9 incidents reported by NECS on behalf of County Durham and 
Darlington NHS Foundation Trust (CDDFT).  The remaining 8 incidents were reported by a 
variety of other sources such as NECS Medicines Optimisation Team, and relate to 
services provided within DDES CCG or which have been reported about commissioned 
services to which DDES member practices would refer patients.  
 
DDES Locality 
Incidents  


June 
2013 


July 
2013 


Aug 
2013 


Sept 
2013 


Oct 
2013 


Nov 
2013 


Dec 
2013 


Jan 
2014 


Durham Dales 82 82 39 31 33 32 24 13 
Easington  37 37 62 62 29 30 28 38 


Sedgefield  93 81 33 51 34 16 13 43 


Total 212 150 134 144 96 78 65 94 
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The following graphs provide analysis of reporting across the DDES localities during 
January 2014.The GP quality leads continue to monitor the reporting trend in their 
localities and will keep the clinical quality working group updated on activity.  
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Incident reporting by locality since 1st April 2013 
 


 
 


The graph indicates a rise in incident reporting in January 2014, following a drop in 
numbers during quarter 3.   
 
Reporting by locality is as follows:     
 
Durham Dales Locality: The level of incident reporting by the Durham Dales practices is 
currently the lowest compared across the three DDES localities. The chart below captures 
the numbers of incidents reported by each GP practice in the Durham Dales area during 
January 2014. A number of incidents (6) reflected in the graph are recorded against 
NECS, these cases have been reported by hospital trusts such as CDDFT and NTHFT or 
relate to concerns flagged in commissioned services in Durham Dales such as nursing 
homes. 
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Easington Locality: During January 2014 Easington was the second highest reporting 
DDES locality compared across the three DDES localities.  The chart below captures the 
GP practices which reported incidents on SIRMS in January. A total of 42 incidents were 
reported on SIRMS across the Easington area during the period, 38 of which were 
reported by the GP practices.  The remaining 4 incidents relate to concerns flagged in 
commissioned services in Easington such as nursing homes. 
 


 
 
 
Sedgefield Locality:  The chart below captures the incidents reported by each GP 
practice in Sedgefield in January 2014 by 7 out of the 11 practices.  A total of 50 incidents 
were reported, 43 of which were reported by the member practices in the Sedgefield 
locality and the remaining 7 were cases either raised by the foundation trusts or which 
relate to concerns flagged in commissioned services in Sedgefield such as nursing homes.   
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The following table shows the total number of incidents reported by type in comparison to 
previous months.   
 


Incident types April 
2013 


May 
2013 


June 
2013 


July 
2013 


Augu
st 


2013 
Sept 
2013 


Oct/ 
Nov 
2013 


Dec 
2013 


Jan 
2014 


Access/Admission/ 
Discharge Issue 17 34 82 55 20 47 20 13 15 


Contracting/Commissioning 
Issues 8 0 5 7 8 8 3 0 2 


Medication 18 18 16 12 13 19 47 14 18 


Consent/Communication/Co
nfidentiality 7 8 4 10 6 5 8 1 4 


Documentation 34 52 64 38 48 40 55 15 35 


Clinical Assessment / 
Implementation of Care  5 5 10 7 17 34 21 13 10 


Information Governance 4 1 3 3 4 5 4 0 0 


Suspected suicide 5 3 0 0 0 1 4 4 2 


Other 3 0 0 0 0 0 2 1 10 


Death 0 1 1 0 1 0 1 0 3 


Child protection  2 0 0 0 1 0 1 0 0 


Patient accident  1 0 0 0 0 0 1 0 0 


Patient Experience  5 1 3 8 3 2 5 5 2 


Medical Device 3 0 0 0 0 0 0 1 0 


Safeguarding Adults  3 0 0 1 1 3 6 1 0 


Self Harm  11 16 20 20 4 16 27 8 9 


Infrastructure / IT  0 1 0 4 2 2 6 0 3 


Tissue Viability  0 4 0 0 0 12 43 6 4 


Clinical Quality  0 2 0 0 1 1 0 0 1 


Performance  0 2 3 0 1 0 0 0 0 


Screening  0 1 0 2 1 1 0 0 0 


Soft Intelligence  0 6 0 0 0 0  0 1 


Infection Control 0 1 0 1 2 2 0 3 0 


Violence and Aggression  0 0 1 0 0 1 0 0 0 


Staff Accident 0 0 1 1 0 0 0 0 2 


TOTAL 126 146 212 150 134 196 254 85 111 
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The table highlights that the majority of incidents relate to documentation, access, 
admission and discharge issues, clinical assessment, medication and implementation of 
care. These findings are being used to inform the CQRG discussions and commissioner 
assurance visits. 
 
The table below highlights the subject organisations involved in the incidents. As expected 
the majority of incidents across DDES occurring in hospital settings relate to County 
Durham and Darlington NHS Foundation trust or have occurred within General Practice.  
 
Organisation Where Incident Occurred Total 
Independent Contractors – GPs 29 
Independent Providers - Nursing/Care Homes 8 
County Durham & Darlington NHS FT 30 
North Tees & Hartlepool NHS FT 5 
City Hospitals Of Sunderland NHS FT 7 
Independent Contractors – Pharmacy 10 
Independent Provider – other 7 
South Tees Hospitals NHS Trust 8 
Newcastle Hospital 2 
Tees, Esk & Wear Valleys NHS FT 3 
North East Ambulance Service  1 
Non NHS 1 
Grand Total 111 


 
 
2.3.3 Key Themes & Trends 
 
The following main themes were identified: 
 
· Documentation incidents are more commonly reported than any other category and 


involve incidents such as discharge / clinic letters being received in error or late and a 
lack of information in the discharge summaries. These are raised with the respective 
provider and discharge activity is monitored through the contract management groups.  


· Medication incidents related primarily to community pharmacy dispensing errors which 
have been passed to the Area Team for action. Prescribing incidents included issues 
around dispensing and on one occasion a patient was delivered medication that has 
never been prescribed. 


· The access/admission/discharge incidents highlight the difficulties being experienced 
relating to follow up appointments in secondary care settings, admitting patients to 
wards, onwards referrals, as well discharge planning failures.  


· Implementation of care/clinical assessment incidents in the main related to delays with 
CHSFT in accessing results through ICE and nursing/care home issues.  


· As reported previously tissue viability issues reported by the acute providers continues 
to be an increasing trend and in the main relate to care homes and nursing homes. 
These are raised with the safeguarding adult’s team for review/ monitoring and 
ongoing sharing at the information sharing meetings held with the county council. 


· ‘Self reporting’ by GP practices (internal incidents) has increased and as per previous 
months primarily relates to self harm occurrences although this category also includes 
a number of premises issues relating to Seaham Primary Care Centre (power 
failures/loss of communication systems). One Practice reported an incident involving 
multiple patients where illegible lab forms were sent to haematology. The clinician had 
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continued to use a printer which had low toner and patient labels were unreadable and 
patients had to be rebooked for bloods.     


· In January 2014, CDDFT reported that the Haematology Laboratory at UHND has 
experienced a significant number of incidents where there have been non-conformities 
in samples (eg addressograph/ 2D barcode labels on FBC samples resulting in the 
samples getting stuck in the analysers, dropped inside or thrown out as the 'grabber 
hands' cannot hold onto the samples when these labels are on the bottles and ICE 
Anglia request labels requiring reprints as the quality of the barcode was too poor for 
the analysers to identify).  CDDFT has requested that all GP practices and wards are 
diligent when applying labels and ensure the quality of barcodes is optimum to prevent 
delays in the processing of specimens and in some cases patients having to have 
another sample taken.  This has been shared with the 3 CCG’s in Durham and 
Darlington and for cascading to GP Practices. 


 
2.3.4 Key Actions 
 
· Incidents involving community pharmacies have been shared with NHS England as 


the commissioner of these services.  
· All care home incidents are shared with the Adult Safeguarding Team for advice and 


action as appropriate.  These incidents are also discussed at the information sharing 
meeting with the Local Authority. 


 
 


2.3.5 GP Performance Triage Group 
 
During January no referrals were made to the Area Team, NHS England.   


 
 
3. Provider Services   
 
This report provides, where known, the quality intelligence relating to acute and mental 
health service providers. It is pertinent to highlight that the providers only produce quality 
reports on a quarterly basis, therefore the monthly reports focus on the information owned 
and monitored by the NECS clinical quality team.         
   
3.1 County Durham and Darlington Foundation Trust (CDDFT) 
 
3.1.1 Clinical Effectiveness 
 
Mortality: the trust HSMR rate remains worse than expected at 109.6 (Quality Dashboard, 
January 2014), the Trust have establishes a mortality reduction committee to monitor 
activity.  
 
CQUIN:  Quarter 3 achievement meeting is scheduled for February 2014.    
 
Commissioner Visits: In January 2014, 3 commissioner visits took place to community 
nursing teams within the Durham Dales, Easington and Sedgefield localities. Visits to the 
community nursing teams in North Durham and Darlington areas are planned for February 
and March 2014.  When all visits have taken place a combined report detailing the findings 
of all the community nursing visits will be shared with CDDFT and the CCGs.   
 
3.1.2 Patient Experience 
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The following graphs summarise the FFT response rates and score across both inpatient 
and A&E services for CDDFT and how these compare to previous months, the England 
average and overall performance of Trust’s within their Area Team.  CDDFT has an 
improvement plan is place and this is monitored by the CQRG.  
  
Accident & Emergency (A&E) 
 


  
 
A&E response rates - UHND saw a significant increase and is now well above both the 
national target and England average.  DMH saw a fractional decrease putting this below 
the national 15% target. 
A&E scores - DMH saw an increase however UHND’s score fell significantly.  Both 
hospitals continue to remain significantly below the England average 
 
In Patient Results  
 


  
 
In Patient response rates - DMH and BAH remain above the national target and England 
average.  UHND saw slight decrease taking this slightly below England average. 
In Patient scores - BAH saw a slight increase on last month and remains above the 
England average of 72.  Both DMH and UHND scores continue to remain well below the 
England average  


 
Maternity Services - the first results of the FFT for NHS-funded maternity services across 
England were published on 30 January 2014.  The FFT asks women up to four questions 
at three stages during their pregnancy, seeking feedback about: 
 
· Antenatal care - to be surveyed at the 36 week antenatal appointment  
· Birth and care on the postnatal ward - to be surveyed at discharge from the 


ward/birth unit/following a home birth  
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· Postnatal community care - to be surveyed at discharge from the care of the 
community midwifery team to the care of the health visitor/GP (usually at 10 days 
postnatal). 


 
There appears to be discrepancies in the FFT maternity services data published in 
January 2014, for example response rates are not shown for all of the indicators. The 
NECS Business Intelligence (BI) Team has raised this with NHS England who have 
advised that they have undertaken an analysis which found that Trusts were using 
estimated responses rather than actual. NHS England has stated that they will include the 
response rates when the quality of reporting has improved.   Work is in progress within the 
NECS BI team and Clinical Quality Team to interpret the FFT maternity services data and 
to identify methods of presenting this in a meaningful format to the CCGs.   
 
3.1.3 Patient Safety  
 
In January 2014, CDDFT reported 20 SIs, all of which are reviewed against a standard 
root cause analysis process. This is an increase on the previous month when 11 incidents 
were reported.  The incidents reported relate to: 
 


Incident Type Number 
Pressure Ulcer Grade ¾ 2 
Slips/Trips/Falls 5 
Ambulance delay 9 
Child death  1 
Delayed Diagnosis 1 
Drug Incident 1 
Unexpected death of inpatient 1 
Total 20 


 
CDDFT is now reporting all 2 hour delays in ambulance handover with 9 incidents being 
reported in January 2014. However, CDDFT is reporting these as a collective incident over 
a period of time and overall there were 29 patients where ambulance crews were unable to 
handover to A&E staff (13 UHND and 16 at DMH).  CDDFT has an action plan in place 
and this is being monitored via the CQRG. 
 
Never Events: In January 2014 no ‘Never Events’ were reported by CDDFT. 
 
Patient Safety Incidents: During January a total of 42 incidents were reported about 
CDDFT across all three CCGs in County Durham and Darlington, which were RAG rated 
by NECS clinical quality team. This is a 28% decrease on the previous month when 58 
incidents were reported.  34 (81%) of the incidents were classed as ‘No Harm/Near Miss’ 
and were sent in a thematic report in January to the Patient Safety team at CDDFT.  8 
(19%) of the incidents required a more considered investigation and were sent to CDDFT 
for individual feedback.  The Trust’s formal response will be shared with reporters when 
this becomes available.   
 
During January the main themes and trends from the incidents reported about CDDFT 
were as follows: 
 
Discharge notifications/Clinical letters: 10 incidents were reported which all related to 
clinical letter or discharge summary being incorrect or a delay in these being received. 9 
were attributed to UHND (2 Stroke Unit, 2 Urology, 1 A&E, 1 Ward 10, 1 Endoscopy, 1 
Short Stay and 1 Surgical) and 1 to DMH.   
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Delay/Failure to access hospital: 6 Incidents related to a delay or failure to access hospital, 
4 of these were at UHND and related to patients having to be admitted to A&E due to bed 
availability, 1 related to DMH - planned surgery cancelled as patient’s notes not available, 
1 related to BAH delay in treatment/poor patient experience with Pain Management. 
Patient Experience: 8 incidents were reported, 5 of which were soft intelligence (3 UHND, 
2 DMH, 2 community nursing and 1 Shotley Bridge Community Hospital) 
Medication: 4 incidents were reported about wrong dosage/wrong quantity (3 prescribing, 
1 dispensing). 


 
3.1.10 Other Quality Assurance Measures 
 
Monitor: No concerns this month.  
 
NHS England - North Region Quality Dashboard Report: This report was published in 
January 2014 and provides nationally benchmarked data including mortality and hospital 
activity by provider for the Northern Region.  The report provides an assessment of quality 
across clinical effectiveness, patient safety, experience and performance.  
 
Across all 50 North Region Acute Trusts CDDFT was ranked 15th out of 50 and this is a 
move up of one place in the rankings from the previous report.  Overall across all of the 
indicators CDDFT’s scored 63% green (performing better than expected), 13% blue (as 
expected) 6% amber (average performance) and 19% red (worse than expected).   
 
The following table shows the 3 areas where CDDFT’s results are worse than expected: 
  
Clinical Effectiveness Score/result 
Hospital Standardised Mortality Ratio (HSMR)  
Reporting period Oct 2012 to Sept 2013.   


109.6%.   


Patient Safety 
MRSA actual is above trajectory. 
Reporting period YTD (October 2013) 


1 case reported against a trajectory of 0 


Performance 
A&E 4 hours performance Q3 2014 (w/e 15/12/13). 
 


94.5% 


 
Clinical Quality Review Group Update:  
 
The Clinical Quality Review Group (CQRG) for CDDFT takes place on a bi-monthly basis.  
The last meeting was held on 28 January 2014 and the following is a summary of the key 
discussion points: 
 
Royal College of Surgeons Report on Standards for Children’s Surgery (2013): This report 
was recently published and states that ‘the overarching principle for children’s surgery is 
that children are treated safely, as close to home as possible, in an environment that is 
suitable to their needs, with their parents’ involvement in decisions, and with the optimal 
quality of care being delivered.  In addition, all those involved in children’s surgical 
services are suitably trained and supported’. CDDFT advised the CQRG that they have 
considered this report and undertaken a GAP analysis to identify action required.  Further 
discussion will take place at the next CQRG meeting.  
 
Troponin T: This was discussed at the CQRG following concerns with another provider last 
year which highlighted a risk that patients may be being discharged from Emergency 
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Departments before results of Troponin levels had been reviewed. CDDFT provided 
assurance that their systems have been reviewed, these are safe and patients are not 
discharged until such results have been considered.     
 
Mortality update: Summary hospital mortality Index (SHMI) is the nationally preferred 
measure for monitoring mortality and CDDFT is performing as expected. Due to 
complexities of the metrics used to calculate mortality, issues with coding and variations in 
clinical record keeping the Trust established a mortality reduction committee (MRC) last 
July.  All deaths in Care Closer to Home, Care of the Elderly and Surgery Care Groups are 
now reviewed against a standard tool.  Any spikes in mortality are reviewed by the MRC 
as are the results of any monitoring reports such as CQC, Dr Foster.   
         
Ophthalmology review: CDDFT reported that a review of ophthalmology is underway led 
by a dedicated member of staff.  An update was given in relation to developments with the 
service’s staffing position and although a Vitreo-retinal Consultant has recently been 
appointed, vacancies remain.  A waiting list tracker has been introduced to ensure that 
patients are appropriately followed-up and the Trust reported that this approach seems to 
be successful.  
 
Ambulance handovers: CDDFT has introduced an action plan to address ambulance 
handover delays.  Actions include nominated nurse per shift to take ambulance handovers. 
At UHND a senior practitioner will be based at the ambulance entrance, the patient will be 
assessed and streamed to the most appropriate place. Ambulance handover screen to the 
placed in the minors streams, so that the practitioners can see what patients are coming 
up to pre-plan which patients they can pull across. The action plan will continue to be 
monitored via the CQRG and Urgent Care Board. 
 
Friends and Family Test Improvement Plans: CDDFT has an improvement plan in place 
which is being monitored by the CQRG.  The Trust is exploring the option of using other 
methods to collect FFT data, including kiosks.   
 
CQRG frequency: From March 2014 meetings will increase from bi-monthly to 6 weekly.  
 
3.2 City Hospital Sunderland NHS Foundation Trust (CHSFT) 
 
3.2.1 Clinical Effectiveness 
 
Mortality: The Trusts Hospital Standardised Mortality Ratio (HSMR) continues to remain 
worse than expected on the NHS England quality dashboard at 118.9%. The reporting 
period this month covers the period Dec 12 to Nov 13. There were 10 Trusts which 
showed higher than expected mortality rates. 
 
The trust continues to flag as worse than expected on HSMR by weekend admission for 
the same period for non-elective HSMR with a Saturday or Sunday admission.  This is a 
relative measure comparing the organisation to an England average of 100.  It is the ratio 
of observed to expected deaths (multiplied by 100), if levels are higher in the population 
being studied than would be expected the HSMR will be greater than 100. 
 
Summary Hospital - Level Mortality Indicator: CHSFT are one of 11 trusts that are flagged 
as worse than expected on SHMI with a rate of 108.82.      
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A&E Performance: 4hr performance continues to be flagged as a concern. CHSFT 
continue to experience significant pressures within A&E due to an increased number of 
ambulance arrivals and more acute Type 1 attendances in comparison to last year.  
 
As mentioned in previous reports the trust has highlighted difficulties in recruiting A&E 
consultants which is required to create additional Type 1 capacity.  
 
 3.2.2 Patient Experience 
 
Friends and Family Test  
 
The following graphs summarise the FFT response rates and score across both inpatient 
and A&E services for CHSFT and how these compare to previous months, the England 
average and overall performance of Trust’s within their Area Team. CHSFT has an 
improvement plan in place and this is monitored by the CQRG.   
 
A&E Results 
  


  
 
A&E response rates - the Sunderland Eye Infirmary (SEI) saw a significant drop in 
response rate and CHS showed an improvement, both remain below the 15% national 
target and the England average.  
A&E scores - Both CHS and the SEI continue to attain scores above the England 
average. 
  
Inpatient Results 
 


  
 
In Patient response rates - CHS response rate fell this month taking it fractionally below 
the England average but above the 15% national target.  Although SEI saw a drop in 
response rate this remains well above the national target and England average.   
In Patient scores - Both hospitals continue to attain scores above the England average.   
 
3.2.3     Patient Safety  
 
Serious Incidents  
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In January, CHSFT reported 15 SIs, all of which are reviewed against a standard root 
cause analysis (RCA) process and the major learning points are considered at the CQRG. 
This is a significant increase on the previous month when 6 incidents were reported, the 
reason for the increase is not known and this will be explored further at the next SI panel 
meeting. The incidents reported relate to: 
 
Incident Type Number of Incidents 
Pressure Ulcer Grade ¾ 7 
Slips/Trips/Falls 4  
Delayed diagnosis 2 
Ambulance delay 1 
VTE 1 
TOTAL 15 


 
CHSFT improved their 2 day reporting requirement in January 2014. There was also an 
improvement in reports received within 45 days with 17% submitted, however, this still falls 
well below the required national standard. This issue of legacy SI cases was discussed at 
the CQRG in the January and CHSFT offered assurance that they would be working 
towards getting these closed as soon as possible. 
 
CHSFT and the CCG continue to work together to ensure the SI process is running as 
effective and efficient as possible. This was discussed at the CQRG in January and 
progress will continue to be monitored each month. In January there was a significant 
improvement in CHSFT 2 day reporting of SI’s. There was also some improvement with 
reports received within 45 days however this still remains below the required national 
standard.  Sunderland CCG has a financial penalty within the contract with CHSFT for late 
submissions of 45/60 day reports. Discussions have taken place regarding applying the 
financial penalty and it was agreed that this would not be imposed as these had been set 
at an unrealistic level.   
 
Never Events: In January 2014, there were no ‘Never Events’ reported by CHSFT.   
 
Primary Care Incidents: During January a total of 7 incidents relating to Sunderland 
Royal Hospital were reported by the GP practices across County Durham and these have 
been impact risk rated by the NECS Clinical quality Team. One incident involved a ‘soft 
intelligence’ concern raised during January. 


The main themes were: 
· Pathology – incidents were reported relating to multiple samples where results were 


not received although details were on ICE (for example 1 incident related to 20 
blood samples and another to 14 blood samples)  


· Discharge Summaries/clinical letters – Practice has not received a copy of 
discharge letter with updated medication on for a patient discharged 6 weeks ago. 


The soft intelligence concern related to a patient seen at Sunderland Royal for bariatric 
procedure but self-discharged due to sub-optimal care on ward. Patient assisted to use 
toilet facilities and alleged that staff used jogging bottoms on one occasion and toe on 
another to lift leg, was then unable to re-dress and patient therefore returned to ward semi-
dressed. Hence patient feeling stressed and angry resulting in self discharge.” 
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Practices are encouraged to report ongoing issues through SIRMS so that they can be 
shared with the Trust as appropriate.     


3.2.4 Other Quality Assurance Measures 
 
Care Quality Commission: The report following the CQC’s routine inspection visit to 
CHSFT in December 2013 was published in January 2014. The focus of the visit was A&E, 
care of the elderly and out patients.  The CQC visited A&E, human resources, outpatients, 
and wards B21, E54, D43, F61 and E55. They also spent time with the Patient Advice and 
Liaison Service (PALS) and complaints teams.  
 
The CQC found that patients’ needs were assessed and their treatment plans were 
discussed with them and reflected relevant research and guidance. The patients told the 
CQC that they felt informed about what was happening regarding their care and discharge 
arrangements.  The CQC found that staff were recruited in a safe and effective way and 
the human resources department undertook appropriate checks to ensure people had 
appropriate qualifications, skills and competencies prior to commencing employment.  
 
The CQC found that the hospital was well-led and had a thorough system of checks to 
monitor the quality of the care provided at ward level. There was a clear route to ensure 
that any issues or risks were raised to the executive team and the senior management 
team. There were significant changes being made to the complaints procedures and 
where there had been some delay in managing complaints in the past, the actions taken 
by the Trust to make it more responsive and inclusive for people who have raised 
complaints. 
 
The CQC found that the Trust met all of the standards assessed during the visit. 
 
Monitor: No concerns.   
 
NHS England – North Region Quality Dashboard Report: Across all 50 North Region 
Trusts CHSFT was ranked 45th out of 50 and this is a move up the rankings of 2 from the 
previous report.  Overall across all of the indicators CHSFT scored 38% green (performing 
better than expected), 13% blue (as expected) 6% amber (average performance) and 44% 
red (worse than expected). Although this is a slight improvement on the previous result the 
number of red indicators remains the same. The following table shows the 7 areas where 
CHSFT’s results are worse than expected: 
  
Clinical Effectiveness Score/Result 
Hospital Standardised Mortality Ratio (HSMR) Reporting period Oct 2012 to 
Sept 2013.   


116.7%.   


HSMR by weekend admission. Reporting period Oct 2012 to Sept 2013. 122.2% 
Patient Safety 
MRSA actual is above trajectory. Reporting period YTD (Oct 2013) 3 cases against a 


trajectory of 0 
C Difficile actual is above target. Reporting period YTD (Nov 2013). 31 reported/24 target 
Experience 
Friends and Family Test Return Rate A&E Reporting period Nov 2013  14% 
Performance 
A&E 4 hours performance Q3 2014 (w/e 15.12.13) 94.1% 
Average Length of Stay.  Reporting period Sept 2014.     4.50 
 
The above exceptions will continue to be challenged via the CQRG.  
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Clinical Quality Review Group Update:  
 
The CHSFT CQRG is held on a monthly basis and the most recent meeting was held on 
17 January 2014.  The following is a summary of the key issues discussed: 
 
CQUIN action plan update on General Surgery Mortality Review: this was presented at the 
CQRG and CHSFT explained that 5 Trusts in the North have agreed to commission an 
external company (CHKS) to look at all the variations across the 5 Trust’s.  CHSFT has 
engaged with the Imperial College and the School of Tropical Medicine to try to identify the 
relationship between avoidable deaths (100 deaths at CHSFT). 
 
CQUIN action plan update on Learning Disabilities (LD): CHSFT advised that since the 
introduction of Meditech Version 6 this has improved the whole process, there are now 
visual prompts built into the system so staff can flag records with a patients LD status.  
 
SI’s and never events: CHSFT is working hard to close the outstanding legacy cases and 
staff are trying to cluster themes together where possible to try and clear backlog of RCA.  
This information will be available via the safety thermometer report which should be 
available mid-February.  It was agreed that a pragmatic approach is needed in order to 
bring the legacy cases to a close as these are now so out of date and learning value 
limited.  A one off meeting will be organised with the CCG, CHSFT and NECS focussing 
on pressure ulcers and falls SIs to bring these to a close. 
 
HCAI Update: the improvement group is continuing to make good progress and is working 
collectively together and case review discussions are taking place.  CHSFT advised that 
the ‘virtual nurse’ is almost ready to be launched as a reminder to all to wash hands.  The 
Area Team has established an overarching HCAI Group and it was agreed that this was 
beneficial as knowledge and learning can be shared. 
 
CQUIN 13/14: it was highlighted that a large proportion of CQUIN evidence was 
outstanding and there could be a risk in relation to reconciliation. Concern was raised as 
some indicators within the 14/15 scheme are determined upon 13/14 achievement.  It was 
agreed that this would be discussed outside the meeting. 
 
FFT report (November): the downward trend in A&E response rate was noted and CHSFT 
was asked about their recovery plan in terms of performance.  The CCG advised that 
South Tyneside NHS Foundation Trust (STFT) has undertaken a rapid improvement 
workshop where they looked into the downward trend and they have since seen a 
dramatic increase in response rate.  It was suggested that CHSFT link in with STFT to ask 
if they could share the learning.  It was noted that the maternity service, inpatient and A&E 
scores were positive. 
 
Duty of Candour : the Trust were asked how they were managing with Duty of Candour in 
relation to the SI backlog as if the investigation had not been completed it would be difficult 
to have a full and timely discussion with patients or their families. CHSFT explained this 
was getting better and conversations are now taking place. 
 
Response to Clwyd and Hart complaints report: CHSFT has identified areas of 
improvement and shared their action plan. Actions are needed to review current training 
arrangements to increase attendance at complaints training, complete the roll out of the 
new complaints process and update the policy to reflect this, expansion of the existing 
volunteer service, rebranding and marketing of complaints service and ensure 
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independent investigation of complaints when SI’s have occurred. The Trust was 
requested to re-submit their action plan with timescales for completion. 
 
3.3 North Tees and Hartlepool NHS Foundation Trust (NTHFT) 
 
3.3.1 Clinical Effectiveness 
 
Mortality: Published data in January 2014 indicates that Trust remains a negative outlier 
for SHMI (111.24). This is a decrease compared to December 2013 published data 
(112.04). The same published data indicates that the Trust is also an outlier for HSMR 
(111.4).  This is an improvement compared to the last published data in December 2013 
(111.9). 
 
Mortality Indicators continue to be monitored at CQRG. CCG GP Governing Body 
representation at Trust weekly mortality review meetings is to commence this month.  
Each death is reviewed on an individual basis and symptoms checked against coding, 
ensuring accurate recording.   
 
During the review of the previous figures no case of unavoidable death has been found.  
 
CQUIN: a meeting is scheduled to take place to review quarter 3 achievement in February.  
 
Commissioner Visits: assurance visits led by NHS Hartlepool and Stockton CCG will 
commence in January 2014. 
 
3.3.2 Patient Experience 
 
Friends and Family Test (FFT):   
Scores for Inpatient FFT is below the national average. Response rates in all categories 
(A&E, Inpatient and Combined) is also below the national average.   
First national benchmark for FFT in Maternity Services indicates that NTHFT scores for 
Question (Q) 1 and Q3 are above national average, however Q2 and Q4 are below the 
national average.  
A&E 


           
 
In patient  
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The Trust informed the CQRG that all comments are collected and processed weekly. Any 
adverse comments are flagged with Senior Clinical Teams for Immediate action and are 
also reported back to Executive Team. The Trust has not introduced the token system, as 
they are keen to ensure that they receive both quantitative and qualitative information.  
However, the Trust will continue to reassess the token system used by other trusts and if 
appropriate consider future introduction. The Trust have amended the A&E questionnaire 
by including additional questions re: contact with Primary Services before attending A&E.  
 
3.3.3     Patient Safety  
 
Serious Incidents: In January 7 SIs were reported all of which are reviewed against a 
standard root cause analyis process and the major learning points are considered at the 
CQRG. The incidents reported relate to: 
 
Incident Type Number of Incidents 
Pressure Ulcer Grade 3  2 
Wrong Site Surgery 1 
Slips/Trips and Falls  1 
C difficile 1 
Delayed diagnosis 2 
Total  7 


 
Never Events: There has been one Never Event reported in January 2014 involving 
Wrong Site Surgery. This related to a DDES resident. 
   


• Patient under local anaesthesia for elective surgical release of trigger finger and an 
incorrect surgical incision made on his left wrist. Carpal tunnel surgery completed to 
mitigate the risk of incorrect incision scarring and the surgeon then completed the 
planned surgical procedure. The Trust’s ‘being open’ policy was implemented and 
the patient was informed at the time of the incident. 


 
This case is now subject to root cause analysis investigation procedures. 
   
Primary Care Incidents: During January 5 incidents were reported by GP practices 
across County Durham which related to North Tees and Hartlepool NHS Foundation Trust.  
These cases involved access issues, discharge notifications and a concern regarding 
misplacement of a DNAR form.  
 
3.3.4 Other Quality Assurance Measures 
 







 
 


24 
 


Monitor: No governance rating is available at this time.  
 
NHS England - North Region Quality Dashboard Report: This report was published in 
January 2014 and provides nationally benchmarked data including mortality and hospital 
activity by provider for the Northern Region.  The report provides an assessment of quality 
across clinical effectiveness, patient safety, experience and performance.  
 
Across all 50 North Region Acute Trusts NTHFT was ranked 22nd out of 50. Overall 
across all of the indicators NTHFT scored 56% green (performing better than expected), 
13% blue (as expected) 6% amber (average performance) and 25% red (worse than 
expected).   
 
The following table shows the areas where NTHFT’s results are worse than expected: 
  
Clinical Effectiveness Score/result 
Hospital Standardised Mortality Ratio (HSMR)  
Reporting period Dec 2012 to Nov 2013.   


114.2%   


SHMI (reporting period Nov 12 – Oct 13) 111.84% 
Patient Experience   
FFT Return rate 5.9% 
Performance 
Length of stay 4.30 


 
4. Mental Health  
 
TEWVFT CQRG is held on a bi-monthly basis.  The next meeting is scheduled to take 
place in January and a summary of the key issues discussed with be included in the next 
report.  
 
4.1. Clinical Effectiveness 
 
Commissioner Visits: In January 2014, 2 commissioner assurance visits took place to 
Auckland Park Hospital and West Park Hospital.  The findings of the visits to both sites 
were extremely positive with only a few recommendations being made by the assessors. 
 
Upon complete of the reports the results of both the visits, including any recommendations 
will be forwarded to the provider for appropriate action. Key findings of visits along with an 
update on progress of providers in relation to implementation of recommendations will also 
be shared with QRI sub-committee via a quarterly report. 
 
4.2 Patient Experience 
 
No concerns identified.   
 
4.3 Patient Safety  
 
Serious Incidents (SIs): In January 2014, TEWVFT reported 4 SIs, all of which are 
reviewed against a standard root cause analysis process and the major learning points are 
considered at the CQRG. This is a decrease on the previous month when 6 were reported. 
The incidents reported relate to: 
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Incident Type Number 
Unexpected death of community patient 2 
Serious Incident by Inpatient 1 
Attempted Suicide by Outpatient 1 
Total 4 


 
Never Events: There were no never events reported in the month. 
 
4.4 Other Quality Assurance Measures 
 
Monitor: In January 2014 the rating changed to green, highlighting that Monitor has no 
governance concerns with the trust.   
 
Clinical Quality Review Group Update: TEWVFT CQRG is held on a bi-monthly basis.  
The next meeting is scheduled to take place in February 2014 and a summary of the key 
issues discussed will be included in the next report.  
 
5.        North East Ambulance Service (NEAS) and 111 Service  


 
5.1 Clinical Effectiveness 
 
No concerns. 
 
5.2 Patient Experience 
 
111 Complaints & Compliments: In January 2014 a total of 3 formal complaints and 3 
compliments were received about the 111 Service. None of these related to County 
Durham and Darlington patients. 
 
5.3     Patient Safety   
 
Serious Incidents: In January 2014, NEAS reported 4 SIs, all of which are reviewed 
against a standard root cause analysis process and the major learning points are 
considered at the CQRG. This is a decrease on the previous month, when 4 were 
reported. The incidents reported relate to: 
 
Incident Type Number of Incidents 
Ambulance Delay 3 
DBS check not in place for staff 1 
TOTAL 4 


 
111 Feedback Forms: In January a total of 11 HPFFs were received from primary care in 
County Durham and Darlington and CDDFT.  Of these, 1 was identified as high risk, 4 
were medium and 6 were low. The incidents are logged and passed to NEAS for 
investigation and copies are sent to the locality clinical leads.  NEAS carry out an 
investigation and provide details on the HPFF along with any resulting actions.  The 
outcome of the investigation is passed to the clinical lead who decides if further action is 
required for example listening to the telephone calls at the 111 End to End Group. 
 
111 End to End Group: In January the End to End Group reviewed 1 telephone recording 
associated with an incident involving a County Durham and Darlington patients.  This was 
a high risk incident related to handling of a call regarding a 65 year old patient suffering 
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from chronic obstructive pulmonary disease (COPD) and supraventricular tachycardia 
(SVT). The clinical leads involved in reviewing the incident agreed that the call was triaged 
correctly by 111 and the disposition was felt to be appropriate for the patient. 
 
Update from Clinical Quality Review Group: NEAS CQRG is held on a bi-monthly basis 
and the most recent meeting was held on 13 January 2014.  The following points are a 
summary of the key issues discussed:  
 
Ambulance dispatch and training relating to 111: A report was presented by the Trust 
which outlined the number of 111 calls which result in inappropriate conversion to an 
emergency response.  Analysis of the data has related this to the length of time that the 
call hander has been in post. The Trust has also identified pathway themes which cause 
the majority of inappropriate responses, as well as the reasons behind the inappropriate 
dispatch. NEAS has set up a working group to develop an action plan which will measure 
the impact of directed training and further updates will be provided to the CQRG. 
 
Serious Incident Reporting: A report was presented which detailed current open SIs. The 
CQRG challenged the Trust on the low reporting rate and the Trust suggested that they 
carry out a benchmarking exercise to compare against other Ambulance Trusts rather than 
Acute Trusts. The Trust reported that they are developing Ulysses for incident reporting 
and an RPIW and Kaizen Event was held recently to investigate how this process could be 
improved. SI reporting will continue to be monitored by the CQRG. 
 
Ambulance handovers: The handover delays were discussed in terms of the proposals for 
how they would be managed in the future.  It was decided that a sub-group should be 
formed consisting of NEAS, Acute Trust representatives and commissioners to understand 
control room procedures and whether there are any patterns with particular Trusts.  NEAS 
is reporting delays directly to the CQRG and there is a Regional process in place for Acute 
Trusts to report incidents as SIs. 
 
DBS and CRB checks: A report tabled by NEAS highlighted that 120 staff have not had a 
DBS check, some of whom were retiring and returning staff, others whose details had not 
been amended on ESR. From this figure, 33 members of staff have now had their checks 
completed and a recovery plan is in place to address where checks have not been 
undertaken. NEAS reported that progress is being monitored on a daily basis with weekly 
reports to their Board, the report brought to the CQRG has been submitted to the CQC 
and the issue has been added to contract review meetings for on-going scrutiny.  An 
internal inquiry commenced on 18 November 2013, with a full RCA being carried out. 
NEAS highlighted that there are 5 members of staff who have been invited in for a 
preliminary disciplinary interview for failure to provide documentation for the DBS check.     


 
 








                       
 


 
 
 


 
 
 


 


 
 


 
11th March 2014 


 Item No: GB/14/219 
GOVERNING BODY  


 
Report Title  Communication Update 
Author and Job 
Title  


Clair White, Head of Corporate Services  


Sponsor Director Stewart Findlay, Chief Clinical Officer 
Date 28.2.14 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 


This paper provides the governing body with an update on communication 
activities across Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group as at February 2014 and provides assurance that 
the DDES communication plan set in April 2013 in on track and delivering 
to target. 
 


Summary of key 
points  
 


· Section 1 outlines the regular communication activity undertaken with 
North of England Commissioning Support Unit and DDES CCG. 


· Section 2 provides assurance on coms and engagement action plan 
 


 
Approval route 
 


· Executive Committee 4th March 2014. 
 


  
Supporting 
documentation / 
Appendices 
 


· Activity report February 2014. 
· Coms and engagement action plan update 


 
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 
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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 to date. 
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EASINGTON LOCALITY CLINICAL COMMISSIONING BOARD 
 


THURSDAY 16th January 2014 
 


12.30 – 2.30pm GLEBE CENTRE MURTON (ROBINSON SUITE) 
 


CONFIRMED MINUTES 
 
APOLOGIES ROLE ORGANISATION 
Ashcroft F   
Devereux K   
Lonsdale S.   
Muscat S.   
Pearson G.   
Pickering M.   
PRESENT   
Adlakha HL GP Shotton Practice 
Ayres A. Project Lead DDES CCG 
   
Barnsley O. GP Shinwell Medical Centre 
Bethapudi S GP Intrahealth @ Wingate 
Collins H. Practice Manager Intrahealth @ Healthworks 
Chandy J. Director DDES CCG 
Dusad R. GP New Seaham Medical Centre 
+- 
-Doidge C. 


Assistant Practice 
Manager 


Mahto & Pts 


Foster P. GP Silverdale Family Practice 
Foster T. Vice Chair Patient Reference Group 
Hardy C. Associate Chair DDES CCG Easington Locality 
Gupta R. GP Shotton Medical Group 
Greenwood N. Assistant Practice 


Manager 
Murton Practice 


Higgins J. Chair Patient Reference Group 
Khallil L. Practice Manager Abbott & Patel 
Kapoor A. GP Deneside Medical Centre 
Mansour D, GP Southdene Medical Centre 
Mansingh R. GP Marlborough Practice 
Naing K. GP Mahto & Pts 
Reddy KV GP Deneside Medical Centre  
Russell I GP Intrahealth @ Wm Brown 
Smith J GP Silverdale Family Practice 
Sidhu K. GP Blackhall & Peterlee Practice 
Simpson A. GP Caradoc Surgery  
Uehleim M. GP Abbott & Patel 
White A. Practice Manager Jupiter House 
Woodhouse B. Practice Manager Silverdale Familty Practice 
 
 







  


 


 
ITEM 
NO 


Item ACTION 


2 Declarations of Interest  A.Ayres DDES CCG Project Lead 
 
The Board were advised that auditors had highlighted to the CCG 
that the Declaration of Interest Register was out of date.  To 
rectify this all attendees at the Board were asked to complete the 
form (appendix A) distributed with the papers and return to the 
postal address or electronic address indicated. Where individuals 
do not have any conflicting interests, a nil return should be 
indicated on the returned form.  
 
To ensure the register is kept up to date it will become a standing 
item on all future locality clinical meetings, where members will be 
asked if there are any alterations to be made. 
 
The register will be published on the CCG website each month 
after it has been updated. 
 


 


3 Minutes of the meeting held on 19th December 2013 
 
The minutes of the meeting held on 19th December were recorded 
as true and accurate. 
 


 


4 Matters arising from the meeting held on 19th December 2013 
 
There were no matters arising 
 


 


5 Review of Action Log 
 
The action log was updated 
 
The Board requested that the action log be reduced to  make it 
more manageable and pertinant 


 
 
 
 


AA 


6 Palpitations pilot  NECS Project Lead 
 
The Board were advised that following  Christine’s departure 
NECS would be taking certain projects forward.  
 
The pilot service was due to end  on 13th June 2013.  
Commissiners are currently negotiating a pilot end date with the 
provider. 
 
There are variations of the service in Sedgefield and Dales.  In 
the Dales every practice has a cardiac monitoring device which 
can be fitted on the patient by a health care assistant or practice 
nurse. When the device is  brought back to practice it can be 
uploaded on to the computer and sent straight to the cardiologist 
elsewhere in the country and a report is sent back.  Feedback 
from practices using this system is very good with the practice 
remaining in control. The equipment and running costs are not 
expensive.  The service is proving to be cheaper than CDDFT 
and the  referral rate is lower. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







  


 


 
Action  :  NECS are looking at costs before we accept/reject. 
 
 
Questions 
Could it be an Enhanced Service? 
Response 
JC to raise with director leading Enhanced Service Review 
 
Statement 
If this goes ahead, yet another task in primary care.  
Action :  send all queries to a.ayres@nhs.net 
 
The Board were advised that the additional costs due to 
maintaining machinery etc., would be very low. The Board 
however, did recognise that a 1 year pilot was not really long 
enough to base a decision on. 
 
CH stated that the equipment should be purchased before the 
end of March and project resource sourced. 
Action 


· CH to liaise with NECS to progress funding of project and 
equipment by 31st March 


· CH to also ask can the service be extended whilst working 
on the above.  


 
Dr Robertson wrote to every practice a month ago, asking for lists 
of areas where hospital work is gradually migrating into general 
practice without any extra resources 
Action :  OB to liaise with IC to start working on a robust list for 
use by GPs. 
 


 
NECS 
 
 
 
 
 
JC 
 
 
 
 
ALL 
 
 
 
 
 
 
 


 
CH 


 
CH 


 
 
 
 
 


OB 


09 Risk register update   A.Ayres DDES CCG Project Lead 
 
The Board were advised that for governance purposes the 
corporate and locality risk registers should be discussed and 
minuted at all Board meetings and shared with members.  
Action  : put as standing items on all future agendas 
 
TF the PRG Vice-Chair advised the board that it was usual 
practice in large organisations to have the risk register accepted 
by the Board and then the risk manager to attend Board to report 
on it. TF had a paper on risk for the uninitiated if the Board would 
find it useful.  This was agreed. 
Action  : TF to forward copy of paper to a.ayres@nhs.net 
 
AA advised that she had looked at the Treasury Register as 
previously advised by TF and found the DDES Risk Register 
wanting.  DDEs are working with NECS  (Deborah Elliott) who 
manage the Risk Register on our behalf to look at how we record 
and own risks. 
 
Action : AA asked for feedback from every member practice 
so register could be updated 


 
 
 
 


 
YN 


 
 
 
 
 
 


TF 
 
 
 


ALL 
 
 
 
 
 







  


 


 
Board members asked under what age the Urgent Care Centre 
will not see children.  AA to seek clarification from NECS provider 
Management.  The Provider will also be requested to give an 
update on the current staffing levels  within the locality urgent 
Care Centres. 


 
 
 
 


AA 


10 Finance update   Mark Booth  DDES CCG Finance Manager  
 
DEFERRED 
 


 


11 Patient Reference Group update  -  PRG rep 
 
There was no update as due to Christmas leave no PRG meeting 
had taken place. 
 
The Board were advised that the next PRG meeting had been 
given over to a presentation by JC in relation to ‘Call to action’. 
 
JC advised the Board that all Patient Groups received a pack in 
November 2013 from NECs giving them the opportunity to 
discuss ‘Call to Action’ with patients. Capture forms were 
subsequently send out to gather the collation of information to 
NHS England in order to demonstrate that the ‘Call to Action’ had 
indeed been action. All capture forms to be sent back to the 
address supplied.  All practice groups should have a named 
contract on their Patient Reference Group to feed in their practice 
views. 
 


 


12 Primary Care Strategy  -  Joseph Chandy 
 
The Board were advised that a Primary Care Strategy had been 
drawn up to enable primary care to transform over the next 2-5 
years moving forward.  
 
JC commented that he had received enthusiastic responses from 
officers asked to contribute chapters to the framework.  He hoped 
that by February the strategy would be ready for consideration by 
the DDES Executive Committee. 
 
The Board were advised that £21m would be moved out of the 
DDES CCG budget into the Better Care Fund.  This would equate 
to the cost of 17 hospital wards.  DDES would need to reduce 
costs and focus on patient outcomes.  Need to take whole 
pathways out of hospital and the Primary Care Strategy would be 
the main driver. 
 
As a CCG DDES must look at the national and local guidance 
through NHS England as to what we intend to do as GP 
providers. The CCG has a statutory responsibility to drive up 
quality and develop primary care.  To do this the Director 
portfolios have changed.  DDES must look at : 
 


· How we remain independent 
· How we demonstrate equity to patients 


  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







  


 


· How we discuss as commissioners / providers for our 
population as a whole 


 
NHS England has supported these discussions . Commissioning 
for populations and reducing health inequalities is the driver.  The 
Board were asked to group together and talk to DDES as to how 
they propose to do this covering a minimum population of 25,000. 
 
Action :  Proposals to be emailed to 
josephchandy.ddes@nhs.net 
 
The second driver is a letter which was sent out to all practices 
prior to Christmas detailing £50m Challenge Fund from NHS 
England.  The letter specifically asked for bids for New Ways of 
Working for populations of over 40,000.  Practices were asked to 
put in robust bids.  Practices were advised that if the bids didn’t 
get through DDES would look at ways of putting the bid through 
the CCG to get it through.  We all must work smarter for our 
population. 
 
Question 
Where is the time coming from to do this work? 
Response 
JC will write to every practice to come forward to discuss £50m 
Challenge Fund in formation of 25,000+ population. CCg will put 
resource into supporting you with your bid. 
 
Question 
The £50m Challenge Fund – has it been defined how much per 
project? 
Response 
No – 9 Pilots will share this fund. 
 
Question 
Is there timeline to these initiatives? 
Response 
£50 Challenge Fund 14th February. Better Care Fund and 
Transition April 2014 (2 year plan). 
 
In addition the Board were advised of a separate fund of £70m 
from NHS England.  DDES  CCG put in a bid against this fund 
and got £18,000 to develop practices as a network or federation. 
 
Discussions about accessing the £50m Challenge Fund and the 
£18,000 fund can be carried out at the same time. 
 
DDES want to put in a bid.  It must be a really good bid to obtain 
funding as competition is fierce.  If DDEs don’t success and the 
rationale for  the bid is good it may be funded by the CCG. It will 
focus on improving access. 
 
Action  :  Practices were asked to ‘get around the table’ and 
nominate and representative through existing provider companies 
to meet JC to discuss £50 Challenge Fund. 


 
 
 
 
 
 
 
 
ALL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ALL 
 
 







  


 


 
13 Dementia Pathway   Dr K. Sidhu 


 
The group discussed the paper on the TEWV Dementia Pathway 
 
Action  : comments to be emailed to kamel.sidhu@nhs.net 
  


 
 
 
 
ALL 


14 Safeguarding Children and Record Keeping  Dr O Barnsley  
GP Shinwell Medical Centre 
 
A discussion took place regarding the management and storage 
of child protection case conference records in GP practices. 
 
Points raised 
 


· All records should be electronic 
· Read codes should be used 
· Scan documents and link to read codes 
· All third party information must be included on patient 


record but must be removed if the record is requested 
· Patient should not be aware they have a MARRAC code it 


should not be visible 
· Does a child’s record which holds a patients criminal 


record contradict the patients protection act?  Systems 
should be linked so that a GP can view everything but is 
unable to give out information accidentally. 


· Midwives and school nurses should be invited to attend 
child protection meetings in practices. 


 
 


 


15 New Ways of Working  Joseph Chandy DDES CCG Director 
 
JC talked the board through the new proposed staffing structure 
for the DDEs CCG which was out for one month consultation 
ending 14th February.  The new proposed structure was the result 
of feedback from  staff, member practices and partner 
organisations and the need to reduce running costs by 10% from 
2015. Jobs would be at risk. 
 
A  new role of Director of Commissioning has been created. The 
shared role of Chief Operating Officer and Finance officer has 
been split out into two roles. 5 Band 8a roles put into the structure 
to field meetings and decision making at those meetings. 
Currently NECS are fielding meetings but agencies do not accept 
them or their decision making mandate.  3 band 5 posts put into 
the structure.  Everyone Counts 2014 and the Better Care Fund 
has forced DDES back to North Durham to liaise in terms of 
planning  An enabler for this is the new role of single Chief 
Operating Officer being a shared post with North Durham. 
 
Question 
What are the cost savings of the restructure? 
Response 
At least 7%.  Currently going through the process.  The banding 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







  


 


are indicative only so must wait till bandings are confirmed for 
formal costs.  Based on indicative bandings 7% savings are taken 
from staff being at top of band.  However, as this will not always 
happen we expect to achieve 10%. 
 
Question 
Will there be sufficient staff to carry out the duties? 
Response 
Yes 
 
Question 
Will there be any scope for CCG to resist this? 
Response 
Every CCG must make 10% reduction in costs.  DDES are early 
driver, running with the existing vacancies which make it easier 
for DDES to do this now. DDES cannot base the restructure on 
natural wastage.  We will run into difficulties if we do not fill posts. 
 
Question 
Will there be job matching? 
Response 
The process is formally set out in the change document.  There 
has to be a 75% match from the current job to the proposed new 
job to be matched.  Also there must be less staff than jobs for 
matching to work.  Staff who are not matched must follow the due 
process set out in the document. 
 
Question 
Will the sharing of a Chief Operating Officer with North Durham 
result in anyone loosing a job? 
Response 
Our Chief Operating officer is a joint post with the finance officer.  
The current postholder is at risk. 
 
Question 
Regarding the question of support to clinical leads, mental health 
is a separate trust to deal with.  DDES need to factor this in as 
additional support will be needed.  It will have a huge impact on 
the budget. 
 
The Board were advised that Easington has more needs around 
relationships with local secondary care providers as CDDFT is the 
main provider for the CCG as a whole but the split patient flows in 
Easington will be recognised within the new structure. The 
amount of time that clinical leads spend dealing with 3 separate 
trust must be addressed. 
 
JC asked everyone to feedback their views to the address in the 
pack 
 
Questions posed at this Board meeting will be fed into the 
consultation process by the Locality officer 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


ALL 
 


AA 


16 Winter Pressures  -  Joseph Chandy DDES CCG Director 
 


 
 







  


 


AW asked for clarification on penalty payments if practices did not 
achieve the set target. 
 
The Board were advised that when the scheme was launched, if 
practices did not meet the quota over 17 weeks their funding 
would be pulled.  Some practices decided to go ahead with 
discussions at the 8 weeks point to see if practices felt they would 
/would not achieve the target.  At this point they could pull out 
without penalty. 
 
At the last Board, RA asked SF whether practices who do not 
meet the quota could have a depreciating payment. Also 
practices who over achieve receive a bonus as there would be 
slippage in the budget.  CW advised she would take this request 
to Governing Body for approval. However, CW asked the board to 
note that Sedgefield felt ranges were unfair and had proposed a 
pro rata to patients basis .   
 
The Board were advised that an ExtraOrdinary Governing Body 
meeting would be called to discuss and agree a paper setting out 
the original option by CW and the pro rata payment. 
 
The Board requested that the 8 week rule be extended until a 
decision on the way forward was made. 
Action : JC to ask that this is included in clarification.                                                                    
 
  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JC 
 
 


17 QoF/QP Pathways 
 
The Board were asked to receive the finalised pathways for 
implementation by practices for delivery of the QOF QP 
workstream. 


 


18 Minutes to receive: 
 


· DDES CCG Governing body   Nov/Dec  
· DDES CCG Dales locality  December 
· DDES CCG Sedgefield locality November  
· DDES CCG Executive Committee December 
· DDES CCG Ambulance PRG September 


 
 


 


 
19 


 
DDES CCG Newsletter January 2014 
 


 


20 
 


Chief officers update  Dr Stewart Findlay 
 


 


21 Any other business  
 
Community Geriatric Clinic 
 
JS asked the north practices for comments/ ideas/ suggestions on 
the way forward to be sent to jonathan.smith7@nhs.net 
 


 
 
 
 
 


ALL 







  


 


 
22 Next Meeting: 


 
[Thursday 20th February  12.30 – 2.30 Glebe Centre Murton  
 


 


 
Chair:                  Dr S. Muscat   stephen.muscat@nhs.net 
Deputy Chair:     Dr J. Smith   jonathan.smith@nhs.net 
 
Apologies to:     DDESCCG.EasingtonCommissioning@nhs.ne Tel  0191 5863135 
Deputy / Admin Support:   Fiona.duke@nhs.net  /Tel:  0191 5863135 
 


 


      Date                                     27th February 2014 


 








   
 
 


CCG Policy Action Planning       Key Points – 31 January 2014 
       
 
This weekly Key Points bulletin collates newly published health-related reports, consultations, guidance, statistics and news items from a wide range of organisations, both 
statutory and voluntary. Coverage is generally non-clinical, with the exception of guidelines.  The Key Points bulletin forms the basis for supplementary action planning by the 
governance team in NECS to direct CCG and NECS staff to items of relevance for them and with individuals designated to take forward action where relevant.  
 
The bulletin has 10 main sections:  


 Page 
 1. NHS England CCG Bulletin 3 
 2. Policy & Regulation 13  
 3. Commissioning 15 
 4. Quality, Improvement and Performance 16 
 5. Guidelines (NICE, SIGN) 20 
 6. Primary, Community and Social Care 21 
 7. Public Health 23 
 8. Workforce, Education and Training 28 
 9. Bulletins and Press Releases  29 
 10. Statistical Reports 33 


Headlined this week ….. 
1.4 Improving Access to Psychological Therapies (IAPT) interactive data tool 
1.5 Update to planning guidance 
1.6 NHS England publishes resource to help health commissioners in ‘Any town’ improve quality of services for patients and close the financial gap 
1.8 Better Care Fund planning update 
1.11 High quality data: A vision 
1.14 Quality Accounts- reporting arrangements for 2013/14 
1.15 Information Governance Bulletin Issue 9 
3.1 Improving outcomes for diabetes - NHS England's action plan   


APPENDIX 1 
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4.8 What are the key priorities for mental health in the next two years?   
4.10 Another vital step towards keeping patients free from harm – NPSAS 
5.2 GPG2 Patient group directions – good practice guide 
Specific Deadlines…….. 
1.10 Draft CCG Annual Reporting guidance.[Closing date for feedback 31 January 2014] 
1.23 The national Quality and Clinical Risk Committee is seeking up to three members.[The closing date for applications is 3 February 2014]. 
The Patient and Public Voice Assurance Group (PPVAG) for Specialised Services is recruiting a Chair and up to eight members.[Closing date for applications 19 February 2014] 
7.16 Open consultation:  UK Standards for Microbiology Investigation: ID 23 Identification of 'Campylobacter' species . [Closing date 24 February 2014] 
7.17 Open consultation: UK Standards for Microbiology Investigation ID 25: Identification of Anaerobic Gram Negative Rods  [Closing date 24 February 2014] 
7.18 Open consultation: UK Standards for Microbiology Investigation: ID 18 Identification of 'Legionella' species [Closing date 24 February 2014] 
7.19 Open consultation: UK Standards for Microbiology Investigation: ID 17 Identification of Pseudomonas species and morphologically similar organisms [Closing date 24 
February 2014] 
7.21 How the voluntary sector is engaging with health and wellbeing boards – survey [Closing date 6 March 2014] 
Key Points is produced by Key Library & Knowledge Services at South Tyneside NHS Foundation Trust. If you have any questions, comments or suggestions about the bulletin 
please contact us: 
 
Sue Austin & Sue Graham 
Librarian/Knowledge Managers 
Key Library & Knowledge Services 
Clarendon 
Tel: 0191 283 1118 
Email: library@sotw.nhs.uk 
 
The additional Action Planning is undertaken by the NECS Governance team.  Any questions, comments or suggestions about the action planning including categorisation of 
actions, or requests for additional summaries with implications for CCGs should be directed in the first instance to: 
  
Liane Cotterill 
Senior Governance Manager 
Tel:  01642 745042 
Email:  liane.cotterill@nhs.net 
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*Broad summary and implications will be prepared by NECS staff as indicated for specific items to support CCGs. These are designed to provide a summary of the 
document/policy and an initial broad assessment of the potential implications for CCGs, for further more detailed implementation within organisations as relevant. The timescale 
for production of the summary and implications will depend on the complexity of the policy and the range of service lines involved, but will be prepared no later than four weeks 
after the publication  
Item  Action Action to 


include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


1 NHS England CCG Bulletin     
 Bulletin for CCGs, issue 51, 24 January 2014 


http://www.england.nhs.uk/2014/01/24/ccg_bulletin_issue-51-24-jan-14/ 
 


    


 STRATEGIC ISSUES     
1.1 Opportunities for CCGs to influence specialised commissioning pathway 


The NHS England pathfinder project is looking for further CCGs to be involved in developing a 
process for ensuring effective commissioning of care pathways. The team have established 
project co- leads in place for four of the five project areas and are now looking for an additional 
representative to provide a CCG view on the haemoglobinopathy pathway.  
For information about the haemoglobinopathy project, please contact Jon Currington. 
For information about the wider programme, please contact Julie Cunningham. 
 


    


1.2 CSU Field Force programme 
NHS England has commissioned a new programme of support for CCGs and area teams in order 
to deliver more personalised approaches to healthcare and ensure effective engagement in 
local communities. Divided into two separate work streams, Patients in Control (PiC) and 
Patient and Public Participation (PPP), the ‘Field Force’ programme will provide specific funding 
to a number of CSUs across the country. For further details and a list of the CSUs who can 
provide this support, please contact the project lead Di Domenico. 
 


    


1.3 Ensuring the best lead providers for commissioning support services- can you help? 
Following the publication of the draft scope for the lead provider framework (highlighted in the 
bulletin on 9 January) for commissioning support services we are now seeking representatives 


  CCG clinical leads, 
Chairs, Chief Officer, 
CFOs 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


from CCGs to help us evaluate bids and ensure that only the best suppliers are awarded places 
on the framework. We are looking for volunteers from a range of roles including (but not 
limited to) Clinical Leads, Chairs, Accountable Officers, Finance Directors and Directors of 
Commissioning or Contracting. 
 


1.4 Improving Access to Psychological Therapies (IAPT) interactive data tool 
The December bulletin highlighted current issues in relation to IAPT data completeness. To date 
only a small percentage of CCGs have responded.  Given the importance of this agenda, a 
response regarding commissioned IAPT providers would be appreciated as soon as possible. 
 


  CCG Lead for mental 
health 
 
NECS Director CSO 
(JP) and lead for 
mental health 
commissioning (JSt) 


 


 PLANNING     
1.5 Update to planning guidance 


The following updates need to be made to the planning assumptions as set out by NHS England 
on page 48 of ‘Planning for Patients 2014/15 to 2018/19. 
Secondary health cost inflation assumptions need to be updated to include: 
· An assumed 0.7%  pensions pressure for 2015-16 arising from the revaluation of 


public sector pension contributions and a further 1.4% pension pressure  for 2016-17 
arising from reforms to the state pension.  These are predominately cost pressures 
for providers and assumed to be funded through tariff. The 1.4% in 2016-17 is 
however currently an estimate and in practice NHS England and Monitor will need to 
discuss with central government closer to the time the exact amount of funding 
pressure that will need to be met by the NHS and any funding arrangements to meet 
this pressure. 


· An additional 0.3% pressure for 2014-15 for service developments. This is 
consistent with the national tariff published in December. 


  CCG Chief Officer & 
CFO 
 
NECS Director 
Finance (NN) and 
Head of 
Commissioning 
Finance (CS) 
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Final decisions on the tariff for 2016-17, input cost pressures and the efficiency requirement, 
including the impact of any pensions pressure which will need to be factored into provider 
planning expectations, will be made by NHS England and Monitor as part of the annual tariff 
setting process.  
 


1.6 NHS England publishes resource to help health commissioners in ‘Any town’ improve quality 
of services for patients and close the financial gap 
Any town health system is a high-level report that shows what a typical health system’s quality 
and financial baseline may look like in 2018/19 and how applying high impact interventions 
might address this challenge. Any town is made up of five modules. The report has been 
developed to support commissioners with their five-year strategic plans, showing how a typical 
CCG could improve quality whilst addressing the financial challenge over the life of their plan. 
 


  CCG Chief Officer & 
CFO 
 
NECS Director 
Finance (NN) and 
Head of 
Commissioning 
Finance (CS) 


 


1.7 Planning support funding 
As part of support to planning, NHS England will make a contribution to the commissioning of 
locally determined support. The total amount available will be £6million and it will be funded 
through area teams. The funding is for 2013/14 only; unspent funds will not be available in 
2014/15.  The allocation is on a population basis and area teams will work closely with CCGs 
within their Units of Planning to ensure that the money is spent appropriately and that 
procurement of similar types of support is done at scale. 
 


  CCG Chief Officer & 
CFO 
 
NECS Director 
Finance (NN) and 
Head of 
Commissioning 
Finance (CS) 


 


1.8 Better Care Fund planning update 
The BCF allocations spreadsheet has been republished, now containing pay-for-performance 
details and the webinars referred to in the BCF support and resources pack are continuing to 
take place. Please see information on how to join, and access recordings of webinars that have 
already taken place. Please also view the BCF Frequently Asked Questions which will be 
regularly updated. 


  CCG Chief Officer & 
CFO 
 
NECS Director 
Finance (NN) and 
Head of 
Commissioning 
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 Finance (CS) 
1.9 Implementing care and support reforms: new guidance 


The care and support reform programme is a joint venture between the Local Government 
Association, Association of Directors and Adult Social Services and Department of Health. It is 
designed to support local areas in implementing the care and support reforms in the context of 
the other changes and challenges for local health and care systems, including the Better Care 
Fund. On 12 December the programme launched a new website and bulletin for CCG leads and 
others interested in, or responsible for, implementing the care and support reforms. You can 
subscribe to the bulletin by emailing us. 
 


    


 OPERATIONAL ISSUES     
1.10 Draft CCG Annual Reporting guidance 


The draft CCG Annual Reporting guidance has been published in draft by NHS England and has 
been made available on the NHS England website for all CCGs to peruse and provide feedback 
by close of play on 31 January 2014. All CCGs will need to comply with the guidance when 
published. Please forward comments to Stephen Fell, Head of Assurance and Procurement.  
 


  CCG Chief Officer 
 
NECS director OD & 
Corporate Services 
(MMcG) and Head of 
Comms & 
Engagement (MB) 


 


1.11 High quality data: A vision 
NHS England made a commitment in the Everyone Counts: planning for patients 
2013/14 planning guidance to advise CCGs on what good quality data looks like. In return, we 
said we would ask CCGs to publish their data strategies. Over the next few months, working 
group with representatives from CCGs, CSUs and NHS England will co-produce a model data 
strategy, which CCGs can then adapt or adopt. Further announcements will be made on a 
dedicated webpage.  
 


  CCG lead for data 
management 
 
NECS Director BIS 
(ID) and Head of 
Data Management 
(RM) 


 


1.12 Maternity Payment Pathway guidance   CCG Chief Officer & 
CFO 
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CCGs are asked to be aware of the NHS England ‘Who Pays’ document to support the National 
Tariff for the maternity payment pathway (MPP).  The ‘Who Pays’ document was developed by 
a task and finish group with representation from DH, a CCG, PHE (embedded staff) and NHS 
England area teams. It aims to clarify the specific commissioning responsibility of area teams 
for national screening and immunisation programmes pathways within maternity contracts (as 
described in the section 7a agreement), to ensure consistency of delivery across England.  Area 
teams have been asked to work with their CCGs to implement and comment on the 
outstanding issues for Downs Syndrome screening labs and the new-born hearing screening 1st 
ABR, currently part of the screening pathway.  
 


 
NECS Director 
Finance (NN) and 
Head of 
Commissioning 
Finance (CS) 


1.13 Sample service specifications- pilot and evaluation 
Following discussions with colleagues on the Quality Framework Steering Group and the Quality 
Working Group of the Assembly, NHS England in partnership with NICE has developed five 
sample service specifications based on NICE Quality Standards: Diabetes, End of Life Care, VTE, 
Heavy Bleeding, Self-Harm. 
The sample specifications, based on the national template, are non-mandatory and are seen as 
a resource for commissioners to help commission services. In order to test their usefulness to 
commissioners, we are seeking to pilot them with a number of CCGs across the country. 
If your CCG is interested in testing the specifications, please contact Caroline Humphreys. 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


1.14 Quality Accounts- reporting arrangements for 2013/14 
Please see the reporting requirements for Quality Accounts 2013/14. 
The link also contains guidance on the information and indicators to be included, who to share 
your Quality Account with, how your organisation’s Quality Account should be published and 
how to access the indicator data through the HSCIC indicator portal. 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


1.15 Information Governance Bulletin Issue 9   CCG Governance  
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Issue 9 covers the new section 251 support for Invoice Validation by commissioners, and 
material on NHS contracts and clinical audit. 
 


lead 
 
NECS Director OD & 
Corporate Services 
and Senior 
Governance 
Manager IG (LC) 


 OTHER NEWS     
1.16 Closing the gap: priorities for essential change in mental health 


On 20 January, the Deputy Prime Minister launched “Closing the gap: priorities for essential 
change in mental health”, a challenge to services to move further and faster to transform 
support and care for people with mental health problems. It sets out 25 areas where fastest 
change is expected and how changes in local service planning and delivery will make a 
difference to people with mental health problems.  
 


  CCG Lead for mental 
health 
 
NECS Director CSO 
(JP) and lead for 
mental health 
commissioning (JSt) 


 


1.17 NHS Honorary Research Contracts in primary care 
NHS England and the Department of Health with the National Institute of Health Research 
Clinical Research Network (NIHR CRN) and Health Research Authority (HRA) launched a pilot in 
3 area teams within Midlands and East Region, to test a model for issuing Honorary Research 
Contracts and Letters of Access to researchers undertaking research in primary care. 
The process will be rolled out nationally by March 2014.  Please see the letter to regional and 
area team directors and medical directors, providing pilot information and indemnity details.  
 


  CCG lead for R & D 
 
NECS Director OD & 
Corporate Services 
(MMcG) and Head of 
R & D (SH) 


 


1.18 NHS England vision for tackling diabetes in 2014 
NHS England has set out a vision for how to tackle the growing problem of diabetes in 2014. 
Action for Diabetes has been produced in response to the Public Accounts Committee report on 
adult diabetes services published in 2012. It is a reference for CCGs on the work that is going on 


  CCG lead for 
diabetes 
 
NECS Director CSO 
(JP) and Head of 
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across NHS England, and for the wider community. 
  


Service Planning & 
Reform (KA) 


1.19 Update of the Cancer Commissioning Toolkit (CCT) 
The aim of the CCT is to assist commissioners to identify patterns of care that can contribute to 
saving lives, give options regarding services, ensure value for money and share information to 
help improve patient experience. 
Data within the CCT are being updated in CCG format and include: 
· A CCG Profile (cancer waits and referrals data) 
· Emergency presentations 
· GP cancer profiles – data are now available to view by individual practice, or all 


practices within a CCG 
 


    


1.20 Campaign launched to encourage people to seek treatment earlier 
NHS England has launched a new campaign called ‘The earlier, the better’ to encourage people 
to seek help early on from their local pharmacist if they’re feeling under the weather. 
The campaign aims to reduce pressure on the NHS urgent and emergency care system by 
changing public behaviour to help reduce the number of people requiring emergency 
admissions with illnesses that could have been effectively treated earlier by self-care or 
community pharmacy services. The campaign will run from 20 January to the end of March 
2014 and will feature national press and radio adverts. 
 


    


1.21 Liaison and Diversion trial sites announced 
Ten trial sites to deliver the new Liaison and Diversion service were announced by Norman 
Lamb earlier this month to improve the health and criminal justice outcomes for adults and 
children who come into contact with the youth and adult justice systems. 
The ten trial sites commissioned by NHS England are: Merseyside; London; Avon and Wiltshire; 
Leicester; Sussex; Dorset; Sunderland and Middlesbrough; Coventry; South Essex; and 
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Wakefield. By April 2014 these sites commence the rollout of the new service. 
For further information please see the NHS England website or contact the health and justice 
lead. Please email to be provided with the lead name if unknown. 
 


1.22 Horizon 2020 is launched 
The European Commission has launched its first calls for proposals for projects under Horizon 
2020, the European Union’s €80 billion research and innovation programme. 
‘Health, demographic change and wellbeing’ is the top priority of the ‘societal challenges’ 
strand of Horizon 2020, with almost 7.5 billion Euros available for the 2014-2020 period. 
Parallel with the launch of Horizon 2020, the NHS European Office has produced a Briefing on 
EU funding for research and innovation 2014-2020: seizing the opportunities for NHS 
organisations which outlines key areas of Horizon 2020 for the NHS and describes how this 
programme offers greater potential for NHS organisations to access EU funds than previous 
funding schemes.  
 


    


1.23 Patient and Public Voice members- recruitment opportunities 
The following recruitment opportunities for patient and public voice members to join NHS 
England committees are now live: 
· The national Quality and Clinical Risk Committee is seeking up to three members. 


The closing date for applications is 3 February 2014. 
· The Patient and Public Voice Assurance Group (PPVAG) for Specialised Services is 


recruiting a Chair and up to eight members. 
The PPVAG is an NHS England committee and accountable to the NHS England Specialised 
Commissioning Oversight Group.  PPVAG will help NHS England put the patient and carer 
perspective at the heart of commissioning, including working together on plans, advising, and 
offering constructive challenge. The closing date for applications is midday 19 February 2014. 
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1.24 Leadership Alliance for the Care of Dying People (LACDP) – interim guidance for clinicians 
issued 
An interim statement has been issued by the LACDP (14.1.14).  This is specifically intended for 
clinicians and health and social care professionals involved in end of life care and provides 
further guidance and direction in the run up to the Liverpool Care Pathway being phased out by 
14 July 2014. The statement is published online.  Please cascade to colleagues, professional 
contacts and networks as appropriate. 
 


    


1.25 Engaging with the Ombudsman 
The Health Service Ombudsman investigates complaints that individuals have been treated 
unfairly or have received poor service from the NHS in England.  We work to put things right 
and share lessons learned to improve public services.  The Ombudsman will send CCGs a copy 
of a report where they have been responsible for commissioning the services complained 
about.  They do this to ensure the NHS promotes good practice and drive improvements in the 
service they provide or commission. It would be helpful if all CCGs would email the name of the 
responsible officer for complaints to us. 
 


  CCG Chief Officer 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


 EVENTS AND CAMPAIGNS     
1.26 NHS England finance workshops – achieving year end together 


Please see details of the next set of Finance Year End workshops. We have sent invitations to 
everyone who attended the previous workshops and to representatives of CCGs who weren’t 
able to attend the first set. Every CCG should have been notified of these events. 
We strongly urge every CCG to ensure they are represented at one of these workshops: 
· Date: Tuesday 25 February, Venue: Manchester- Radisson Blu Hotel,Free Trade 


Hall,Peter Street, Manchester M2 5GP 
· Date:Wednesday 26 February, Venue:London- Riverbank Park Plaza Hotel,18 


Albert Embankment, London SE1 7TJ 


  CCG Chief Officer & 
CFO 
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· Date:Thursday 27 February, Venue:London- Riverbank Park Plaza Hotel,18 Albert 
Embankment, London SE1 7TJ 


· Date:Friday 28 February, Venue:Leeds- Hilton Hotel, Neville Street, Leeds LS1 4BX 
If no one in your CCG has received notification then please email us.  
 


1.27 CCG Audit Committee Chairs Forum 
The Chair of NHS England Audit Committee, Ed Smith, has written to Clinical Leads inviting the 
Chair of your Audit Committee to attend one of 2 forums which have been arranged by NHS 
England in February. Details are as follows:- 
Dates:  Friday 14th February and Wednesday 19th February 2014 
Venue: Business Design Centre, 52 Upper Street, Islington, London N1 0QH 
Please ensure that the Chair of your Audit Committee has seen the invite, which has more 
details, as Ed Smith is very keen that they all attend one of these events.  
 


  CCG Chair of Audit 
Committee 


 


1.28 Regional events for NHS England and representatives of local commissioner – meeting 
Winterbourne View Concordat commitments 
Two regional workshops are being held, on 4 and 5 February in London and Leeds (venues tbc), 
to consider key barriers between local and NHS England specialist commissioners. 
· For further information please contact Marie Coffey. 


 


    


1.29 ‘Looking to the Future’ free event 19 March 2014 
This event is to mark the achievements of this year’s Health and Wellbeing System 
Improvement Programme and to look forward to meeting new challenges in 2014/15. 
It will provide interesting insight on HWBs from national figures from DH, Kings Fund, PHE, LGA, 
Shared Intelligence and NHS England and how they see the future challenges and what is 
needed to support HWBs as the system leaders to meet those challenges. There will be an 
opportunity to network and share experiences and good practice in workshop sessions. 
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· For further information please contact Sarah Brown at the LGA. 
 


1.30 CCG 360 Stakeholder Survey – Co-Design Event 5 February 2014 
The CCG 360 stakeholder survey was a key element of the CCG authorisation process and has 
been included as part of the CCG Assurance Framework. Plans are underway to repeat the 
survey as part of the annual element of the 2013/14 assurance process. 
There is a co-design event on 5 February 2014 at the Hallam Centre, London (10.00am – 
3.30pm). An invitation has been cascaded to CCGs and area teams via regional teams. 
If you would like to attend, please send us your details by 24 January 2014. 
· For further information please contact Sam Harrison. 


 


    


1.31 Cancer Outcomes Conference, ‘The Power of Information’, 9 and 10 June 2014 
From enabling commissioners to provide the best care to giving patients greater power, 
protection and choice, information is central to the overall quality of each cancer patient’s 
experience. The Cancer Outcomes Conference, organised by the National Cancer Intelligence 
Network (NCIN) and the UK and Ireland Association of Cancer Registries (UKIACR) will provide a 
unique opportunity to hear and discuss the most recent findings emerging from the new and 
exciting world of cancer data.   
Please visit the event page for more information, to register or to submit an abstract. 
 


    


 LETTERS     
1.33 New Year message from Jeremy Hunt to all NHS staff 


The Secretary of State has recently issued a message to NHS staff on the gov.uk website. 
Please feel free to draw this to the attention of your staff. 
 


    


2 Policy & Regulation     
 DEPARTMENT OF HEALTH     
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2.1 The Government published a series of impact assessments alongside the Care Bill 
The Government has published a series of impact assessments to accompany the Care Bill.  
Where relevant, impact assessments have been updated to reflect changes or new information 
since the bill’s introduction and a new impact assessment has been updated for Better Care. 
http://alturl.com/duoe4 
 


    
 
 
 


2.2 Ensuring doctors have sufficient English language capability 
The Department has concluded its consultation period on ensuring that doctors working in the 
NHS have sufficient English language capacity when working with patients. The results of the 
consultation have been published in Language controls for doctors: proposed changes to the 
Medical Act 1983 The majority of the 54 responses supported the proposed changes to the 
Medical Act 1983 to give the General Medical Council more power to take action when there 
are concerns about a doctor’s English language capability. 
https://www.gov.uk/government/consultations/ensuring-doctors-have-sufficient-english-
language-capability 
 


    


2.3 NHS Pension Scheme: proposed changes 
The Department of Health has published its response to the consultation on a set of draft 
regulations that proposed changes to the NHS Pension Scheme for England & Wales. 
https://www.gov.uk/government/consultations/nhs-pension-scheme-proposed-changes-to-
regulations 
 


    


2.4 DH equality duty in 2013 
As part of requirements set out in the Equality Act (Specific Duties) Regulations 2011, the 
Department of Health is required to publish information to demonstrate its compliance with 
the public sector equality duty. 
https://www.gov.uk/government/publications/department-of-healths-compliance-with-its-
equality-duty 
 


  CCG lead for E & D 
 
NECS Director OD  & 
Corporate Services 
(MMcG) and Senior 
Governance 
Manager (E & D) 
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(BM)  
 NHS ENGLAND     
2.5 Quality accounts reporting arrangements for 2013/14 


This letter provides guidance on the information and indicators to be included, who quality 
accounts should be shared with, how organisations’ quality accounts should be published and 
how to access the indicator data. Quality accounts are reports about the quality of services by 
an NHS healthcare provider, made available to the public. 
http://www.england.nhs.uk/wp-content/uploads/2014/01/qual-accs-rep-lett.pdf 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


 ROYAL COLLEGE OF NURSING     
2.6 The Triangle of Care - carers included: guide to improving dementia care.  


Although the Triangle of Care was originally developed for use in mental health services, this 
guide demonstrates how these standards can be used to support a partnership approach to 
dementia care, particularly in hospital settings. It describes how meaningful involvement and 
inclusion of carers can lead to better care for people with dementia.  http://alturl.com/yv8xo 
 


    


3 Commissioning      
 NHS ENGLAND     
3.1 Improving outcomes for diabetes - NHS England's action plan   


NHS England has produced Action for Diabetes to improve outcomes for adults with and at risk 
of diabetes, particularly aimed at CCGs. It sets out the action that NHS England is taking now in 
its roles both as a direct commissioner and as support to the commissioning system. 
http://alturl.com/gqoo7 
 


  CCG lead for 
diabetes 
 
NECS Director CSO 
(JP) and Head of 
Service Planning & 
Reform (KA) 


 


3.2 NHS England accountability meeting minutes: 18 December 2013 
Minutes of the Secretary of State's meetings on NHS England accountability. 
https://www.gov.uk/government/publications/nhs-commissioning-board-accountability-
meeting-minutes 
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 PUBLIC HEALTH ENGLAND     
3.3 PHE announces plans for National Framework for HIV, Sexual and Reproductive Health 


Service Commissioning 
Public Health England (PHE) has announced new plans to develop a national framework for HIV, 
sexual and reproductive health service commissioning in England. Working together with the 
Local Government Association and NHS England, the initiative underpins PHE’s commitment to 
improving sexual and reproductive health, reducing sexually transmitted infections and 
securing best outcomes for people with HIV. http://alturl.com/d3gr2 
 


    


4 Quality, Improvement and Performance     
 CARE QUALITY COMMISSION (CQC)     
4.1 Monitoring the Mental Health Act in 2012/13 


This annual report into the use of the Mental Health Act provides an insight into the 
experiences of patients who received care under the act throughout 2012/13. It highlights five 
key areas which CQC will examine following the results of this report: community care; 
reporting on death; emergency and mental health crisis; involving people who use services; and 
investigating complaints relating to the use of the Mental Health Act. 
http://www.cqc.org.uk/public/publications/reports/mental-health-act-2012/13 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


4.2 Equality counts: equality information for CQC in 2013 
This report sets out how the CQC have promoted equality and tackled inequality both for 
people who use health and social care services and for its staff. 
http://www.cqc.org.uk/public/news/our-progress-promoting-equality 
 


  CCG lead for E & D 
 
NECS Director OD  & 
Corporate Services 
(MMcG) and Senior 
Governance 
Manager (E & D) 
(BM)  


 


 CENTRE FOR HEALTH ECONOMICS     
4.3 NHS found to have delivered consecutive years of productivity growth       
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The Centre for Health Economics summarily measures productivity in the health care sector 
over time. This analysis is focused on the total amount of health care ‘output’ produced to the 
total amount of ‘input’ used to produce this output. This report documents productivity in the 
NHS in the period between 2004/5 to 2011/12. Ultimately, it shows that productivity grew in 
the NHS by 10-11 per cent over the entire period and by around 2.13-2.38 per cent specifically 
in 2011/12. http://alturl.com/gtfex 
 


 CENTRE FOR WORKFORCE INTELLIGENCE     
4.4 Think integration, think workforce: three steps to workforce integration 


This report by the Centre for Workforce Intelligence aims to help leaders think through the 
workforce implications of integrating health and social care. http://alturl.com/9us3r 
 


    


 HEALTH FOUNDATION     
4.5 Research scan alert, January 2014 


This month's alert features highlights of the latest studies about healthcare improvement from 
the research scan; Person-centred care, Patient safety, Value for money and Approaches to 
improvement.  http://dmtrk.net/4Y2-25CVY-61E1HA7S38/cr.aspx 
 


    


 THE KING'S FUND     
4.6 Providing integrated care for older people with complex needs 


The King's Fund has published Providing integrated care for older people with complex needs: 
lessons from seven international case studies. This report synthesises evidence from seven case 
studies covering Australia, Canada, the Netherlands, New Zealand, Sweden, the United 
Kingdom and the United States. http://www.kingsfund.org.uk/publications/providing-
integrated-care-older-people-complex-needs 
 


    


 MONITOR     
4.7 Arrangements to support NHS foundation trusts contemplating mergers 


Monitor is seeking views on a proposed new approach to help facilitate a smoother and swifter 
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path for NHS Foundation Trust mergers.  There are several areas where Monitor can help trusts 
considering a merger navigate through the relevant regulatory issues. In particular, Monitor will 
aim to ensure that the process is as streamlined as possible and that any unnecessary cost is 
avoided by assisting as merger proposals are being developed.. 
http://www.monitor.gov.uk/home/news-events-publications/consultations-6 
 


 NHS CONFEDERATION     
4.8 What are the key priorities for mental health in the next two years?   


The Deputy Prime Minister Nick Clegg and Norman Lamb launched this document, which "aims 
to bridge the gap between our long-term ambition and shorter-term action" in relation to 
mental health. It is acknowledged that in the two years since the publication of the mental 
health strategy "we are not yet making enough of a difference to enough people." Therefore 
"tangible changes" are expected across 25 aspects of care and support highlighted in the 
report. http://alturl.com/525jk 
 


  CCG Lead for mental 
health 
 
NECS Director CSO 
(JP) and lead for 
mental health 
commissioning (JSt) 


 


 NHS ENGLAND     
4.9 Compact agreement developed between industry and NHS England’s Clinical Reference 


Groups 
A Compact Agreement has been developed by the Association of the British Pharmaceutical 
Industry (ABPI) and NHS England to ensure effective partnership working between ABPI 
members and the specialised services Clinical Reference Groups. 
http://www.england.nhs.uk/2014/01/27/com-agree/ 
 


    


4.10 Another vital step towards keeping patients free from harm – Mike Durkin 
31 January sees the launch of the new National Patient Safety Alerting System (NPSAS), a vital 
tool that NHS England will use to ensure warnings of potential risks to the safety of patients can 
be swiftly developed and disseminated to every corner of the NHS. Dr Mike Durkin, Director of 
Patient Safety, explains the importance of the new system and the difference it will make: 
http://www.england.nhs.uk/2014/01/31/mike-durkin-4/ 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 
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4.11 Independent review proposes an upgrade of pathology safety checks 
NHS England has published Pathology Quality Assurance review which recommends the need 
for transparency, better safety checks on testing, consistency and standardisation of processes 
and procedures relating to pathology.  The need for the thorough review was prompted by 
reports of inadequate assurance processes at Sherwood Forest Hospitals NHS Foundation Trust, 
which subsequently resulted in inappropriate care for a number of women with breast cancer. 
http://www.england.nhs.uk/publications/ind-rev/ 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


 PATIENTS ASSOCIATION        
4.12 NHS Co-Payments: How popular are they among healthcare users? 


This document summarises the findings of a survey conducted by the Patients Association 
regarding the potential use in the NHS of co-payments and top-ups as ways of helping the 
health service tackle its financial challenge. The report concludes that while support for an NHS 
free at the point of use is strong there are limits, with 27.6% of respondents believing that this 
should be reconsidered in the economic climate. http://alturl.com/sfh8t 
 


    


 UK PARLIAMENT - HOUSE OF COMMONS COMMITTEE OF PUBLIC ACCOUNTS     
4.13 Maternity services in England: fortieth report of session 2013-14 


This report finds that England may not have enough midwives and maternity consultants to 
provide universally safe care because Government funding is “insufficient”. It also finds that 
while there has been an overall increase in the number of midwives, there has also been an 
increase in the number of births. It makes various recommendations to the DH regarding policy 
objectives, patient choice and addressing inequalities. http://alturl.com/i882x 
 


    


 ROY CASTLE LUNG CANCER FOUNDATION     
4.14 Leading the information revolution in cancer intelligence: why the National Lung Cancer Audit 


is the key to transforming lung cancer outcomes 
This report analyses the importance of the National Lung Cancer Audit, which captures up to 
date information on almost every lung cancer case in the UK. It compares clinical practice at 
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hospitals across the country, helping to identify problem areas and drive up standards of care 
for the disease, which kills 35,000 people every year. This report credits the audit with 
increasing the number of patients who receive radiotherapy, increasing the number of patients 
who have surgery, increasing the number of patients who have chemotherapy and increasing 
the number of patients who see a nurse specialist. http://alturl.com/5wqp9 
 


5 Guidelines (NICE, SIGN)     
 NICE     
5.1 NHS trusts failing to support staff health and mental wellbeing 


An audit of NICE workplace guidance has revealed that NHS trusts in England need to do more 
to support the health and mental wellbeing of their staff. There is clear evidence to show that 
the health of NHS staff influences productivity and the quality of care delivered to patients. The 
recent Keogh Review of 14 trusts with high levels of patient mortality found that these trusts 
had high rates of staff sickness absence, particularly among doctors and nurses. But despite 
this, nearly a quarter of trusts do not monitor their staff's mental wellbeing. 
http://www.nice.org.uk/newsroom/news/NHSTrustsFailingToSupportStaffHealthAndMentalWe
llbeing.jsp 
 


    


5.2 GPG2 Patient group directions 
This good practice guidance on PGDs has been developed to help individuals and organisations 
who are considering the need for developing, authorising, using and/or updating PGDs to 
ensure they are appropriate, legal and that relevant governance arrangements are in place 
within commissioning and provider organisations. 
http://www.nice.org.uk/mpc/goodpracticeguidance/GPG2.jsp 
 


  CCG lead for 
Medicines 
Optimisation 
 
NECS Director CSO 
(JP) and Head of 
Meds Opt (JS) 


 


 ROYAL COLLEGE OF PHYSICIANS (RCP)     
5.3 Implementing NICE public health guidance for the workplace: a national organisational audit 


of NHS trusts in England - round 2 
This report finds that all trusts have a sickness absence policy and three-quarters have one for 


  CCG Lead for HR 
 
NECS Director OD & 
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smoking cessation, but only 57% have one for mental wellbeing, 44% for physical activity and 
only 28% have an obesity plan. It also finds that where plans are in place, staff were usually 
involved in their production and the board in sign-off. In 2010 many trusts said they had plans 
in development; some trusts now have these in place but a significant number do not. 
http://alturl.com/qwagn 
 


Corporate Services 
(MMcG) and Head of 
HR (JL) 


 UKMI NORTH WEST     
5.4 NICE Bites – a monthly bulletin for healthcare professionals involved in prescribing. 


MI: secondary prevention NICE CG172; 2013 This guideline covers secondary prevention after a 
myocardial infarction for patients in primary and secondary care. The guideline updates and 
replaces NICE CG48. 
http://www.elmmb.nhs.uk/newsletters-minutes/nice-bites/?assetdetesctl486923=53671 
 
 


  CCG lead for 
Medicines 
Optimisation 
 
NECS Director CSO 
(JP) and Head of 
Meds Opt (JS) 


 


6 Primary, Community and Social Care     
 CARE QUALITY COMMISSION     
6.1 The Care Quality Commission has issued its monthly briefing for providers of dental, GP and 


primary medical services. 
http://cqcnews.org.uk/?ofX2.QdyJdhE0O6w1qP.q52oSTwSViYMo 
 


    


6.2 Inspections of GP out-of-hours services start this month 
England's Chief Inspector of General Practice, Professor Steve Field, is inviting people in England 
to tell him and his inspectors what they think of their GP out-of-hours services. 
http://www.cqc.org.uk/public/news/inspections-gp-out-hours-services-start-month 
 


    


 INFORMATION COMMISSIONER'S OFFICE (ICO)     
6.3 Outcomes from visits to general practitioners and primary healthcare providers 


This report highlights the positive approaches GP practices are adopting to look after people’s 
data. It summarises 24 advisory visits undertaken by the ICO at GP surgeries across England in 
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the past year. The visits found surgeries tended to have good data protection policies and 
awareness of issues, including the need for adequate security and patient confidentiality. 
Practices also tended to have procedures in place around the practical aspects of data handling, 
including disposal of confidential papers. http://alturl.com/csxa6 
 


 LOCAL GOVERNMENT ASSOCIATION     
6.4 Care and support reform implementation 


This website provides information and resources to support the implementation of care and 
support reform. http://www.local.gov.uk/care-support-reform 
 


    


 MENTAL HEALTH FOUNDATION     
6.5 Talkback, January 2014 


This edition includes a look into the Foundation's work to fight stigma in Scotland, quality care, 
self-management, children and young people. http://www.mentalhealth.org.uk/publications/ 
 


    


6.6 How to talk to your GP about your mental health 
Talking to a doctor about your own mental health can be difficult, so the Mental Health 
Foundation has produced a practical guide with details on what to expect and what your GP can 
do for you.  http://www.mentalhealth.org.uk/publications/gp-visit-guide/ 
 


    


 NHS ENGLAND     
6.7 Sustainable, resilient, healthy people & places - a sustainable development strategy for the 


NHS, public health and social care system 
This strategy aims to show how the health and care system can join forces to adapt for a more 
sustainable future while potentially saving millions of pounds. It features reducing carbon 
emissions, protecting natural resources, preparing communities for severe weather events and 
promoting healthy lifestyles and environments. Organisations are being encouraged to develop 
a local strategy, measure their success with regular reporting, and evaluate their progress as 
well as joining up with local Health and Wellbeing Boards. http://alturl.com/7qbtj 


  CCG lead for 
sustainability 
 
NECS Director OD & 
Corporate Services 
(MMcG) and lead for 
sustainability (BM) 
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 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
6.8 NIHR School for Primary Care Research newsletter: spring 2014 


http://issuu.com/nihrspcr/docs/newsletter_final 
 


  CCG lead for R & D 
 
NECS Director OD & 
Corporate Services 
(MMcG) and Head of 
R & D (SH) 


 


 ROYAL COLLEGE OF GENERAL PRACTITIONERS     
6.9 PHE announces plans for National Framework for HIV, Sexual and Reproductive Health 


Service Commissioning 
Around one in eight GP practices across the UK are now ‘Research Ready’, after signing up to an 
initiative by the Royal College of General Practitioners (RCGP) to encourage GP teams and 
patients to get involved in primary care research. 1006 GP practices have now completed the 
self-assessment designed to ensure that practices are aware of their responsibilities to both 
themselves and their patients when they get involved in research 
http://www.rcgp.org.uk/news/2014/january/more-than-1000-gp-practices-now-research-
ready.aspx 
 


  CCG lead for R & D 
 
NECS Director OD & 
Corporate Services 
(MMcG) and Head of 
R & D (SH) 


 


 WORLD HEALTH ORGANIZATION (WHO)     
6.10 Global atlas of palliative care 


This report shows that over 20 million people require palliative care at the end of life and the 
great majority suffers from non-communicable diseases. It also draws the attention on the 
huge unmet need and the big inequalities across countries. 
http://www.who.int/mediacentre/news/releases/2014/palliative-care-
20140128/en/index.html 
 


    


7 Public Health     
 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
7.1 NIHR Public Health Research Programme winter bulletin 2013/14   CCG lead for R & D  
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http://www.nets.nihr.ac.uk/news/bulletins/phr/winter-1314 
 


 
NECS Director OD & 
Corporate Services 
(MMcG) and Head of 
R & D (SH) 


 PUBLIC HEALTH ENGLAND     
7.2 Duncan Selbie's Friday message: 31 January 2014 


https://www.gov.uk/government/publications/duncan-selbies-friday-message-31-january-2014 
 


    


7.3 Winter health watch summary: 30 January 2014 
https://www.gov.uk/government/publications/winter-health-watch-summary-30-january-2014 
 


  CCG lead for Winter 
Resilience 
 
NECS director CSO 
(JP) and lead for 
Winter Resilience 
(JD) 


 


7.4 Health intelligence update: January 2014 
http://alturl.com/bdg6m 
 


    


7.5 Vaccine update, issue 211, January 2014 
https://www.gov.uk/government/publications/vaccine-update-issue-211-january-2014 
 


    


7.6 PHE issues advice for travellers returning from China 
Given the very small but increasing numbers of human cases of avian influenza A/H7N9 being 
reported by China, Public Health England is reminding travellers between the UK and China to 
be aware of the risk of avian flu, and take steps to minimise their exposure to live poultry. 
https://www.gov.uk/government/news/phe-issues-advice-for-travellers-returning-from-china 
 


    


7.7 The segment tool: segmenting life expectancy gaps by cause of death     
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This tool aims to help local authorities identify causes of death that contribute most to their life 
expectancy gaps and, therefore, enable them to target interventions appropriately. It provides 
charts and tables which segment the life expectancy gap from January 2009 to December 2011 
by the major causes of death. A summary report is also available for each upper tier local 
authority. http://www.lho.org.uk/LHO_Topics/Analytic_Tools/Segment/TheSegmentTool.aspx 
 


7.8 Clostridium difficile Ribotyping Network (CDRN) for England and Northern Ireland 2011–13  
The CDRN for England and Northern Ireland has continued to expand and respond to a major 
public health need, by providing a molecular epidemiological service that enhances 
understanding of the pathogen. Since the introduction of CDRN the reports of C. difficile in 
England have fallen markedly. http://alturl.com/pm4zb 
 


    


7.9 Rarer cancers with unknown primary tumours diagnosed too late  
Public Health England has announced that more than half of newly diagnosed cases of Cancer 
of Unknown Primary (CUP) - around 25,000 in England between 2006 and 2010 - presented as 
an emergency compared to 23% for all cancers, The new research by Public Health England's 
National Cancer Intelligence Network (NCIN) shows that the 1-year survival rates for all CUP 
patients is 16%, which is low compared to most other cancer types. The Routes to Diagnosis 
study indicates that  CUP  tumours presenting as an emergency - including from  A&E  or 
emergency referral from a  GP  - have the lowest survival of all the routes to diagnosis, whereas  
CUPs  presented through managed routes, for example the Two Week Wait, have significantly 
better survival. 
https://www.gov.uk/government/news/rarer-cancers-with-unknown-primary-tumours-
diagnosed-too-late 
NCIN data briefing:  
http://ncin.org.uk/publications/data_briefings/routes_to_diagnosis_cancer_of_unknown_prim
ary 
 


    


7.10 PHE Equality Duty documents: January 2014     
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These report sets out how PHE has responded to its equality duties since April 2013. 
https://www.gov.uk/government/publications/phe-equality-duty-documents-january-2014 
 


7.11 Civil Service people survey: Public Health England results 2013 
PHE took part in its first Civil Service people survey in October 2013. It involved 98 
organisations across the Civil Service, which range in size from 30 employees to over 100,000. A 
total of 61% of PHE staff took part in the survey in 2013. 
https://www.gov.uk/government/publications/civil-service-people-survey-public-health-
england-results-2013 
 


    


7.12 Non-executive board members for PHE: biographies 
Biographies of PHE non-executive board members 
https://www.gov.uk/government/publications/non-executive-advisory-board-members-for-
phe-biographies 
 


    


7.13 473 PHE FOI reply: incinerators and public health redacted for public disclosure log 
https://www.gov.uk/government/publications/incinerators-and-public-health 
 


    


7.14 492 PHE FOI reply: amount spent on fluoridation redacted for public disclosure log 
https://www.gov.uk/government/publications/amount-spent-on-fluoridation 
 


    


7.15 Open consultation  [Closing date 24 February 2014] 
UK Standards for Microbiology Investigation ID 19: Identification of 'Vibrio' species  
http://alturl.com/xe3j9 
 


    


7.16 Open consultation  [Closing date 24 February 2014] 
UK Standards for Microbiology Investigation: ID 23 Identification of 'Campylobacter' species  
http://alturl.com/jtusg 
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7.17 Open consultation  [Closing date 24 February 2014] 
UK Standards for Microbiology Investigation ID 25: Identification of Anaerobic Gram Negative 
Rods  http://alturl.com/v38d7 
 


    


7.18 Open consultation  [Closing date 24 February 2014] 
UK Standards for Microbiology Investigation: ID 18 Identification of 'Legionella' species  
http://alturl.com/ndoxg 
 


    


7.19 Open consultation  [Closing date 24 February 2014] 
UK Standards for Microbiology Investigation: ID 17 Identification of Pseudomonas species 
and morphologically similar organisms  http://alturl.com/ubbvc 
 


    


 RACE EQUALITY FOUNDATION     
7.20 Housing conditions of minority ethnic households in England. Better Housing paper 24 


This paper seeks to quantify the cost of poor housing among minority ethnic households both 
to the NHS and wider society using analysis of data from the English Housing Survey (EHS).  
http://www.better-housing.org.uk/briefings/housing-conditions-minority-ethnic-households-
england 
 


    


 REGIONAL VOICES     
7.21 How the voluntary sector is engaging with health and wellbeing boards - survey 


This survey asks the voluntary sector about engagement with health and wellbeing boards - 
what is working well, what could work better and what support would help.  Results are being 
used to influence policy makers, develop support mechanisms and share interesting practice. 
The survey closes at 10am on 6th march 2014. http://www.regionalvoices.org/node/189 
 


    


 ROYAL INSTITUTE OF BRITISH ARCHITECTS (RIBA)     
7.22 City health check: how design can save lives and money 


This report looks at London, Birmingham, Bristol, Leeds, Liverpool, Manchester, Newcastle, 
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Nottingham and Sheffield and examines three major health problems and compares the 
amount of green and public space available. It finds that the areas of these cities with the 
poorest health outcomes had the least amount of green space. http://alturl.com/qyfdb 
 


 UK ACTIVE     
7.23 Turning the tide of inactivity 


This report contains borough by borough analysis of increasing levels of physical inactivity 
across England, and the steps being taken to combat it. It looks at the causes of inactivity and 
the interventions which are being effective. It also reveals that English local authorities spent 
on average just two per cent of public health budgets on physical activity promotion and 
investment in 2012. http://alturl.com/ggfnw 
 


    


7.24 UK HEALTH FORUM 
Prevention Information and Evidence briefing, 29 January 2014 
http://alturl.com/misa6 
 


    


8 Workforce, Education and Training     
 DEPARTMENT OF HEALTH     
8.1 Consultation summary of responses the draft National Health Service pension scheme, 


additional voluntary contributions, compensation for premature retirement and injury 
benefits (amendment) regulations 2014 
This publication is the government response to the consultation on a set of draft regulations 
that proposed changes to the NHS Pension Scheme for England & Wales. Four responses were 
received, but no objections to the draft regulations. Technical changes have been taken into 
account in the final version of the amending regulations laid before parliament. 
https://www.gov.uk/government/consultations/nhs-pension-scheme-proposed-changes-to-
regulations 
 


    


8.2 The NHS Bursary Scheme new rules: third edition (for students who started their course on or   CCG Lead for HR  
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after 1 September 2012) 
These documents set out the rules and administrative arrangements for the payment of NHS 
bursaries to students who are considering work in the NHS and have accepted a place on an 
eligible course. The NHS Bursary Scheme rules ensure the bursaries are paid fairly and 
consistently. https://www.gov.uk/government/publications/nhs-bursary-scheme-rules 
 


 
NECS Director OD & 
Corporate Services 
(MMcG) and Head of 
HR (JL) 


 NHS EMPLOYERS     
8.3 NHS Workforce bulletin, issue 401. 27 Jan 2014 


http://nhs-
employers.org/oi_nhsconfedlz/lz.aspx?p1=0532667S2572&CC=&p=0&cID=0&cValue=1 
 


 
 


    


8.4 Right to work 
This document outlines the right to work checks that NHS organisations (across England) are 
required to undertake in the appointment and ongoing employment of individuals in the NHS. 
It is one of a set of six documents that make up the NHS Employment Check Standards. The 
standards include those that are required by law, those that are determined by Department of 
Health (DH) policy in relation to compliance with the Government’s core standards outlined 
within the Standards for Better Health, and those required for access to the NHS Care Record 
Service http://www.nhsemployers.org/Aboutus/Publications/Pages/RightToWorkChecks.aspx 
 


  CCG Lead for HR 
 
NECS Director OD & 
Corporate Services 
(MMcG) and Head of 
HR (JL) 


 


9 Bulletins and press releases     
 CARE QUALITY COMMISSION     
9.1 CQC briefing: January 2014 


http://cqcnews.org.uk/?ofX2.QdyJdhE0O6w1qP.q52oSTwSViYMo 
 


    


9.2 DEPARTMENT OF HEALTH NEWS 
https://www.gov.uk/government/announcements 
 


    


9.3 Children, Families and Maternity e-bulletin – edition 78, January 2014     
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/275208/Janu
ary_2014.pdf 
 


9.4 EUROPEAN COMMISSION 
Health-EU newsletter: cancer, issue 122, 30th January 2014 
http://ec.europa.eu/health/newsletter/122/newsletter_en.htm 
 


    


9.5 THE KING’S FUND 
Health and Wellbeing Boards bulletin, 28 January 2014 
http://alturl.com/6rxe4 
 


  CCG lead on Health 
& Wellbeing Board 
 
NECS CSO Director 
(JP) and  lead on 
Service Planning & 
Reform (KA) 


 


 NHS ENGLAND     
9.6 Winter health check – 31 January 2014 


http://www.england.nhs.uk/2014/01/31/winter-health-chc-31-01/ 
 


    


9.7 NHS News, issue 42, 30 January 2014 
Ø Build your own bespoke health and care course at Expo 2014 
Ø NHS Networks passes 90K membership mark 
Ø Key groups join forces on vision for sustainable future 
Ø First local results of friends and family test for maternity services published 
Ø New apprenticeships launched for the health informatics profession 
Ø Toolkit to help improve services and close the financial gap 
Ø Agreement developed between industry and NHS England’s Clinical Reference Groups 
Ø Guidance for efficient use of medicines not reimbursed through national prices 
Ø NHS fast-track programme open to senior clinicians 
Ø Acute trust toolkit for the management of CPE 
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Ø New animation will raise further awareness about use of NHS patient data 
Ø Blogs 


http://www.england.nhs.uk/2014/01/30/nhs-news-issue-42/ 
 


9.8 NHS News, issue 41, 28 January 2014 
Ø First results of the Friends and Family Test (FFT) for maternity services to be published 


this month 
Ø Quality Accounts reporting arrangements for 2013/14 
Ø Pharmacy Call to Action gets professional endorsement 
Ø Campaign launched to encourage people to seek treatment earlier 
Ø Liaison and diversion trial sites announced 
Ø Better Care Fund webinars launched 
Ø Campaigning doctor to speak at Health and Care Innovation Expo 2014 
Ø Board meeting 24 January 2014 
Ø NHS England pledge to help patients with serious mental illness 
Ø Closing the gap: priorities for essential change in mental health 
Ø Suicide prevention report 
Ø Join the discussion on better use of health information 
Ø 6Cs Live! story of the month 
Ø Industry Reference Group to develop strategy for specialised services 
Ø Blogs 


http://www.england.nhs.uk/2014/01/28/nhs-news-issue-41/ 
 


    


9.9 GP and practice team bulletin – January 2104 
http://alturl.com/kwp6j 
 


    


 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
9.10 HTA Bulletin, January 2014 


http://www.nets.nihr.ac.uk/news/bulletins/hta/january-2014 
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 PUBLIC HEALTH ENGLAND     
9.11 Management of HIV infected healthcare workers performing exposure prone procedures 


http://alturl.com/zvve9 
 


    


9.12 Shigella dysentery on the rise among gay and bisexual men 
https://www.gov.uk/government/news/shigella-dysentery-on-the-rise-among-gay-and-
bisexual-men 
 


    


9.13 PHE announces plans for National Framework for HIV, Sexual and Reproductive Health 
Service Commissioning 
http://alturl.com/s2xj6 
 


    


9.14 New tool shows causes of death that most contribute to differences in life expectancy 
http://alturl.com/qojfq 
 


    


9.15 PHE helps lead vision for a sustainable future 
https://www.gov.uk/government/news/phe-helps-lead-vision-for-a-sustainable-future 
 


    


9.16 SOCIAL CARE INSTITUTE FOR EXCELLENCE 
SCIE ebulletin, January 2014 
http://scie-mailing.org.uk/4O5-24MKC-E0XLJNN51/cr.aspx 
 


    


9.17 BBC HEALTH 
http://www.bbc.co.uk/health/ 
 


    


10 Statistical Reports     
 DEPARTMENT OF HEALTH     
10.1 DH senior officials international travel: July to September 2013     
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https://www.gov.uk/government/publications/dh-senior-officials-international-travel-2013-to-
2014 
 


10.2 Impact and input indicators: December 2013 
This summary data will help assess the effects of DH policies and reforms on the cost and 
impact of public services. Input indicators show the resources being invested into delivering 
results. Impact indicators give information on the outcomes of our work. 
https://www.gov.uk/government/publications/input-and-impact-indicators-december-2013 
 


    


10.3 DH staff posts on 1 October 2013 
https://www.gov.uk/government/publications/dh-staff-posts-on-1-october-2013 
 


    


10.4 DH departmental spending over £500: data for November 2013 
https://www.gov.uk/government/publications/dh-departmental-spending-over-500-2013 
 


    


10.5 DH departmental spending over £25,000: data for December 2013 
https://www.gov.uk/government/publications/dh-departmental-spend-over-25-000-2013 
 


    


10.6 DH workforce information: December 2013 
https://www.gov.uk/government/publications/dh-workforce-information-2013 
 


    


 HEALTH AND SOCIAL CARE INFORMATION CENTRE (HSCIC)     
10.7 GP Practice Prescribing Presentation-level Data - October 2013 


General practice prescribing data is a list of all medicines, dressings and appliances that are 
prescribed and dispensed each month. For each practice in England, the following information 
is presented at presentation level for each medicine, dressing and appliance, (by presentation 
name): 


o the total number of items prescribed and dispensed 
o the total net ingredient cost 
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o the total actual cost 
o the total quantity 


http://www.hscic.gov.uk/catalogue/PUB13463 
 


10.8 Quarterly Improving Access to Psychological Therapies data set reports, England - final Q2 
2013-14 summary statistics and related information, experimental statistics 
Key facts 
This release of experimental analysis from IAPT Q2 data, July 2013 to September 2013 shows 
that: 


o 138 providers were successful in submitting data to the data set, compared with 129 in 
Q1 2013-14. 


o In the quarter there were 259,040 new service requests, compared with 241,250 in the 
previous quarter. Of these, 6% were aged over 65 (14,640). 


o 172,980 service requests “entered treatment” by receiving their first treatment 
appointment in the quarter, an increase of 14,360 from Q1 2013-14. 


o 86,870 service requests completed treatment in the quarter, after a minimum of two 
treatment appointments, compared to 78,640 in the previous quarter. 


o 44 per cent (34,090) of the 77,000 service requests with completed treatment, which 
were at “caseness” at the start of their treatment, moved to recovery. Meanwhile, 42 
per cent (32,570) showed reliable recovery in the quarter. 


o Additionally 60 per cent (51,900) of all service requests with completed treatment 
showed reliable improvement. 


o For information on the definition of measures referred to throughout this report, 
please see the key terms section at the end of this document. 


http://www.hscic.gov.uk/catalogue/PUB13470 
 


    


10.9 Provisional monthly Hospital Episode Statistics for admitted patient care, outpatients and 
accident and emergency data - April 2013 to October 2013 
Key facts: 
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Monthly HES data for Admitted Patient Care  
In the year from November 2012 to October 2013 there were: 


o 17.8 million finished consultant episodes (FCEs), 60.4 per cent (10.7 million) of which 
included at least one procedure or intervention, and 6.2 million of which were day 
cases. 


o 15.2 million finished admission episodes (FAEs), of which 5.3 million were emergency 
admissions.  


Monthly HES data for Outpatients  
In the year from November 2012 to October 2013 there were: 


o 96.8 million outpatient appointments made, with 77.6 million (80.1 per cent) of these 
attended by the patient. 


o 6.9 million outpatient appointments not attended by the patient, representing 7.2 per 
cent of all appointments.  


Monthly HES data for Accident & Emergency  
In the year from November 2012 to October 2013 there were:  


o 18.3 million A&E attendances recorded in A&E HES of which 3.8 million (20.7 per cent) 
resulted in admission to hospital for inpatient treatment. 3.6 million (19.5 per cent) 
resulted in a GP follow up, and 7.1 million (39.0 per cent) were discharged with no 
follow up. 


http://www.hscic.gov.uk/catalogue/PUB13478 
 


10.10 Accident and Emergency Attendances in England - 2012-13 
Key facts: 
In 2012-13: 


o There were 18.3 million accident and emergency attendances recorded at major A&E 
departments, single specialty A&E departments, walk-in centres and minor injury units 
in England; an increase of 4.0 per cent from 2011-12. 


o Data is incomplete; there are 18.0 million attendances reported in A&E HES (excluding 
planned follow-up attendances), compared to 21.7 million reported in NHS England’s 


    







 


Page 36 of 39 


Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


Weekly A&E situation reports (Sit Reps) aggregate data for the equivalent period. 
o There are 189 providers with attendances recorded in A&E HES compared to 218 


providers who have submitted A&E attendances via Weekly A&E Sit Reps. Weekly A&E 
Sit Reps receives data from a number of private providers, walk in centres and minor 
injury units that do not currently submit data to HES. 


o 42.8 per cent (7.9 million) of all A&E attendances were for patients aged 29 or under, 
16.3 per cent (3.0 million) were for patients aged 20-29. Just under half of all A&E 
attendances (49.4 per cent) were male. 


o 23.9 per cent (4.4 million) of all arrivals at A&E were by ambulance or helicopter, 
compared to 24.2 per cent (4.3 million) of all arrivals in 2011-12. 


o 62.8 per cent (11.5 million) of all attendances at A&E had a valid diagnosis code and 
13.8 per cent (2.5 million) of all attendances had a diagnosis of 'Diagnosis not 
classifiable' recorded. 


o 93.9 per cent (17.2 million) of all attendances had a valid treatment code. 34.4 per cent 
(6.3 million) of all attendances had a recorded treatment of 'guidance/advice only'. 


o 59.0 per cent (10.8 million) of all attendances were discharged ('GP follow-up required' 
or 'no follow-up required') and 20.8 per cent (3.8 million) of all attendances were 
admitted to hospital. 


http://www.hscic.gov.uk/catalogue/PUB13464 
 


10.11 Provisional accident and emergency quality indicators, England - by provider for October 
2013 
Key facts 


o A&E HES data contains 1.49 million A&E attendances for October 2013 at all types of 
A&E.  However, A&E HES data are incomplete; almost 1.63 million A&E attendances 
were reported in the NHS England Situation Report data collection for the month, and 
70 organisations that report data to Situation Reports did not report data to A&E HES; 
these organisations are mostly lower acuity services such as minor injury units and 
walk-in centres. 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


o Several organisations reported data that did not meet the data quality checks required 
by A&E indicators.  The 95th percentile and longest single wait information are 
particularly sensitive to poor data quality, outliers and data definitional issues, which 
contributes to why some unusually high values may be observed for these measures. 


o Nationally, 2.4 per cent of attendances at A&E departments were recorded as having 
left A&E before being seen for treatment, and 7.4 per cent of attendances in A&E in 
October 2013 were unplanned re-attendances within 7 days of a previous attendance. 


o The median average time to initial assessment for attendances brought to A&E by 
ambulance was 4 minutes, with 95 per cent of patients being assessed within 60 
minutes.  For all patients receiving treatment, the median average time to treatment 
was 51 minutes with 95 per cent of patients receiving treatment within 3 hours 0 
minutes. 


o The median average total time in A&E for all patients was 2 hours 9 minutes, with 95 
per cent of patients departing A&E within 4 hours 38 minutes of arrival. 


http://www.hscic.gov.uk/catalogue/PUB13389 
 
 


10.12 Summary Hospital-level Mortality Indicator (SHMI) - Deaths associated with hospitalisation, 
England, July 2012 - June 2013, Experimental statistics 
Key fac:ts 
In the period from 1 July 2012 to 30 June 2013: 


o 9 trusts had a 'higher than expected' SHMI value, compared to 11 trusts for the same 
period a year previously. 


o 17 trusts had a 'lower than expected' SHMI value, compared to 16 trusts for the same 
period a year previously. 


o 115 trusts had an 'as expected' SHMI value, the same number of trusts as for the same 
period a year previously. 


o Further contextual information to support the interpretation of the SHMI is available in 
the Executive Summary, which is available in the Resources section of this page. 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


http://www.hscic.gov.uk/catalogue/PUB13455 
 


10.13 NHS CONFEDERATION - MENTAL HEALTH NETWORK 
Key facts and trends in mental health- 2014 update 
http://www.nhsconfed.org/Publications/Documents/facts-trends-mental-health-2014.pdf 
 


    


 NHS ENGLAND     
10.14 Winter pressures daily situation reports for 23 January 2014 to 29 January 2014 


http://alturl.com/743i6 
 


    


10.15 Diagnostic imaging dataset statistics - September 2013 
http://www.england.nhs.uk/statistics/statistical-work-areas/diagnostic-imaging-dataset/ 
 


    


10.16 A&E waiting times and activity, week ending 26th January 2014 
http://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/ 
 


    


10.17 A&E weekly data, week ending 19th January 2014 
http://www.england.nhs.uk/statistics/2014/01/24/ae-weekly-data-week-ending-19-january-
2014/ 
 


    


10.18 Friends and Family Test Data, December 2013 
This is the latest statistical data regarding the Friends and Family Test. The information contains 
A&E, Inpatient and Maternity data. 
http://www.england.nhs.uk/statistics/2014/01/30/friends-and-family-test-december-2013/ 
 


    


10.19 Ambulance quality indicators - systems indicators for December 2013 and clinical outcomes 
for September 2013 
http://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/ 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


 OFFICE FOR NATIONAL STATISTICS     
10.20 Monthly Figures on Deaths Registered by Area of Usual Residence, England and Wales, 


December 2013 (Provisional) 
http://alturl.com/j82qx 
 


    


10.21 Child Mortality Statistics: Childhood, Infant and Perinatal, 2012 
http://alturl.com/uugdc 
 


    


 PUBLIC HEALTH ENGLAND     
10.22 National Cancer Intelligence Network (NCIN) 


Segmenting the 2 million: new understanding of people living with cancer 
http://alturl.com/99ekq 
 


    


10.23 PHE board: register of interests 
https://www.gov.uk/government/publications/phe-advisory-board-register-of-interests 
 


    


 
KEY TO INITIALS :  
KA – Khalid Azam 
MMcG  - Michelle McGuigan 
AG – Anne Greenley 


JS – Janette Stephenson  
JP - Jackie Park 
JSt – John Stamp 


JD – Joanne Dobson 
SH – Shona Haining 
BM – Ben Murphy 


ID – Ian Davison 
JL – Janine Lutz  
LC – Liane Cotterill 


MB – Mary Bewley 
RM – Rick McLeod 
CS – Chris Sharpe 


END  
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		1.4 Improving Access to Psychological Therapies (IAPT) interactive data tool
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		1.6 NHS England publishes resource to help health commissioners in ‘Any town’ improve quality of services for patients and close the financial gap

		1.8 Better Care Fund planning update

		1.11 High quality data: A vision

		1.14 Quality Accounts- reporting arrangements for 2013/14

		1.15 Information Governance Bulletin Issue 9

		3.1 Improving outcomes for diabetes - NHS England's action plan

		4.8 What are the key priorities for mental health in the next two years?

		4.10 Another vital step towards keeping patients free from harm – NPSAS

		5.2 GPG2 Patient group directions – good practice guide

		Specific Deadlines……..
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		1.23 The national Quality and Clinical Risk Committee is seeking up to three members.[The closing date for applications is 3 February 2014].
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		7.18 Open consultation: UK Standards for Microbiology Investigation: ID 18 Identification of 'Legionella' species [Closing date 24 February 2014]

		7.19 Open consultation: UK Standards for Microbiology Investigation: ID 17 Identification of Pseudomonas species and morphologically similar organisms [Closing date 24 February 2014]

		7.21 How the voluntary sector is engaging with health and wellbeing boards – survey [Closing date 6 March 2014]
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		The additional Action Planning is undertaken by the NECS Governance team.  Any questions, comments or suggestions about the action planning including categorisation of actions, or requests for additional summaries with implications for CCGs should be ...

		Liane Cotterill

		Senior Governance Manager

		Tel:  01642 745042

		Email:  liane.cotterill@nhs.net

		*Broad summary and implications will be prepared by NECS staff as indicated for specific items to support CCGs. These are designed to provide a summary of the document/policy and an initial broad assessment of the potential implications for CCGs, for...






                       
 


 
 
 


11th March 2014 
 Item No: GB/147/220 


 
GOVERNING BODY 


 
Report Title  North Tees & Hartlepool Reconfiguration Update 


 
Author and Job 
Title  


Joseph Chandy, Director of Primary Care Development & Engagement  


Sponsor Director Stewart Findlay, Chief Clinical Officer 
Date 19 February 2014 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The purpose of this paper is to provide assurance regarding the Oversight 
Group arrangements in connection with the NHS North Tees & Hartlepool 
FT reconfiguration.  Representatives of DDES CCG have attended the 
multi-stakeholder oversight group which was set up following the approval 
of the reconfiguration proposals by the DDES Governing Body in 
September 2013.   


Summary of key 
points  
 
 
 
 
 
 


· The group was set up to: 
o Oversee, and monitor the impact of, the implementation of the 


pathway changes for acute medicine and critical care; 
o Consider the evaluation approach;  
o Monitor transport and implementation arrangements. 


 
· Having met on 3 occasions from October 2013 to February 2014 at the 


last meeting on 19 February all stakeholders agreed that the specific 
work of the group was complete.  At that meeting stakeholder 
representatives received the attached assurance documentation and 
agreed that any ongoing monitoring would take place through the 
usual arrangements. 


 
· A final evaluation report will be produced in May 2014 and shared with 


all stakeholder members.  It was also agreed that the approach and 
process had been very successful and would be publicised as a model 
for the future. 
 


 
Approval route 
 


· No approval route required, paper for information only.  
 


  
Supporting 
documentation / 
Appendices 


· Appendices: 
Appendix A – North Tees and Hartlepool NHS Foundation Trust, 
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 Momentum Pathways To Healthcare Programme, Service Transformation,  
Phase 1 Evaluation – Governance 
Appendix B - North Tees and Hartlepool NHS Foundation Trust, Service 
Transformation, Phase 1 Evaluation Framework, Oversight Group 
Dashboard – January 2014 
Appendix C - Service Transformation Phase 1 - Evaluation Framework 
Appendix D – Service Transformation, Evaluation Dashboard Overview, 
January 2014 
 


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
· Receive the report for information  
 


 








SERVICE TRANSFORMATION PHASE 1 - EVALUATION FRAMEWORK
Oversight Group - January 2014 report  


ID Measure Baseline Target Nov-13 Dec-13 Jan-14 ID Measure Baseline Target Nov-13 Dec-13 Jan-14
1 A&E 1 Activity
2 A&E 4 hour t   96.85% 95.00% 95.90% 93.58% 95.95% 2 A&E Attenda 5,927 N/A 5,419 5,671 5,442
3 3 Emergency a   1,384 N/A 1,380 1,465 1,458
4 RTT Referral To Treatment admitted wait (median) 4 Emergency a     1,235 N/A 1,520 1,546 1,708
5 General surg 9.9 11.1 8.8 7.6 10.0 5
6 Orthopaedic 12.1 11.1 11.7 11.1 11.6 6
7 7 Emergency Assessment
8 8 First assessment within 2 hours of adm 91% 83% *
9 HCAI 9 Consultant review within 14 hours of ad 87% 88% *


10 MRSA 2 0 0 0 0 10
11 C Diff (diagn    54 33 (cum) 27 27 29 11 Critical Care
12 12 Occupancy 66.60% 67.08% 52.22% 63.10%
13 13
14 Eliminating mixed sex accommodation 14
15 Number of b 0 0 0 0 0 15 Holdforth Unit
16 16 Occupancy N/A 90.00% 80.78% 77.96% *
17 17
18 18
19 19 Transport
20 20 Utilisation by N/A N/A 84 360 757
21 21


ID Measure Baseline Target Nov-13 Dec-13 Jan-14 ID Measure Annual 
Target


Actual to 
date Var


1 Friends and    66 100 65 66 71 1 Medicine
2 2 Capital costs £1,457,000 £1,452,000 -£5,000
3 NHS choices 3
4 UHNT 3.5 N/A 3.5 4.0 4.5 4
5 UHH 5.0 N/A 5.0 5.0 5.0 5 Critical Care
6 6 Capital costs £100,000 £145,400 £45,400
7 Mortality rate 108.36 100.00 112.09 114.21 * 7
8 8
9 9 Elective Care


10 Critical Care 10 Capital costs £25,000 £0 -£25,000
11 Delayed adm 0 0 0 0 0 11
12 12
13 13 Theatres
14 Holdforth Unit 14 Capital costs £500,000 £400,000 -£100,000
15 Number of p     N/A 0 1 2 1 15
16 16 Baseline Target Nov-13 Dec-13 Jan-14
17 17
18 18 Workforce
19 19 Staff turnove 9.20% 10.00% 9.93% 10.19% 10.41%
20 20 Sickness abs 4.02% 3.75% 4.35% 4.88% 5.34%
21 21


* Current month data delayed because of data collection, validation and reporting processes


Compliance Efficiency


Patient and Staff Outcomes Finance and Workforce
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 11th March 2014 
 Item No: GB/14/213 


GOVERNING BODY 
 


Report Title  Smokefree County Durham Tobacco Control Alliance Action Plan 
Author and Job Title  Dianne Woodall, Public Health Portfolio Lead (Tobacco Control) 
Sponsor Director Anna Lynch, Director of Public Health 
Date 28th February 2014 
 
Purpose  of report (select one) 
Information sharing         Development / Discussion               Decision / Action     
  
Brief introduction / 
Purpose of paper 
 
 
 
 
 
 


The purpose of this paper is to present the County Durham Tobacco 
Control Alliance Action Plan.  The action plan brings together partners 
from across the county to work together to implement action locally.  The 
alliance is joint chaired by Councillor Audrey Laing, Support Member for 
Councillor Lucy Hovvels (Safer & Healthier Communities) Durham 
County Council and Anna Lynch Director of Public Health, County 
Durham.  The alliance plan incorporates and delivers on the World 
Health Organisation (WHO) evidence based, six key strands on tobacco 
control, taking into account local needs.  
 


Summary of key 
points  
 
 
 
 
 
 


Reducing smoking prevalence and reducing the use of tobacco will help 
County Durham to: 


• Cut costs to local public services 
• Protect children from harm  
• Boost the disposable income of the poorest people  
• Cut health inequalities 
• Drive real improvement across key measures of population health 


 
The action plan supports indicators within the County Durham Joint 
Health and Well Being Strategy:- 


• Reduce smoking prevalence 
• Reduce smoking in pregnancy 
• Smokers accessing stop smoking support 
• Reduce children’s exposure to second hand smoke 


 
The plan has an ambition to reduce smoking prevalence to 5% by 2030 
and has a vision which makes children the future focus for protection.  
The alliance vision statement below demonstrates this commitment: 
  


“The tobacco-free generation is a vision well worth striving for – 
that a child born now in any part of County Durham will reach 
adulthood breathing smokefree air, being free from tobacco 


addiction and living in a community where to smoke is unusual.  
We owe it to our children to make this happen” 


(Adapted with kind permission from ASH Scotland - 2013) 
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Approval route 
 


· Action plan signed off by:- 
· Health Improvement Partnership July 2013 
· DCC Cabinet Oct 2013 
· Health and Wellbeing Board Nov 2013 
· Executive Committee approved report for GB 18th February 2014 


 
  
Supporting 
documentation / 
Appendices 
 


· WHO (2005) Framework convention on Tobacco Control 
· Department of Health (2011) Health Lives, Healthy People: A Tobacco 


Control Plan for England 
· County Durham Joint health and Well-being Strategy 2013-2017 
· Appendix - Alliance 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: 
· Agree that the CCG as a partner supports the action plan’s ambition 


and vision. 
· Nominate a CCG representative for the tobacco alliance to facilitate  


contribution to future planning and actions on behalf of the CCG 
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    Executive Committee 
25 February 2014 


8.30 – 11.30 
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


 
Present: 
Stewart Findlay  Chief Clinical Officer 
Gill Findley   Director of Nursing 
Joseph Chandy  Director of Primary Care Development and Engagement 
Winny Jose   Second Clinical Locality Lead - Sedgefield 
Mark Pickering  Head of Finance and Performance 
Clair White   Head of Corporate Services 
Sarah Burns   Head of Planning and Contracting 
Ann Lineton   Personal Assistant (Temp) - Minutes 
 
Apologies:  
Helen Moore   Clinical Locality Lead - Sedgefield  
Mike Taylor   Chief Finance and Operating Officer 
Mike Brierley   Head of Customer Programme, NECS 
 
Item No 


 
 Action 


EC/14/082 Directors only discussion 
 


 


EC/14/083 Apologies for Absence 
 
Apologies were noted from Mike Taylor, Helen Moore and Mike Brierley. 
 


 


EC/14/084 Declarations of Interest 
 
WJ, SF and JC declared interest in Weekend Opening GPs/GP Practice 
Manager. 
 


 
 


EC/14/085 Minutes of the meeting held on 18 February 2014 
 
The minutes were accepted as a true record. 
 


 


EC/14/086 Matters arising from the meeting on 18 February 2014 
 
With some minor amendments, the minutes were accepted. 
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EC/14/087 Review of Action Log 
 
The action log was reviewed and updated with the following matters 
arising: 
 
EC/13/136 – Briefings from Meetings  
Urgent Care Review 


(i) GF reported she was working on the draft report.  Sedgefield PRG 
raised issues about public involvement. GF had reassured DTG 
that the current work was an assessment of the national and 
local position rather than a final option. Once completed it 
would be sent out to the public for review and comments. 


(ii) Healthworks had been invited by GF to attend monthly locality 
executive meetings at the beginning of the process.  A need 
had been identified by GF and SB to undertake further 
engagement work in Easington. JC suggested a specific urgent 
care meeting in Easington including intrahealth, the acute trust, 
primary care and lay representation. SB and GF to meet when 
GF returns from annual leave. 


 
SF raised the issue that from the beginning of April, the CCG would be 
increasing the profile of Experience Led Commissioning (ELC), 
collaboratively working and jointly funded with North Durham. Training 
was being planned. ELC practitioners names suggested as follows: 
 


1. Winny Jose; 
2. Joseph Chandy; 
3. Deborah Perry; and 
4. Band 5 (Name to be provided) 


 
EC/13/257 – NICE Guidance 
Completed – SF confirmed a task group was to be set up with senior FT 
representatives to review the assurance process for NICE guidance. 
 
EC/14/074 – Non Recurrent Funding 
 
JC to share spreadsheets prepared by MT and Audrey Pickstock to MP to 
assist with forecasting of IT funding. – Complete 
 
IT for video conference meetings - SF requested further quotation be 
obtained for IT equipment including ownership of equipment –  CW/SB to 
action 
 
It was reported that one target did not meet the attendance targets. The 
allocated funding would be reclaimed from the practice. MP to action 
 
Cardio Analytics for Easington – MP confirmed all outstanding issues 
were set up to be complete by the end of the financial year.   
 


 
 
 
 
 
 
 


GF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


CW/ 
SB 


 
 
 


MP 
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EC/14/075 – Recent meetings with Public Health 
 
SB confirmed correspondence had been received in writing. 
 
The Foundation Trust was publicising a level 3 weight management 
service, although this was not being paid for and therefore not 
commissioned.  MP and SB to ensure that this did not appear in the 
CCGs PBR activity. 
 
SB reported a list was collated of Service and Spend that transferred to 
Local Authority and were CCG responsibility.  This information would link 
to decision about budget responsibility for NRT and LARC. 
 
EC/14/076 – Elephant Kiosks 
 
MP suggested a change in wording to communication being sent from 
CCG as follows “Practices must be willing to pay ongoing maintenance 
fees”. 
 
EC/14/080 National Audit of Intermediate Care 
 
SB reported on her discussions with People Too, confirming last year’s 
audit had been jointly with Local Authority but that the results had not 
been used.  Discussions are ongoing with North Durham to ensure a 
consistent approach. 
 
EC/14/081 – AOB – Weekend Opening 
 
MP referred to the Challenge Fund bid confirmed this had been 
submitted. Results of the bids will not be known until April. 
Practices had been notified of the intention to extend the weekend 
opening scheme, so far there had been 11 responses.   
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GF 
 
 
 
 
 


SB 
 
 
 
 
 
 


MP 
 


EC/14/088 Governing Body reports to approve 
 
Tobacco Control Alliance Action Plan 
 
Anna Lynch’s papers were approved to be presented at next GB meeting. 
SF suggested for a person to be nominated from NECS to represent the 
CCG.  SF suggested a note to be sent to Mike Brierley asking him to 
nominate someone to attend the next Governing Body meeting.  AL to 
action 
 
GP Weekend Opening  
 
It was recommended that Easter Saturday and Easter Sunday opening 
would be treated the same as any other weekend opening. 
 


 
 
 
 
 
MB/AL 
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The current model is to be extended for 3 months up to 30 June, and to 
give all practices the opportunity to participate.  The updated proposal to 
include the amendments made to the scheme. 
 
A formal invite would follow after an arranged meeting between SB and 
Annie Dolphin, when it was proposed SB to ensure that it correctly 
addressed the Governing Body and be added into the recommendations 
that the decision (already made by the Lay Chair) was to be ratified. 
 


 
 
 
 
SB 
 


EC/14/089 Preparation for Care Quality Commission review of services for 
safeguarding and for looked after children 
 
GF reported on background of procedure needed in the event of an 
inspection occurring when the Director of Nursing is on leave.   
 


1.  Notification of the intended inspection visit will be received by the 
Director of Nursing in the CCG by 4pm on the Thursday before the 
inspection begins. 


2. Documentary evidence must be submitted to the CQC by Friday 
4pm. 


3. The CQC will audit 12 sets of case files and individual GP records 
may be required as part of this process; 


4. While GF is on leave, her emails are regularly monitored and if 
notification is received, this is to be forwarded to deputies 
nominated to action. 


5. A suggestion was made to set up a trial run involving GP surgeries 
requesting training records.   


 
Deborah Perry was to be asked to select 2 practices from each locality 
setting out a list of records needed. 
 
A suggestion was made to add this as a Development issue for all 
practices to undertake as part of the quality incentive scheme. 
 


 
 
 


GF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DP 


EC/14/090 Infection Control Policies 
 
GF reported all Policies had been updated by the infection control 
specialists and recommended approval from Executive Board. 
 
The Executive Committee: 
· Approved all Infection Control Policies 
 
CW agreed to: 
· upload all policies onto the CCG website;  
· Update the Constitution; and 
· Advise all staff of policy changes. 
 
 


 
 
 
 
 
 
 
 
 


CW 
 


EC/14/091 GP TeamNet project proposal  
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JC reported acceptance from all GPs, JC highlighted the main problem 
arising from this project was how the tool was used, there was 
inconsistency across the DDES in the way GPs were using it. 
 
GP TeamNet had recently undergone a change in personnel and were 
now much more proactive in driving the project forward. 
 
The Executive Committee agreed: 
 


· To move forward with the tool but to incorporate more functions; 
· JC would recruit a temporary post to support the development 
·  Advertising for a champion progress (could be GP, practice nurse 


or practice manager). 
· Provision to be made to set up a filing system on GP TeamNet and 


to co-ordinate a common directory. 
 


 
 
 
 
 
 
 
 
 
 


JC 


EC/14/092 Section 256 Agreement 
 
A brief discussion took place and MP confirmed reviews were ongoing. 
 
Recommendations to agree contents for 2013 were put forward and for 
the Committee to sign off. 
 
Occupational Health contributions fall outside the CCG remit, next year’s 
figures are challenging.  A decision to be deferred until the end of March. 
 
The Executive Committee: 
 
· Agreed to recommendations put forward. 
 
 


 


EC/14/093 Non Recurrent Funding update 
 
SB reported no change  
 


 


EC/14/094 Winterbourne Costs 
 
MP presented the updated position statement. This confirmed for this 
CCG the cost implications were high compared to other CCGs.  GF 
reported costs were high due to patients being highly dependent on 24/7 
care.  Work was still in progress trying to achieve the timescale. 
 
Funds had been identified to support this in next year’s plan. 
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EC/14/095 Comms items 


 
The team was currently focussed on ensuring adequate representation of 
the CCG in the local press.  SF invited thoughts from the group. CW 
reported that she already had a list of items for inclusion in this quarter’s 
Northern Echo supplement. 
 
This would be a regular agenda item for discussion. 
 
SF would give update to Governing Body on a regular basis. 
 


 
 
 
 
 
 
 
 
 


SF 


EC/14/096 Health and Wellbeing Board Minutes: 21 January 2014 
 
SF reported back and asked for comments. 
 


 


EC/14/097 Integrated Transformation Fund update 
 
SB referred to the BCF meeting and gave an update.  Nick Witton would 
be validating the BCF on behalf of the North East. 
 


 


EC/14/098 Any Other Business 
 
Northern Echo supplement 
 
CW confirmed the 4 page supplement in the Northern Echo was 
scheduled for 24 March with 10 March being the deadline for all 
contributions.  All costs for the publication to be met by the CCG. 
 
Community Hospitals Review (Craig Holden’s Executive Meeting 
attendance on 25 March – time on agenda to be arranged) 
 
GF reported arrangements had been made for Craig Holden to attend the 
Executive Meeting on 25 March.  This will enable Craig to discuss with 
the Executive Committee how he wishes to proceed with the review. 
 


 
 
 
 
 


 Next Meeting 
 
Tuesday 4 March 2014 
 


 


Signed:  
 
Name:   Stewart Findlay, Chief Clinical Officer 
 
Date:   5 March 2014 





		CONFIRMED MINUTES






                       
 


 
 
 


11th March 2014 
 Item No: GB/14/221 


GOVERNING BODY 
 


Report Title  Standard items: Confirmed minutes to receive 
Author and Job 
Title  


Clair White, Head of Corporate Services 


Sponsor Director Nicola Bailey, Chief Operating Officer 
Date 5th March 2014 
 
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 – 16th  
January 2014  


· Appendix 2 – Commissioning, Quality, Finance and 
Performance Group – 28th January 2014  


· Appendix 3, 4 & 5 - Executive Committee – 4th, 18th & 25th 
February  2014  


· Appendix 6 – Durham Dales Clinical Group – 23rd January 2014  
· Appendix 7 – Sedgefield Locality Executive Committee – 15th 


January 2014  
· Appendix 8 – Health & Wellbeing Board Minutes – 21st January 


2014 
 
 


Approval route 
 


· Via CCG governance reporting structure 


  
Supporting 
documentation / 
Appendices 
 


The papers to receive include:  
· Appendix 1- Easington Locality Commissioning Board – 16th  


January 2014  
· Appendix 2 - Quality, Finance and Performance Group – 28th 


January 2014  
· Appendix 3, 4 & 5 - Executive Committee – 4th, 18th & 25th 


February 2014  
· Appendix 6 – Durham Dales Clinical Group – 23rd January 2014  
· Appendix 7 – Sedgefield Locality Executive Committee – 15th 


January 2014  
· Appendix 8 – Health & Wellbeing Board Minutes – 21st January 


2014 
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Strategic objectives 
in Assurance 
Framework 
supported by this 
report 
 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 
communications 


 Effective governance and 
organisational development 


 


Effective contract 
management and 
performance against key 
targets  


   


  
Impact Assessment 
and Risk 
Management issues 
 
 
 
 
 
 


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


  
Recommendations / 
Action required 
from meeting 
members 
 
 


The governing body is asked to: 
· Receive and note the contents of the minutes  


 


 
 








 


  


 
 
 


GOVERNING BODY 
 (held in public) 


 
Horden Welfare Centre, Horden, SR8 4LX 


 
11th March 2014 


 
 9:00am – 11:30am 


  
AGENDA 


 
 


Item No Item Time Format 


GB/14/204 Apologies for Absence  
 


9.00am Verbal 


GB/14/205 Declarations of Interest 
· Register of Interest 


 


9.02am Attached 


GB/14/206 Identification of any other business 
 


9.05am Verbal 


GB/14/207 Minutes of the meeting held on 11th February 2014 
 


9.10am Attached 


GB/14/208 Matters arising from the meeting held on 11th February 
2014 


 


9.20am Verbal 
 


GB/14/209 Review of Action Log 
 


9.30am Attached 


GB/14/210 Patient & Public Engagement Showcase 
Director of Primary Care Development and Engagement, 
Joseph Chandy 


9.45am Presentation  


 
ITEMS FOR DECISION 


 
GB/14/211 GP Weekend Opening Winter 2014/15 


Head of Planning & Contracting, Sarah Burns 
10.00am Attached 


GB/14/212 Baseline Budgets and Financial Planning 2014-15 
Chief Finance Officer,  Mark Pickering 


10.10am Attached 


GB/14/213 Smokefree County Durham Tobacco Control Alliance 
Action Plan 
Director of Public Health, Anna Lynch  


10.20am Attached 


 
ITEMS FOR DISCUSSION  







 


 
GB/14/214 Finance update – Month 10 


Chief Finance and Operating Officer, Mike Taylor 
Head of Finance and Performance, Mark Pickering 


10.25am Attached 


GB/14/215 Contract and Performance Update  
Director of Nursing, Gillian Findley 


10.35am Attached 


GB/14/216 Clinical Quality Update  
Director of Nursing, Gillian Findley 


10.45am Attached 


GB/14/217 Chief Clinical Officer Progress Report – March 2014 
Chief Clinical Officer, Dr Stewart Findlay 


10.55am Attached 


GB/14/218 Corporate Risk Update Report 
Senior Governance Manager, NECS, Debra Elliott 


11.05am Awaiting  


 
ITEMS FOR INFORMATION 
 
GB/14/219 Communications Update  


Chief Clinical Officer, Dr Stewart Findlay 
Head of Corporate Services, Clair White 


11.15am Attached 


GB/14/220 North Tees & Hartlepool Reconfiguration Update 
Director of Primary Care Development and Engagement, 
Joseph Chandy 


11.20am Attached 


GB/14/221 Minutes to be received  
 


· Appendix 1- Easington Locality Commissioning 
Board – 16th  January 2014 


· Appendix 2 - Quality, Finance and Performance 
Group – 28th January 2014 


· Appendix 3, 4 & 5 - Executive Committee – 4th, 18th & 
25th February 2014 


· Appendix 6 – Durham Dales Clinical Group – 23rd 
January 2014 


· Appendix 7 – Sedgefield Locality Executive 
Committee – 15th January 2014 


· Appendix 8 – Health & Wellbeing Board 
Development Meeting Minutes – 21st January 2014 


11.25am Attached 


GB/14/222 Any Other Business  
 


11.30am  


 Next Meeting: 
 
8th April 2014 , Sedgefield Community Hospital 
 


  


 
 
Chair:  Annie Dolphin - annie.dolphin@nhs.net  
Deputy Chair:  Keith Tallintire – k.tallintire@nhs.net  
 
Apologies to:     lyndseyjones2@nhs.net – 0191 3713 221 
Deputy / Admin Support:   sue.humpish@nhs.net – 0191 3713 220 
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11th March 2014 


 Item No: GB/14/218 
GOVERNING BODY 


 
Report Title  Corporate Risk Update Report  
Author and Job 
Title  


Debra Elliott, Senior Governance Manager at NECS 


Sponsor Director Nicola Bailey, Chief Operating Officer 
Date 11th  March 2014 
 
Purpose  of report (select) 
Information sharing           Development / Discussion             Decision / Action     
  
Brief introduction / 
Purpose of paper 


The purpose of this corporate risk update report is to present to the 
Governing Body (GB) a summary of the current red risks facing the 
clinical commissioning group (CCG) in the delivery of its functions this 
year. The full range of CCG risk reports and risk management process 
have been reviewed at the Quality Finance Performance Group who 
confirmed the CCG’s top risks which were then been considered and 
confirmed by the Clinical Chief Officer and the CCG’s Executive who are 
responsible for the management of any corrective action required. 
 


Summary of key 
points  
 
 
 
 


The report identifies the corporate red risks facing the CCG and action 
taken to provide the Governing Body with assurance that these are being 
appropriately managed and mitigating actions are in place. 


 
Approval route 
 


Reviewed corporate risk update report to be presented bi-monthly at the 
CQFP and quarterly at the Governing Body meetings.  


· Executive Committee 4th March 2014 
 


  
Supporting 
documentation / 
Appendices 
 


Appendix 1 Corporate Risk Update Report February 2014  


 
Strategic objectives 
in Assurance 
Framework 
supported by this 
report 


Access to safe, high quality 
services  


 Development and delivery of 
commissioning and financial 
plans including QIPP 


 


Effective internal and external 
engagement including 


 Effective governance and 
organisational development 
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 communications 
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 corporate risks identified and be assured that these risks 
are accurate and that appropriate management actions and 
mitigations are in place.  
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Appendix 1  
 


  Corporate Risk Update Report – February 2014  
 


1. Introduction 
  
The purpose of this report is to bring to the attention of the Governing Body (GB) a 
corporate risk update as agreed by the Quality Finance & Performance Group 
(QFPG) February 2014. The report sets out the corporate risks facing the clinical 
commissioning group (CCG) in the delivery of its functions.   
 
Having established that a robust process for the identification of risks is in place and 
monitored by the Audit and Assurance Committee, the principal concern for the GB 
is that appropriate, management and mitigating actions are taken and that risks are 
escalated appropriately.  
 
2. Risk Register Report 
 
2.1 Overview 
 
The strategic, clinical, financial and locality risks are outlined aligned to the CCG 
strategic objectives, see table 1 below for corporate risk summary overview. The 
QFPG have discussed and confirmed the CCG’s top corporate risks to be 
considered and confirmed by the Clinical Chief Officer and the CCG’s Executive who 
is responsible for the management of any corrective action required. 
 
2.2 Movement in the month 
 
Monthly risk register reviews take place of the risks captured in the corporate register 
and the locality risk registers to ensure it reflected the latest version of the Clear and 
Credible Commissioning Plan and current issues. 
 
The NHS DDES CCG Corporate Risk Register and the 3 locality risk registers are 
available on request.  
 
2.3 Key risks 
 
Table 1 below sets out the summary of the corporate red risks, the red risk 
movement this month and a red risk summary by objective across the CCG. Table 2 
sets out the full corporate risk register summary by objectives and number of risks.  
 
3. Recommendations  
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The Governing Body is asked to: 
 


· Note the corporate red risks identified and be assured that these risks are 
accurate and that appropriate management actions and mitigations are in 
place. 







                        
 


 
 
 


 
Table 1 Corporate red risk summary overview update – February 2014  
 
 


   
    Risk Ref Description of Risk Prev Risk 
Rating 


Current Risk 
Rating 


Status Reason for 
movement 


1 Access to Safe, High Quality Services 


SIRMS 
95 


Financial risk to 
commissioning - prescribing  16R 16R Static No change in risk 


this month 


2 Development and Delivery of Commissioning and Finance Plans including QIPP 


SIRMS 
330 


Uncertainty around CCG 
allocations particularly in 
respect of new specialised 
commissioning 
arrangements. 


15 R 15 R Static No change in risk 
this month 


SIRMS 
390 


Financial 
planning/management in 
2013/14 does not deliver 
balanced budget and control 
totals due to unresolved 
issues including 
capital/estates charges, 
inherited PCT assets and 
liabilities including legacy 
Continuing Healthcare 
claims. 


16 R 16 R Static No change in risk 
this month 


SIRMS 
846 


Better Care Fund, (BCF) the 
creation of a pooled budget. 


20 R 16 R ↓ 
BCF task group 
with CCG 
representation 
and progress 
reports in place  


SIRMS 
392 


Financial planning does not 
deliver balanced budget and 
control totals in financial 
years 2014/15 onwards due 
to allocations below 
expectations and/or failure to 
develop and deliver QIPP 
plans. 


16 R 16 R Static No change in risk 
this month 


 
NB there are no corporate risks aligned to strategic objectives 3, 4 & 5 
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Table 2 Corporate risk summary by objective  
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    Executive Committee 
18 February 2014 


8.30 am  
Boardroom, Sedgefield Community Hospital 


 
CONFIRMED MINUTES 


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


 
 Action 


EC/14/066 Apologies for absence 
 
Apologies were noted from MT and CW. 
 


 
 


EC/14/067 Declarations of Interest 
 
JC declared an interest during discussions on non-recurring funding 
relating to IT provision in practices as he worked for a practice that 
would potentially benefit as well as the EDPIP proposal as he had been 
approached by individuals in the council about this project. 
 
WJ and SF declared an interest in the Weekend Opening item under 
Any Other Business as their practices were participating in the weekend 
opening scheme. 
 


 


EC/14/068 Minutes of the meeting held on 4 February 2014 
 
The minutes were accepted as a true record. 
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EC/14/069 Matters arising from the meeting held on 4 February 2014 
 
There were no matters arising. 
 


 
 


EC/14/070 Review of Action Log 
 
Section 256 – The Local Authority was pressing for a decision.  This 
would be discussed at the Chief Finance Officers’ planning meeting on 
Monday and a recommendation made for the Executive Committee. 
 
Non-Recurrent Funding update - Noted that the prescribing spend 
fluctuated massively from month to month and that this was a national 
problem.  WJ asked whether it was worth setting a budget for the more 
expensive, specialised drugs to help address specific needs for some 
patients.  SF responded that there used to be an ‘expensive drugs’ 
scheme, but the scheme did not work very well and the amount being 
claimed was not significant, so the scheme was finished. 
 


 


EC/14/071 New Ways of Working: Walk the Wall 
 
The item was cancelled. 
 


 
 


EC/14/072 SCH Hardwyke Ward Options Paper 
 
MP spoke to the report which set out the background and current costs 
incurred by DDES CCG in respect of the Hardwyke Ward at Sedgefield 
Community Hospital and proposed four potential options that could be 
further explored with a view to establishing a service that could offset 
part of all of the currently incurred costs.  These options were:  
 
1. Hospice provision; 
2. Step down beds to support Momentum: Pathways to Healthcare, with 


the objective of providing local health service where possible and 
centralised health services where necessary across Stockton, 
Hartlepool, Easington and Sedgefield; 


3. Intermediate care beds and GP Step up Beds; 
4. Alternative use, for example, conference centre. 
 
A brief discussion took place and JC suggested that an additional option 
for consideration could be to bring in a local Sedgefield GP practice to 
the hospital.  SF added acute trust provision (North Tees and Hartlepool 
FT had not expressed further interest since he showed Alan Foster 
around the premises).  All agreed that intermediate care provision, 
Momentum and hospice were important areas for inclusion. 
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The Executive Committee: 
· Agreed for the proposed options (plus additional suggestions) in this 


report to be explored through a task and finish group focusing on: 
o The level of interest from key stakeholders and potential 


partners; 
o The feasibility of each option including understanding cost 


implications, ability and likelihood of recharging costs to a new 
partner; 


· Agreed that the findings of the tasks and finish group would be 
reported back to the Executive Committee within a timescale to be 
determined. 


· Agreed that MP would obtain a copy of the timetable to bring back to 
the Executive Committee. 


 


 
 
 
 
 
 
 
 
 
 
 
MP 
 
 


EC/14/073 Rapid Response Team 
 
GP attended the meeting and spoke to the report which set out 
proposals being made in relation to the Rapid Response Pilot Options 
Appraisal document.   
 
It was clarified that the options appraisal had been written by Marie 
Curie and St Teresa’s Hospice.  The review itself was being led by Gail 
Linstead with input from the CCG and other providers. 
 
The Executive Committee was asked to decide on the direction of travel 
and GP pointed out that the funding for the pilot finished at the end of 
March 2014.  She recommended that the pilot be extended whilst the 
service was procured from a sole provider which would cover all 
geographical areas in Durham.  Janice Martin of Procurement had 
already agreed that this was an appropriate way forward. 
 
The group debated the proposals including costings and how to ensure 
that any service complemented (not duplicated) the district nursing 
service.  It was noted that Darlington and North Durham CCGs had 
already agreed in their Executives to the proposals.   
 
Colleagues questioned the validity of a review undertaken by the current 
providers.  GP responded that the provider was, initially, rather forceful 
in its views as to how the service should be provided.  However Gail 
Linstead was very clear that the decision was not theirs to take and that 
the report was to assist the CCGs in their decision-making progress.  GF 
and GL were not recommending the proposals from the provider. 
 
JC wanted assurance that Rapid Response would support patients in 
terms of enhancing their quality of life and what it offered in addition to 
the district nursing service.  SB replied that there was evidence to show 
that there had been a reduction of deaths in hospital and that there was 
additional information to support this. 
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GP added that the proposals would form part of the Palliative Care 
Strategy and that there was a great deal of background information to 
show that Rapid Response alongside district nursing would enhance 
care for patients.  SF had heard that North Durham were not happy with 
the Palliative Care Strategy, so GP would speak to Michael Houghton to 
find out their views. 
 
MP asked about the implications of not going ahead and GP replied that 
this would result in increased hospital admissions for patients and an 
increase in the number of deaths in hospital. 
 
SB suggested that NECS could lead on the evaluation work.  MB agreed 
that as long as the NECS and CCG roles were clearly defined in 
advance, he was happy with this. 
 
The Executive Committee: 
· Agreed to option 5a – a sole provider covering all geographical areas 


‘Countywide’ and keep three teams, based and service configured in 
line with CCG specifications; 


· Agreed to provide funding on a 3-6 monthly basis for a 12 month 
period 2014/2015 based on the £386,146 DDES yearly contract cost 
while the service was procured as the service could not be stopped 
entirely without causing detriment to patients, with the potential of 
increasing hospital admissions; 


· Noted that risk was being mitigated because the service was being 
taken forward to procurement as part of the EOL and Palliative Care 
Strategy work that was ongoing. 


· Support the setting up of a bi-monthly evaluation meeting which 
would include representatives from NECS, DDES CCG, North 
Durham CCG, Darlington CCG, NECS, Marie Curie and St Teresa’s. 
This would give a forum for all parties involved to discuss any issues 
and develop a robust evaluation process during the 14/15 financial 
year when the pilot has been extended. 


· Noted that part of the service specification for Rapid Response 
included the ability to impose financial penalties if the Minimum Data 
sets were not received by the provider by a set date each month. As 
getting the evaluation data had proved difficult it was recommended 
that these penalties were imposed should there be a delay in 
receiving data during the extension period. 


 


 
 
 
 


GP 
 


EC/14/074 Non Recurrent Funding 
 
In order to put the discussions around this item into context, MP tabled 
the latest Finance report as at 31 January 2014.  He highlighted that the 
CCG was still on track to deliver its financial targets, though there were 
three major changes: 
 
 
 


 
 
 
 
 
 
 
 
 







5 
 


1.  The prescribing position as recorded in the report showed an 
improvement on the previous month of £800k.  However, it was 
already known that the subsequent month would show a dramatic 
negative swing of £900k.  This impacted on the non-recurrent 
position. 


2.  It was now confirmed that the CCG would underspend against its 
property charges. 


3.  It was known that the CCG was to receive a rebate from NECS and 
discussions continued as to an agreed level. 


 
The three points above offset each other somewhat, but at least gave a 
firmer picture on two of the items.    An option to flex the year end 
position by a sizeable amount, depending on prescribing would be 
needed and this would mean that any non-recurrent options would need 
to be looked at flexibly. 
 
A second document was then tabled which set the scene in terms of 
forecasting options.  MP spoke to this in detail.   
 
JC understood that IT funding should be included (he declared an 
interest at this point as he worked for a practice that stood to benefit 
from the proposals).  He would share a spreadsheet with MP which was 
produced by MT and Audrey Pickstock which MP would take into 
consideration in his forecasting. 
 
Finally, SB tabled a document which set out the latest list of proposed 
projects which had been scored using the usual criteria.  These were 
discussed at length. 
 
JC declared an interest in EDPIP proposal as he had been approached 
by individuals in the council about this project. 
 
It was noted that SB, MP, MT and GF had already agreed to the NEAS 
and TEWV schemes outside the meeting.   
 
Area Action Partnerships had now submitted projects which had health 
links which could all be included, whilst still meeting the financial target. 
 
SH would try to set up again a meeting regarding IT options for the 
future e.g. webex etc that can use in future across localities. 
 
During a conversation about the GP variation agreement, it was noted 
that one particular practice had not been attending the required 
meetings (e.g. time outs) in order to receive its funding.  MP would claw 
the money back and check with DP whether there were any other 
practices that did not meet their attendance targets. 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MP/JC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SH 
 
 
 
 


MP 
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Colleagues discussed potential mechanisms for funding federations with 
use of QUIS.  JC talk to Denise Jones about the use of £160k for a 
QUIS scheme on federations and how to get this in place using funding 
in this financial year.   MP suggested that a LIS could be used for phase 
one with full engagement in year two. 
 
Final figures were awaited on the Cardio Analytics item for Easington, 
though there would be some ongoing costs associated with this.  Quotes 
had already been received on the kit, but it was agreed that MP would 
build in additional costs for spares. 
 
All noted that the above took the total to around £430k which fitted in 
with the likely scenarios on MP’s financial forecasts.  The Momentum 
figure would be brought down to fit with this. 
 
SH to add Non-Recurrent Funding Update to the agenda as a weekly 
item to be tabled. 
  


 
JC 


 
 
 
 
 
 


MP 
 
 
 


MP 
 
 


SH 


EC/14/075 Recent meetings with Public Health - update 
 
SB reported on a recent Planning Unit meeting where services that the 
local authority was looking to decommission were discussed e.g. 
smoking cessation, weight management.  SB had sent to Anna Lynch at 
the local authority a list of services that she understood were being 
decommissioned and was waiting assurance that they would go ahead, 
or information on what was being done to manage any impact of 
decommissioning. 
 
Regarding Enuresis, SB had an e-mail that indicated that the local 
authority had the funding and would commission services on the CCG’s 
behalf.  However all agreed that it was important to get this in writing 
formally.  SB to pursue. 
 
The Foundation Trust was publicising a level 3 weight management 
service, though this was not being paid for and therefore not 
commissioned.  MP and SB to ensure that this did not appear in the 
CCGs PBR activity. 
 
SB confirmed that this issue would be discussed at the Chief Finance 
Officers’ meeting on Monday 24 February.  SB to provide feedback to 
the group after the meeting. 
 


 
 
 
 
 
 
 
 
 
 
 


SB 
 
 
 
 
 


SB/MP 
 
 
 


SB 
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EC/14/076 Elephant Kiosks for collection of patient feedback 


 
GF had obtained information and a demonstration on the kiosks and 
thought they may be useful in the collection of friends and family 
responses as well as health promotion activity, practice questionnaires 
and more.  The units cost £2,500 each with a £300 per year per unit 
maintenance cost.  There was no discount on the units if ordered in bulk. 
 
The Executive Committee: 
· Agreed that GF would write to practices to obtain a small number of 


volunteers to have a kiosk placed in their practice on a trial basis, 
paid for by the CCG, but willing to pay any maintenance fees; 


· Once the above was ascertained, a trial of the kiosks would take 
place.   


 


 
 
 
 
 
 
 
 
 


GF 


EC/14/077 Smaller Value Contracts – update 
 
This was discussed in the confidential part of the meeting. 
 


 


EC/14/078 NECS SLA discussion 
 
This item was cancelled in MT’s absence. 
 


 


EC/14/079 COPD Points Pilot Evaluation 
 
The Executive Committee accepted for information the report which 
updated on the COPD Points Pilot Evaluation. 
  


 


EC/14/080 National Audit of Intermediate Care 
 
In MT’s absence, SB indicated that the CCG had been asked to 
participate in the national audit at a cost of £3,500.  As colleagues were 
unfamiliar with this, it was agreed that SB would ask People Too if they 
thought it was worthwhile participating and which other CCGs had 
agreed already.  She would then feedback to colleagues for a final 
decision. 
 


 
 
 
 


SB 


EC/14/081 Any Other Business 
 
Weekend Opening 
WJ to send SB a copy of the Challenge Fund bid that had recently been 
submitted. 
 
WJ and SF declared an interest in the item as their practices were 
participating in the weekend opening scheme. 
 
 
 


 
 
 


WJ 
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SB indicated that agreement needed to be reached on a more 
permanent model for weekend opening, though with a short-term 
solution from April for two or three months whilst this was being drawn 
up.  The success or otherwise of the Challenge Fund bid would need to 
be taken into account. 
 
After a brief discussion, the Executive Committee: 
· Agreed to produce a proposal to extend the current model for three 


months and give all practices the opportunity to participate.  This 
would be taken to the Executive Committee on 25 February and 
Governing Body in March. SB would obtain prior agreement with AD 
so that the GB were ratifying the decision.  This would ensure that all 
would be in place on time; 


· Agreed that MP would ask all practices if they were interested in 
participating in the extension of the current model.  This could then 
be fed into the proposals. 


· Agreed that the detail of the short term specification would be 
changed to include specific information on under and over 
performance and payments relating to performance. 


· Agreed that in the short term, all practices would be invited to 
participate, but for the longer-term consideration needed to be given 
as to how to invite participation. 


· Agreed that it should be made clear to practices that they should see 
patients from other non-participating practices.  This would ensure 
equity for all patients. 


 
Diabetic Community Clinic 
In response to a query from WJ, it was confirmed that Gill Smith of 
NECS had met with representatives from City Hospitals Sunderland and 
North Tees & Hartlepool Foundation Trusts regarding whether to 
continue the service whilst looking to procure something more 
comprehensive.  Anything provide would provide some short-term 
continuity but may need tweaks to the models of delivery.  GS was also 
obtaining views from practices. 
 


 
 
 
 
 
 
 
 
 
 


SB 
 
 


MP 
 
 
 


MP 
 
 
 
 


SB 


 Next Meeting 
 
25 February 2014 


 


 
 


Signed:  
 
Name:   Stewart Findlay, Chief Clinical Officer 
 
Date:   5 March 2014 
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GOVERNING BODY ACTION LOG 
UPDATED 11 FEBRUARY 2014 


 
No Date/meet


ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


1.  8/10/13 GB/13/136 Clinical Quality Update 
 
DR to escalate the issues of gaps in 
reporting in detail to SF who would 
speak to NECS in order to make 
progress.  GF to be involved as lead 
in this area.  The next report to 
contain and update and proposals. 
 


 
 
DR/SF/GF 


 
 
12 Nov 13 
February 14 
 


 
 
NECS are developing this, 
and these issues were 
highlighted in the 
performance report by DR 
10/12/13 – It was agreed 
that a progress would be 
prepared by Feb 14 


 
 
Complete 


2.  12/11/13 GB/13/155 – Contract & 
Performance Update 
 
Requested in the previous meeting 
was the following items to be 
included in the presentation: 


· Healthchecks 
· Local Priorities 


 
To be added to the next presentation 
NECS staff were then asked to 
attend the GB meeting to present the 
presentation 


 
 
 
NECS 


 
 
 
December  


 
 
 
10/12/13 – Local priorities 
included but not 
Healthchecks.  
Anna Lynch to write 
separate report in future on 
Healthcheck – DR/AL to 
agree content. 
14/1/14 – Carried forward 
as unsure of progress 


 
 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


3.  10/12/13 GB/13/174 – Finance Update 
 
MT/MB to provide a breakdown of 
the voluntary and community sector 
community chest allocation. 
 
 
 


 
 
MT/MB 
 
 
 
 


 
 
Feb 14 
 
 
 
 
 


 
 
14/1/14 – Will form part of 
the Finance report in 
February along with 
Innovation Fund. 
 


 
 
Complete 


4. 
 


10/12/13 GB/13/176 – Clinical Quality 
Update  
 
JC to provide further information to 
the Governing Body on My NHS and 
on additional stakeholder 
communication events being 
planned. 
 


 
 
 
JC 


   
 
 
Complete 


5.  10/12/13 GB/13/178 – Developing a Strategy 
for Primary Care 
 
Provide an audit trail to colleagues of 
the process to date including 
meetings that had considered and 
approved work so far. 


 
 
 
JC 


   
 
Complete 


6.  10/12/13 GB/13/179 – Chief Clinical Officer 
Progress Report 
 
SF to ensure that any key issues 
arising from the Health and 
Wellbeing Board were highlighted in 
his report in future. 


 
 
 
SF 


  
 
 
Ongoing 


 
 
 
Complete 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


7.  10/12/13 GB/13/180 – Project Update 
 
SB to include cancer in the list of 
DDES CCG projects. 
 


 
 
SB 
 
 


  
 
14/1/14 – MT to check 
progress. 


 
 
Complete 


8.  10/12/13 GB/13/182 – Patient and Public 
Engagement  
 
JC to arrange for NECS to provide a 
more comprehensive update in future 
and to include further information on 
AAPs in the next report. 
 


 
 
 
JC 


 
 
 
February 14 
March 2014 


 
 
 
11/2/14 - Verbal update 
provided Feb and JC 
working with NECS for 
March. 
 


 


9.  14/1/14 GB/14/168 – Declarations of 
Interest 
VW and WJ to update their entries. 
 


 
 
VW/WJ 


 
 
Before next 
meeting in 
Feb 


  
 
Complete 


10.  14/1/14 GB/14/172 – Action Log – Patient 
and Public Engagement 
 
JC to ensure that an update on My 
NHS including data on public use 
was included in the next Public and 
Patient Engagement update to the 
Health and Wellbeing board in order 
to co-ordinate with AAP and the 
Board’s own strategies. 
 


 
 
 
JC 
 
 
 
 
 
 
 


 
 
 
Feb 14 
March 14 
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No Date/meet
ing action 
agreed 
 


Action Responsible 
officer 


Agreed 
completion 
date 


Progress Outcome 


11.  14/1/14 GB/14/173 – Family Action 
 
DS to share the DVD and a link with 
GF/LJG in order that it could be 
shared with the Governing Body as 
well as being added to the DDES 
Facebook page and website. 
 
VW, HM and JC to ensure that an 
invitation be extended via DS to 
attend the locality meetings. 
 


 
 
DS 
LJG 
 
 
 
 
VW, HM, JC 


  
 
11/2/14 – In progress 
It is now uploaded onto the 
DDES Website. 
 
 
 
 
 
11/2/14 – Removed as 
would be more appropriate 
to invite to practice 
meetings if required. 


 
 
Complete 
 
 
 
 
 
 
Removed 


12.  14/1/14 GB/14/174 – Durham County 
Council Care Home Consultation 
 
JC to ensure that key messages from 
the pilot and the positive work being 
done on bed provision was 
publicised. 
 
MT to submit the consultation 
response by the required deadline. 
 


 
 
 
JC 
 
 
 
 
MT 


  
 
 
 


 
 
 
Complete 
 
 
 
 
Complete 
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13.  14/1/14 GB/14/175 – Everyone Counts 


2014 Presentation 
 
MT to arrange a Governing Body 
Development Session after the first 
submission of plans in order that the 
Governing Body could gain 
assurance and understanding of how 
the CCG would deliver on its 
projections. 
 


 
 
 
MT 


   
 
 
Complete 


14.  14/1/14 GB/14/178 – Summary of 
Recommendations from recent 
Patient Safety Reports; and 
GB/14/179 – Government response 
to Mid Staffs Public Inquiry 
 
GF to share an update against the 
action plans on a six monthly basis 
and provide information on the 
recommendations that were not 
accepted by the government in the 
Mid Staffordshire report. 
 


 
 
 
 
 
 
 
GF 


 
 
 
 
 
 
 
First update 
July 14 then 
ongoing. 


 
 
 
 
 
 
 
14/2/14 – Included in 
forward planner – ongoing. 


 
 
 
 
 
 
 
Complete 


15.  14/1/14 GB/14/181 – GP Opening Hours 
Update 
 
GF to arrange for a report to be 
written within 48 hours to set out 
proposals and outline the potential 
impact of any changes in payments.   
AD and GF would then make the final 
decision as to the way forward. 


 
 
 
GF 
 
 
 
AD/GF 


 
 
 
 


  
 
 
Complete 
 
 
 
 
Complete 
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16.  11/2/14 GB/14/186 Declarations of Interest 
 
IS to complete his entry on the 
Register as a new Governing Body 
member. 
 


 
 
IS 


   


17.  11/2/14 GB/14/193 – Governance Update 
 
MT to make presentations on the 
draft annual report to locality 
meetings during April in order to 
obtain feedback before the 
submission deadline. 
 
MT to share the project plan / 
timetable for the completion of the 
Annual Report with the Audit and 
Assurance Committee and the GB at 
its meeting in March. 
 


 
 
MT 
 
 
 
 
 
MT 


 
 
April 14 
 
 
 
 
 
March 14 


 
 
28/02/14 – Complete. 


 


18.  11/2/14 GB/14/195 Contract and 
Performance Update 
 
GF to ask NECS to provide an 
analysis of Talking Therapy 
performance for the next Contract 
and Performance update. 
 
MP to ask NECS to include TEWV in 
the finance and activity report in 
future. 
 


 
 
 
GF 
 
 
 
 
MP 


 
 
 
March 14 
 
 
 
 
March 14 
meeting 
onwards 


 
 
 
 
 
 
 
 
28/02/14 – Complete 


 
 
 
 
 
 
 
 
Complete 
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19.  11/2/14 GB/14/196 Clinical Quality 
Summary Report: Dec 2013 
 
MT to look at the Terms of Reference 
for the Clinical Quality Working 
Group with a view to it reporting and 
providing minutes to the Executive 
Committee.  This would be part of the 
governance review after DDES re-
organisation. 
 


 
 
 
MT 


  
 
 
28/02/14 – Restructure to 
be completed by 01/04/14, 
report back in April GB. 
 
 
 


 


20.  11/2/14 GB/14/199 Patient and Public 
Engagement 
 
Call to Action - JC and SB to collate 
feedback into common themes, 
connect to commissioning intentions 
and identify any gaps.  They would 
also post a holding statement on the 
DDES CCG website. 
 
Comms - SF to ensure that more was 
done to raise the CCG profile and 
share good news stories via press 
releases and social media. 
 


 
 
 
JC / SB 
 
 
 
 
 
 
SF 
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Making Smoking History in County Durham 
 


Smoke Free County Durham 
Tobacco Control Action Plan  


 
 The Vision 


 
 “The tobacco-free generation is a vision well worth striving for – that a child born now in 


any part of County Durham will reach adulthood breathing smokefree air, being free 
from tobacco addiction and living in a community where to smoke is unusual.   


We owe it to our children to make this happen 
(Adapted with kind permission from ASH Scotland - 2013) 


 
2013/14 


 Year one of a five year plan 2013 – 2017 
 
 Signed off by the Health Improvement Partnership 11th July 2013 


Agreed by Cabinet 30 October 2013 
Signed off by Health & Wellbeing Board 15 November 2013 
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Tobacco Control - The Challenge 
 
An ambition to reduce smoking prevalence in County Durham to 5% by 2030 
 
Smoking is the biggest preventable cause of death globally, killing half of all smokers prematurely. In the 20th century, the tobacco 
epidemic killed 100 million people worldwide.  During the 21st century, it could kill one billion.  Smoking causes 50 different 
conditions and costs the NHS £2.7 billion to treat every year.  Tobacco is a leading cause of health inequalities and is responsible 
for half the difference in life expectancy between rich and poor. 
 
The tobacco control movement seeks to address the death, disability and disease caused by smoking and can be seem a global 
response to the greatest public health threat the world has ever faced. 
 
To counteract the tobacco epidemic, the tobacco control movement needs to recruit advocates who can engage politicians, opinion 
leaders and the public in the smoking debate.  The main aims of tobacco control activities include reducing exposure to secondhand 
smoke, the use of proven treatments of tobacco addiction, promoting effective health campaigns, banning tobacco marketing and 
promotion, increasing tobacco taxation and tackling illicit trade in tobacco products. 
 
Tobacco is unique.  It is the only product that kills when it is used entirely as intended.  Tobacco is not abused.  It is marketed by 
the tobacco industry to be smoked and inhaled.  In doing this, it kills half of its consumers. 


(Tobacco Control Advocacy toolkit – A guide to Planning Advocacy activity to tackle tobacco 2010) 
 
In 2011 the government published the White paper ‘Healthy Lives, healthy People: A Tobacco Control Plan for England’.  A five 
year plan which under the leadership of local authorities, the government want to encourage the development of partnerships in 
tobacco control where anyone who can make a contribution is encouraged to get involved.  In implementing comprehensive 
tobacco control in their communities, they encourage local authorities to maximise local involvement by building tobacco control 
alliances that include civil society. 
 
While the Public Health Outcomes Framework will provide the key source of information about progress on reducing tobacco use, 
the government is setting three national ambitions to focus tobacco control work across the whole system: 


· Reduce smoking prevalence among adults in England: To reduce (aged 18 or over) smoking prevalence in England to 18.5 
% or less by the end of 2015, meaning around 210,000 fewer smokers a year 


· Reduce smoking prevalence among young people in England: To reduce rates of regular smoking among 15 year olds in 
England to 12% or less by end of 2015 


· Reduce smoking during pregnancy in England: To reduce rates of smoking throughout pregnancy to 11% or less by the end 
of 2015 







3 
 


 
These national ambitions will not translate into centrally driven targets for local authorities.  Rather, they represent an assessment 
of what could be delivered as a result of the national actions described in the plan, together with local areas implementing evidence-
based best practice for comprehensive tobacco control.  Local areas will decide on their own priorities and ways of improving health 
in their communities, in line with the evidence base and local circumstances. 


(HM Government 2011 Healthy Lives, Healthy People: A Tobacco control Plan for England) 
 
 
Smoking and young people 
Smoking among young people is associated with a range of factors, operating at the individual, social, community and societal 
levels which increase children’s and young people’s risk of becoming smokers.  In particular, smoking uptake is linked to 
disadvantaged social, educational and economic trajectories.  Young people are most at risk of becoming smokers if they grow up 
in families and communities where smoking is the norm and where they have access to cigarettes.  Children whose parents and/or 
siblings smoke are more likely to become smokers.   
 
Exposure to Secondhand smoke 
Disadvantaged children, young people and adults are also likely to be exposed to higher levels of second-hand smoke (SHS) than 
those from more privileged backgrounds.  This is due to lower levels of smoking restrictions in the home.  More action is needed to 
protect these vulnerable groups from SHS exposure where they live, and in cars.  Action is needed to prevent smoking uptake in 
children, to help vulnerable adults to quit and to protect children and adults from SHS. 
 
Smoking Prevalence in County Durham 
Smoking prevalence in county Durham aged 18+ years is 20.9% (Integrated Household Survey 2011/12).  Amongst Routine and 
Manual Groups this rises to 26%.  (See table 1. Tobacco Control Profiles). 
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Smoking and impact on County Durham  
 
How much is smoking costing County Durham?   
 
The total annual cost of smoking in County Durham is £27,934,868 , which can be broken down as: 
 
NHS Costs: £21,062,653 
Costs to businesses (productivity losses): £6,558,163 
Passive smoking costs: £303,744 (adults: £215,838; children: £87,906) 
  
 
How does this relate to NHS events (e.g. number of hospital admissions?) 
 
The £21,062,653 in annual NHS costs are the result of:  
£94,267 GP consultations; 
£26,433 practice nurse consultations; 
£18,089 outpatient visits; 
£4,970 hospital admissions; and 
£52,414 prescriptions. 
 
The Local Tobacco Control Profiles for England provides a snapshot of the extent of tobacco use, tobacco related harm, and 
measures being taken to reduce this harm at a local level. These profiles have been designed to help local government and health 
services to assess the effect of tobacco use on their local populations. They will inform commissioning and planning decisions to 
tackle tobacco use and improve the health of local communities.  
 
 
The tool allows local authorities to compare against other local authorities in the region and benchmark against the England 
average.  The table below compares County Durham with the England average.  The red circles show where County Durham is 
worse than the England average. 
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Table 1. Tobacco Control Profiles for England County-Durham results 


 
Public Health England (2013) Local Tobacco Control Profiles for England 
 
 
The County Durham Joint Strategic Needs Assessment (JSNA) contains health profiles which relate to smoking and health and 
therefore supports the evidence of the need to address tobacco as a high priority for County Durham.   
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Reducing smoking prevalence in county Durham 
 
The aim of tobacco control is to make smoking less desirable, accessible and affordable.  Locally this means improving health and 
reducing health inequalities by reducing the number of smokers (preventing the uptake of smoking and assisting those who want to 
quit).    
 
Delivering evidence based tobacco control requires long term strategic commitment to ensure the mechanisms are in place to drive 
the agenda forward.  The vehicle to deliver this then relies on the commitment of a range of partners understanding and supporting 
the evidence and coming together in the form of a local tobacco control alliance.   
 
Reducing smoking prevalence and reducing the use of tobacco will help County Durham to: 
• Cut costs to local public services 
• Protect children from harm  
• Boost the disposable income of the poorest people  
• Cut health inequalities 
• Drive real improvement across key measures of population health 
 
To reduce smoking prevalence in County Durham, there needs to be a long term commitment to achieve a vision of Making 
Smoking History.  Making Smoking History in County Durham means a commitment to improve health, reduce health inequalities by 
reducing the death, disability and disease caused by smoking.   
 
The Tobacco Control Alliance partners of County Durham have an ambition that by 2030 smoking prevalence in County Durham is 
reduced to 5%, and amongst Routine and Manual Groups reduce smoking prevalence to 10%.  
This ambition is driven by a vision to make children the future focus for protection and the statement below is the commitment to 
this:-  
 


 
“The tobacco-free generation is a vision well worth striving for – that a child born now in any part of 
County Durham will reach adulthood breathing smokefree air, being free from tobacco addiction and 


living in a community where to smoke is unusual.  We owe it to our children to make this happen” 
 
(Adapted with kind permission from ASH Scotland - 2013) 
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This tobacco action plan therefore supports this vision over a five year interim plan 2013 – 2017 that aspires to reducing smoking 
prevalence each year by 1%.  The County Durham Tobacco Control Action Plan supports two of the County Durham Strategies 


 
· Sustainable Communities Strategies 
· Joint Health and Well-being Strategy 
· Children & Young People & Families Plan 


 
Effective tobacco control requires three domains; Challenge tobacco control services; Local leadership and Results demonstrated 
by outcomes. 
 
 


 
Taken from ASH (2012) CLeaR Thinking Excellence in local tobacco control 


 
 
The Smokefree Tobacco Control Alliance for County Durham brings together partners from across the county to work together to 
implement action locally.  It will use the Clear Thinking approach as a driver.  The alliance is joint chaired by Councillor Audrey 
Laing, Support Member for Councillor Lucy Hovvels (Safer & Healthier Communities) Durham County Council and Anna Lynch 
Director of Public Health County Durham.   
 
The alliance must deliver on all key strands.   
 


1. Developing infrastructure, skills and capacity at local level and influencing national action. 
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2. Reducing exposure to second hand smoke 
3. Helping Smokers to quit 
4. Media communications and social marketing 
5. Reducing the availability of tobacco products and reducing supply of tobacco 
6. Reducing the promotion of tobacco 
7. Tobacco Regulation 
8. Research, Monitoring and evaluation 


 
This alliance plan covers activity for year one 2013/14, of a five year medium term plan that supports a long term plan to 2030 to 
reduce smoking prevalence to 5%. 
 
Partners signed up to the alliance:- 
Durham County Council 
County Durham and Darlington NHS Foundation Trust 
North Durham CCG 
Durham Dales, Easington and Sedgefield CCG 
Tees Esk and Wear Valleys NHS Foundation Trust 
County Durham Health Networks 
County Durham Area Action Partnerships (AAP) 
County Durham and Darlington Fire and Rescue 
County Durham FE Colleges 
Fresh 
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Reduce Smoking Prevalence – County Durham Baseline 20.9% (Integrated 
Household Survey 2011/12) 
Routine and Manual Groups – County Durham Baseline 26% (integrated 
Household Survey 2011/12)   
 
Strategy Theme / 


programme 
area  


Objective Milestone 
End of Quarter 


Performance 
measure 


Lead officer / 
Delivery 
partner  


Performance 
RAG 


Update 
Reports  
Quarter One    


Healthy 
Lives, 
Healthy 
People: A 
Tobacco 
Control Plan 
for England 
2011 – 15. 
 
County 
Durham 
Joint Health 
and Well-
being 
Strategy. 
 
Co Durham 
Sustainable 
Communities 
Strategy. 
Children and  
 
Safer 
Communities 
Strategy 


Developing 
infrastructure, 
skills and 
capacity at local 
level and 
influencing 
national action. 


A sustainable 5 year 
interim TC alliance plan 
for County Durham with 
engagement and 
representation from key 
partners. The plan will 
support the National 
Tobacco Plan (NTP) and 
align to Governments 
three national ambitions 
 
Reduce smoking 
prevalence among adults 
18 year + 
 
Reduce smoking 
prevalence among young 
people (15 year olds) 
 
Reduce smoking during 
pregnancy 
 
Support the longer term 
ambition to reduce 
smoking prevalence to 
5% by 2030 
 
Hold four Alliance 
meetings per year  
 


 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
Dec 2013 
 
 
 
 
 
 
April 2014 
 
 
 
 
June 2013 
Sept 2013 
Dec 2013 
March 2014 
 


Draft plan 
submitted to 
Health 
Improvement 
Partnership 
(HIP) in July 
 
Action Plan 
developed and 
signed off by 
the new Health 
Improvement 
partnership 
(HIP) 
 
Action Plan 
presented to 
H&WB Board 
 
 
 
Integrated 
Household 
Survey 
 
 
 
Alliance 
meeting 
minutes 


Dianne Woodall   
DCC 
 
 
 
 
 
 
 
Dianne Woodall 
DCC 
 
 
 
 
Anna Lynch 
 
 
 
 
 
 
 
 
 
 
 
Dianne Woodall 
DCC 
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  Partner organisations 
support WHO FCTC - 
Protection of public 
health policies 
with respect to tobacco 
control from commercial 
and other vested 
interests of the tobacco 
industry 
 
Cease BAT Pensions 
investments 
 
No sign up in support of 
Tobacco Front Groups 
 


 
 
 
 
 
 
 
 
 
 
March 2017 


 
 
 
 
 
 
 
 
 
 
Disinvest DCC 
pension in BAT 


 
 
 
 
 
 
 
 
 
 
Association of 
North East 
Councils (ANEC) 
 
All partners 


  


  Review Alliance ToR 
 
 


Dec 2013 ToR Reviewed 
and circulated 


Dianne Woodall 
DCC 


  


  Commit to a sub national 
Tobacco Programme. 


April 2013 -2017 
 


Five year 
funding 
commitment 


North East Local 
Authorities 


  


  Comprehensive review of 
alliance via the ASH 
Clear Thinking model 
‘Excellence in local 
tobacco control’ 
 
Undergo a one day peer-
based challenge  


 
 
 
March 2014 


 
Peer 
Assessment 
held, report 
produced and 
actions 
identified 
 


Dianne Woodall 
DCC 


  


  Link alliance with 
Regional Networks. 
 
 
 
 


June 2013 
Sept 2013 
Dec 2014 
March 2014 
 


Alliance 
member 
attendance at 
SFNE Network 
meetings. 
 
Submit 
quarterly 
alliance updates 


Dianne Woodall 
DCC 
 


  


  Trained advocates 
versed in local tobacco 
vision  
 


 number of 
elected 
members 
trained 


Fresh   
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identified key advocates 
to be trained e.g. 
 


 
number of key 
advocates 
trained 


  Input to local strategic 
and decision makers 
forums  
 
 


July 2013 
Jan 2014 
 


Six monthly 
report/attend 
HIP group. 
 
Presentations to 
CCGs 


Dianne Woodall 
DCC 


  


  Engage/involve  AAPs 
and Health Networks 
when community based 
tobacco control activity is 
undertaken and when TC  
action is required 
 


Quarterly 
 


 HN/AAPs input 
on the tobacco 
control 
agenda/action 
plan? 


PH portfolio leads 
linked to AAP 
 
Health Network 
chairs 


  
 


  Alliance partner 
organisations commit to  
share Intelligence to 
support wider tobacco 
control e.g. 
Tab houses 
Proxy sales 
Non compliance with  SF 
law 
Non compliance with 
local policies 


Quarterly Reporting noted 
And actions 
taken 


All partners   


  Implement Making 
Smoking History 
programme in FE 
colleges 


March 2014 No. of colleges 
implementing 
programme 


Dianne Woodall 
DCC 


  


 Reducing 
exposure to 
secondhand 
smoke (SHS) 
To reduce 
exposure to SHS 
for children, 
vulnerable adults 
and workers 


Establish a baseline of 
the impact of the Smoke 
Free Families Initiative 
(to include training 
sessions) in two targeted 
communities in County 
Durham. 


Work in partnership with 
local community groups 
and agencies to run an 


June 2013 
Sept 2013 
Dec 2013 
March 2014 
 
 
 
 
 


Measure 
knowledge of 
risks before and 
after campaign 
 
Number and 
type (if any) of 
changes in 
smoking 
behaviour 
following the 


Ruth Bennett 
CDDFT 
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awareness campaign on 
the risks of second hand 
smoke to children and 
young people 


campaign. 


 De-normalise 
smoking by 
increasing public 
support for SF 
areas 


Support/lobby for 
legislation for SF cars 
carrying children 


MP support and 
Elected Members 


As and when 
required 


 Dianne Woodall   


 “ Implement local policy for 
SF childrens play areas 


2015  Oliver Sherratt 
DCC 


  


 “ Improve compliance with 
Smokefree hospital 
grounds 


June 2013 
Sept 2013 
December 2013 
March 2014 


Policy review 
and reports 
against 
compliance 


Claire Matthews 
CDDFT 


  


 “ Deliver a programme of 
intelligence led and 
targeted interventions to 
ensure compliance with 
smoke free legislation in 
premises and vehicles 
(including taxis).  
  
 


  No. of 
awareness 
campaigns, 
visits and 
enforcement 
actions.  


Joanne Waller 
DCC 
 
Michael Yeadon 
/John Benson 
DCC 


   


  Improve compliance with 
smokefree policy on 
DCC grounds 


March 2014 
 
 
Policy review 2014 
 
 


Compliance 
improvement  


Kim Jobson DCC   


  Smoke Free Families 
incorporated into Durham 
Housing Associations. 
Identify policies that will 
support SFF project. 
Identify  20 staff  who 
require training 


 
Sept 2013 
 
 
 
 


Number of staff 
trained in SFF 


Simon Bartlett 
DCC 


  


  Gather intelligence from 
a variety of sources 
relating to the existence 


none No. of targeted 
interventions 


Joanne Waller 
DCC 
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of shisha and water pipe 
cafes and undertake 
targeted interventions to 
ensure compliance with 
relevant legislation. 
 
 


Owen Cleugh / 
Chris Cooper 
DCC 


 Supporting 
smokers to stop 


Achieve 5066 quitters 
 


Q1 (Sept 13) 
Q2 (Dec 13) 
Q3 (March 14) 
Q4 (June 14) 
 


Quitters 
Q1 =1215 
Q2 =1063 
Q3 = 914  
Q4 =1874 


Dianne Woodall 
DCC 
 
 
 


  


  ‘Stop before the Op’ 
campaign with GPs 


September 2013 
December 2013 
March 2014 


Action plan to 
implement 
campaign 


Darcy Brown 
CDDFT 


  


  Review smoking support 
within Mental Health 
settings.  
 
Pilot one area of TEWV 
inpatient area 


March 2014 Systems in 
place to support 
inpatients 


Iain Miller 
CDDFT 
Jacqui Dyson 
TEWV 


  


   
Reduce number of 
women smoking in 
pregnancy 
Baseline for CD 
2006/7=24% 
 
2012/13 YTD= 19.9% 
 
 


 
Sept 2013 (Q1 data 
2012/13) 
Dec 2013 (Q2 data 
2012/13) 
March 2014 (Q3 
data 2012/13 


 
Smoking at time 
of delivery data 
 
Target for 
2013/14=20.9% 
 


 
Anne Holt 
CDDFT 


  


  Commission Support for 
young people within 
substance misuse 
settings 


March 2014  Pilot project 
with 4Real 
service 


Dianne Woodall 
DCC 


  


  Monitor referrals from 
partners organisations 
via brief intervention (BI) 
training 
 


June 2013 
Sept 2013 
Dec 2013 
March 2013 


Number of BI 
delivered 
 
Number of 
referrals 


Iain Miller 
CDDFT 


  


 Media, 
communications, 
social marketing 


Develop a MARCOMS 
plan to support local, 
regional and national 


June 2013 
September 2013 
December 2013 


No. of 
Campaigns 
supported:-


Chris Woodcock 
Karen Stewart 
DCC 
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and education campaigns   Support 
national and Regional 
Media campaigns;- 
 
Keep it out 
Stoptober 
Every Breath 
No Smoking Day 
 
PHE campaigns 
Secondhand Smoke - 
Smokefree homes and 
cars  
Stoptober  
New Year Harms  
 
Need to link to Fresh 
campaigns 
Smokefree Cars 
Smoking and Pregnancy 
 
 


March 2014 Number of 
articles in 
media, 
newspapers, 
radio etc, 
internal and 
external news 
bulletins 


  Deliver the MARCOMS 
plan ensuring that 
publicity and marketing 
activity is targeted on 
those areas of high 
smoking prevalence and 
/ or illegal tobacco 
activity.  


In line with 
MARCOMS plan 


Positive 
marketing 
outcomes? 
 
Feedback from 
illicit tobacco 
steering group 


Chris Woodcock 
Karen Stewart 
DCC 


  


  Media Launch of the TC 
alliance action plan 


Sept 2013 Plan launched 
and 
disseminated 


Chris Woodcock 
DCC 


  


  Secondary Care support 
to above campaigns 
 
Stop before the Op 
campaign 


September 2013 
Dec 2013 
March 2014 


Internal 
communications 


Paul Scott 
CDDFT 


  


  No Smoking Day:- 
Deliver a County wide co-
ordinated NSD smoking 
campaign and support 
activities relating to No 


March 2014 NSD action plan 
meeting 
 
No Smoking 
Day activity 


Karen Stewart 
Chris woodcock 
DCC 
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Smoking Day 
  Development of a Youth 


Advocacy approach to 
tobacco control and 
alcohol. 
 
 


Sept 2013 
 
 
 
March 2014 
 
 
 
 
 
 


Commissioned 
organisation to 
deliver project 
 
 


Dianne Woodall 
Kirsty Wilkinson 
DCC 


  


  Continuing to publicise 
the dangers of using 
smoking materials and 
the part they play in fires.   
 
Support specific No 
Smoking campaigns by 
providing  ‘quotes’ for 
articles/press releases. 


Sept 2013 
Dec 2013 
March 2014 


No. of press 
releases 


Andrew Allison 
CDDFR 


  


  Ensure implementation 
of NICE Guidance on 
smoking prevention and 
preventing uptake of 
smoking  
 
Deliver tobacco 
programme e.g. drama/ 
workshops to support 
schools deliver evidence 


March 2014 No. of Schools 
achieving 
smokefree 
schools quality 
standards 
 
Commission 
providers to  
deliver drama 
support in 
schools 


Suzanne Irvine 
CDDFT 
 
 
 
 
Dianne Woodall 
DCC 


  


  Use online tools to gain 
public support/insight on 
TC issues/agendas 


Sept 2013 
 
March 2014 


Response 
reports 
produced 


Chris Woodcock 
DCC 


  


  Incorporate tobacco as 
part of the Alcohol led 
social norms work in 
schools 


Sept 2013  First Smoking 
Prevalence data  
of young people 
in County 
Durham 


Dianne Woodall 
DCC 


  


  Develop a bank of client 
case studies for media 
purposes 


Quarterly No. of case 
studies 


Karen Stewart 
DCC 
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  Smoking in the movies.  
 
Develop actions to raise 
awareness  
e.g. paid smoking ads 
prior to films depicting 
smoking in Co Durham 
cinemas 


2013 - 2017 TBC Dianne Woodall 
DCC 


  


  Awareness of  Childhood 
Initiation and tobacco 
industry recruiting young 
people 


 Tobacco control 
delivered to 
Local 
councillors etc 


Anna Lynch   


 Reducing 
availability and 
supply of 
tobacco 
products-licit and 
illicit and 
addressing the 
supply to 
children 


Deliver an intelligence 
led and targeted 
enforcement programme 
to reduce availability and 
supply of tobacco 
products to children   
 
 
 
 


Annual 
enforcement 
programme  
 
March 2014 
 
 
 
–  


% failure in test 
purchasing.   
 
No of 
complaints  
 
No of 
enforcement 
actions 


Joanne Waller 
DCC 
 
Owen Cleugh / 
Chris Cooper 


  


  Establish links to LMAPs, 
PACT groups and AAPs 
to promote data sharing 
and gather  community 
intelligence  concerning 
illicit, counterfeit, 
bootlegged and 
smuggled tobacco 
products and  Deliver 
staff and community 
awareness raising 
through LMAPS, AAP.s 
and Housing 
Associations in order to 
provide the opportunity 
for increased reporting. 


Sept 2013 
Dec 2013 
March 2014 


4 awareness 
raising 
messages 
delivered – one 
in each Q.  
 


Grahame 
McArdle 
DCC 
 
 


  


  Working In partnership 
and using local, regional 
and intelligence sources  
to plan and deliver 
special operations and 


 Annual 
enforcement 
programme  
 
March 2014 


No of 
enforcement 
actions and 
quantity of 
tobacco 


  
DCC / Durham 
Constabulary / 
HMRC 
 


  







17 
 


targeted interventions 
tackling illicit, counterfeit, 
bootlegged and 
smuggled tobacco 
products.     


products 
seized.  


Owen Cleugh / 
Chris Cooper   


  Ensure representation on 
regional  Steering Group 
concerning Illicit Tobacco  
 
  


Dates Feedback to the 
Alliance 


Chris Cooper 
DCC 
 
Owen Cleugh 
DCC 


  


  
Tobacco 
Regulation 


Actions to Support 
Tobacco Regulation  
 
Ensure partner 
involvement in lobbying 
activity when required in 
response to tobacco 
regulation issues 
 


· Standardised 
packaging 


· Consultation on 
E-cigarettes 


· Support for 
licensing of 
tobacco sales 


· Tobacco 
Taxation 


 
March 2014 


 
 


 
Dianne Woodall 
DCC 


  


 Reduce tobacco 
promotion 


Ensure partner 
involvement in lobbying 
activity when required in 
response to tobacco 
promotion issues 


March 2014 
March 2015 
March 2016 
March 2017 
 
 
 


 Dianne Woodall 
DCC 


  


  Exposure of the Tobacco 
Industry tactics, how they 
promote to young people 
 
Use local 
networks/media/ training 
opportunities 


 No. of  training 
sessions offer 
 


All Partners   
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  Prevent the tobacco 
industry targeting young 
people 
Ensure compliance with 
tobacco promotions in 
pubs and clubs 


June 2013 
 
 
 
 
 
March 2014 


Include tobacco 
control 
measures as 
part of Best Bar 
None (BBN) 
Review 
 
Reporting of 
any non 
compliance 


Carol Feenan 
DCC 
Town Centre 
manager and 
BBN manager 


  


 Research, 
Monitoring and 
evaluation 


Ensure County Durham 
tobacco Alliance is 
delivering effectively. 
 
 


June 2013 
Sept 2013 
Dec 2013 
March 2014 
 


Quarterly 
reports to 
Tobacco  
Control 
Partnership 


Dianne Woodall 
DCC 


  


  Health Equity Audit on 
the Stop Smoking 
Service 


Sept 2013 Audit report 
produced and 
circulated 


Michael Fleming 
DCC 


  


  Develop links with the 
Community Action Team 
(CAT) and deliver a 
community based 
tobacco control initiative 
involving a range of 
partners including 
statutory, voluntary and 
community groups 
 


Two year rolling 
CAT programme 
covering 11 LMap 
areas, subject to 
further review in 
2015 
 
Project Initiation 
Document (PID) 
and key outcomes 
TBC in line with 
Tobacco Alliance 
Action Plan 
 
Feedback / 
Performance 
reviewed at end of 
each 8-10 week 
area initiative. 


No 
Interventions 
undertaken 
 
Media / 
Awareness 
campaigns 
 
Enforcement 
actions / 
seizures 
 
Community 
intelligence 
incident reports 
 
Smoking 
cessation 
service uptake 
 
Level of retailer 
compliance  


Dianne Woodalll / 
Joanne Waller 
DCC 
 
Various Partner 
organisations  


  


  Track smoking 
prevalence 
 


March 2014 Integrated 
Household 
Survey  


Dianne Woodall 
DCC 
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2011/12 
England prevalence 20% 
North East prevalence 
21.2% 
County Durham 20.9% 
 
Amongst Routine and 
Manual workers  
England 30.3% 
North East 29.1% 
County Durham 26% 


  Establish  smoking 
prevalence baseline for 
15 years olds 
 
Reduce smoking 
prevalence amongst this 
age group 


2014 
 
 
 
2014 - 2017 


Social norms 
data 
 
 
“ 


Dianne Woodall 
DCC 


  


  Involvement in UKCTCS 
‘Start2Quit’ Study to 
increase uptake to stop 
smoking support 


Sept 2013 
Dec 2013 
March 2014 


Evaluation of  
study produced 
and circulated 


Iain Miller 
DCC 


 . 


  Implement tobacco 
programme in secondary 
schools as part of the 
norms programme 


 Social norms 
results  


Cornforth 
partnership 


  


  Evaluate long term 
outcomes of NHS SSS 


2013 - 2017 Percentage  
quit at 12 weeks 


Iain Miller 
CDDFT   
 
UKTCRC 


  


  Monitor investment on 
tobacco control 


2013 - 2017 NICE ROI 
(Return on 
investment tool) 


Dianne Woodall 
DCC 


  


   
Baby Clear project 
 
Increase uptake to stop 
smoking support 
amongst pregnant 
smokers 
 
Baseline 2012/13 
9.9% conversion rate 


 
March 2014 


 
Number 
referred to 
service and 
number setting 
a quit date 


 
Iain Miller 
CDDFT 
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DCC =Durham County Council 
CDDFT = County Durham and Darlington Foundation Trust 
HIS = Health Improvement Service of CDDFT 
UKTCRC Tobacco Control Research Centre 


 
 
 


  Monitor  County 
Durham’s population 
health via the tobacco 
control programme 
 
Baselines (see Tobacco 
Control Profiles page 5) 


March 2013 - 2017 Tobacco 
Control Profile 
Indicators 


Tobacco Alliance   


  Reduce children’s 
exposure to second hand 
smoke 
 
Establish baseline of 
children exposed 
 
Monitor yearly results 
 


March 2013 – 2017 
 
 
 
March 2014 
 
 
2015 - 2017 


Social norms 
questionnaire 
results 


Dianne Woodall 
DCC 
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Executive Summary as at 31st January 2014 


Ø Income & Expenditure 
The CCG is reporting an underspend year-to-date (YTD) and forecast outturn position.   
 
Ø 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.  
 
Ø Cash 
The forecast cash drawdown is in line with the anticipated cash limit. 
 


 
Ø Quality, Innovation, Productivity & Prevention (QIPP)  
Year-to-date the CCG has delivered QIPP savings in excess of plan.  
 


 
Ø Better Payment Practice Code (BPPC) 
The CCG is exceeding its target of paying 95% of valid invoices within 30 days. 
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YTD Forecast 
N/A N/A


Target Delivered
£3,557K £3,957K


YTD Forecast 
£4,574K £5,489K


YTD Forecast 
£331,785 £391,647


By Volume By Value 
Non-NHS 97.71% 97.29%
NHS 98.58% 99.92%







Budget to Actual Variances as at 31st January 2014 
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Acute 
Services


Community 
Health 


Services


Continuing 
Care 


Services


Mental 
Health 


Services


Primary 
Care 


Services


Other Corporate 
Costs and 
Services


YTD Variance (Under)/ Overspend 1,666 (715) 392 294 1,879 (1,378) (821)


£'
00


0
Year-to-Date Budget v Actual Variances as at 31st January 2014







Overview of Financial Position as at 31st January 2014 


Ø As at 31st January 2014 the CCG is showing an underspend of £4,574k and a forecast outturn underspend of 
£5,489k. This position is after the deployment of reserves and exceeds financial plan to deliver a 1% surplus 
in 2013-14. 
 


Ø 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. 
 


Ø The key risks identified at month ten are: 
 
 Acute – Acute contracts continue to overspend, with specific pressures on Newcastle upon Tyne Hospitals 
 NHS Foundation Trust and South Tees Hospitals NHS Foundation Trust contracts.  Independent Sector 
 contracts are also showing significant pressure - specifically BMI Woodlands.  Specialised Commissioning 
 risk share arrangements have been finalised following the month ten ledger closedown.  The Trust will seek 
 to bill for non-elective respiratory activity outside of the block contract arrangements in place for 2013-14. 
 The Trust have been asked to confirm the value of this risk. 
  
 Prescribing –  Prescribing budgets continue to show a pressure (£1,766k forecast outturn and 
 £1,703k year-to-date) however the overspend has decreased in month ten. 
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Financial Position as at 31st January 2014 
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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


Previous 
month 
YTD 


Variance Movement


Previous 
month 


Forecast 
Outturn 
Variance Movement


Best Case 
Forecast 
Variance 
(Under)/ 


Overspend


Worst Case 
Forecast 
Variance 
(Under)/ 


Overspend
£000's £000's £000's % £000's £000's £000's % £000's £000's £000's £000's £000's £000's


Commissioned Services
Acute Services 177,186 178,852 1,666 213,177 214,660 1,483 1,090 576 1,361 122 (2,327) 4,949
Community Health Services 38,604 37,889 (715) 46,373 45,934 (439) (526) (189) (439) 0 (1,389) (334)
Continuing Care Services 13,612 14,005 392 16,335 16,759 424 538 (145) 600 (176) 0 1,434
Mental Health Services 43,507 43,801 294 52,209 52,713 505 283 11 535 (30) 103 932
Primary Care Services 49,624 51,503 1,879 59,549 61,525 1,976 2,496 (617) 2,872 (896) (1,108) 4,819
Other 8,364 6,986 (1,378) 9,987 8,656 (1,330) (642) (736) (409) (922) (1,754) (939)


Programme Reserve 2,583 0 (2,583) 8,992 5,840 (3,152) (3,988) 1,405 (5,520) 2,368 (2,000) 0


Total Commissioned Services 333,482 333,036 (446) 0% 406,621 406,088 (533) 0% (750) 304 (1,000) 467 (8,475) 10,861


Running Costs 
Corporate Costs and Services 5,505 4,684 (821) 6,603 5,630 (973) (175) (646) (202) (771) (980) 0


Running Cost Reserve (433) 0 433 467 973 506 175 258 202 304 (467) 0


Total Running Costs 5,071 4,684 (388) -8% 7,070 6,603 (467) -7% 0 (388) 0 (467) (1,447) 0


1% Required Surplus 3,740 0 (3,740) 4,489 0 (4,489) (3,366) (374) (4,489) 0


GRAND TOTAL EXPENDITURE 342,293 337,720 (4,574) -1% 418,180 412,691 (5,489) -1% (4,116) (457) (5,489) (0) (9,922) 10,861







Acute Commissioning as at 31st January 2014 


• The position for acute services is based on eight months of frozen secondary uses service (SUS) data, one month of flexed 
SUS data and one months accrual.  Acute commissioning remains a pressure area for CCG as some acute contracts 
continue to overspend.   
 


• Risk share agreements for the CCG's major providers are in place for the 2013-14 financial year.  This covers County 
Durham and Darlington NHS Foundation Trust, North Tees and Hartlepool NHS Foundation Trust and City Hospitals 
Sunderland NHS Foundation Trust.  These contracts continue to be monitored on a payment by results (PbR) basis in order 
to inform the 2014-15 contracting round.  


 


• Gateshead Health NHS Foundation Trust are experiencing major problems submitting SUS data as a result of 
implementation of a new patient record system.  Until these issues are resolved this contract is being treated as a block. 


•          
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Continued on page 7 


Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Acute Commissioning Exluding Independent Sector 163,302 164,588 1,286 195,962 196,870 907
Independent Sector 2,280 3,040 760 2,736 3,652 916
Ambulance Services 8,615 8,151 (464) 10,338 9,808 (529)
Non Contract Activity Excluding Independent Sector 1,449 1,533 84 1,739 1,928 189
Clinical Networks 64 64 0 77 77 0
Winter Pressures 1,477 1,477 0 2,325 2,325 0


Total Acute 177,186 178,852 1,666 213,177 214,660 1,483


YTD Forecast Outturn







Acute Commissioning as at 31st January 2014 


• NHS Foundation Trust contracts are overspent by £1,286k.  This mainly relates to the South Tees Hospitals 
NHS Foundation Trust contract showing pressure on Intensive Care Unit usage and Neuro-rehabilitation and 
Newcastle Hospitals NHS Foundation Trust contract showing pressure on drugs and devices lines and day 
case lines, particularly Paediatrics and Cardiology.   


               
• Within independent sector spend, the BMI Woodlands contract is showing an overspend position.  Analysis 


and work is ongoing with the Service Planning and Reform team to review mechanisms for alleviating 
pressure on this contract.  


        
• Within Ambulance Services (999 and Patient Travel) the activity element of the North East Ambulance NHS 


Foundation Trust (NEAS) contract is over performing but is within budgeted levels, hence the year-to-date 
and forecast outturn position is underspending.  The over performance is split across DDES, North Durham 
and Darlington CCGs using the risk share agreement within the contract. The forecast outturn position is 
based on the month nine year-to-date data and an estimate for January.  The overall contract is forecast to 
over perform (including Commissioning for Quality and Innovation). 
 


• Non contract activity costs have been forecasted based upon actual data received in respect of the first eight 
months of the year. 
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Community Services as at 31st January 2014 


• County Durham and Darlington NHS Foundation Trust (CDDFT) Community contract is a 100% risk share.  
There is an overspend position of £231k year-to-date and £277k forecast  outturn on out of contract services 
relating to orthotics.  


   
• Other NHS includes Newcastle Hospitals NHS Foundation Trust, North Tees Hospitals NHS Foundation 


Trust, South Tees NHS Foundation Trust and South Tyneside NHS Foundation Trust Community block 
contracts.  All costs outside of the contract are now being dealt with via the non contract activity process.  


            
• Local Authority Agreements relate to child case charges, Grampian House charges and costs relating to 


Aiming High.  These services are currently invoiced based on levels agreed between the CCG and the Local 
Authority and currently show a year-to-date underspend of £283k and forecast outturn underspend of £340k.   
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


County Durham and Darlington NHS Foundation Trust (CDDFT) 29,400 29,631 231 35,280 35,558 277
Other NHS 2,118 1,937 (180) 2,541 2,267 (274)
Local Authority Agreements 1,308 1,025 (283) 1,569 1,229 (340)
Independent Sector 3,866 3,737 (129) 4,687 4,985 298
Hospices 1,912 1,559 (354) 2,295 1,895 (400)


Total Community 38,604 37,889 (715) 46,372 45,933 (439)


YTD Forecast Outturn







Community Services as at 31st January 2014 


 
• Independent Sector relates to community based services provided.  The area currently shows an anticipated forecast 


outturn overspend of £298k.  Independent Sector services would be performing at a forecast outturn underspend of 
£402k however a forecast outturn overspend of £700k on the Intrahealth Darzi contract pushes this area into an 
overspend situation.          


 
• The hospice budget is currently underspending by £354k year-to-date and a forecast outturn underspend of £400k is 


anticipated.  All contracts are active and invoices are received monthly/quarterly.  The potential for budget 
disinvestment back to reserves exists in this area. 
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Continuing Healthcare as at 31st January 2014 


• Continuing Healthcare (CHC) costs are based on expected year-to-date and forecast outturn from the CHC 
database.  This is the most up to date information available at the time of publishing. 
 


• We are now paying suppliers on ready to pay file rather than through invoicing arrangements.  This involves 
monthly updates from suppliers on the status of packages and should improve the accuracy of the data used 
to project costs. 


        
• The risk share arrangement has also been included which gives a cost to the CCG of £347k. 
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Continuing Healthcare (CHC) 11,163 11,556 392 13,396 13,821 424
Funded Nursing Care (FNC) 2,449 2,449 0 2,939 2,939 0


Total CHC 13,612 14,005 392 16,335 16,759 424


YTD Forecast Outturn







Mental Health as at 31st January 2014 


• The Tees Esk & Wear Valley NHS Foundation Trust (TEWV) main contract has a block arrangement and includes Child 
and Adolescent Mental Health Services (CAMHS) and Improving Access to Psychological therapies (IAPT) services.  
The overspend on this line relates to costs associated with the Fulmar and Kirkdale wards within TEWV and some 
individual learning disabilities placements which TEWV provide.  The overspend has reduced this month as a risk share 
package of care, due to start mid-December has not yet started.  The anticipated costs for 2013-14 have reduced 
accordingly (£30k) and costs in relation to CAMHS which were shown against this line in month nine are now shown 
within Other NHS (£90k). 


 
• Within the Northumberland Tyne and Wear NHS Foundation Trust contract is a further, significant increase in year-to-


date and forecast outturn overspends.  This is caused by increases in planned and urgent care services but is  partially 
offset by underspends in specialist care.  


 
• Other NHS is currently forecasting an underspend of £417k, this offsets the overspend on non contract activity within the 


TEWV contract line.  The forecast underspend has reduced by £191k in relation to CAMHS expenditure which last 
month was shown within the TEWV (£90k) and Local Authority Agreements (£101k) lines in the table above. 


 
• Independent Sector is currently showing an underspend as number of high cost packages is below the current level of 


funding available.  
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Tees Esk Wear Valley NHS Foundation Trust (TEWV) 38,042 38,538 496 45,651 46,378 727
Northumberland Tyne and Wear NHS Foundation Trust (NTW) 1,288 1,623 335 1,546 1,966 420
Other NHS 561 250 (311) 673 257 (417)
Independent Sector 1,962 1,857 (105) 2,354 2,229 (125)
Local Authority Agreements 1,654 1,532 (121) 1,985 1,884 (101)


Total Mental Health 43,507 43,801 294 52,209 52,713 505


YTD Forecast Outturn







Primary Care as at 31st January 2014 


• Eight months of GP prescribing data has now been received from the Prescription Pricing Authority (PPA).  The year-
to-date spend is made up of actual costs April – November 2013 and an accrual for December and January spend 
based on the forecast outturn provided by the PPA.  At present GP Practice prescribing is running at a year-to date 
overspend of £2m and a forecast outturn overspend of £2.11m is anticipated.  This overspend is reduced by a £344k 
underspend on the central charges line which is the anticipated recharge to be made to the Local Authority for Public 
Health Prescribing which includes costs associated with substance misuse, sexual health and smoking cessation. 
 


• A full reconciliation of enhanced services is underway to inform the forecast outturn costs of these contracts in 
2013/14.    


 
• The out of hours services forms part of the block Community contract with County Durham and Darlington NHS 


Foundation Trust hence no variance is expected.  
 


• Other costs relate to the Home Oxygen service provided by BOC.  The contract is currently running at a year-to-date 
overspend of £170k which includes actual costs April – December and an accrual based on cost trend for January 
2014.  At present it is anticipated that the service will overspend by approximately £205k. 


•         
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Prescribing 42,908 44,611 1,703 51,490 53,256 1,766
Enhanced Services 789 795 5 947 952 5
Out of Hours 4,982 4,982 0 5,978 5,978 0
Other 945 1,115 170 1,134 1,339 205


Total Primary Care 49,624 51,503 1,879 59,549 61,525 1,976


YTD Forecast Outturn







Other and Programme Reserve as at 31st January 2014 


 
• The monthly charge received to date for Patient Transport - Integrated Travel is low.  A contingency has been accrued 


into the position as agreed with the CCG.  
 


• Patient Transport includes three month’s costs for the Renal Service (April to June) before the service transferred to 
North East Ambulance NHS Foundation Trust.  The majority of other spend relate to EMS and Medical Service North 
East for ad hoc journeys.        


 


• Property charges from NHS Property Service and Community Health Partnership have now been agreed and the year-
to-date and forecast outturn figures reflect this.           
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Budget Actuals Variance Budget Actuals Variance
£'000 £'000 £'000 £'000 £'000 £'000


Patient Transport Services - North East Ambulance NHS Foundation Trust 1,934 1,928 (6) 2,321 2,319 (1)
Patient Transport Services - County Durham and Darlington NHS Foundation Trust 231 169 (61) 277 204 (73)
Patient Transport - Integrated Travel - DCC 307 164 (142) 368 197 (171)
Patient Transport 118 150 32 136 140 4
Urgent Care-NHS 111 835 816 (20) 1,003 979 (24)
Property Charges 1,497 777 (720) 1,796 932 (864)
Transformation Fund 788 266 (521) 900 714 (186)
Reablement 1,601 1,601 0 1,921 1,921 0
Counselling Services 551 568 17 662 682 20
Commissioning Reserves 2,583 0 (2,583) 8,992 5,840 (3,152)
Other(includes Interpreting and QIS) 278 322 45 333 298 (35)
Safeguarding 225 225 (0) 270 270 0


Total Other 10,948 6,987 (3,961) 18,979 14,497 (4,482)


YTD Forecast Outturn







Transformation Fund as at 31st January 2014 


 
• Year-to-date spend on the transformation fund is based on actual invoices received.  The forecast outturn is based on 


the latest forecasts from localities. 
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Budget Actual Variance Budget Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000


Durham Dales 246 105 (140) 279 210 (69)
Easington 286 102 (184) 328 291 (37)
Sedgefield 256 59 (197) 293 213 (80)


Total Transformation Fund 788 266 (521) 900 714 (186)


YTD Forecast Outturn







Running Costs as at 31st January 2014 


• Running costs are currently showing a year-to-date underspend of £388k and a forecast outturn underspend of £467k.  
Approximately £100k of accruals were incorporated into the year-to-date position, mainly in relation to audit fees that 
have not yet been invoiced. 
 


• No other risks have been identified at month ten but budget and actual spend will be regularly monitored to ensure that 
any other possible risks are promptly identified. 
 


• There is budget of £467k in the General Reserve to be deployed as required.  
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Budget Actual Variance Budget Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000


Income 0 (24) (24) 0 (4) (4)
Pay 1,515 1,395 (120) 1,818 1,642 (175)
Non Pay 516 389 (127) 618 483 (134)
NECS Contract 3,473 2,924 (550) 4,168 3,508 (660)
Running Cost Reserve (433) 0 433 467 973 506


Total Running Costs 5,071 4,684 (388) 7,070 6,603 (467)


YTD Forecast Outturn







Quality Innovation Productivity & Prevention (QIPP) as at 
31st January 2014 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 


• The latest QIPP figures are shown in the table above, and the forecast is unchanged from month nine figures. 
 


• Forecast allocative QIPP delivery is ahead of target by £400k 
 
• Provider (technical) efficiencies are set out in contractual agreements with all major providers. 
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QIPP Programme
QIPP Plan 


2013/14
YTD QIPP 


Plan YTD Actual Variance


Latest 
Forecast 
Savings


Variance to 
Full Year 
QIPP Plan


£000 £000 £000 £000 £000 £000


Provider (technical) efficiencies 14,670 12,225 12,225 0 14,670 0


CCG (allocative) efficiencies:
Transforming planned care 812 677 1,377 700 1,652 840
Transforming urgent care 450 375 669 294 803 353
Transforming care for patients with long term conditions and care for the elderly 845 704 176 (528) 211 (634)
Transforming mental health services 700 583 659 76 791 91
Prescribing 750 625 417 (208) 500 (250)
Total allocative efficiencies 3,557 2,964 3,298 334 3,957 400


Overall Total 18,227 15,189 15,523 334 18,627 400







Better Payment Practice Code (BPPC) at 31st January 
2014 


The Better Payment Practice Code (BPPC) requires NHS organisations to pay all invoices by the due date or within 30 
days of receipt of a valid invoice, whichever is later. 
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Better Payment Practice Code - 30 Days Number £000's


Non-NHS
Total Non-NHS Trade Invoices Paid in the Year 7,985 29,858
Total Non-NHS Trade Invoices Paid Within 30 Day Target 7,802 29,050
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.71% 97.29%


NHS 
Total NHS Trade Invoices Paid in the Year 989 265,921
Total NHS Trade Invoices Paid Within 30 Day Target 975 265,720
Percentage of NHS Trade Invoices Paid Within 30 Day Target 98.58% 99.92%







Prescribing Analysis 31st January 2014 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 18 


Total (per 
PPA)


Dec/Jan 
Accrual


Dr Baliga 
Recharge to 


North Ox 
CCG


Anticipated 
YTD YTD Budget


YTD Over 
/(Under) 


Spend PPA FOT
Annual 
Budget


FOT Over 
/(Under) 


Spend
Locality £'000's £'000's £'000's £'000's £'000's £'000's £'000's £'000's £'000's
Dales 10,741 2,341 13,082 12,531 551 15,613 15,037 576
Easington 12,890 3,009 15,899 14,899 1,000 20,042 17,879 2,163
Sedgefield 11,193 2,244 (23) 13,414 13,049 365 14,969 15,659 (690)
Other Y Code Practices 263 92 355 300 55 424 360 64
Practice Prescribing Total 35,087 7,686 (23) 42,750 40,779 1,971 51,048 48,935 2,113
Central Charges PPA to November 984 246 1,230 1,476
Nutricia (Enteral Feeds) 551 633
Recharge to Durham County Council Re PH Prescribing (293) (350)
Sub Total 1,488 1,734 (246) 1,759 2,084 (325)
Medicines Management Clinical Support Unit 137 138 (1) 165 165 0
Medicines Management Independent Sector 183 183 0 219 219 0
Practioner Salary Costs 22 0 22 29 0 29
Prescribing Incentive Scheme 180 180 0 216 216 0
Contingency 110 194 (84) 132 233 (101)
Dynamic Initiatives / Prescribing Leads 60 0 60 72 0 72
Practices Outside PCT 0 19 (19) 0 22 (22)
Sub Total 692 714 (22) 833 855 (22)
Total Prescribing Position 44,930 43,227 1,703 53,640 51,874 1,766
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CCG Policy Action Planning       Key Points – 14 February 2014 
       
 
This weekly Key Points bulletin collates newly published health-related reports, consultations, guidance, statistics and news items from a wide range of organisations, both 
statutory and voluntary. Coverage is generally non-clinical, with the exception of guidelines.  The Key Points bulletin forms the basis for supplementary action planning by the 
governance team in NECS to direct CCG and NECS staff to items of relevance for them and with individuals designated to take forward action where relevant.  
 
The bulletin has 10 main sections:  


 Page 
 1. NHS England CCG Bulletin 3 
 2. Policy & Regulation 3  
 3. Commissioning 6 
 4. Quality, Improvement and Performance 7 
 5. Guidelines (NICE, SIGN) 8 
 6. Primary, Community and Social Care 10 
 7. Public Health 11 
 8. Workforce, Education and Training 14 
 9. Bulletins and Press Releases  16 
 10. Statistical Reports 18 


Headlined this week ….. 
2.6 Framework agreement between DH and NHS England 
3.2 CCG allocation growth projections 2016/17 to 2018/19 
 
Specific Deadlines…….. 
5.5 Nice Consultations: PH4 Interventions to reduce substance misuse among vulnerable young people: Consultation on the review proposal - February 2014. Closing date for 
consultation 28 February 2014 
Lipid Modification (update): guideline consultation. Closing date for consultation 26 March 2014 
7.13 Local action on increasing health equity through the social determinants of health. Closing date for responses 21 February 2013 


APPENDIX 3 
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Key Points is produced by Key Library & Knowledge Services at South Tyneside NHS Foundation Trust. If you have any questions, comments or suggestions about the bulletin 
please contact us: 
 
Sue Austin & Sue Graham 
Librarian/Knowledge Managers 
Key Library & Knowledge Services 
Clarendon 
Tel: 0191 283 1118 
Email: library@sotw.nhs.uk 
 
The additional Action Planning is undertaken by the NECS Governance team.  Any questions, comments or suggestions about the action planning including categorisation of 
actions, or requests for additional summaries with implications for CCGs should be directed in the first instance to: 
  
Liane Cotterill 
Senior Governance Manager 
Tel:  01642 745042 
Email:  liane.cotterill@nhs.net 
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*Broad summary and implications will be prepared by NECS staff as indicated for specific items to support CCGs. These are designed to provide a summary of the 
document/policy and an initial broad assessment of the potential implications for CCGs, for further more detailed implementation within organisations as relevant. The timescale 
for production of the summary and implications will depend on the complexity of the policy and the range of service lines involved, but will be prepared no later than four weeks 
after the publication  
Item  Action Action to 


include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


1 NHS England CCG Bulletin     
 NHS England 


 
Bulletin for CCGs, issue 52, 06 February 2014 
http://www.england.nhs.uk/2014/02/06/bulletin-for-ccgs-issue-52-06-february-2014/ 
 
There is no new CCG bulletin this week  


    


2 Policy & Regulation     
 DEPARTMENT OF HEALTH     
2.1 Moving more, living more: the physical activity Olympic and Paralympic legacy for the nation 


This guidance builds on work already under way and sets out areas for action by government as a 
whole and across the sectors to realise this long-term ambition. The main document is 
accompanied by a series of annexes setting out the benefits of physical activity, the national 
framework for delivery, work already in hand, a series of case studies and examples of 
international best practice. http://alturl.com/i5ed2 
 


    
 
 
 


2.2 The sixth year of the Independent Mental Capacity Advocacy (IMCA) Service: 2012/2013 
This report provides an overview of the 6 years that the IMCA service has been active. It is 
particularly relevant to local authority commissioners, mental capacity leads and safeguarding 
leads. http://alturl.com/jbi3j 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


2.3 Government response to ACMD advice on ketamine 
Norman Baker, Minister for Crime Prevention, writes to Les Iversen, chair of the ACMD, accepting 
the council’s recommendation to reclassify ketamine as a Class B drug and announcing the 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


intention to consult on its scheduling. 
https://www.gov.uk/government/publications/government-response-to-acmd-advice-on-
ketamine 
 


2.4 Government response to the review of the regulation of cosmetic interventions 
The Government accepts the principles of the Keogh Review and the majority of its 
recommendations for protecting people who choose cosmetic procedures. 
https://www.gov.uk/government/publications/regulation-of-cosmetic-interventions-
government-response 
 


    


2.5 Update on deliberations regarding the use of Bexsero® meningococcal B vaccine in the UK 
Statements from the Joint Committee on Vaccination and Immunisation (JCVI) about use of 
Bexsero® meningococcal B vaccine in the UK.  
https://www.gov.uk/government/publications/jcvi-update-on-the-use-of-bexsero-
meningococcal-b-vaccine 
 


    


2.6 Framework agreement between DH and NHS England 
This document sets out how DH and NHS England will work together, setting out roles, 
responsibilities, governance and accountability arrangements. 
https://www.gov.uk/government/publications/framework-agreement-between-dh-and-nhs-
england 
 


  CCG Chief Officer 
 
NECS Director OD & 
Corporate Services 
and Senior 
Governance 
Managers (LC, BM, 
DE) 


 


2.7 NHS terms and conditions for the supply of goods and the provision of services: guidance 
Terms and conditions for the NHS when procuring goods and services from commercial 
organisations. http://alturl.com/d9bbq 
 


  CCG CFO 
 
NECS director 
Finance (NN) and 
Head of Controlling 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


& Accounting (AD) 
 


2.8 Freedom Of Information release: correspondence between Department of Health and the 
tobacco industry 
This page contains a list of all meetings, telephone conversations, emails and text messages 
between representatives and employees of tobacco and cigarette companies and ministers and 
civil servants in the Department of Health - but not hospitals or its outside agencies - since May 
2010. http://alturl.com/3rbx7 
 


    


2.9 DH Disclosure Log: October 2013 to December 2013 
Freedom of information (FOI) releases for requests received by the Department of Health in 
2013. https://www.gov.uk/government/publications/dh-foi-releases-2013 
 


    


2.10 Release of NHS owned land for development 
This document contains details of the land currently owned by NHS organisations in England that 
could be used for development. 
https://www.gov.uk/government/publications/release-of-nhs-owned-land-for-development 
 


    


 MONITOR     
2.11 Approved costing guidance 


The updated guidance sets out costing principles, costing standards, and guidance for both 
reference costs and Patient-Level Information and Costing Systems (PLICS) collections for 
2013/14. The guide also gives details of the requirements that providers of NHS-funded services 
will need to comply with to meet the pricing conditions of the NHS provider licence. 
http://www.monitor-nhsft.gov.uk/costingguidance 
 


    


 RAND CORPORATION     
2.12 Regulating quality and safety of health and social care: international experiences  


Taking a range of six countries, this report reviews the regulatory mechanisms that have been 
  CCG lead for clinical 


quality 
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Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


implemented to ensure that essential standards of care are applied and are being adhered to, 
and considers the range of policy instruments used to encourage and ensure continuous quality 
improvement. It looks at Australia, England, Finland, Germany, the Netherlands and the USA. It is 
intended to inform policy thinking for the Department of Health and others in developing the 
regulation of safety and quality of health and social care in England. 
http://www.rand.org/pubs/research_reports/RR561.html 
  


 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


3 Commissioning      
 HEALTH AND SOCIAL CARE INFORMATION CENTRE     
3.1 Enhanced service 2013/14 business rules  


Following the October 2013 Read code release, the Health and Social Care Information Centre 
has updated the 2013/14 enhanced service business rules for learning disabilities, rotavirus, 
childhood seasonal influenza, MMR and pneumococcal. 
http://www.pcc-cic.org.uk/article/phase-2-enhanced-services-business-rules 
 


  CCG lead for data 
management 
 
NECS Director BIS 
(ID) and Head of 
Data Management 
(RM) 


 


 NHS ENGLAND     
3.2 CCG allocation growth projections 2016/17 to 2018/19 


This guidance is intended to support commissioners who are currently developing their five years 
strategic plans. It sets out some high level planning assumptions that CCGs can use when 
considering how to project growth in allocations in years three to five of the planning period. 
http://www.england.nhs.uk/2014/02/14/growth-assumptions/ 
 


  CCG Chief Officer 
and CFO 
 
NECS Director 
Finance (NN) and 
Head of 
Commissioning 
Finance (CS) 


 


 REGIONAL VOICES     
3.3 Briefings for VCS published on clinical networks and senates, CCGs and public health 


This briefing by Regional Voices is aimed at supporting voluntary organisations in getting to know 
the developing health and care system. It outlines CCGs key responsibilities, describes how they 
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summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


will be held to account for their activity and provides examples of how community and voluntary 
groups can work with CCGs. http://www.regionalvoices.org/node/194 
 


 ROYAL COLLEGE OF GENERAL PRACTITIONERS     
3.4 RCGP calls on Clinical Commissioners to deliver first wave of extra funding for general practice  


http://alturl.com/8xumt 
 


    


4 Quality, Improvement and Performance     
 HOME OFFICE     
4.1 Guidance notes for applying for FGM grants of £2,000 to £10,000 for community engagement 


initiative. 
https://www.gov.uk/government/publications/female-genital-mutilation-fund-guidance-notes 
 


    


 INSTITUTE FOR PUBLIC POLICY RESEARCH (IPPR)     
4.2 Many to many: how the relational state will transform public services 


This report sets out a new ‘relational state’ agenda for public service reform that would address 
complex problems holistically, provide more intensive and personalised engagement at the 
frontline of service delivery, and empower and engage citizens. http://alturl.com/dsouu 
 


    


 KING’S FUND     
4.3 Making best use of the Better Care Fund - spending to save? 


This evidence summary provides background on the Better Care Fund and looks at how different 
parts of the health and social care system should make best use of the initiative. This is done 
through examining evidence and several approaches to highlight "what works." The authors 
examine the evidence base for a range of areas aimed at reducing hospital admissions, such as: 
primary prevention; risk stratification; self-care; and care co-ordination. http://alturl.com/zi3b8 
 


  CCG Chief Officer 
 
NECS CSO Director 
(JP) and NECS Service 
Planning & Reform 
Lead (KA) 


 


 MONITOR     
4.4 Special measures update report     
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include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


This update report finds that significant progress has been made turning around some of 
England’s most challenged hospitals. 
http://www.monitor.gov.uk/home/news-events-publications/latest-press-releases-14 
 


 NHS ENGLAND     
4.5 Digital first: clinical transformation through pathology innovation 


This report highlights innovation in the use of digital systems and processes used in pathology 
across the country. It looks at systems and processes which have an impact on the quality of care 
the NHS provides to patients; such as early diagnosis to prevent premature mortality; the care 
and management of long term conditions and making results visible and easy to interpret for 
patients. http://www.england.nhs.uk/2014/02/14/npp-digital-first/ 
 


    


 UK PARLIAMENT - HOUSE OF COMMONS HEALTH SELECT COMMITTEE     
4.6 Public expenditure on health and social care: seventh report of session 2013-14 


This report concludes that the health and care system needs fundamental change so that 
services are joined up and focussed on the needs of patients. It recommends that the current 
level of real terms funding for social care should be ring-fenced. It also recommends that the role 
of Health and Wellbeing Boards should be developed to allow them to become effective 
commissioners of joined-up health and care services. It also considers other issues such as 
competition, pay restraint and trusts and foundation trusts. http://alturl.com/xqhuc 
 


    


5 Guidelines (NICE, SIGN)     
 NICE     
5.1 Evidence Updates: 


 
Epilepsy – February 2014 
Patient experience in adult NHS services – February 2014 
http://alturl.com/9yjia 
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5.2 Clinical guidelines 
 
CG177 Osteoarthritis: care and management in adults 
http://guidance.nice.org.uk/CG177 
 
CG178 Psychosis and schizophrenia in adults: treatment and management 
http://guidance.nice.org.uk/CG178 
 


  CCG lead for clinical 
quality 
 
NECS Director CSO 
(JP) and head of 
clinical quality (AG) 


 


5.3 Eyes on Evidence, issue 58, February 2014 
Ø Iodine deficiency in pregnancy 
Ø Silicone cervical pessaries in women with a multiple pregnancy 
Ø Prenatal valproate exposure and autism in children 
Ø End-of-life care in care homes with no on-site nursing provision 
Ø Training primary care professionals in multiple behaviour change counselling 
Ø Evidence Updates: Prevention of cardiovascular disease; Organ donation for 


transplantation 
Ø International NICE accreditation case study 


https://s5.newzapp.co.uk/t/gtp_pg.aspx?LID=OSw0NDg0Mjg2MzEsMw== 
 


    


5.4 Medtech Innovation Briefings: 
These new briefings are intended to support NHS and social care commissioners and staff who 
are considering using new medical devices and other medical technologies. The information 
provided includes a description of the medical technology, how it is used and its potential role in 
the treatment pathway.  The briefings also include the likely costs of using the technologies and a 
review of relevant published evidence, but they are not NICE guidance and do not make any 
recommendations on the value of using the technologies. 
 
MIB1 - The Versajet II hydrosurgery system for surgical debridement of acute and chronic 
wounds and burns 
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http://www.nice.org.uk/guidance/mib/MIB1.jsp 
 


 MIB2 - The PressureWire fractional flow reserve measurement system for coronary artery 
disease 
http://www.nice.org.uk/guidance/mib/MIB2.jsp 
 


    


 MIB3 - The NGAL Test for early diagnosis of acute kidney injury 
http://www.nice.org.uk/guidance/mib/MIB3.jsp 
 


    


 The RhinoChill intranasal cooling system for reducing temperature after cardiac arrest 
http://www.nice.org.uk/guidance/mib/MIB4.jsp 
 


    


5.5 NICE consultations 
http://www.nice.org.uk/getinvolved/currentniceconsultations/current_nice_consultations.jsp 
 
Ø PH4 Interventions to reduce substance misuse among vulnerable young people: 


Consultation on the review proposal - February 2014. Closing date for consultation 28 
February 2014 
 


Ø Lipid Modification (update): guideline consultation. Closing date for consultation 26 
March 2014 
 


    


6 Primary, Community and Social Care     
 THE KING’S FUND     
6.1 Community services: how they can transform care 


This paper looks at the changes needed to realise the full potential of community services for 
transforming care. The changes proposed in this paper require leadership and investment, and 
require organisations to find new ways to work together effectively. There is also a need for 
fundamental changes in how primary care and hospitals are configured and in how social care is 
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commissioned. http://www.kingsfund.org.uk/publications/community-services 
 


 MONITOR     
6.2 Discussion document following Monitor's call for evidence on GP services 


This document summarises the issues that have been raised following a call for evidence on 
general practice services sector in England. Feedback from respondents fell broadly into three 
themes: variations on access and quality; the ability of new or existing providers of GP services to 
develop the scope of their offer to the NHS; and providers' ability and incentives to work 
together to benefit patients. Monitor are still welcoming comments on this strand of work and 
can be contacted at gpservices@monitor.gov.uk . http://www.monitor.gov.uk/node/5942 
 


    


7 Public Health     
 DEPARTMENT OF HEALTH     
7.1 Directors of Public Health in England 


This document contains a list of all directors of public health in England, listed by region and local 
authority. 
https://www.gov.uk/government/publications/directors-of-public-health-in-england--2 
 


    


 BRITISH CYCLING     
7.2 Time to #choosecycling 


This report, commissioned by British Cycling from Cambridge University, finds that if people 
replaced 5 minutes of the 36 minutes they spend each day in the car with cycling, there would be 
an almost 5% annual reduction in the health burden from inactivity-related illnesses including 
heart disease, diabetes, stroke and some cancers. It also argues that if 10% of trips in England 
and Wales were made by bike, the savings to the NHS of the top inactivity related illnesses would 
be at least £250 million per year. http://alturl.com/9yk4c 
 


    


 CANCER RESEARCH UK     
7.3 Cancer Statistics     
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For general 
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New worldwide incidence and mortality cancer statistics, with interactive incidence map and 
interactive mortality map. http://alturl.com/tri99 
 


 DRUGSCOPE     
7.4 State of the sector 2013  


This report contains the findings from a survey of nearly 170 drug and alcohol services, from 
across England’s four PHE regions. Amongst its findings, it reports that the picture on 
engagement with health and wellbeing boards (HWBs) and Police and Crime Commissioners 
(PCCs) is mixed, with positive examples, but other services reporting a lack of engagement; 35 
per cent of drug and alcohol services surveyed reported a decrease in funding, against 20 per 
cent reporting an increase and 33 per cent no change; and almost half reported that they were 
employing fewer frontline staff and 6 out of 10 services reported an increase in the use of 
volunteers. An executive summary and a briefing are also available. 
http://www.drugscope.org.uk/Media/Press+office/pressreleases/StateoftheSectorPressRelease 
 


    


 JOSEPH ROWNTREE FOUNDATION     
7.5 Cities, growth and poverty: evidence review 


The report examines the connection between growth and poverty in UK cities. Cities are 
increasingly seen as the drivers of the national economy, and the UK Government is devolving 
new powers to the largest and fastest-growing urban areas. Cities also tend to have 
concentrations of poverty. This study examines how strategies for economic growth and poverty 
reduction can be aligned. 
http://www.jrf.org.uk/publications/cities-growth-and-poverty-evidence-review 
 


    


 THE KING’S FUND     
7.6 Health Wellbeing Boards bulletin, 10 February 2014 


http://alturl.com/khcbj 
 


  CCG lead for HWB 
 
 


 


 THE LANCET     
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7.7 Effects of minimum unit pricing for alcohol on different income and socioeconomic groups: a 
modelling study 
This study estimated how people from various income brackets and socioeconomic groups would 
change their drinking habits if a minimum price for alcohol of 45p per unit was implemented. The 
results showed that minimum pricing would have the greatest impact on people whose drinking 
is considered to be harmful, which was defined as consumption of over 50 units per week for 
men and more than 35 units per week for women. 
http://download.thelancet.com/flatcontentassets/pdfs/S0140673613624174.pdf 
 


    


 PUBLIC HEALTH ENGLAND     
7.8 Duncan Selbie's Friday message: 14 February 2014 


https://www.gov.uk/government/publications/duncan-selbies-friday-message-14-february-2014 
 


    


7.9 Winter health watch summary: 13 February 2014 
https://www.gov.uk/government/publications/winter-health-watch-summary-13-february-2014 
 


  CCG lead for Winter 
Resilience 
 
NECS director CSO 
(JP) and lead for 
Winter Resilience 
(JD) 


 


7.10 Healthier and more sustainable catering: a toolkit for serving food to adults 
This guidance highlights the principles that have been used in generating the advice and a toolkit 
to achieve a healthier and more sustainable catering service. The guidance, together with the 
tools, will help those who need to, or have chosen to, meet government buying standards for 
food and catering services. http://alturl.com/65597 
 


    


7.11 PHE speaker request form 
How to get a speaker from Public Health England to attend your conference, or speak at your 
event. https://www.gov.uk/government/publications/phe-speaker-request-form 
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7.12 PHE knowledge strategy: consultation responses 


Seventy responses were received from organisations or individuals across a broad spectrum of 
organisations.. The PHE Knowledge strategy was constructed around the eight priorities for 
knowledge. The responses received have made it clear that, whilst all eight priorities are still 
relevant and necessary, four are fundamental to a cycle of knowledge whilst the other four 
describe important but specific techniques, methodologies or disciplines. 
http://alturl.com/tarzh 
 


    


 UCL INSTITUTE OF HEALTH EQUITY     
7.13 Local action on increasing health equity through the social determinants of health 


This consultation has been commissioned by Public Health England to provide evidence reviews 
and practical suggestions for local authorities. The work is intended to support implementation 
of the Marmot Review approach to tackling health inequalities at local level. Closing date for 
responses  21st February 2014. 
https://www.instituteofhealthequity.org/projects/consultation-local-authorities-and-sdh 
 


    


 UK HEALTH FORUM     
7.14 Prevention Information and Evidence briefing, 12 February 2014 


http://alturl.com/tfsjq 
 


    


8 WORKFORCE, EDUCATION AND TRAINING     
 DEPARTMENT OF HEALTH     
8.1 ACCEA Evidence to the DDRB 42nd Report 


ACCEA provides evidence to the Review Body on Doctors’ and Dentists’ remuneration on an 
annual basis. For the 42nd Report ACCEA has included information about the 2012 and 2013 
National Awards Rounds. 
https://www.gov.uk/government/publications/accea-evidence-to-the-ddrb-2013 
 


    







 


Page 15 of 25 


Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


8.2 Autumn 2013 staff survey report for the Department of Health 
A total of 70% of DH staff took part in the survey in 2013. A key element of the people survey is 
the ‘Employee Engagement Index’. This is based on evidence of a link between highly-engaged 
staff, high levels of health and wellbeing and organisational performance. Following a year of 
continued change, the Employee Engagement Index has risen from 53% in 2012 to 57% in 2013. 
https://www.gov.uk/government/publications/department-of-healths-staff-survey-results-2013 
 


    


 HEALTH EDUCATION ENGLAND (HEE)     
8.3 The delivery of 21st century services: implications for the evolution of the healthcare science 


workforce 
This paper examines the drivers for change for future healthcare services and looks at the impact 
on the healthcare science workforce. It does not discuss the re-profiling of the workforce but 
rather looks at the need for cultural change in flexible working over care specialisms and settings; 
support for service reconfiguration; dissemination of use of innovative technologies; and 
advocacy and leadership for healthcare science. http://alturl.com/w6wb5 
 


    


 INSTITUTE FOR FISCAL STUDIES (IFS)     
8.4 The public sector workforce: past, present and future 


This briefing finds that with schools and NHS budgets currently protected from cuts the long run 
shift in the composition of the public workforce will continue. It outlines how 57% of public 
sector workers are employed in these two sectors, up from 42% in 1991. This proportion could 
reach over 70% by 2018 if education and health were protected from future workforce cuts. 
http://www.ifs.org.uk/publications/7114 
 


    


 NHS EMPLOYERS     
8.5 NHS Workforce Bulletin, issue 403, 10 February 2014 


http://alturl.com/3j44z 
 


    


8.6 NHS Managers Bulletin, issue 30, 6 February 2014     
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http://alturl.com/qft2w 
 


 NHS REVALIDATION SUPPORT TEAM     
8.7 Information management and quality assurance guidance 


Guidance on information management for medical revalidation in England and quality assurance 
of medical appraisers has been updated. Both documents include minor revisions to improve 
clarity and bring them up to date. http://www.revalidationsupport.co.uk/news_media/news-
article.php?id=43 
 


    


9 Bulletins and press releases     
9.1 DEPARTMENT OF HEALTH NEWS 


https://www.gov.uk/government/announcements 
 


    


9.2 Jeremy Hunt: message to NHS staff one year on from Francis Report 
http://alturl.com/owtvf 
 


    


9.3 Rescare's campaign on funding for social care services: DH response 
https://www.gov.uk/government/news/rescares-campaign-on-funding-for-social-care-services-
dh-response 
 


    


9.4 Sir Stuart Rose to advise on NHS leadership 
https://www.gov.uk/government/news/sir-stuart-rose-to-advise-on-nhs-leadership 
 


    


9.5 Government fires starting pistol to tackle physical activity 
https://www.gov.uk/government/news/government-fires-starting-pistol-to-tackle-physical-
activity 
 


    


 HEALTH & CARE PROFESSIONS COUNCIL (HCPC)     
9.6 HCPC In Focus, February 2014     
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http://www.hcpc-uk.org/mediaandevents/news/index.asp?id=604 
 


 NHS CONFEDERATION     
9.7 Health Policy Digest, Issue 136, 11 February 2014 


http://alturl.com/539fa 
 


    


 NHS ENGLAND     
9.8 Winter health check – 14 February 2014 


http://www.england.nhs.uk/2014/02/14/winter-health-chc-14-02/ 
 


    


9.9 Chief Nursing Officer Bulletin – February 2014 
http://alturl.com/4xee7 
 


    


 NATIONAL INSTITUTE FOR HEALTH RESEARCH (NIHR)     
9.10 NIHR Funding Centres Update - January 2014 


http://www.nets.nihr.ac.uk/news/bulletins/funding-centres/january-2014?src=mailinglist 
 


    


 PUBLIC HEALTH ENGLAND     
9.11 Winter health watch summary: 13 February 2014 


https://www.gov.uk/government/publications/winter-health-watch-summary-13-february-2014 
 


    


9.12 Continued disruption from flooding and extreme weather 
https://www.gov.uk/government/news/continued-disruption-from-flooding-and-extreme-
weather 
 


    


9.13 Cleaning up safely following flooding 
https://www.gov.uk/government/news/cleaning-up-safely-following-flooding 
 


    


9.14 Severe flood warnings in Southern England     
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https://www.gov.uk/government/news/severe-flood-warnings-in-southern-england 
 


9.15 Public Health England's Longer Lives website wins international design award 
https://www.gov.uk/government/news/public-health-englands-longer-lives-website-wins-
design-award 
 


    


9.16 BBC HEALTH 
http://www.bbc.co.uk/health/ 
 


    


10 Statistical Reports     
 CANCER RESEARCH UK     
10.1 Global cancer death toll 50 per cent higher in men than women 


http://alturl.com/cgpn5 
 


    


 DEPARTMENT OF HEALTH     
10.2 Correspondence and call centre statistics 2013 


The Ministerial Correspondence and Public Enquiries unit responds to correspondence and 
answers phone calls from MPs and the public. The attached documents shows volumes and 
performance statistics for Ministerial correspondence and the call centre in 2013. 
https://www.gov.uk/government/publications/correspondence-and-call-centre-statistics 
 


    


10.3 Prompt payment of suppliers data 2014 
Proportion of payments made within 5 working days. 
https://www.gov.uk/government/publications/department-of-health-prompt-payment-of-
suppliers-data 
 


    


10.4 DH Business costs: July to September 2013 
These documents provide business expenses details of all permanent secretaries, director 
generals and non-executive directors. 
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https://www.gov.uk/government/publications/dh-business-expenses-for-april-to-june-2013 
 


 HEALTH AND SOCIAL CARE INFORMATION CENTRE (HSCIC)     
10.5 Monthly Improving Access to Psychological Therapies data quality reports - final November 


and provisional December 2013 
http://www.hscic.gov.uk/catalogue/PUB13526 
 


    


10.6 Monthly Mental Health Minimum Data Set (MHMDS) reports, England - final October 2013 
summary statistics and related information 
Key facts: 
This release of data shows that at the end of October 2013: 


o 937,608 people were in contact with secondary mental health services and of these 
22,533 were inpatients 


o in a psychiatric hospital (2.4 per cent). 
o 16,116 people were subject to the Mental Health Act 1983 and of these 11,557 were 


detained in hospital 
o (71.7 per cent) and 4,374 were subject to a CTO (27.1 per cent). 
o 61.2 per cent of people aged 18-69, who were being treated under the Care Programme 


Approach, were recorded as being in settled accommodation, while 7.2 per cent were 
recorded as being employed. 


During October 2013: 
o 68,681 new spells of care began. 
o There were 10,415 new admissions to hospital. 
o Of those who were discharged from hospital during the month, 76.4 per cent received a 


follow up within 7 days from the same provider. This is an important suicide prevention 
measure. 


http://www.hscic.gov.uk/catalogue/PUB13520 
 


    


10.7 HES-MHMDS Data Linkage Report, Summary Statistics - October 2013, experimental statistics     
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Key facts: 
There are approximately 1.44 million individuals who are recorded as being users of adult mental 
health services (within MHMDS) in the period April 2013 to October 2013. 
Of these, approximately 1.37 million MH service users are aged 18 or over1 and can be linked to 
HES, of this subset in the period April 2013 to October 2013: 


o It is estimated that around 379,000 (or 28 per cent) had at least one inpatient episode of 
care 


o It is estimated that around 836,000 (or 61 per cent) had at least one outpatient 
appointment 


o It is estimated that around 445,000 (or 33 per cent) had at least one A&E attendance 
o It is estimated that around 983,000 (or 72 per cent) accessed at least one hospital service 


(inpatients episode of care, outpatients appointment or A&E attendance) 
Comparing the frequency of access to hospital services (inpatient episodes of care, outpatient 
appointments or A&E attendances) between MH service users and non-MH service users: 


o Mental Health service users who accessed hospital services during April 2013 to October 
2013 did so more frequently, approximately twice as much, as the corresponding Non-
MH service user population. 


http://www.hscic.gov.uk/catalogue/PUB13549 
 


10.8 NHS Safety Thermometer report - January 2013 to January 2014 
http://www.hscic.gov.uk/catalogue/PUB13508 
 


    


10.9 NHS Dental Statistics for England - 2013/14, second quarterly report 
Key facts: 


o A total of 29.9 million patients were seen in the 24 month period ending 31 December 
2013, an increase of 1.8 million on the March 2006 baseline. This represents 55.9 per 
cent of the population compared with the March 2006 baseline of 55.6 per cent. 


o There were an estimated 9.9 million CoT in Q2 2013-14, an increase of approximately 
29,000 (0.3 per cent) on Q2 2012-13. CoT increased for each treatment band in Q2 of 


    







 


Page 21 of 25 


Item  Action Action to 
include broad 
summary and 
implications for 
CCGs* 


For targeted CCG 
information 


For general 
CCG 
information 


2013-14, except Other which saw a decrease of approximately 174,000 (78.7 per cent) 
when compared with the corresponding quarter in 2012-13. 


o During Q2 2013-14 paying adults account for the largest percentage of patients receiving 
treatment in each band, with the exception of band 3 treatments, where non-paying 
adults received 53.2 per cent of these treatments.  


http://alturl.com/tykrq 
 


10.10 Provisional Monthly Patient Reported Outcome Measures (PROMs) in England - April 2012 to 
March 2013, February 2014 release 
Participation and Coverage: 


o There were 241,435 PROMs-eligible procedures carried out in hospitals1 and 180,766 
pre-operative questionnaires returned so far, a headline participation rate of 74.9 per 
cent (74.7 per cent for 2011-12). 


o For the 180,766 pre-operative questionnaires returned, 170,011 post-operative 
questionnaires were sent out2, of which 119,186 have been returned so far - a return 
rate of 70.1 per cent3 (79.6 per cent for 2011-12).  


Unadjusted Scores 
Comparing pre- and post-operative 'EQ-5D Index' scores (a combination of five key criteria 
concerning patients' self-reported general health), an increase in general health was recorded 
for: 


o 49.3 per cent of groin hernia respondents (49.9 per cent for 2011-12) 
o 88.0 per cent of hip replacement respondents (87.3 per cent for 2011-12) 
o 79.9 per cent of knee replacement respondents (78.4 per cent for 2011-12) 
o 2.6 per cent of varicose vein respondents (53.2 per cent for 2011-12)  


Comparing pre- and post-operative 'EQ-VAS' values (the current state of the patient's self-
reported general health), an increase in general health was recorded for: 


o 37.4 per cent of groin hernia respondents (38.9 per cent for 2011-12) 
o 64.4 per cent of hip replacement respondents (63.6 per cent for 2011-12) 
o 54.7 per cent of knee replacement respondents (53.8 per cent for 2011-12) 
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o 41.1 per cent of varicose vein respondents (42.0 per cent for 2011-12) 
http://www.hscic.gov.uk/catalogue/PUB13414 
 


10.11 Provisional Monthly Patient Reported Outcome Measures (PROMs) in England - April 2013 to 
September 2013 
Participation and Coverage 


o There were 122,571 PROMs-eligible procedures carried out in hospitals1 and 89,157 pre-
operative questionnaires returned so far, a headline participation rate of 72.7 per cent 
(74.7 per cent for 2011-12). 


o For the 89,157 pre-operative questionnaires returned, 37,278 post-operative 
questionnaires were sent out2, of which 13,690 have been returned so far - a return rate 
of 36.7 per cent3 (79.6 per cent for 2011-12).  


Unadjusted Scores 
Comparing pre- and post-operative 'EQ-5D Index' scores (a combination of five key criteria 
concerning patients' self-reported general health), an increase in general health was recorded 
for: 


o 50.3 per cent of groin hernia respondents (49.9 per cent for 2011-12) 
o 89.9 per cent of hip replacement respondents (87.3 per cent for 2011-12) 
o 82.9 per cent of knee replacement respondents (78.4 per cent for 2011-12) 
o 52.2 per cent of varicose vein respondents (53.2 per cent for 2011-12)  


Comparing pre- and post-operative 'EQ-VAS' values (the current state of the patient's self-
reported general health), an increase in general health was recorded for: 


o 37.9 per cent of groin hernia respondents (38.9 per cent for 2011-12) 
o 66.9 per cent of hip replacement respondents (63.6 per cent for 2011-12) 
o 56.5 per cent of knee replacement respondents (53.8 per cent for 2011-12) 
o 39.9 per cent of varicose vein respondents (42.0 per cent for 2011-12)  


Comparing pre- and post-operative responses to condition-specific questions, improvements in 
patients' conditions were recorded for: 


o [There is no condition-specific scoring for groin hernia patients.] 
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o 96.3 per cent of hip replacement respondents (95.7 per cent for 2011-12) ['Oxford Hip 
Score'] 


o 94.3 per cent of knee replacement respondents (91.6 per cent for 2011-12) ['Oxford 
Knee Score'] 


o 85.3 per cent of varicose vein respondents (83.1 per cent for 2011-12) ['Aberdeen 
Varicose Vein Questionnaire'] 


http://www.hscic.gov.uk/catalogue/PUB13415 
 


 NHS ENGLAND     
10.12 Winter pressures daily situation reports for 6th February 2014 to 12th February 2014 


http://alturl.com/9o9bt 
 


    


10.13 Referral to treatment waiting times statistics, December 2013 
http://alturl.com/exyyy 
 


    


10.14 Direct access audiology waiting times, December 2013 
http://www.england.nhs.uk/statistics/2014/02/13/direct-access-audiology-waiting-times-
december-2013/ 
 


    


10.15 A&E weekly data, week ending 9th February 2014 
http://www.england.nhs.uk/statistics/2014/02/14/ae-weekly-data-week-ending-9-february-
2014/ 
 


    


10.16 NHS cancelled elective operations, quarter ending 31st December 2013 
http://alturl.com/m77xq 
 


    


10.17 Hospital activity data, December 2013 
http://www.england.nhs.uk/statistics/2014/02/14/hospital-activity-data-december-2013/ 
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 OFFICE FOR NATIONAL STATISTICS     
10.18 2011 Census Analysis, Inequality in general health and activity limiting health problems and 


disabilities by IMD 2010 Area Deprivation, England 2011 
o Men and Women (aged 40 to 44) living in the most deprived areas are around four times 


more likely to have ‘Not Good’ health compared to their equivalent in the least deprived 
areas. 


o Inequalities in health remain large, even at older ages; in the least deprived areas people 
aged 80 to 84 reported better rates of health than those 20 years their junior in the most 
deprived areas. 


o The inequality in health between the most and least deprived areas peaks at ages 55 to 
59 for women and 60 to 64 for men. 


o Future fitness to enjoy retirement is likely to be more favourable for the least deprived 
population than the most deprived; at ages 60 to 64 disabling health problems are much 
less common among the least deprived. 


o The disability prevalence divide between the most and least deprived areas is large 
across the working ages of 30 to 64, where adults are expected to participate in the 
labour market. 


o The fact that both men and women in the least deprived areas aged 65 to 69 have similar 
percentages disabled as those aged 40 to 44 in the most deprived areas suggests fitness 
to extend working careers post the traditional state pension age for men (65) is more 
likely among the least deprived area residents. 


http://alturl.com/875gh 
 


    


 UK VISION STRATEGY PARTNERSHIP     
10.19 Eye health data summary: a review of published data in England 


The report brings together data for England on all aspects of eye health and sight loss including: 
the rate of certification of vision impairment; the numbers registered with sight loss or severe 
sight loss; sight tests; outpatient and inpatient information including waiting times and 
expenditure on eye care and treatments. http://alturl.com/sn3bu 


    







 


Page 25 of 25 


  
KEY TO INITIALS :  
NN – Neil Nicholson 
MMcG  - Michelle McGuigan 
AG – Anne Greenley 


JS – Janette Stephenson  
JP - Jackie Park 
AD – Anne Dinsley 


JD – Joanne Dobson 
ID – Ian Davison 
LC – Liane Cotterill 


BM – Ben Murphy 
DE – Debra Elliott 
KA – Khalid Azam 


RM – Rick McLeod 
CS – Chris Sharpe 
 


END  





		CCG Policy Action Planning       Key Points – 14 February 2014

		This weekly Key Points bulletin collates newly published health-related reports, consultations, guidance, statistics and news items from a wide range of organisations, both statutory and voluntary. Coverage is generally non-clinical, with the exceptio...

		The bulletin has 10 main sections:

		Page

		 1. NHS England CCG Bulletin 3

		 2. Policy & Regulation 3

		 3. Commissioning 6

		 4. Quality, Improvement and Performance 7

		 5. Guidelines (NICE, SIGN) 8

		 6. Primary, Community and Social Care 10

		 7. Public Health 11

		 8. Workforce, Education and Training 14

		 9. Bulletins and Press Releases  16

		 10. Statistical Reports 18

		Headlined this week …..

		2.6 Framework agreement between DH and NHS England

		3.2 CCG allocation growth projections 2016/17 to 2018/19

		Specific Deadlines……..

		5.5 Nice Consultations: PH4 Interventions to reduce substance misuse among vulnerable young people: Consultation on the review proposal - February 2014. Closing date for consultation 28 February 2014

		Lipid Modification (update): guideline consultation. Closing date for consultation 26 March 2014

		7.13 Local action on increasing health equity through the social determinants of health. Closing date for responses 21 February 2013

		Key Points is produced by Key Library & Knowledge Services at South Tyneside NHS Foundation Trust. If you have any questions, comments or suggestions about the bulletin please contact us:

		Sue Austin & Sue Graham

		The additional Action Planning is undertaken by the NECS Governance team.  Any questions, comments or suggestions about the action planning including categorisation of actions, or requests for additional summaries with implications for CCGs should be ...

		Liane Cotterill

		Senior Governance Manager

		Tel:  01642 745042

		Email:  liane.cotterill@nhs.net

		*Broad summary and implications will be prepared by NECS staff as indicated for specific items to support CCGs. These are designed to provide a summary of the document/policy and an initial broad assessment of the potential implications for CCGs, for...



