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NHS STAFF SURVEY 
 


1. Introduction 
 


The national NHS staff survey takes place in autumn each year and the CCG 
commissioned the Picker Institute to independently co-ordinate the survey on our 
behalf for the second year. The CCG took part in the national NHS Staff Survey for the 
first time in 2015 and scored favorably across all of the main indicators for staff 
engagement.  This was further confirmed in the 2016 survey results.  Engaged staff 
perform better than average at work and are more likely to take forward improvements.  
 


Results were published in March 2017. 
 


2. Main themes 
 


The CCG were above average across many indicators and our response rate was 85% 
this year.  This was down from 95% last year however, the national average for CCG’s 
was 74% so DDES CCG are still more than 10% above the national average response 
rate).   
 
Staff engagement indicators as a whole were positive, including results for the question 
around whether people would recommend the CCG as a place to work. 
 
The CCG had significantly improved in relation to taking an interest in staff health and 
wellbeing and this can be directly attributed to the work undertaken during 2016 that 
helped the CCG achieve the North East Better Health at Work Award (Bronze).  The 
CCG continues to rate highly across the organisation in relation to staff feeling able to 
suggest improvements and feeling supported by their managers. 
 
Some of the finer details within the survey responses indicate the same concerns 
raised by staff in 2015.  Bullying and harassment between colleagues 
and by members of the public is still an issue.  More positively though staff indicate 
they are reporting it and this was not the case in the 2015 results.  This could indicate 
a growing confidence amongst staff that they will be taken seriously, that the CCG acts 
on concerns raised and is a further indicator of good staff engagement. 
 
To address the 2015 results the CCG took the following actions: 
 
* coaching was widely offered to staff 
* HR 1-1’s were offered on a confidential basis for advice and signposting.  
* We changed the requirements/ expectations for staff dealing with the public so 


they had permission to leave any situation in which they felt distress on account 
of the way a member of the public had behaved 
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Going forward through 2016-17 the same offer will be highlighted to staff and to 
support our aspiration to achieve the Silver Better at Health at work award we will also 
run a positive behaviours campaign, likely coupled with Equality and Diversity / Dignity 
at Work. 


How do the CCG support their staff? 
 
• The CCG’s OD plan is based on evidence from staff surveys, appraisals and 


personal development plans so that whatever development we offer as an 
organisation is relevant and addresses the keys issues prevalent at the time. 


• Offer a personal training budget for staff to further their skills in a work related area 
of their choosing. 


• Offer coaching and conflict resolution 
• Offer bespoke HR advice on a 1-1 basis 
• Have nominated executive leads for whistleblowing and raising concerns 
• Offer a range of staff benefits with local businesses (that are shared on GPTN with 


our practices) and some salary sacrifice schemes including childcare vouchers, a 
car scheme and a Cycle to Work Scheme. 


• We listen to and act on concerns raised by staff where it is appropriate to do so. 
• Through a number of campaigns in preparation for the Better Health at Work Award 


A campaign during 2017-18 will focus on positive workplace behaviours 
• A refreshed annual appraisal process for 2017-18 that focuses on individuals, their 


contribution and their behaviour to support their ongoing development 
• An OD group that’s made up of staff from all levels meet every few months to talk 


about positive and negative cultures within the organisation and how we can all 
play a part in addressing this as well as promoting best practice.   The OD group 
discuss staff development, develop approaches and are kept up to date with 
national information and local development offers in relation to organisation 
development. 


 
Although CCG staff are not working on the front line, research and evidence is the same in 
that engaged staff perform better and produce a higher quality of work than a disengaged 
workforce.  
 
The executive summary of results is attached along with a poster highlighting key areas that 
will be displayed around the CCG offices.  
 
 
 
Author:  Sarah Lambert, Head of Corporate Services 
 
Sponsor:  Nicola Bailey, Chief Operating Officer  
 
Date:   12th April 2017 
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NHS Durham Dales, Easington and Sedgefield Clinical Commissioning Group (CCG) 
 


GOVERNING BODY 
 


Clinical Quality Assurance Report 
April 2017 


  
 


The purpose of this paper is to provide NHS Durham Dales, Easington and Sedgefield Clinical Commissioning Group (CCG) 
Governing Body with information and assurance on the quality of services that are either commissioned by the CCG or that the CCG 
has a legal duty to support with regard to quality improvement. 


The report includes any external assurance since the previous report any local developments that have been initiated or completed to 
improve the experience of our patient population and sustain safe delivery of care. 


 
Background 
  
The CCG approach to quality assurance and improvement is multi-faceted and expects the wider committees of the CCG to consider 
the detailed information gathered through the assurance reporting process.  This involves: 


  
Monthly Management Executive meeting 
 
The Management Executive receives this bi-monthly Clinical Quality Assurance report and also a monthly verbal clinical quality 
update, from the Director of Nursing to apprise the executive and give opportunity to discuss any quality issues that are of note, are 
raising concerns and require further investigation.  
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Clinical Quality, Finance and Performance Committee (CQF&P)    


The monthly clinical quality exceptions report and the quarterly provider specific clinical quality reports provided to the CQF&P outline 
any actions being undertaken with providers and the impact being made, as well as any contractual changes being included in the 
providers’ standard contracts. They include:  


• the use of the quality requirements aspect of the contract to identify key sources of assurance; quality indicators and targets for 
improvement, 


• CQUIN (commissioning for quality and innovation) schemes that link 2.5% of the contract value to achievement of quality 
outcomes,  


• discussion and outcomes from the regular clinical quality review mechanisms, 
• areas of note from the contracted quality information flows, including actions against inspectorate regimes.  


  
The CQF&P provides assurance to the Management Executive and Governing Body that patients (adults and children) are being 
treated effectively, safely and have a positive experience, benchmarking local commissioned services against national and regional 
sources of information.  This includes an oversight of quality improvement in primary care. The CQF&P examines the quality standards 
of commissioned services, pathway developments and quality indicators of new services against the five domains of the NHS 
Outcomes Framework and contributes to delivering the CCG’s vision.  
 


  
 External assurance includes: 


1. NHS Choices, Open and honest reporting - NHS Patient Safety Indicators   


2. NHS Improvement ratings at a glance   


3. Friends and Family Test (FFT) Scores - NHS England  


4. Sentinel Stroke National Audit Programme (SSNAP)  
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Summary of external assurance for City Hospitals Sunderland NHS Foundation Trust (CHSFT), County 
Durham and Darlington NHS Foundation Trust (CDDFT), Gateshead Health NHS Foundation Trust (GHFT), 
North Tees & Hartlepool NHS Foundation Trust (NTHFT), Tees Esk and Wear Valleys NHS Foundation 
Trust (TEWVFT), North East Ambulance Service NHS Foundation Trust (NEASFT) organisational 
indicators (12 April 2017) 


NHS Choices - Open and honest reporting, NHS Patient Safety Indicators (12/04/17) 


Organisation name NACS Care Quality Commissioning 
Inspection Ratings


Patient Survery Score for 
Cleanliness Recommended by Staff Safe Staffing Patient assessed for Blood Clots NHS Improvement Patient Safety 


Notices


University Hospital of North Durham RXPCP Requires Improvement OK - 8.77 out of 10 OK - Expected range with a value of 61% 99% of planned level 96.90% of patients assessed Good - All alerts signed off


Chester-Le-Street Hospital RXPCC No Rating OK - 8.77 out of 10 OK - Expected range with a value of 61% 92% of planned level 96.90% of patients assessed Good - All alerts signed off


Bishop Auckland Hospital RXPBA No Rating OK - 8.77 out of 10 OK - Expected range with a value of 61% 103% of planned level 96.90% of patients assessed Good - All alerts signed off


Sedgefield Community Hospital RXPCL No Rating OK - 8.77 out of 10 OK - Expected range with a value of 61% 106% of planned level 96.90% of patients assessed Good - All alerts signed off


Shotley Bridge Hospital RXPCW No Rating OK - 8.77 out of 10 OK - Expected range with a value of 61% 93% of planned level 96.90% of patients assessed Good - All alerts signed off


Darlington Memorial Hospital RXPDA Requires Improvement OK - 8.77 out of 10 OK - Expected range with a value of 61% 93% of planned level 96.90% of patients assessed Good - All alerts signed off


Weardale Hospital RXP69 No Rating OK - 8.77 out of 10 OK - Expected range with a value of 61% 88% of planned level 96.90% of patients assessed Good - All alerts signed off


Richardson Hospital RXPCJ N/A OK - 8.77 out of 10 OK - Expected range with a value of 61% 95% of planned level 96.90% of patients assessed Good - All alerts signed off


New Richardson Hospital RXP35 No Rating OK - 8.77 out of 10 OK - Expected range with a value of 61% N/A 96.90% of patients assessed Good - All alerts signed off


Hundens Lane Day Hospital (Darlington) RXP63 No Rating OK - 8.77 out of 10 OK - Expected range with a value of 61% N/A 96.90% of patients assessed Good - All alerts signed off


Sunderland Royal Hospital RLNGL Requires Improvement OK - 8.72 out of 10 OK - Expected range with a value of 70% 93% of planned level 98.40% of patients assessed Good - All alerts signed off


Sunderland Eye Infirmary RLNGM Good Visit OK - 8.72 out of 10 OK - Expected range with a value of 70% 96% of planned level 98.40% of patients assessed Good - All alerts signed off


Bensham Hospital RR7EM No Rating OK - 9.37 out of 10 OK - Expected range with a value of 76% N/A 97.90% of patients assessed Good - All alerts signed off


Queen Elizabeth Hospital RR7EN Good Visit OK - 9.37 out of 10 OK - Expected range with a value of 76% 101% of planned level 97.90% of patients assessed Good - All alerts signed off


Dunston Hill Hospital RR7ER No Rating OK - 9.37 out of 10 OK - Expected range with a value of 76% N/A 97.90% of patients assessed Good - All alerts signed off


University Hospital of Hartlepool RVWAA Requires Improvement OK - 9.05 out of 10 OK - Expected range with a value of 62% 99% of planned level 97.40% of patients assessed Good - All alerts signed off


University Hospital of North Tees RVWAE Requires Improvement OK - 9.05 out of 10 OK - Expected range with a value of 62% 96% of planned level 97.40% of patients assessed Good - All alerts signed off


Auckland Park Hospital (Bishop Auckland) RX3AT No Rating N/A OK - Expected range with a value of 75% 109% of planned level N/A Good - All alerts signed off


The Briary Wing (Harrogate District Hospital) RX3AZ N/A N/A OK - Expected range with a value of 75% N/A N/A Good - All alerts signed off


Lanchester Road Hospital (Durham) * RX3CL No Rating N/A OK - Expected range with a value of 75% 94% of planned level N/A Good - All alerts signed off


Roseberry Park (Middlesbrough) * RX3FL No Rating N/A OK - Expected range with a value of 75% 105% of planned level N/A Good - All alerts signed off


West Lane Hospital (Middlesbrough) RX3LF No Rating N/A OK - Expected range with a value of 75% 120% of planned level N/A Good - All alerts signed off


West Park Hospital (Darlington) RX3MM No Rating N/A OK - Expected range with a value of 75% 114% of planned level N/A Good - All alerts signed off


Sandwell Park Hospital (Hartlepool) RX3NH No Rating N/A OK - Expected range with a value of 75% 111% of planned level N/A Good - All alerts signed off


Cross Lane Hospital (Scarborough) RX3NX N/A N/A OK - Expected range with a value of 75% N/A N/A Good - All alerts signed off


Ferndene (Northumberland) Not Known No Rating N/A OK - Expected range with a value of 65% 119% of planned level N/A Good - All alerts signed off


Hopewood Park (Sunderland) Not Known N/A N/A OK - Expected range with a value of 65% 88% of planned level N/A Good - All alerts signed off


Monkwearmouth Hospital (Sunderland) Not Known No Rating N/A OK - Expected range with a value of 65% 108% of planned level N/A Good - All alerts signed off


St George's Hospital (Morpeth) Not Known No Rating N/A OK - Expected range with a value of 65% 111% of planned level N/A Good - All alerts signed off


St Nicholas Hospital (Newcastle) Not Known No Rating N/A OK - Expected range with a value of 65% 132% of planned level N/A Good - All alerts signed off


Northumberland Tyne and Wear FT


County Durham and Darlington FT


City Hospitals Sunderland FT


Gateshead FT


North Tees and Hartlepool FT


Tees Esk and Wear Valley FT
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Summary of external assurance (Continued) 


NHS Improvement (NHSI) Single Oversight Framework  
(March 2017) 


Trust Shadow Segmentation Notes 


March 2017 
CDDFT 2   2 – providers offered targeted support (potential support needed in one or more of the five themes, but not in breach of licence or equivalent 


for NHS trusts, and/or formal action is not needed) 
CHSFT 2   2 – providers offered targeted support (potential support needed in one or more of the five themes, but not in breach of licence or equivalent 


for NHS trusts, and/or formal action is not needed) 
NTHFT 2   2 – providers offered targeted support (potential support needed in one or more of the five themes, but not in breach of licence or equivalent 


for NHS trusts, and/or formal action is not needed) 
GHFT 2 2 – providers offered targeted support (potential support needed in one or more of the five themes, but not in breach of licence or equivalent 


for NHS trusts, and/or formal action is not needed) 
TEWVFT 1   1 – providers with maximum autonomy (no potential support needs identified across the five themes, lowest level of oversight and expectation 


that provider will support providers in other segments 
NTWFT 2 2 – providers offered targeted support (potential support needed in one or more of the five themes, but not in breach of licence or equivalent 


for NHS trusts, and/or formal action is not needed) 
NEASFT 2   2 – providers offered targeted support (potential support needed in one or more of the five themes, but not in breach of licence or equivalent 


for NHS trusts, and/or formal action is not needed) 


The NHSI Single Oversight Framework, which replaced the Monitor risk ratings from 1 October 2016, identifies NHS providers' 
potential support needs across five themes: quality of care, finance and use of resources, operational performance, strategic 
change, and leadership and improvement capability. Trusts have been segmented between one (maximum autonomy) and four 
(special measures) according to the level of support they require.  


1 - Providers with maximum autonomy: no potential support needs identified. Lowest level of oversight; 
segmentation decisions taken quarterly in the absence of any significant deterioration in performance.   
 
2 - Providers offered targeted support: there are concerns in relation to one or more of the themes. We've 
identified targeted support that the provider can access to address these concerns, but which they are not 
obliged to take up. For some providers in segment 2, more evidence may need to be gathered to identify 
appropriate support.   
 
3 - Providers receiving mandated support for significant concerns: there is actual or suspected breach of licence, 
and a Regional Support Group has agreed to seek formal undertakings from the provider or the Provider 
Regulation Committee has agreed to impose regulatory requirements.   
 
4 - Providers in special measures: there is actual or suspected breach of licence with very serious and/or 
complex issues. The Provider Regulation Committee has agreed it meets the criteria to go into special measures. 


Segmentation Descriptions 
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Friends and Family Test (FFT) percentage of respondents who would recommend  
the service – February  (published  March 2017) 


 
The FFT published data for the period February is presented below for Accident and Emergency (A&E), Inpatient (IP), Maternity (MAT), Mental Health, 
Outpatients and Community where the published information is available. Where a provider scores less than the national average this is highlighted as an 
exception in red.    
County Durham and Darlington NHS Foundation Trust (CDDFT) - The accident and emergency department (91%) percentage is above the national average 
(87%)  for the proportion of patients who would recommend the service but the percentage of inpatient respondents (91%) who would recommend is below the 
England average (95%). Maternity services are above the national average for England for Q2. All service areas are provided with FFT data on a monthly basis. 
This includes ward by ward response rates in order for actions to be taken where rates fall below acceptable levels. An analysis of this data is reported in 
Integrated Governance Reports.  “You said we did” posters and action plans are requested from all ward and department managers on a monthly basis. 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) -  The percentage of responding patients who would recommend CHSFT as a place to receive 
care was higher than the national average across all areas apart form Q1 Maternity which was below the national average (96%). 
Gateshead Health NHS Foundation Trust (GHFT) - The Trust achieved scores above the England average across all areas for the percentage of patients who 
would recommend the Trust. 
North Tees Hospitals NHS Foundation Trust (NTHFT) – The Trust is below the England average for response rates for all areas. The Trust have recruited a 
number of volunteers to support improved response rates., They commenced in December but little impact on improved response rates has been realised to 
date 


Mental Health FFT - 86% of patients recommended Tees Esk & Wear Valleys NHS Foundation Trust (TEWVFT) and 79% for Northumberland Tyne & Wear 
NHS Foundation Trust (NTWFT) both of which are below the England average (England average 88%). 
North East Ambulance NHS Trust FT (NEASFT) - results published for February 2017 indicate that 95% of Patient Transport Service (PTS) patients would 
recommend NEASFT compared to a national average of 92% for ambulance Trusts.  See and Treat achieved a 94% recommendation in line with the  
national average of 94%.  







County Durham and Darlington NHS Foundation Trust (CDDFT) 
Issue 


 


Action 


 


Expected Outcomes & Timeframe 


 
Never Events -  CDDFT have reported 11 Never 
Events from 1 April 2016 to 31 March 2017. Two of 
these are historic Never Events relating to previous 
surgery. 


There are a number of key themes emerging which 
relate to: 


• Human factors  
• Busy theatre environment  
• Staff pressure to complete cases in timely way 
• Increased stress regarding site capacity and 


workload 
• Reporting and grading of incidents 
• Consent processes 
 


 


National and Local Safety Standards for  Invasive 
Procedures (NatSSIPs and LocSSIPs).  


 


Improvement plan was presented to the Care Quality 
Commission (CQC) for ratification and to Clinical 
Quality Review Group (CQRG) in March 2017 for 
update 


NHS Improvement (NHSI) Service Improvement 
Manager has been seconded to the Trust at the Trust’s 
request to support the required improvements. She will 
be with the Trust for six months and commenced in 
April 2017. 


External work to review the ‘culture’ within the 
operating department. 


The Trust Executive Team took the decision to cancel 
all Elective Surgery on 7 April 2017 to allow staff to 
attend a Never Event workshop with over 400 staff in 
attendance. 


The Deputy Medical Director in leading work on 
National and Local Safety Standards for Invasive 
Procedures (NatSSIPs and LocSSIPs). This work has 
been underway in the Trust since 2016. 


Restructured governance processes around patient 
safety and sharing of lessons learnt including a new 
Clinical Quality and Safety Panel  


This will continue to be monitored via the Bi- monthly 
CQRGs. 


 


Six Month secondment arrangement – embedded 
process change in relation to patient safety and 
process. 


 


 


Report due to the Trust in March 2017. The output form 
this will feed into the improvement plan and be 
discussed via the CQRG. 


 


 


Local standards are available in draft for the Surgical 
Care Group and are with Clinical Director and Matrons 
for comment. The key risk relates to clinical capacity to 
support development; roll out and monitoring of 
compliance 


NHS Staff Survey - The results of 2016 NHS staff 
survey were released in March 2017. Possible scores 
range between 1 to 5, with 1 indicating that staff are 
poorly engaged (with their work, their team and their 
trust) and 5 indicating that staff are highly engaged. 
The Trust’s score of 3.68 was below (worse than) 
average when compared with trusts of a similar type . 
Questions where CDDFT scored lowest were staff 
recommendation of the organisation as a place to work 
or receive treatment; quality of appraisals; quality of 
non-mandatory training, learning or development; and 
recognition and value of staff by managers and the 
organisation. 


The Staff Survey is an agenda item for discussion at 
CQRG when the Trust will be asked to present what 
they intend to do to improve the situation. 
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Acute and Community services 







County Durham and Darlington NHS Foundation Trust (CDDFT) 
Issue 


 


Action 


 


Expected Outcomes & Timeframe 


 
Health Care Associated Infections (HCAI) -  The 
latest data published in February 2017 shows the Trust 
are better than trajectory with a total of 16 published  
cases of C. difficile (C. diff) against an annual target of 
19 for 2016/17.  The Trust have five published cases of 
Methicillin-resistant Staphylococcus Aureus (MRSA) 
year to date.  


 


Each case is subject to a root cause analysis review 
prior to being assigned to the Trust all of which are 
attended by the Infection Prevention Control (IPC) Lead 
Nurses for the CCG. 


 


These cases are monitored on a case by case basis. 
IPC Nurses attend the CQRG where challenge is 
provided as required. Also monitored on an individual 
basis by the IPC team and reported to the CCG as 
required. 


 


A&E 4 hour performance CDDFT have undertaken the Perfect Month during 
March 2017.  Since introducing the Perfect Month, 
performance has improved remarkably. The Perfect 
Month was outlined as an Emergency Care 
Improvement Programme (ECIP) priority and will focus 
on embedding improved patient safety across the Trust.  
The aim is also to embed improvements of the Trusts 
Transforming Emergency Care (TEC) Programme and 
provides an opportunity to embed good practice.  


Performance against the 4 hour target continues to be 
monitored via performance management through the 
NHS Standard Contract. 


Incident Reporting via National Reporting and 
Learning System (NRLS) - Data published in March 
2017 covering the period April to September 2016 
indicates that the Trust is in the middle 50% of Trusts 
nationally (136 trusts) for incident reporting rates per 
1000 bed days. 


The most frequently reported incidents related to 
Patient accidents; access/patient transfers/discharge; 
Documentation and Medications 


This is monitored via the CQRG with the Trust 
presenting to Commissioners the update and key 
actions as required.  


 


The latest NRLS data will be discussed at April 2017 
CQRG with the Trust. 


 


Mortality - The latest NHS England Dashboard shows 
the Trust to be an outlier for the Summary Hospital-
level Mortality Indicator (SHMI) at 106.7 


The Trust are in receipt of a Care Quality Commission 
(CQC) outlier alert for Bronchitis 


The Trust have a mortality action plan in place which is 
discussed regularly and progress monitored via CQRG 


Mortality quarterly update to be provided to CQRG 
April  2017 meeting. 


Trust is required to provide a response to CQC 
outlining key actions it improve the care of patient with 
Bronchitis. This has also been added to the agenda 
for the April  2017CQRG for discussion and 
challenge. 
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For further information on Quality issues for County Durham and Darlington NHS FT please contact: NECSU.Durham-Clinicalquality@nhs.net 
  



mailto:NECSU.Durham-Clinicalquality@nhs.net

mailto:NECSU.Durham-Clinicalquality@nhs.net

mailto:NECSU.Durham-Clinicalquality@nhs.net
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City Hospitals Sunderland NHS Foundation Trust (CHSFT) 


Issue Action  Expected Outcomes & Timeframe 
 


Mortality - The Trust has remained a negative outlier 
for the eighth month in a row for Hospital 
Standardised Mortality Ratio (HSMR) though the 
position remains the same since the last reporting 
period. 
 


Mortality continues to be discussed at the Clinical 
Quality Review Group (CQRG) and Quality Safety 
and Risk Committee (QSRC). The Trust presented a 
Mortality report at the CQRG in March 2017 which 
highlighted that the Trust are low with regards to 
Palliative care coding which may have a negative 
impact on the HSMR which is potentially contributing 
to why they are outliers.  A meeting is planned with 
palliative care team representatives to review coding 
to address this matter. The Trust are also outliers in 
mortality related to stroke and pneumonia and 
clinical teams are to attend the Mortality Review 
Group to highlight changes in practice and discuss 
what improvements are to be made. 
 


Mortality review group should identify if issues are 
with coding and what actions are needed to improve. 
Quarterly Mortality report should highlight issues and 
give assurance that actions are being taken to 
address outlier status. CQRG to review quarterly 
(next review June 2017).  


Never Events – CHSFT has reported two Never 
Events in March 2017, one involving a retained swab 
and the second a patient who was listed for 
transobturator tape and the operator inadvertently 
made initial suprapubic stab incisions for tension-free 
vaginal tape (TVT).  


The Never Events were discussed at the March 2017 
CQRG and the Trust stated that no patient harm 
occurred as a result of the incidents, and that the 
RCA reports are in development. 
 


Trusts have 60 working days (from reporting) to 
submit Serious Incident Root Cause Analysis (RCAs) 
reports to commissioners for review. 


National Safety Standards for Invasive 
Procedures (NATSSIPS) - Concern was raised 
regarding the progress of implementation of national 
and local standards following Never Events involving 
counting procedures (guidewires/swabs). 
 


This was discussed at the March 2017 CQRG and it 
was confirmed that this work is going and a further 
update will be provided to the May 2017 CQRG. 
 
 
 
 
 


Implementation of local and national checklists in 
CHSFT. Update at May 2017 CQRG. 
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City Hospitals Sunderland NHS Foundation Trust (CHSFT) 


Issue Action  Expected Outcomes & Timeframe 
 


Friends and Family Test (February 2017) - The 
Trust’s Accident and Emergency (A&E) and Inpatient 
percentage recommended scores remain above the 
national average, and the response rates have 
improved since last month however remain below the 
national average. Data has been suppressed for the 
first maternity question due to the low number of 
response rates and the response rate for the second 
maternity question remains below the national 
average 
 


The Trust reported to the March 2017 CQRG, with 
regards to inpatients, that collection processes are 
not well established in newer areas, and 
deterioration has been noted in some wards despite 
mitigating actions. Concerns have been escalated to 
Matrons and Directorate Managers and internal 
processes have been established to address this. 
The Trust also reported that the falling A&E response 
rate has been attributed to the Sunderland Royal 
Hospital Emergency Department move and the 
continued challenges of embedding the system into 
Pallion Walk in Centre. A number of mitigating 
actions have been undertaken and concerns 
escalated through the Emergency Department 
performance meetings 
 


Once the new A& E development has been 
completed it is expected FFT numbers should 
improve. This will be reviewed in May 2017 CQRG. 


National Reporting and Learning System (NRLS) 
- Data released in March 2017, for the period April to 
September 2016 shows the Trust remaining in the 
highest 25% of reporters. The Trust report a higher 
rate of moderate harms compared with other acute 
(non-specialist) organisations, and a lower rate of no 
harm incidents. This could be as a result of the 
organisations classification of the level of patient 
harm 
 


Trust to produce a response to the national data 
highlighting why moderate harm seems to be higher 
than other Trusts. 


NRLS will be discussed at the May 2017 CQRG. 
 


For further information on Quality issues for City Hospitals Sunderland NHS FT please contact: NECSU.Durham-Clinicalquality@nhs.net 
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Gateshead Health NHS Foundation Trust (GHFT) 


Issue Action  Expected Outcomes & Timeframe 


Safety Thermometer -The latest published data in 
March 2017 (February 2017 data) shows the Trust 
achieved a higher rate of overall harm free care than 
the national average although the data does show 
an increased rate of patient falls with harm since 
December 2016. The number of patients this applies 
to will be low and findings can be affected by small 
changes in the monthly audit data. However, the 
overall trend suggests that this Trust has a greater 
than average proportion of patients experiencing a 
fall resulting in harm.  


The Trust held a Falls Awareness during the first week of 
April 2017. The event focussed on  a different topic each 
day with staff and patients which were: 
• Footwear and mobility. 
• Medication. 
• Sensory impact. 
• Food and hydration. 
• Creating a safe environment 


 


Safety Thermometer data continues to be 
reviewed via the Clinical Quality Review 
Group (CQRG) 


 


Coroner Regulation 28  - In March 2017 the Trust 
were issued with a Regulation 28 from the coroner 
in relation to a delay transferring a patient to the 
acute hospital who experienced a fall whilst in a 
Primary Care Centre inpatient unit.  


The Trust response to the coroner is due by 15 May 2017.  The Regulation 28 is scheduled for 
discussion with the Trust at the next CQRG 
meeting on 2 May 2017. 
 


Commissioning for Quality and Innovation 
(CQUIN) Scheme  2016/17 - The sepsis indicators 
for Accident and Emergency and 72 hour review 
were not achieved in quarter 2 and quarter 3 and 
50% payments were agreed by the commissioner 
for this indicator.  


The Trust advise that this CQUIN indicator continues to be 
challenging however a lot of work has been undertaken to 
within the Trust to raise awareness on sepsis. Work is 
progressing within the Trust to ensure that the supporting 
information for assessments undertaken within the hour are 
always recorded. 


CQUIN achievement continues to be 
monitored via the quarterly schedule of 
reconciliation meetings. 


NHS National Reporting and Learning System 
(NRLS) - The most recent data release (March 
2017) includes details of patient safety incidents that 
occurred between April 2016 and September 2016 
which the Trust reported to the NRLS. The data 
shows GHFT reported 2,399 incidents (rate of 27.48 
per 1,000 bed days) during this period. The national 
average when compared to other  similar trusts is 
40.02 incidents per 1,000 bed days. This places the 
Trust in the lowest 25% of reporters. 


According to NRLS an NHS trust where staff feel 
encouraged and supported to report should show a higher 
rate of incident reports, a higher proportion of no harm 
reports, and staff survey responses about incident reporting 
behaviour that are above average.  
 
The results of the 2016 NHS Staff Survey were published in 
March 2017 and show the trust achieved a score of 3.89 for 
overall staff engagement , which was in the highest (best) 
20% compared with trusts of a similar type. Staff survey 
results for the trust for the question ‘Percentage of staff 
reporting errors, near misses or incidents witnessed in the 
last month’ was  91% compared to a national average 
score of 90%. 


NRLS data continues to be monitored via the 
CQRG and theses latest results are 
scheduled for the next meeting on 2 May 
2017.  The Trust continue to promote 
incident reporting via staff induction 
processes, training and newsletters. 


For further information on Quality issues for Gateshead Health NHS FT please contact: NECSU.Durham-Clinicalquality@nhs.net 
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North Tees and Hartlepool NHS Foundation Trust (NTHFT) 


Issue Action  Expected Outcomes & Timeframe 


Mortality- The Trust remains an outlier for the 
Summary Hospital–level Mortality Indicator (SHMI) 
reporting a rate of 111.2 in the latest data released 
April- November 2016. Mortality is showing signs of 
improvement.  


The Trust has revised their mortality review processes. 
Trust Deputy Medical Director has overall responsibility to 
improve the processes which will aid the reduction of 
mortality within the Trust  
The Trust is working closely with the North East 
Observatory (NEQOS) who provide an independent review 
of a number of indicators and also provide a quarterly 
mortality report. 
The Trust remains part of the regional mortality group 
Weekly centralised mortality reviews are now undertaken 
twice a week, with mortality workshops being held once a 
month for clinicians to attend to gain an understanding of 
the Trusts position 
 


This work is ongoing and mortality is monitored via 
the Clinical Quality Review Group (CQRG) with the 
Trust by way of a mortality report and 
discussion/challenge. 


Serious Incident (SI) Reporting - Whilst the Trust is in 
the main compliant with reporting timescales there are 
concerns about a number of incidents which are being 
reported following reviews of care. 
These are following cardiac arrest or mortality reviews. 
Whilst it is right that they are reported it gives rise to 
concern as to why these incidents went unreported at 
the time of the incident.  


The data in relation to SI reporting was an agenda item at 
CQRG on 16 February 2017. The situation was discussed 
with the Trust who didn’t feel that there was a safety culture 
issue and that systems for reviewing care were improving 
in line with the mortality plan 


This will be monitored via the commissioner’s 
serious incident process  and any issues will be 
raised via the CQRG. 


Children’s Safeguarding Training Compliance - 
Level 2 training compliance remains a concern with the 
Trust currently reporting a static position of 84% 


A remedial action plan has now been received in relation to 
Level 2 training compliance. This will be monitored through 
CQRG and 1:1 sessions with the designated nurse and the 
Trust named nurse.  
 


Quarter 4 data will be reviewed as a local quality 
requirement submission n April 2017 and action 
taken as required. 
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North Tees and Hartlepool NHS Foundation Trust (NTHFT) 


Issue Action  Expected Outcomes & Timeframe 


Health Care Associated Infections (HCAI) -  
The Trust breached their annual C. difficilie trajectory 
in July 2016.  They have continued to have reported 
cases assigned to the Trust each month since and are 
reporting 35 published cases (February 2017 
published data) with a further four reported cases in 
March 2017. 


A HCAI action plan is in place and monitored by the 
Trust with regular updates to the CQRG. 
Deep cleaning regime revised and in place 
NHS Improvement (NHSI) have undertaken a 
collaborative meeting with the Trust and they will be 
facilitating a rapid improvement workshop with the 
Trust. NHS Improvement are also undertaking a 
review of the associated Trust policies. 
 
NHS England (NHSE) have published the targets for 
2017/18 which remain the same. This presents an 
ongoing challenge for the Trust in achieving the 
trajectory set by NHSE. 


Not available at the time of reporting. 


For further information on Quality issues for North Tees and Hartlepool NHS FT please contact: NECSU.Tees-Clinicalquality@nhs.net 
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Tees, Esk and Wear Valleys NHS Foundation Trust (TEWVFT) 


Issue Action  Expected Outcomes & 
Timeframe 


 
Care Quality Commission (CQC) - An inspection 
visit was undertaken across the trust  sites in 
February 2017. The findings of the visit have not 
been published at the time of writing this report. 
 
 
 
 
 
 
 
 
 
NHS Safety Thermometer - The latest published 
data in March 2017 (February 2017 data) shows that 
TEWVFT are performing better than the national 
average for harm free care across all indicators with 
the exception of falls with harm.  The falls data 
appears to be on an increasing trend in quarter 4 
 
 
 
Serious Incidents - The quality of the Serious 
incident reports is of concern particularly in relation to 
root cause and lessons learnt identification. 
 
 
 
 
 
Safeguarding Training – Safeguarding training 
figures remain below target with the Trust reporting 
achievement at the end of 2016 of 93% for 
safeguarding adults training and 85% for 
safeguarding children training across their Durham 
and Darlington locality.  


The ratings and reports for specific services inspected in 
November 2016 were published on 23 February 2017. Whilst 
the Trust overall rating remains unaffected as ‘Good’ each 
service has been given a service level rating: 
• Acute wards for people of working age and psychiatric 


intensive care units was rated as overall as ‘good’, however 
‘requires improvement’ rating for the ‘safe’ domain. 


• Wards for older people with mental health problems was 
rated as ‘requires improvement’. Issues identified included 
cleanliness and safety on some wards, the level of 
adequately trained staff and the governance structures for 
some wards.  


 
The Trust has a falls reduction project in place which is being 
led by their Director of Nursing. Falls have been identified as a 
key priority by the Trust for their 2016/17 quality account. 
 
 
 
 
 
 
Discussion have been held with TEWVFT regarding compliance 
with  reporting in national timescale and the standard/quality of 
reports. The Trust have put improvements in place within the 
patient safety team and are revising internal processes. 
 
 
 
 
The Trust advised at the most recent CQRG on 10 February 
2017 that the reported levels are not reflective of the achieved 
levels due to technical issues with the Electronic Staff Record 
(ESR). The Trust continue work on resolving this and providing 
the CCG with a validated training position . 


Awaiting CQC publication of the trust-wide 
report. 
 
 
 
 
 
 
 
 
 
 
 
Progress update on the falls project is 
scheduled for the next Clinical Quality 
Review Group (CQRG) meeting 28 April 
2017. 
 
 
 
 
 
The Trust’s performance against the 
Serious Incident framework continues to 
be monitored via the CQRG and the 
CCG’s Serious Incident panels. Monthly 
meetings continue with the Trust Patient 
Safety Team in order to support timely 
reporting.  
 
Safeguarding training compliance is 
scheduled for discussion again at the next 
CQRG meeting on 28 April 2017. 


Mental health and learning disabilities services 


For further information on Quality issues for Tees, Esk and Wear Valley NHS FT please contact: NECSU.Durham-Clinicalquality@nhs.net 
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Northumberland Tyne and Wear NHS Foundation Trust (NTWFT) 
Issue Action  Expected Outcomes & Timeframe 


 


Single Oversight Framework - Trust are below 
standard in cardio-metabolic assessment metrics. 
 


The Trust advised the Clinical Quality Review 
Group (CQRG) that assessments are being 
undertaken; however there are issues with data 
quality and data definitions and NHS Improvement 
are aware of the issues. The Trust assured the 
CQRG that physical health screening and 
monitoring is a priority, but highlighted engagement 
issues with community patients who may prefer to 
engage with primary care. 
 


NHS Improvement to respond to NTWFT on data 
issues. NTWFT to update at next CQRG on 18 May 
2017. 


Learning Disability Mortality Review - Concern 
was raised at the February 2017 CQRG that the 
Trust have their own mortality review process and 
that they do not notify onto the Learning Disabilities 
Mortality Review (LeDeR) system. 
 


The Trust felt that their internal mortality review 
process was robust; however discussions are 
ongoing regionally with the Learning Disability 
Network, including notification to the LeDeR system 
to have one approach. The Trust provided 
assurance that all impatient deaths, all unexpected 
community deaths and all learning disability deaths 
are reviewed. 
 


Assurance to be given following discussions with 
Learning Disability Network.  


Care Quality Commission (CQC ) Action Plan – 
NTWFT Action plan following CQC visit. 
 


The action plan relating to the two ‘must do’ actions 
has been shared with the CQC who have provided 
positive feedback. An update is to be provided to the 
CQRG. The Trust has stated that the action relating 
to mechanical restraints has not changed and all 
risks are appropriately assessed and managed. The 
action relating to the number of beds in children’s 
services will be going to staff consultation. 


An update is to be provided to the CQRG 
scheduled for 18 May 2017.  


For further information on Quality issues for Northumberland Tyne and Wear NHS FT please contact: NECSU.Durham-Clinicalquality@nhs.net 
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Commissioner Assurance Visits 2016/17 
 


 
Durham Dales Easington and Sedgefield CCG and North Durham CCG, in partnership with Darlington CCG, undertake a rolling 
programme of unannounced commissioner assurance visits in order to gain an overall impression of commissioned services on a 
‘typical day’.  The 2016/17 programme continued with visits to acute, mental health, hospice and nursing home settings focussing 
on; 


• Healthcare Associated Infections  
• Eliminating Mixed Sex Accommodation  
• Patient Experience  
• ‘15 steps challenge’ 
• Safeguarding adults/safeguarding children 
• Medicines Optimisation 


 
Visits were conducted in conjunction with CCG quality and safeguarding teams. Six visits were scheduled between 1 January 2017 
and 31 March 2017 (quarter 4) however two visits needed to be postponed and will now take place in the 2017/18 schedule. To 
conclude four visits were completed during quarter 4 with themes and trends identified as follows; 
 


• The challenge for nursing homes in recruiting and retaining registered nursing staff and the effect this has on the service 
users reported care and experience  


• Lack of knowledge of the new categories of abuse introduced in The Care Act 2014. 
• Potential infection control risks due to the inappropriate storage of equipment at some premises. 
 
Positively; 
• Patients /residents consistently reported that they would recommend the care setting to friends and family 
• Positive organisational cultures observed within the mental health sites   


 
 
The finalised commissioner assurance visit reports are shared with CQC and local authority colleagues to support information 
sharing, monitoring visits and training and education programmes.   
 
Provider action plans to address any visit recommendations are monitored through to completion via the CCG’s Clinical Quality 
Review Group meetings for the NHS Foundation Trusts and by the Clinical Quality team at NECS on behalf of the CCGs for the 
nursing home settings. 


16 For further information on Quality issues for Commissioner Assurance Visits please contact: NECSU.Durham-Clinicalquality@nhs.net  
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North East Ambulance Service NHS Foundation Trust (NEASFT) and 111 Service 
 


Issue Action  Expected Outcomes & Timeframe 
 


Duty of Candour - The Trust reported to the QRG 
that the position in February 2017 with regards to 
open cases shows no improvement compared to 
the previous month which could indicate that cases 
are not being reviewed within the Trust’s 28 day 
timescale. 
 


NEASFT state that the issue was caused by the 
relevant manager or investigating officer failing to 
close the case in a timely manner. 
 


All Duty of Candour cases to be reviewed within 28 
day target.  


Incident reporting - The Trust reported to the 
QRG that all patient safety cause groups have seen 
a reduction in reporting. ‘Dispatch’ remains the 
highest cause of patient safety incidents, which has 
been an ongoing trend for a number of months and 
relates to delayed ambulance response. Delayed 
ambulance response remains the highest cause of 
complaints. 
The Trust has seen an increase in the number of 
‘no harm’ and ‘near miss’ incidents, as well as an 
increase in higher acuity harm incidents in 
February, specifically ‘moderate harm’ and ‘death’. 
 


Incident reporting continues to be discussed at the 
QRG and the Trust stated that ‘Dispatch’ incidents 
are the highest cause group reported nationally. 
The Trust noted at the March QRG that the harm 
level for cases under review may be subject to 
change. 
 


Discussions are underway with NHS England on 
how incidents are reported and recorded. An 
update will be given at QRG. 


Regulation 28 – In February 2017 a Regulation 28 
notice was issued to the Trust in relation to triage 
and disposition. 
 


The Regulation 28 was discussed and noted at the 
March 17 QRG. 
 


Regulation 28 has been circulated to all of the 
providers to improve working as part of the Joint 
Emergency Services Interoperability Programme 
(JESIP) principle and are working on a joint 
response to tackle any similar issues in the 
future.  Once a formal response has been received 
from the Coroner, it will be circulated at QRG. 
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Ambulance Service 







North East Ambulance Service NHS Foundation Trust (NEASFT) and 111 Service 
 


Issue Action  Expected Outcomes & Timeframe 
 


Ambulance Handover Delays - Ambulance 
Handover delay calculations were changed by 
North East Ambulance Service in December 2016, 
resulting in a drastic reduction in performance. This 
does not necessarily reflect poor performance or 
quality issues.  
 


North of England Commissioning Support (NECS) 
provider management team are aware of the issue 
and are in discussions with the Trust. 
 


Data for handovers has been realigned to suit new 
calculations. 


Workforce (sickness absence) - NEASFT 
reported to QRG that overall the Trust-wide 
absence rate has decreased slightly by 0.26% 
compared with the previous month, and is now 
7.28%. However this is still above the Trust target 
of 5%. The most frequently recorded reasons for 
absence continue to be mental health 
(incorporating anxiety/stress and depression) and 
musculoskeletal issues (including back, knee/leg 
and shoulder injuries). Patient Transport Services 
(PTS) has the highest sickness absence rate. 
 


The Trust reported to the QRG in March 17 that 
psychological therapies are in place and the 
number of counselling sessions offered to staff has 
been increased, however it should be noted that 
the majority of employees recording ‘stress’ as the 
reason for absence are suffering from ‘non-work 
related stress’. Work is ongoing with managers to 
recognise the early signs of stress within their 
teams. The Trust advised the QRG that the general 
age of staff in the PTS workforce has an impact on 
the sickness absence rate, with musculoskeletal 
issues being the most frequent cause of sickness 
absence, however the Trust stated that plans have 
been put in place to improve. 
 


Updates on workforce continue to be monitored 
through QRG as a standing agenda item.  


Workforce (recruitment) - Recruitment and 
retention continues to be a challenge.  
 


A number of activities are underway to recruit 
paramedics. 60.00 wte Student Paramedics were 
due to graduate from their programme prior to 31st 
March 2017.   A further visit to Poland is planned 
for additional international recruitment following 
successful recruitment earlier in the year.   
 


Updates on workforce continue to be monitored 
through QRG as a standing agenda item.  
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Hospices


• The CCG continues to work with Hartlepool & District Hospice, St Benedict's Hospice and Butterwick Hospice.


• All 3 hospices have met the milestones for their CQUIN measures for the quarter.


• Hartlepool & District Hospice and St Benedict's contracts have now been signed and returned. 


• St Benedict's have returned the contract variation complete with signature for additional funding for 17/18 addition  
inpatients and lymphedema appointments. 


• St Benedict's – DDES have put in place a 6 months contract and funding from Apr 1st 2017 pending additional 
information.  We have also arrange a meeting with Sunderland CCG to share recording methodology and costing


• Marie Curie Q3 (planned services) - patient numbers continue to increase across both North Durham and DDES 
The challenges in engaging with DN teams at present has been discussed in detail at the Contract Performance 
and Quality meetings. 


• Marie Curie Rapid Response - the majority of new referrals were from District Nurses and the main reasons for 
referral during Quarter 3 were: administration of medication, complex symptom management and administration o  
complex interventions. 100% of patients died in their preferred place of death in October, 95% in November and 
100% in December.


• Rapid Response Service continues to meet all KPIs and are making good progress with their CQUINs. 
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Hospices 
 


• A Marie Curie 24 hour professional advice line pilot has commenced from April 2017 for County Durham 
patients. 


• North Durham CCG continues to work with St Cuthbert’s Hospice and Willow Burn Hospice to ensure there 
are appropriate medical cover arrangements in place. 


• A speciality doctor has recently commenced post at  St Cuthbert’s Hospice.  


• Willow Burn Interim Chief Executive Officer, Vicki Dale has recently been appointed as Chief Executive 
Officer. 


• Commissioning for Quality and Innovation (CQUIN) 2017/18 areas have been agreed with both hospices, 
the details of the goals are currently being developed. 


• St Cuthbert’s Hospice have met the milestones for their CQUIN measures for quarter 3, 2016/17. Willow 
Burn Hospice are currently providing further evidence to demonstrate achievements against milestones for 
quarter 3, 2016/17. 


• St Cuthbert’s Hospice are currently looking at appropriate ways to measure the new 12 week living well 
programme that is provided in the Living Well Centre. 


• The Patient Safety Lead at Willow Burn Hospice is currently undertaking a non-medical prescribing course, 
this will support the current non-medical prescriber in improving access to appropriate medication for 
patients. 







Health Care Acquired Infection Group 
  


• Pre 48 hour MRSA bacteraemia  cases reported April 2016 to March 2017 
 


      North Durham  CCG 1 case 
      DDES CCG  3 cases 
 
A zero tolerance approach is taken to cases of MRSA with financial penalties attached through the NHS standard 
contract.  The CCG Infection Prevention Control Team (IPCT) attend the post infection review process. 
 


• Clostridium difficile infections to February 2017 
 


        North Durham CCG 1 over trajectory.   The total target figure for 2016/17 is 42                       
        DDES CCG  12 under trajectory.  The total target figure for 2016/17 is 74 


• The IPCT commenced a programme of quality Improvement visits in February 2017 to provide support and 
advice on environmental and procedural issues, to all general practice premises.  Following each visit, 
Infection Prevention and Control updates are offered by the IPCT nurses to all practice staff, as required.   


 


• The IPCT organised and hosted the 3rd annual study day in March, open to Care Home workers across 
County Durham and Darlington.  This event was attended by 110 staff and was very well evaluated as a 
learning opportunity, covering a variety of topics.  The day was opened by Dr. Ian Davison.  Further speakers: 


 Dr. Nayer, Consultant Microbiologist , CDDFT– Antimicrobial stewardship, our role in care homes. 
         S Moffatt, Inspector CQC – Infection prevention and control, the role of the CQC in care homes. 
        M Henderson, Bowel Specialist Nurse, CDDFT – Constipation , treatment and prevention. 
         K Stoker, Health Protection Nurse, PHE NE – Food safety. 
        Oral Health team Nurses, CDDFT – Oral Care 
 
Positive feedback was received with many care workers indicating quality improvements / changes they will 
make.   21 







Safeguarding Children 


 
• Care Quality Commission undertook an unannounced Looked After Children and Safeguarding Review (CLAS inspection) of 


health services in County Durham week commencing 14th November. A number of amendments were submitted to the CQC 
most were accepted. The prepublication report was received due for publication on the CQC website shortly. The designated 
nurses are currently coordinating the development of the required combined action plans from the CCG and provider 
organisations for submission to the CQC by 4th May 2017. 


 
• A case reported previously (DDES) has been discussed at serious case review panel and agreement reached that the criteria 


was not met for a serious case review however the panel felt that the learning should not be lost and it was agreed to include 
case in the learning events held for staff as it has similar issues to other cases currently underway.  
 


• A further case (DDES) has been identified for SCR the child was placed from out of area and therefore the out of area Local 
Authority has the responsibility to complete the SCR. As this was a death while in custody  the Prisons and Probation 
Ombudsman will undertake an investigation into the death for which Health and Justice Team will commission an independent 
clinical review. This case has been reported in the local press. 
 


• LSCB online child protection procedures are now being purchased from Tri.x the benefits are that the procedures are kept 
updated with local and national policy and guidance every six months and have hyperlinks into local procedures and 
information. 
 


• Protected Learning time for Practice Safeguarding Leads for 2017 will focus on LADO (Local Authority Designated Officer), 
Referrals and Escalation and Teleconferencing. 
 


• The LSCB Development Day on 7 February 2017. Priorities 2017/18 were identified as Child Sexual Exploitation, Working 
Together, Neglect, Empowering Young People. The previous sub-groups were disbanded and new sub-groups identified for the 
coming year: CDOP, Neglect, MEG, Quality and Performance, Empowering Young People, Working Together. 
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Safeguarding Adults 


• Safeguarding team attended training delivered by a lawyer on The Mental Capacity Act Principles &Practice. 


• A briefing was sent out to all GP surgeries regarding changes to the Policing &Crime Act that removed the need for 
people subject to Deprivation of Liberty Safeguards(DoLS) to be referred to the coroner  when they die. This came into 
force on 3rd April 2017.This information has also been placed on GP team net and will be in the next CCG locality 
newsletter. 


• 2x PREVENT ( government anti- terrorism training agenda) training sessions have been delivered to DDES staff. 


• Safeguarding GP lead sessions have been mapped out for the coming year  with a speaker from the GMC coming to 
talk about lessons from serious case reviews covering issues such as confidentiality and capacity and consent. 


• The safeguarding team have all been trained and started to undertake LeDeR reviews (Learning disability Mortality 
Review Programme). A programme commissioned by the Healthcare Quality Improvement Partnership on behalf of 
NHS England, To look at any areas of concern in relation to the care the person received and if there is any area for 
learning that could contribute to improving future practice. As part of this process the reviewer will speak to family 
members, friends and professionals involved in the deceased persons care and support and review care records. 







Care Homes   


• Currently there are no care homes in DDES area under the executive strategy process . 


• There are two homes under executive strategy process in North Durham. 


• There are two care agencies at executive strategy across the DDES area, one of these agencies  also serves  North 
Durham.:  


• The agency which covers both DDES and North Durham has been given a notice of proposal by CQC , the CHC no longer 
commission with this provider but there are a couple of existing joint funded  care packages with the local authority.  The LA 
will lead on change of provider if required. Issues are around recording, recruitment and training. 


• The second agency which generally serves the DDES area has had concerns raised via CQC and they have also served a 
notice of proposal to de-commission the service.  Issues relate to staff recruitment process and lack of training. There are 8 
CHC funded  care packages with this provider. CHC team are aware of the situation. 


• There is one independent hospital currently at executive strategy. The risks have been stepped down to amber from red. 
There is a new deputy in post  supporting the manager who has now been in post for five months and staffing vacancies have 
now decreased to a level where the few remaining vacant posts are being covered by existing staff picking up extra shifts so 
are not requiring any agency cover. The remaining vacant posts (4)are still being recruited into, but 8 posts have been filled. 
Staff continue to receive training and support in the management of behaviours that challenge by the manager and deputy. 
Good communication continues with placing providers and all patients are progressing towards identified goals. The hospital 
has continued to operate an embargo on new admissions throughout the executive process. There is a further executive 
meeting towards the end of April. 


• Care home forums for DDES and  North Durham have now been merged and are continuing to provide speakers on a range 
of topics relevant to care home senior and nursing staff. Last session had a Parkinson's nurse specialist. This months topic is 
The Mental Capacity Act and The draft bill regarding proposed changes to Deprivation of Liberty Safeguards. 
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Purpose of the report and 
summary of key issues: 
 
 


• The purpose of the report is to present information to the 
Governing Body that will also be presented to the overview 
and scrutiny committees within County Durham and 
Darlington in relation to the reorganisation of organic 
inpatient beds in Tees, Esk and Wear Valleys NHS 
Foundation Trust.  


• The approved reorganisation was implemented on 1st 
August 2016 following appropriate consultation with 
stakeholders 


• The report shows patients are offered a choice of provider 
• 29 patients were admitted since the changes from the North 


Durham area. Of these 10 families took up the offer of travel 
support 


• Staff travel time and cost has reduced 
• Friends and Family test scores have remained good. 
 


 
Consultation and other 
approval routes (including 
outcomes): 
 
 


Meeting/route 
 
Executives in 
Common 
 
 
DDES 
Governing 
Body 
 


Date  
 
21.3.17 
 
 
 
9.5.17 


Outcome 
 
Committee 
suggested the report 
should go to 
Governing Body 


 
Supporting documents/ 
Appendices: 


 
a)  County Durham and Darlington Organic Bed Evaluation 


– January 2017 
b)  Auckland Park Hospital – choice on admission 
c)  Auckland Park Hospital – excess travel support for 


carers 
 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 
 


() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
  


 
 Does this report impact on the environment/sustainability of the CCG? 
 
 


 


 Does this report have legal implications? 
  


 


2 
 







 
 


 Are there any resource implications – finance and/or staffing as a result of 
this report 


  
 


 Has this report taken into account equality and diversity?  
 Yes , detailed in the report 


 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP) 
  


 
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
 Yes the report will be shared at overview and scrutiny committees as well as the 


Trusts internal consultation meetings 
 Are there any clinical quality/patient safety issues identified in this report? 
  


 
 Does this report impact on any information governance issues? 
  


 
 Other implications 
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1. Introduction to this report


This report presents the findings of the 2016 national NHS staff survey conducted in NHS
Durham Dales, Easington and Sedgefield CCG.


In section 2 of this report, we present an overall indicator of staff engagement. Full details of how
this indicator was created can be found in the document Making sense of your staff survey
data, which can be downloaded from www.nhsstaffsurveys.com.


In sections 3 and 4 of this report, the findings of the questionnaire have been summarised and
presented in the form of 32 Key Findings.


These sections of the report have been structured thematically so that Key Findings are grouped
appropriately. There are nine themes within this report:


• Appraisals & support for development


• Equality & diversity


• Errors & incidents


• Health and wellbeing


• Working patterns


• Job satisfaction


• Managers


• Patient care & experience


• Violence, harassment & bullying


Please note, two Key Findings have had their calculation changed and there have been minor
changes to the benchmarking groups for social enterprises since last year. For more detail on
these changes, please see the Making sense of your staff survey data document.


As in previous years, there are two types of Key Finding:


- percentage scores, i.e. percentage of staff giving a particular response to one, or a
series of, survey questions


- scale summary scores, calculated by converting staff responses to particular
questions into scores. For each of these scale summary scores, the minimum score
is always 1 and the maximum score is 5


A longer and more detailed report of the 2016 survey results for NHS Durham Dales, Easington
and Sedgefield CCG can be downloaded from: www.nhsstaffsurveys.com. This report provides
detailed breakdowns of the Key Finding scores by directorate, occupational groups and
demographic groups, and details of each question included in the core questionnaire.
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Your Organisation


The scores presented below are un-weighted question level scores for questions Q21a, Q21b,
Q21c and Q21d and the un-weighted score for Key Finding 1. The percentages for Q21a – Q21d
are created by combining the responses for those who “Agree” and “Strongly Agree” compared
to the total number of staff that responded to the question.


Q21a, Q21c and Q21d feed into Key Finding 1 “Staff recommendation of the organisation as a
place to work or receive treatment”.


Your
Organisation


in 2016


Average
(median) for


CCGs


Your
Organisation


in 2015


Q21a "Care of patients / service users is my organisation's
top priority"


76% 79% 83%


Q21b "My organisation acts on concerns raised by patients /
service users"


76% 80% 82%


Q21c "I would recommend my organisation as a place to
work"


79% 67% 73%


Q21d "If a friend or relative needed treatment, I would be
happy with the standard of care provided by this
organisation"


59% 59% 75%


KF1. Staff recommendation of the organisation as a place to
work or receive treatment (Q21a, 21c-d)


3.91 3.83 4.07
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2. Overall indicator of staff engagement for NHS Durham Dales, Easington and
Sedgefield CCG


The figure below shows how NHS Durham Dales, Easington and Sedgefield CCG compares with
other CCGs on an overall indicator of staff engagement. Possible scores range from 1 to 5, with 1
indicating that staff are poorly engaged (with their work, their team and their organisation) and 5
indicating that staff are highly engaged. The organisation's score of 4.07 was above (better than)
average when compared with organisations of a similar type.


OVERALL STAFF ENGAGEMENT


This overall indicator of staff engagement has been calculated using the questions that make up
Key Findings 1, 4 and 7. These Key Findings relate to the following aspects of staff engagement:
staff members’ perceived ability to contribute to improvements at work (Key Finding 7); their
willingness to recommend the organisation as a place to work or receive treatment (Key Finding
1); and the extent to which they feel motivated and engaged with their work (Key Finding 4).


The table below shows how NHS Durham Dales, Easington and Sedgefield CCG compares with
other CCGs on each of the sub-dimensions of staff engagement, and whether there has been a
significant change since the 2015 survey.


Change since 2015 survey Ranking, compared with
all CCGs


OVERALL STAFF ENGAGEMENT No change Above (better than) average


KF1. Staff recommendation of the organisation as
a place to work or receive treatment


(the extent to which staff think care of patients/service users
is the organisation’s top priority, would recommend their
organisation to others as a place to work, and would be
happy with the standard of care provided by the
organisation if a friend or relative needed treatment.)


No change Average


KF4. Staff motivation at work


(the extent to which they look forward to going to work, and
are enthusiastic about and absorbed in their jobs.)


No change Above (better than) average


KF7. Staff ability to contribute towards
improvements at work


(the extent to which staff are able to make suggestions to
improve the work of their team, have frequent opportunities
to show initiative in their role, and are able to make
improvements at work.)


No change Above (better than) average


Full details of how the overall indicator of staff engagement was created can be found in the
document Making sense of your staff survey data.
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3. Summary of 2016 Key Findings for NHS Durham Dales, Easington and
Sedgefield CCG


3.1 Top and Bottom Ranking Scores


This page highlights the five Key Findings for which NHS Durham Dales, Easington and
Sedgefield CCG compares most favourably with other CCGs in England.


TOP FIVE RANKING SCORES


KF15. Percentage of staff satisfied with the opportunities for flexible working patterns


KF19. Organisation and management interest in and action on health and wellbeing


KF14. Staff satisfaction with resourcing and support


KF11. Percentage of staff appraised in last 12 months


KF31. Staff confidence and security in reporting unsafe clinical practice
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For each of the 32 Key Findings, the CCGs in England were placed in order from 1 (the top ranking score) to 70 (the
bottom ranking score). NHS Durham Dales, Easington and Sedgefield CCG’s five lowest ranking scores are
presented here, i.e. those for which the organisation’s Key Finding score is ranked closest to 70. Further details about
this can be found in the document Making sense of your staff survey data.


This page highlights the five Key Findings for which NHS Durham Dales, Easington and
Sedgefield CCG compares least favourably with other CCGs in England. It is suggested that
these areas might be seen as a starting point for local action to improve as an employer.


BOTTOM FIVE RANKING SCORES


! KF25. Percentage of staff experiencing harassment, bullying or abuse from patients,
relatives or the public in last 12 months


! KF26. Percentage of staff experiencing harassment, bullying or abuse from staff in last
12 months


! KF2. Staff satisfaction with the quality of work and care they are able to deliver


! KF13. Quality of non-mandatory training, learning or development


! KF3. Percentage of staff agreeing that their role makes a difference to patients / service
users
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3.2 Largest Local Changes since the 2015 Survey


This page highlights the Key Finding that has deteriorated at NHS Durham Dales, Easington and
Sedgefield CCG since the 2015 survey. It is suggested that this might be seen as a starting point
for local action to improve as an employer.


WHERE STAFF EXPERIENCE HAS DETERIORATED


! KF25. Percentage of staff experiencing harassment, bullying or abuse from patients,
relatives or the public in last 12 months
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3.3. Summary of all Key Findings for NHS Durham Dales, Easington and Sedgefield
CCG


KEY


Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2015 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2015 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2015
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.


Change since 2015 survey
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3.3. Summary of all Key Findings for NHS Durham Dales, Easington and Sedgefield
CCG


KEY


Green = Positive finding, e.g. there has been a statistically significant positive change in the Key Finding since the
2015 survey.
Red = Negative finding, e.g. there has been a statistically significant negative change in the Key Finding since the
2015 survey.
Grey = No change, e.g. there has been no statistically significant change in this Key Finding since the 2015
survey.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.


Change since 2015 survey (cont)
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3.3. Summary of all Key Findings for NHS Durham Dales, Easington and Sedgefield
CCG


KEY


Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.


Comparison with all CCGs in 2016
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3.3. Summary of all Key Findings for NHS Durham Dales, Easington and Sedgefield
CCG


KEY


Green = Positive finding, e.g. better than average.
Red = Negative finding, i.e. worse than average.
Grey = Average.
For most of the Key Finding scores in this table, the higher the score the better. However, there are some scores
for which a high score would represent a negative finding. For these scores, which are marked with an asterisk
and in italics, the lower the score the better.


Comparison with all CCGs in 2016 (cont)
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3.4. Summary of all Key Findings for NHS Durham Dales, Easington and Sedgefield
CCG


KEY


Green = Positive finding, e.g. better than average, better than 2015.


! Red = Negative finding, e.g. worse than average, worse than 2015.
'Change since 2015 survey' indicates whether there has been a statistically significant change in the Key
Finding since the 2015 survey.


-- Because of changes to the format of the survey questions this year, comparisons with the 2015 score are not
possible.


* For most of the Key Finding scores in this table, the higher the score the better. However, there are some
scores for which a high score would represent a negative finding. For these scores, which are marked with an
asterisk and in italics, the lower the score the better.


Change since 2015 survey Ranking, compared with
all CCGs in 2016


Appraisals & support for development


KF11. % appraised in last 12 mths No change Above (better than) average


KF12. Quality of appraisals No change Above (better than) average


KF13. Quality of non-mandatory training, learning or
development


No change Average


Equality & diversity


* KF20. % experiencing discrimination at work in last 12
mths


No change Below (better than) average


KF21. % believing the organisation provides equal
opportunities for career progression / promotion


No change Above (better than) average


Errors & incidents


* KF28. % witnessing potentially harmful errors, near
misses or incidents in last mth


No change Below (better than) average


KF29. % reporting errors, near misses or incidents
witnessed in last mth


-- --


KF30. Fairness and effectiveness of procedures for
reporting errors, near misses and incidents


No change Above (better than) average


KF31. Staff confidence and security in reporting unsafe
clinical practice


No change Above (better than) average


Health and wellbeing


* KF17. % feeling unwell due to work related stress in
last 12 mths


No change Average


* KF18. % attending work in last 3 mths despite feeling
unwell because they felt pressure


No change Below (better than) average


KF19. Org and mgmt interest in and action on health
and wellbeing


No change Above (better than) average


Working patterns


KF15. % satisfied with the opportunities for flexible
working patterns


No change Above (better than) average


* KF16. % working extra hours No change Average
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3.4. Summary of all Key Findings for NHS Durham Dales, Easington and Sedgefield
CCG (cont)


Change since 2015 survey Ranking, compared with
all CCGs in 2016


Job satisfaction


KF1. Staff recommendation of the organisation as a
place to work or receive treatment


No change Average


KF4. Staff motivation at work No change Above (better than) average


KF7. % able to contribute towards improvements at
work


No change Above (better than) average


KF8. Staff satisfaction with level of responsibility and
involvement


No change Above (better than) average


KF9. Effective team working No change Above (better than) average


KF14. Staff satisfaction with resourcing and support No change Above (better than) average


Managers


KF5. Recognition and value of staff by managers and
the organisation


No change Above (better than) average


KF6. % reporting good communication between senior
management and staff


No change Average


KF10. Support from immediate managers No change Above (better than) average


Patient care & experience


KF2. Staff satisfaction with the quality of work and care
they are able to deliver


No change Average


KF3. % agreeing that their role makes a difference to
patients / service users


No change Average


KF32. Effective use of patient / service user feedback -- --


Violence, harassment & bullying


* KF22. % experiencing physical violence from patients,
relatives or the public in last 12 mths


-- Below (better than) average


* KF23. % experiencing physical violence from staff in
last 12 mths


-- Below (better than) average


KF24. % reporting most recent experience of violence -- --


* KF25. % experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 mths ! Increase (worse than 15) ! Above (worse than) average


* KF26. % experiencing harassment, bullying or abuse
from staff in last 12 mths


No change ! Above (worse than) average


KF27. % reporting most recent experience of
harassment, bullying or abuse


-- Above (better than) average
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1Questionnaires were sent to all 40 staff eligible to receive the survey. This includes only staff employed directly by the
organisation (i.e. excluding staff working for external contractors). It excludes bank staff unless they are also employed
directly elsewhere in the organisation. When calculating the response rate, questionnaires could only be counted if they
were received with their ID number intact, by the closing date.


4. Key Findings for NHS Durham Dales, Easington and Sedgefield CCG


NHS Durham Dales, Easington and Sedgefield CCG had 34 staff take part in this survey. This is
a response rate of 85%1 which is above average for CCGs in England, and compares with a
response rate of 95% in this organisation in the 2015 survey.


This section presents each of the 32 Key Findings, using data from the organisation's 2016
survey, and compares these to other CCGs in England and to the organisation's performance in
the 2015 survey. The findings are arranged under seven headings – the four staff pledges from
the NHS Constitution, and the three additional themes of equality and diversity, errors and
incidents, and patient experience measures.


Positive findings are indicated with a green arrow (e.g. where the organisation is better than
average, or where the score has improved since 2015). Negative findings are highlighted with a
red arrow (e.g. where the organisation’s score is worse than average, or where the score is not
as good as 2015). An equals sign indicates that there has been no change.


Appraisals & support for development


KEY FINDING 11. Percentage of staff appraised in last 12 months


KEY FINDING 12. Quality of appraisals
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KEY FINDING 13. Quality of non-mandatory training, learning or development


Equality & diversity


KEY FINDING 20. Percentage of staff experiencing discrimination at work in the last 12
months


KEY FINDING 21. Percentage of staff believing that the organisation provides equal
opportunities for career progression or promotion


Errors & incidents


KEY FINDING 28. Percentage of staff witnessing potentially harmful errors, near misses
or incidents in last month
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KEY FINDING 30. Fairness and effectiveness of procedures for reporting errors, near
misses and incidents


KEY FINDING 31. Staff confidence and security in reporting unsafe clinical practice


Health and wellbeing


KEY FINDING 17. Percentage of staff feeling unwell due to work related stress in the last
12 months


KEY FINDING 18. Percentage of staff attending work in the last 3 months despite feeling
unwell because they felt pressure from their manager, colleagues or themselves
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KEY FINDING 19. Organisation and management interest in and action on health and
wellbeing


Working patterns


KEY FINDING 15. Percentage of staff satisfied with the opportunities for flexible working
patterns


KEY FINDING 16. Percentage of staff working extra hours


Job satisfaction


KEY FINDING 1. Staff recommendation of the organisation as a place to work or receive
treatment
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KEY FINDING 4. Staff motivation at work


KEY FINDING 7. Percentage of staff able to contribute towards improvements at work


KEY FINDING 8. Staff satisfaction with level of responsibility and involvement


KEY FINDING 9. Effective team working
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KEY FINDING 14. Staff satisfaction with resourcing and support


Managers


KEY FINDING 5. Recognition and value of staff by managers and the organisation


KEY FINDING 6. Percentage of staff reporting good communication between senior
management and staff


KEY FINDING 10. Support from immediate managers
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Patient care & experience


KEY FINDING 2. Staff satisfaction with the quality of work and care they are able to
deliver


KEY FINDING 3. Percentage of staff agreeing that their role makes a difference to patients
/ service users


KEY FINDING 32. Effective use of patient / service user feedback


Violence, harassment & bullying


KEY FINDING 22. Percentage of staff experiencing physical violence from patients,
relatives or the public in last 12 months
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KEY FINDING 23. Percentage of staff experiencing physical violence from staff in last 12
months


KEY FINDING 25. Percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 months


KEY FINDING 26. Percentage of staff experiencing harassment, bullying or abuse from
staff in last 12 months


KEY FINDING 27. Percentage of staff / colleagues reporting most recent experience of
harassment, bullying or abuse
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Background & Timetable  


Please find attached the Quality, Performance and Finance report (QPF) for NHS Durham Dales, 
Easington and Sedgefield CCG for March 2017. Activity and finance data used in the report is for 
month 11 February 2017) .  
 
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.  
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 Headlines 
The headlines for this report are summarised as follows: 


Performance Indicator Provider/Commissioner 
Description of Performance 


Update Exception Report No. Exception Report Page No. 
Cancer 62 Day Urgent GP  referral & 62 day 
screening standard DDES CCG Breach YTD DDES ER01 22 


A&E 4 Hour Waits CDDFT Breach in month & YTD CDDFT ER01 23-24 
Ambulance Handovers CDDFT Breach in Month and YTD CDDFT ER02 26 
Diagnostics CHSFT Breach in month CHSFT ER01 27 
A&E 4 hour waits CHSFT Breach in Month & YTD CHSFT ER02 28 
Ambulance  Handovers CHSFT Breach in Month & YTD CHSFT ER03 29 
Cancer 62 Day Urgent GP Referral  CHSFT  Breach in Month & YTD  CHSFT ER04 30 
A&E 4 Hour Waits NTHFT Breach YTD NTHFT ER01 31 
Ambulance handovers NTHFT  Breach in Month & YTD NTHFT ER02 32 
8 & 19 min response times & Handovers NEAS CCG & Provider YTD breach NEAS ER01 33-39 
111 Performance NEAS Monthly breaches NEAS ER02 40 
Mental Health Performance (various 
indicators) TEWV / MH Providers YTD breaches MH ER01/02/03/04 41-44 


HCAI CCG and Acute Providers Update HCAI01 45 


Report Amendments 
Future developments: 
On-going development as per CCG requirements 


Recommendation: 
This report is for the CCG to note current performance and the risks to national indicators in 2016/17. The committee is asked to endorse 
the actions to address underperformance and suggest further remedial action if appropriate. 
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  OVERALL                     Key   Not Applicable    No concern  
                                                Concern   


  
 
   


  Regulators 


  Has any local provider been subject to local enforcement action or improvement notice by the 
CQC in this reporting period?  N Feb 17 Monthly      No 


  Has any local provider been flagged as requiring mandated support or are in special measures by 
NHS Improvement?  N Feb 17 Monthly      No 


 


  
Clinical effectiveness                   


  Has any provider been identified as a 'negative outlier‘ or below  expectation on SHMI? 
Y Feb 17 Monthly       


Yes QER01 
   Has any provider been identified as a 'negative outlier' or below expectation on  HSMR? 


Y Feb 17 Monthly      


  
Patient experience                   


  Does feedback from the Friends and Family test (or any other patient feedback) indicate any 
causes for concern / exceptions for any provider?  Y Feb 17 Monthly      Yes QER02 


  
Safety                   


  
Does any provider currently have any  72 hour reports outstanding  ?  Y Mar  17 Monthly ● ● ● ● ●  


 
Yes QER03 


  
 


  
Does any provider currently have any 60 days reports outstanding?  Y Mar 17 Monthly ● ● ● ● ● 


  Has any provider experienced any 'Never Events' in this reporting period ? 
Y Mar 17 Monthly ● ● ● ● ● 


  
CCG                 


  GP Performance Triage Group  - Referrals to NHSE   ● indicates  referral made  
N Mar 17 Monthly    No referrals  No  
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Exception Report QER01 - Mortality (SHMI & HSMR) 


Performance Update: 
 
Performance Issue:    
CDDFT: The Trust  is demonstrating a SHMI mortality rate of 106.7 which is an increase from 105.6  the previous month, and means the Trust is now an outlier. 
CHSFT: The Trust has remained a negative outlier for the eighth month in a row for HSMR (provisional data), though and remains at 112.2, in the latest 
reporting period. The Trust is not an outlier for SHMI (provisional data), although this has increased from 100.2 to 100.5.  
NTHFT: The latest mortality position indicates the Trust are an outlier for SHMI with a provisional rate of 111.2 for the period year to November 2016.   
 
 
 
 
  
 


 
 
 
 
 
 
 
 
 
 
 


 
 
                                                                                                                                                                                       


CDDFT CHSFT NTHFT NEASFT TEWVFT 


 Has any provider been identified as a 'negative outlier' on SMHI ? ● ● ● ● ● 
 Has any provider been identified as a 'negative outlier' on  HSMR ? ● ● ● ● ● 
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Actions taken:  
CDDFT- The Trust are due to present their latest mortality report at the next CQRG on 21st April along with their response to the information 
request from CQC sent in March relation to the Dr Foster mortality outlier alert for acute bronchitis. 
CHSFT – Following a notification from Dr Foster around mortality the Trust have undertaken a report which has been circulated to CQC. An 
update was shared at March QRG. CHSFT are producing a more robust quarterly mortality report to identify risk areas.   
NTHFT -   The Trust continues with it’s mortality group lead by Professor Metcalfe. There is a focus on improved medical documentation; 
mortality reviews and completion of case reviews. Improvement relating to comorbidity coding and palliative care coding continues.  Serious 
Incidents (SIs) continue to be monitored and triangulation of this information is used to inform Commissioner Assurance Visits. 
Timescale for performance improvement: Mortality continues to be monitored closely by the respective CQRGs and CCG committees. 
 
Other Intelligence: Further detail regarding Trust mortality is captured in the quarterly Acute and Community quality reports.   







Exception Report QER02 - Friends and Family Test 
Indicator 
Does feedback from the Friends and Family test (or any other patient feedback) 
indicate any causes for concern /exceptions for any provider?  
 


CDDFT CHSFT NTHFT NEASFT TEWVFT 


● ● 
 


● 
 


● ● 
Performance issue:  FFT published data in April 2017 for the period  February 2017 is presented below for A&E, In-patient, Maternity, Mental 
Health, Out patients, Community, Mental Health and Ambulance. Where a Provider scores less than the National average this is highlighted as 
an exception in red.    
  
 
 
 
 
 
 
  
 
 
 
 


                
 
  * insufficient data 
 


Actions  
CDDFT: All service areas are provided with FFT data on a monthly basis. This includes ward by ward response rates in order for actions to be 
taken where rates fall below acceptable levels. The Quarter 3 report on FFT is to be presented at April QRG. 
CHSFT: performance continues to be monitored through the CQRG.  
NTHFT: The Trust has now recruited a manager to support the volunteer team. Their focus will be on supporting FFT response completion to 
support improvement in the response rates for the Trust. It is unlikely that there will be any measurable improvement for several months. FFT 
data has been observed as  visible to staff; patients and visitors during Commissioner Assurance Visits to the Trust. 
 
Timescale for performance improvement:  FFT performance varies month to month - any significant changes in performance are discussed by 
exception at the CQRGs and monitored through respective patient experience forums.     
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CDDFT CHSFT NTHFT TEWVFT NEASFT  England 


% R'mend RR % R'mend RR % R'mend RR % R'mend RR % R'mend RR % R'mend RR 


AE 91% 13.9% 96% 6.7% 96% 2.5%         87% 12.7% 
IP 91% 29% 98% 14.4% 97% 19.5%         96% 25.1% 
MAT - Q1 97%   *   94%           96%   
MAT - Q2 97% 30.3% 100% 9% 93% 14.1%         97% 23.10% 
MAT - Q3 83%   95%   91%           94%   
MAT - Q4 100%   NA   97%           98%   
Out Pts  94%   98%   93%           93%   
Community 99%       97%            96%   
MH             86%     88% 
Ambulance                 95%   92%   
See & Treat                  97%   96%   







Exception Report QER03 - Outstanding Serious Incident Reports  
Indicator 
 
 
Does any provider currently have any 72 hour reports outstanding? 
  
Does any provider currently have any 60 day reports outstanding? 
 
Has any provider experienced a 'Never Events' during the month? 
 
 


CDDFT CHSFT NTHFT NEASFT TEWVFT 


● ● ● ● ● 


● ● ● ● ● 


● ● ● ● ● 
Performance  Issue:  
The following extract highlights where a Trust has failed to submit reports that were expected in the month of March and also details reporting within two 
working days of identification of incident.    
 


 
 


 
 


 
 
 
 
 
 


 
 
 
 


 
 
 
 
 


Actions taken:  Performance related activity continues to be monitored through the serious incident panels and informal 1:1 meetings with providers. 
Reminders are issued to respective providers if reports are late and addressed through 1:1 discussions with the Patient Safety Leads.  
CHSFT are to present their National/Local Safety Standards for Invasive Procedures (NatSSIPS/LocSSIPS)  plan for implementation and completion at the next 
Clinical Quality Review Group (CQRG) meeting with the CCGs in May 2017. 
CDDFT confirmed at the CQRG in March that the final Never Events Action Plan has been presented to the board.  In Dermatology, the checklists have been 
reviewed and in line with LocSSIPS.  Plastics and Dermatology are to work together and align their NatSSIPS and LocSSIPS  
 


Timescale for Improvement: Performance is variable month on month and is affected by internal pressures and seasonality. Trusts are encouraged to notify 
the commissioner if a report is going to breach the respective deadlines. Performance is monitored through the respective  Serious Incident (SI) panels.  
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  No of SIs 
reported 


Received in 2 
days of 


Identification 


72 hour 
reports 


received in 
timescale 


72 hour 
reports 


received out 
of timescale 


72 hour reports 
outstanding 


60 day 
reports 


due 


60 day reports 
received in 
timescale 


60 day reports 
outstanding  


(accumulative 
from April 


2016) 


CDDFT 5 5 5 (100%) 0 0 9  8 (89%) 2 


NTHFT 8 8  7 (88%) 1 0 6  6 (100%)  0 


CHSFT 4 4  3 (75%) 0 1 3  2 (67%) 7 


TEWVFT 9(4*)  9(4*)   (100%) 3 0 8  6 (75%) 2 
NEASFT 2 2   1(50%)  1 0 4  4 (100%) 2 
TEWVFT  -* =  cases reported by N Yorks. - these SIs are not managed through the CDD SI process therefore 
performance statistics are excluded for those cases. 


Never Events  
5 Never Events were reported during March 2017: 
 
CDDFT reported two retrospective never events  in 
March both of which related to removal of ovaries 
during surgical procedures by the same consultant.  
The other never event involved Ophthalmology  
where an intravitreal injection  was  given in the 
wrong eye. This brings the total never events 
reported by the Trust since 01 April 2016 to 11.  
 
CHSFT reported 2 never events in March 2017, 
one involving a retained swab and the second a 
patient who was listed for transobturator tape 
where the operator inadvertently made initial 
suprapubic stab incisions for TVT.  
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M
or


ta
lit


y 


Description Target Indicator Type Additional Info 
Summary Hospital-
level Mortality 
Indicator (SHMI) 


Lower is 
better  


Ratio A high mortality rate may indicate problems with the quality 
and safety of care. 


Hospital 
Standardised 
Mortality Ratio 
(HSMR) 


Lower is 
better  


Ratio HSMR measures in-hospital mortality among patients 
admitted with one of a set of 56 conditions. 


Weekend Hospital 
Standardised 
Mortality Ratio 
(HSMR) 


Lower is 
better  


Ratio HSMR measures in-hospital mortality among patients 
admitted with one of a set of 56 conditions. 


FF
T 


 


Background 


The NHS Friends and Family Test (FFT) is a feedback tool which offers patients of NHS-funded services the opportunity to 
provide feedback about the care and treatment they have received. It uses a simple question which asks how likely, on a 
scale ranging from extremely unlikely to extremely likely, a person is to recommend the service to a friend or family member if 
they needed similar care/treatment. Data on all these is published on a monthly basis. 
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Latest Reporting Data 
Period


Operational 
Standard National Average Exception Report


Referral to treatment access times


% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 90.9% 92.6% 93.1% 94.0% 92.6%


Number patients waiting more than 52 weeks for treatment 0 0 0 0 0
Diagnostic waits


% patients waiting more than 6 weeks for the 15 diagnostics tests (including audiology) Feb-17 1.00% 1.67% 0.74% 0.12% 4.27% 0.03% CHSFT ER01
A&E waits


% patients spending 4 hrs. or less in A&E or minor injury unit YTD Feb-17 95.0% 89.6% 92.9% 92.9% 94.0%


Handover between ambulance and A&E over 30 minutes 0 2606 1730 74 7681


Handover between ambulance and A&E over 60 minutes 0 807 381 11 1760


Trolley waits in A&E longer than 12 hours YTD Feb-17 0 4 0 0
Ambulance response times


RED 1 response in 8 mins 49.2%
RED 2 response in 8 mins 47.9%
RED 1&2 response in 8 mins 47.9%
Cat A Response within 19 mins 95.0% 90.6% 80.5% 89.3%


Number of crew clear delays over 30 mins 0 12833
Number of crew clear delays over 60 mins 0 795
Mixed Sex accommodation


Mixed Sex accommodation - number of unjustified breaches YTD Feb-17 0 2 2 0 0
HCAI


Incidence of MRSA 0 3 6 5 1
Incidence of C Diff CCG 74 60 16 29 39
Cancelled Operations


All patients who have operations cancelled to be offered another binding date within 28 days YTD Feb-17 0 0 0 0 0
Mental Health


% people followed up within 7 days of discharge from psychiatric in patient care YTD Feb-17 95.0% 98.2%
Cancer


% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 94.3% 93.4% 93.5% 95.7% 94.4%


% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 93.6% 94.5% 92.4% 96.9%


% of patients treated within 31 days of a cancer diagnosis 96.0% 97.5% 97.6% 99.6% 98.8% 99.6%
% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 99.4% 99.6% 100.0% 99.9% 99.9%
% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 95.4% 96.9% 99.0% 98.6% 97.7%
% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 97.2% 98.0%
% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 82.1% 81.7% 85.3% 84.3% 86.0%
% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 92.1% 91.5% 72.0% 100.0% 97.7%
% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A 88.9% 92.9% 100.0% 88.3% 92.9%


DDES CCG ER01
CHSFT ER04


To 8th Mar-17 HCAI01


YTD Feb-17


YTD Feb-17


YTD Feb-17


NEAS ER01


YTD Mar-17


YTD Feb-17


CDDFT ER01/02
CHSFT ER02/03
NTHFT ER01/02


YTD Mar-17
75.0% 62.5%


YTD Mar-17


63.9%


DDES CCG NTHFTCDDFT CHSFT NEAS
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Q4 YTD Q4 YTD


pts treated < 18 wks 14,853 14,403 14,863 14,903 14,604 15,188 15,349 15,441 15,101 14,731 14,474 13,840 13,835 44,055 177,546 27,675 162,329
total pts 15,782 15,316 15,849 15,907 15,653 16,314 16,611 16,729 16,379 16,000 15,744 15,028 14,997 46,875 188,452 30,025 175,211
% Compliance 94.1% 94.0% 93.8% 93.7% 93.3% 93.1% 92.4% 92.3% 92.2% 92.1% 91.9% 92.1% 92.3% #DIV/0! 94.0% 94.2% 92.2% 92.6%


Number patients waiting more than 52 weeks 
for treatment (Incomplete pathways only)


0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


pts waiting > 6 wks 41 25 37 20 26 21 29 33 32 34 76 62 32
total pts 4,920 4,810 4,974 5,081 5,206 4,969 4,832 5,026 5,028 4,732 4,327 4,275 4,332
% Compliance 0.83% 0.52% 0.74% 0.39% 0.50% 0.42% 0.60% 0.66% 0.64% 0.72% 1.76% 1.45% 0.74% #DIV/0!


Response < 8 min 51 39 59 50 29 45 41 43 44 56 58 67 58 48 145 533 173 598
Total Responses 128 100 101 105 78 107 89 98 106 110 113 112 103 93 341 1,125 308 1,215
% Compliance 39.8% 39.0% 58.4% 47.6% 37.2% 42.1% 46.1% 43.9% 41.5% 50.9% 51.3% 59.8% 56.3% 51.6% 42.5% 47.4% 56.2% 49.2%
Response < 8 min 798 834 905 876 807 878 720 756 741 847 766 835 682 788 2,427 9,907 2,305 9,601
Total Responses 1,673 1,709 1,504 1,599 1,597 1,704 1,511 1,586 1,681 1,708 1,876 2,016 1,645 1,635 5,124 18,387 5,296 20,062
% Compliance 47.7% 48.8% 60.2% 54.8% 50.5% 51.5% 47.7% 47.7% 44.1% 49.6% 40.8% 41.4% 41.5% 48.2% 47.4% 53.9% 43.5% 47.9%
Response < 8 min 849 873 964 926 836 923 761 799 785 903 824 902 740 836 2,572 10,440 2,478 10,199
Total Responses 1,801 1,809 1,605 1,704 1,675 1,811 1,600 1,684 1,787 1,818 1,989 2,128 1,748 1,728 5,465 19,512 5,604 21,277
% Compliance 47.1% 48.3% 60.1% 54.3% 49.9% 51.0% 47.6% 47.4% 43.9% 49.7% 41.4% 42.4% 42.3% 48.4% 47.1% 53.5% 44.2% 47.9%
Response < 19 min 1,441 1,386 1,386 1,425 1,397 1,453 1,295 1,345 1,459 1,510 1,421 1,571 1,325 1,437 4,269 16,329 4,333 17,024
Total Responses 1,761 1,723 1,577 1,647 1,670 1,805 1,596 1,680 1,786 1,810 1,979 2,121 1,743 1,726 5,329 19,323 5,590 21,140
% Compliance 81.8% 80.4% 87.9% 86.5% 83.7% 80.5% 81.1% 80.1% 81.7% 83.4% 71.8% 74.1% 76.0% 83.3% 80.1% 84.5% 77.5% 80.5%


Mixed Sex accommodation - number of 
unjustified breaches


0 Total Number 0 0 0 0 0 2 0 0 0 0 0 0 0 0 0 2


Incidence of MRSA up to 12th April 2017 0 Total Number 0 0 1 1 0 0 1 0 0 0 0 0 0 0 0 0 0 3
Actual 5 9 4 8 7 3 5 6 5 6 4 6 2 4 20 76 12 60
Target 6 6 7 7 6 6 6 6 6 6 6 6 6 6 18 74 18 74
Variance 1 -3 3 -1 -1 3 1 0 1 0 2 0 4 2 -2 -2 6 14


% of people followed up within 7 days of 
discharge from psychiatric in-patient care 


95.0% % Compliance 100.0% 100.0% 96.7% 100.0% 100.0% 100.0% 100.0% 100.0% 95.8% 100.0% 95.2% 95.0% 96.2% 98.4% 98.2%


pts seen < 2 wks 761.0 812.0 799.0 804.0 868.0 740.0 832.0 791.0 766.0 797.0 683.0 718.0 729.0 2,241.0 9,160.0 1,447.0 8,527.0
total pts 800.0 863.0 858.0 873.0 919.0 795.0 916.0 862.0 813.0 839.0 721.0 771.0 767.0 2,385.0 9,839.0 1,538.0 9,134.0
% Compliance 95.1% 94.1% 93.1% 92.1% 94.5% 93.1% 90.8% 91.8% 94.2% 95.0% 94.7% 93.1% 95.0% #DIV/0! 94.0% 93.1% 94.1% 93.4%
pts seen < 2 wks 85.0 104.0 99.0 97.0 113.0 74.0 69.0 80.0 89.0 80.0 79.0 82.0 72.0 284.0 1,241.0 154.0 934.0
total pts 90.0 108.0 106.0 105.0 117.0 80.0 76.0 83.0 92.0 84.0 83.0 87.0 75.0 300.0 1,336.0 162.0 988.0
% Compliance 94.4% 96.3% 93.4% 92.4% 96.6% 92.5% 90.8% 96.4% 96.7% 95.2% 95.2% 94.3% 96.0% #DIV/0! 94.7% 92.9% 95.1% 94.5%
pts treated < 31 days 108.0 159.0 130.0 135.0 145.0 131.0 108.0 141.0 138.0 145.0 135.0 140.0 147.0 384.0 1,719.0 287.0 1,495.0
total pts 109.0 160.0 133.0 136.0 152.0 133.0 112.0 142.0 141.0 151.0 136.0 144.0 151.0 390.0 1,747.0 295.0 1,531.0
% Compliance 99.1% 99.4% 97.7% 99.3% 95.4% 98.5% 96.4% 99.3% 97.9% 96.0% 99.3% 97.2% 97.4% #DIV/0! 98.5% 98.4% 97.3% 97.6%
pts treated < 31 days 45.0 43.0 40.0 46.0 52.0 40.0 36.0 39.0 50.0 50.0 48.0 45.0 37.0 144.0 618.0 82.0 483.0
total pts 46.0 44.0 40.0 46.0 52.0 40.0 36.0 39.0 50.0 51.0 48.0 45.0 38.0 147.0 622.0 83.0 485.0
% Compliance 97.8% 97.7% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 98.0% 100.0% 100.0% 97.4% #DIV/0! 98.0% 99.4% 98.8% 99.6%
pts treated < 31 days 21.0 35.0 33.0 29.0 24.0 29.0 26.0 32.0 17.0 19.0 21.0 22.0 26.0 88.0 351.0 48.0 278.0
total pts 22.0 35.0 34.0 30.0 25.0 30.0 26.0 32.0 17.0 20.0 23.0 22.0 28.0 89.0 357.0 50.0 287.0
% Compliance 95.5% 100.0% 97.1% 96.7% 96.0% 96.7% 100.0% 100.0% 100.0% 95.0% 91.3% 100.0% 92.9% #DIV/0! 98.9% 98.3% 96.0% 96.9%
pts treated < 31 days 39.0 60.0 16.0 40.0 47.0 38.0 41.0 33.0 33.0 39.0 36.0 35.0 26.0 143.0 543.0 61.0 384.0
total pts 40.0 60.0 16.0 40.0 48.0 38.0 42.0 37.0 33.0 40.0 36.0 36.0 26.0 146.0 549.0 62.0 392.0
% Compliance 97.5% 100.0% 100.0% 100.0% 97.9% 100.0% 97.6% 89.2% 100.0% 97.5% 100.0% 97.2% 100.0% #DIV/0! 97.9% 98.9% 98.4% 98.0%
pts treated < 62 days 39.0 68.0 58.0 72.0 57.0 64.0 50.0 56.0 51.0 62.0 59.0 61.0 60.0 162.0 662.0 121.0 650.0
total pts 49.0 83.0 72.0 82.0 75.0 79.0 55.0 69.0 65.0 80.0 68.0 80.0 71.0 203.0 814.0 151.0 796.0
% Compliance 79.6% 81.9% 80.6% 87.8% 76.0% 81.0% 90.9% 81.2% 78.5% 77.5% 86.8% 76.3% 84.5% #DIV/0! 79.8% 81.3% 80.1% 81.7%
pts treated < 62 days 3.0 10.0 8.0 11.0 12.0 4.0 2.0 11.0 13.0 10.0 7.0 5.0 14.0 13.0 170.0 19.0 97.0
total pts 3.0 11.0 8.0 12.0 14.0 6.0 4.0 12.0 13.0 10.0 8.0 5.0 14.0 14.0 177.0 19.0 106.0
% Compliance 100.0% 90.9% 100.0% 91.7% 85.7% 66.7% 50.0% 91.7% 100.0% 100.0% 87.5% 100.0% 100.0% #DIV/0! 100.0% 96.0% 100.0% 91.5%
pts treated < 62 days 2.0 2.0 2.0 3.0 1.0 1.0 1.0 2.0 1.0 0.0 2.0 4.0 17.0 2.0 13.0
total pts 2.0 2.0 2.0 3.0 1.0 1.0 1.0 2.0 1.0 1.0 2.0 4.0 25.0 2.0 14.0
% Compliance 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% #DIV/0! 100.0% 100.0% 100.0% 0.0% #DIV/0! 100.0% 100.0% 68.0% 100.0% 92.9%


DDES CCG ER01


NEAS ER01


Mental Health 


% of patients treated within 62 days of an 
urgent GP referral from an NHS Cancer 
Screening Service


90.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - drugs


98.0%


Cancer


% of patients seen within 2 weeks of an urgent 
referral for breast symptoms


93.0%


% of patients seen within 2 weeks of an urgent 
GP referral for suspected cancer


93.0%


94.0%


% of patients treated within 31 days of a cancer 
diagnosis


96.0%


% of patients treated within 62 days of an 
urgent GP referral for suspected cancer


85.0%


% Patients waiting more than 6 weeks from 
referral for a diagnostic test 


<1.00%


Ambulance Response Times


Cat A Red 1&2 8 min 75.0%


Cat A 19 min


Cat A Red 1 8 min 75.0%


95.0%


Cat A Red 2 8 min 75.0%


% of patients treated for cancer within 62 days 
of consultant decision to upgrade status


N/A


MSA


HCAI


HCAI01
Incidence of CDIFF up to 12th April 2017 74


% of patients receiving subsequent treatment 
for cancer within 31 days - surgery


94.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - radiotherapy


Diagnostics


RTT


2015/16 2015/16
Exception ReportIndicator Threshold


2016/17


% patients waiting for initial treatment on 
incomplete pathways within 18 weeks


92.0%
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Q4 YTD Q4 YTD


pts treated < 18 wks 19,403 19,948 19,518 20,546 20,966 21,663 20,921 21,258 20,540 19,919 19,591 18,934 19,099 58,874 230,045 38,033 222,955
total pts 20,607 21,230 20,865 21,839 22,304 23,070 22,423 22,883 22,134 21,521 21,220 20,515 20,670 62,748 244,239 41,185 239,444
% Compliance 94.2% 94.0% 93.5% 94.1% 94.0% 93.9% 93.3% 92.9% 92.8% 92.6% 92.3% 92.3% 92.4% #DIV/0! 93.8% 94.2% 92.3% 93.1%


Number patients waiting more than 52 weeks 
for treatment (Incomplete pathways only)


0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 1 11 0 0


pts waiting > 6 wks 130 15 17 9 29 14 12 8 6 3 3 3 9
total pts 8,108 7,570 7,688 7,607 8,040 7,540 7,142 7,280 7,435 6,967 6,720 6,988 7,297
% Compliance 1.60% 0.20% 0.22% 0.12% 0.36% 0.19% 0.17% 0.11% 0.08% 0.04% 0.04% 0.04% 0.12% #DIV/0!


pts seen < 4 hrs 20,684 23,366 21,249 24,243 22,646 24,167 21,837 22,193 22,463 20,931 20,156 19,497 17,519 65,416 271,573 37,016 236,901
total pts 23,878 26,369 23,192 26,015 23,718 25,396 22,818 23,270 23,816 22,801 22,516 22,295 19,121 74,764 291,508 41,416 254,958
% Compliance 86.6% 88.6% 91.6% 93.2% 95.5% 95.2% 95.7% 95.4% 94.3% 91.8% 89.5% 87.5% 91.6% #DIV/0! 87.5% 93.2% 89.4% 92.9%


Total Type 1 attendances Total Number 10,611 11,347 10,546 11,675 10,957 11,688 10,674 10,859 11,166 10,727 10,593 10,652 9,468 39,212 136,721 20,120 119,005
Total Type 2 attendances Total Number 0 0
Total Type 3 attendances Total Number 13,226 15,022 12,646 14,340 12,761 13,708 12,144 12,411 12,650 12,074 11,923 11,643 9,653 35,511 154,746 21,296 135,953
Handover between ambulance and A&E over 30 
minutes


0 Total Number 640 512 241 247 108 145 92 72 133 268 458 600 203 39 1,754 3,622 842 2,606
Handover between ambulance and A&E over 60 
minutes or more


0 Total Number 267 206 98 94 25 32 21 17 20 78 166 233 21 2 756 1,250 256 807


Trolley waits in A&E longer than 12 hours 0 Total Number 0 0 0 1 0 0 0 0 0 2 0 1 0 0 2 1 4


Mixed Sex accommodation - number of 
unjustified breaches


0 Total Number 0 0 0 0 0 2 0 0 0 0 0 0 0 0 0 0 2


Incidence of MRSA up to 12th April 2017 0 Total Number 1 0 0 0 0 1 0 0 1 1 0 2 0 1 1 3 3 6
Actual 0 1 2 2 0 1 0 3 1 2 3 1 1 0 4 21 2 16
Trajectory 1 1 2 2 2 2 2 2 2 1 1 1 1 1 3 19 3 19
Variance 1 0 0 0 2 1 2 -1 1 -1 -2 0 0 1 -1 -2 1 3


All patients who have operations cancelled to be 
offered another binding date within 28 days


0 % Compliance 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 0 0


pts seen < 2 wks 1,385.0 1,540.0 1,467.0 1,550.0 1,590.0 1,399.0 1,526.0 1,559.0 1,404.0 1,498.0 1,336.0 1,281.0 1,400.0 4,200.0 17,020.0 2,681.0 16,010.0
total pts 1,450.0 1,626.0 1,577.0 1,686.0 1,676.0 1,501.0 1,682.0 1,693.0 1,496.0 1,572.0 1,415.0 1,372.0 1,460.0 4,431.0 18,047.0 2,832.0 17,130.0
% Compliance 95.5% 94.7% 93.0% 91.9% 94.9% 93.2% 90.7% 92.1% 93.9% 95.3% 94.4% 93.4% 95.9% #DIV/0! 94.8% 94.3% 94.7% 93.5%
pts seen < 2 wks 155.0 210.0 168.0 189.0 187.0 147.0 115.0 174.0 161.0 182.0 170.0 164.0 197.0 539.0 2,315.0 361.0 1,854.0
total pts 167.0 224.0 186.0 212.0 200.0 158.0 148.0 187.0 165.0 189.0 180.0 175.0 206.0 582.0 2,508.0 381.0 2,006.0
% Compliance 92.8% 93.8% 90.3% 89.2% 93.5% 93.0% 77.7% 93.0% 97.6% 96.3% 94.4% 93.7% 95.6% #DIV/0! 92.6% 92.3% 94.8% 92.4%
pts treated < 31 days 142.0 173.0 141.0 168.0 172.0 178.0 149.0 166.0 166.0 166.0 184.0 145.0 169.0 471.0 2,039.0 314.0 1,804.0
total pts 142.0 174.0 142.0 168.0 174.0 178.0 150.0 166.0 166.0 167.0 184.0 146.0 171.0 475.0 2,046.0 317.0 1,812.0
% Compliance 100.0% 99.4% 99.3% 100.0% 98.9% 100.0% 99.3% 100.0% 100.0% 99.4% 100.0% 99.3% 98.8% #DIV/0! 99.2% 99.7% 99.1% 99.6%
pts treated < 31 days 12.0 21.0 14.0 32.0 30.0 21.0 26.0 17.0 20.0 27.0 20.0 32.0 14.0 63.0 343.0 46.0 253.0
total pts 12.0 21.0 14.0 32.0 30.0 21.0 26.0 17.0 20.0 27.0 20.0 32.0 14.0 63.0 343.0 46.0 253.0
% Compliance 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% #DIV/0! 100.0% 100.0% 100.0% 100.0%
pts treated < 31 days 25.0 43.0 27.0 23.0 36.0 40.0 34.0 43.0 27.0 37.0 25.0 44.0 41.0 103.0 385.0 85.0 377.0
total pts 26.0 43.0 28.0 24.0 37.0 40.0 34.0 43.0 27.0 37.0 25.0 45.0 41.0 104.0 388.0 86.0 381.0
% Compliance 96.2% 100.0% 96.4% 95.8% 97.3% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 97.8% 100.0% #DIV/0! 99.0% 99.2% 98.8% 99.0%
pts treated < 31 days 1.0 0.0 1.0
total pts 1.0 0.0 1.0
% Compliance #DIV/0! #DIV/0! 100.00% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 100.00%
pts treated < 62 days 69.0 89.5 74.5 90.0 100.0 97.0 89.0 95.5 85.0 94.5 92.5 86.0 87.0 241.5 1,030.5 173.0 991.0
total pts 80.5 104.5 87.0 106.5 116.0 113.0 101.0 110.5 102.5 117.0 107.5 99.5 101.5 282.0 1,191.0 201.0 1,162.0
% Compliance 85.7% 85.6% 85.6% 84.5% 86.2% 85.8% 88.1% 86.4% 82.9% 80.8% 86.0% 86.4% 85.7% #DIV/0! 85.6% 86.5% 86.1% 85.3%
pts treated < 62 days 3.0 4.5 2.5 5.0 1.0 6.0 2.5 3.5 2.0 4.0 2.0 5.0 2.5 12.5 46.5 7.5 36.0
total pts 3.0 5.0 2.5 6.0 2.5 7.0 6.0 4.5 2.0 5.0 3.0 6.5 5.0 13.0 50.5 11.5 50.0
% Compliance 100.0% 90.00% 100.0% 83.3% 40.0% 85.7% 41.7% 77.8% 100.0% 80.0% 66.7% 76.9% 50.0% #DIV/0! 96.2% 92.1% 65.2% 72.0%
pts treated < 62 days 0.0 0.0 0.0 0.0 0.0 0.5 0.0 1.0 0.0 0.5
total pts 0.5 0.0 0.0 0.0 0.0 0.5 0.5 1.5 0.0 0.5
% Compliance 0.0% 100.0% 100.0% 100.0% 100.0% 100.0% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 100.0% 66.7% 100.0% 100.0%


Incidence of CDIFF up to 12th April 2017


2016/17


CDDFT ER02


QER03


RTT


Diagnostics


Emergency Department


Indicator Threshold
2015/16


Exception Report


96.0%


98.0%


94.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - drugs


% of patients treated within 31 days of a cancer 
diagnosis


90.0%


N/A


85.0%


94.0%
% of patients receiving subsequent treatment 
for cancer within 31 days - radiotherapy


Cancer


% of patients seen within 2 weeks of an urgent 
GP referral for suspected cancer


% of patients seen within 2 weeks of an urgent 
referral for breast symptoms


93.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - surgery


93.0%


% of patients treated within 62 days of an 
urgent GP referral for suspected cancer


% of patients treated within 62 days of an 
urgent GP referral from an NHS Cancer 
Screening Service


% of patients treated for cancer within 62 days 
of consultant decision to upgrade status


19


2015/16


92.0%% patients waiting for initial treatment on 
incomplete pathways within 18 weeks


HCAI 


Cancelled Ops


MSA


% Patients waiting more than 6 weeks from 
referral for a diagnostic test 


<1.00%


95.0%% patients spending 4 hrs. or less in A&E or 
minor injury unit 


CDDFT ER01
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Q4 YTD Q4 YTD


pts treated < 18 wks 23,872 23,868 24,929 25,456 25,102 25,484 25,527 25,070 24,651 24,485 24,430 24,016 24,172 71,363 303,339 48,188 273,322
total pts 25,184 24,993 26,024 26,623 26,370 27,082 27,302 26,986 26,535 26,226 26,266 25,630 25,799 75,218 323,304 51,429 290,843
% Compliance 94.8% 95.5% 95.8% 95.6% 95.2% 94.1% 93.5% 92.9% 92.9% 93.4% 93.0% 93.7% 93.7% #DIV/0! 94.9% 93.8% 93.7% 94.0%


Number patients waiting more than 52 weeks 
for treatment (Incomplete pathways only)


0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 0 0


pts waiting > 6 wks 40 44 55 33 20 27 34 32 49 40 235 275 201
total pts 4,380 4,480 3,919 4,047 4,182 4,528 4,098 5,089 5,219 5,461 5,185 4,819 4,711
% Compliance 0.91% 0.98% 1.40% 0.82% 0.48% 0.60% 0.83% 0.63% 0.94% 0.73% 4.53% 5.71% 4.27% #DIV/0!


pts seen < 4 hrs 10,491 11,780 10,916 11,975 11,370 11,829 10,741 11,107 12,175 11,780 11,700 11,033 10,383 32,937 131,032 21,416 125,009
total pts 11,344 12,843 11,700 12,688 11,840 12,456 11,425 11,830 13,026 12,430 12,809 12,730 11,653 36,073 140,037 24,383 134,587
% Compliance 92.5% 91.7% 93.3% 94.4% 96.0% 95.0% 94.0% 93.9% 93.5% 94.8% 91.3% 86.7% 89.1% #DIV/0! 91.3% 93.6% 87.8% 92.9%


Total Type 1 attendances Total Number 7,021 7,775 6,933 7,643 7,035 7,533 6,604 7,076 8,078 7,810 8,164 7,906 7,168 22,398 86,671 15,074 81,950
Total Type 2 attendances Total Number 2,082 2,346 2,278 2,345 2,350 2,490 2,350 2,254 2,244 2,072 2,076 2,194 2,117 6,596 27,404 47,863 68,322
Total Type 3 attendances Total Number 2,241 2,722 2,489 2,700 2,455 2,433 2,471 2,500 2,704 2,548 2,569 2,630 2,368 7,079 25,962 4,998 27,867
Handover between ambulance and A&E over 30 
minutes


0 Total Number 45 85 88 26 48 83 127 103 146 100 198 375 286 150 262 507 811 1,730
Handover between ambulance and A&E over 60 
minutes or more


0 Total Number 8 22 8 1 8 8 17 18 25 12 49 119 79 37 62 102 235 381


Trolley waits in A&E longer than 12 hours 0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Mixed Sex accommodation - number of 
unjustified breaches


0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Incidence of MRSA up to 12th April 2017 0 Total Number 0 0 1 1 0 0 1 1 1 0 0 0 0 0 1 2 0 5
Actual 6 8 1 8 2 1 2 2 3 4 2 3 1 0 15 61 4 29
Trajectory 3 3 3 3 3 3 2 3 3 2 3 3 3 3 9 34 9 34
Variance -3 -5 2 -5 1 2 0 1 0 -2 1 0 2 3 -6 -27 5 5


All patients who have operations cancelled to be 
offered another binding date within 28 days


0 % Compliance 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


pts seen < 2 wks 766 919 775.0 823.0 801.0 691.0 769.0 786.0 752.0 782.0 717.0 765.0 792.0 2,337 9,055 1,557.0 8,453.0
total pts 799 962 831.0 866.0 841.0 721.0 805.0 821.0 787.0 806.0 739.0 791.0 821.0 2,450 9,592 1,612.0 8,829.0
% Compliance 95.9% 95.5% 93.3% 95.0% 95.2% 95.8% 95.5% 95.7% 95.6% 97.0% 97.0% 96.7% 96.5% #DIV/0! 95.4% 94.4% 96.6% 95.7%
pts seen < 2 wks 0 0 0 0 0.0 0 9 0.0 0.0
total pts 0 0 0 0 0.0 0 9 0.0 0.0
% Compliance #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 100.0% 100.0% #DIV/0!
pts treated < 31 days 131 158 138.0 136.0 159.0 152.0 143.0 162.0 173.0 176.0 148.0 135.0 149.0 443 1,843 284.0 1,671.0
total pts 135 163 141.0 138.0 161.0 153.0 145.0 164.0 174.0 177.0 151.0 137.0 151.0 455 1,871 288.0 1,692.0
% Compliance 97.0% 96.9% 97.9% 98.6% 98.8% 99.3% 98.6% 98.8% 99.4% 99.4% 98.0% 98.5% 98.7% #DIV/0! 97.4% 98.5% 98.6% 98.8%
pts treated < 31 days 81 61 77.0 67.0 74.0 83.0 62.0 81.0 87.0 95.0 87.0 92.0 89.0 227 840 181.0 894.0
total pts 81 62 77.0 67.0 74.0 83.0 62.0 81.0 87.0 95.0 87.0 93.0 89.0 228 841 182.0 895.0
% Compliance 100.0% 98.4% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 98.9% 100.0% #DIV/0! 99.6% 99.9% 99.5% 99.9%
pts treated < 31 days 46 28 32.0 21.0 38.0 18.0 17.0 21.0 18.0 23.0 29.0 20.0 35.0 105 371 55.0 272.0
total pts 46 29 32.0 21.0 38.0 18.0 18.0 21.0 18.0 23.0 29.0 20.0 38.0 107 373 58.0 276.0
% Compliance 100.0% 96.6% 100.0% 100.0% 100.0% 100.0% 94.4% 100.0% 100.0% 100.0% 100.0% 100.0% 92.1% #DIV/0! 98.1% 99.5% 94.8% 98.6%
pts treated < 31 days 1 0.0 1.0 1.0 1.0 2.0 2.0 2.0 1.0 1 3.0 10.0
total pts 1 0.0 1.0 1.0 1.0 2.0 2.0 2.0 1.0 1 3.0 10.0
% Compliance #DIV/0! 100.00% #DIV/0! #DIV/0! 100.00% 100.00% #DIV/0! #DIV/0! 100.0% 100.00% 100.0% 100.00% 100.0% #DIV/0! #DIV/0! 100.0% 100.0% 100.0%
pts treated < 62 days 46.5 70.5 62.5 60.5 64.5 66.0 63.5 71.5 70.0 72.0 55.5 53.0 54.0 188.0 712.0 107.0 693.0
total pts 65.0 80.5 81.0 73.5 72.0 79.0 75.5 81.0 83.0 81.5 66.5 63.0 66.0 228.5 857.0 129.0 822.0
% Compliance 71.5% 87.6% 77.2% 82.3% 89.6% 83.5% 84.1% 88.3% 84.3% 88.3% 83.5% 84.1% 81.8% #DIV/0! 82.3% 83.1% 82.9% 84.3%
pts treated < 62 days 2 0.5 0.5 2.5 2.0 1.5 3.0 1.5 0.5 4.5 3.0 0.0 1.5 3 9.0 1.5 20.5
total pts 2.5 0.5 0.5 2.5 2.0 1.5 3.0 1.5 0.5 4.5 3.0 0.0 1.5 4 11.0 1.5 20.5
% Compliance 80.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% #DIV/0! 75.0% 81.8% 100.0% 100.0%
pts treated < 62 days 2.5 9.5 6.5 8.0 10.5 6.5 4.5 9.0 7.5 11.5 4.0 6.0 16.5 16 67.5 22.5 90.5
total pts 3.5 9.5 8.0 10.0 10.5 6.5 6.5 10.5 8.0 12.5 4.5 8.0 17.5 17.5 83.5 25.5 102.5
% Compliance 71.4% 100.0% 81.3% 80.0% 100.0% 100.0% 69.2% 85.7% 93.8% 92.0% 88.9% 75.0% 94.3% #DIV/0! 91.4% 80.8% 88.2% 88.3%


CHSFT ER04


2016/17


CHSFT ER03


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


95.0%


CHSFT ER02


% patients waiting for initial treatment on 
incomplete pathways within 18 weeks


92.0%


Diagnostics


% Patients waiting more than 6 weeks from 
referral for a diagnostic test 


Indicator Threshold
2015/16 2015/16


Exception Report


RTT


<1.00% CHSFT ER01


Emergency Department


Cancer


% of patients seen within 2 weeks of an urgent 
GP referral for suspected cancer 93.0%


MSA


HCAI


HCAI 01Incidence of CDIFF up to 12th April 2017 34


% of patients seen within 2 weeks of an urgent 
referral for breast symptoms 93.0%


94.0%


% of patients treated within 31 days of a cancer 
diagnosis 96.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - drugs 98.0%


Cancelled Ops


% of patients treated for cancer within 62 days 
of consultant decision to upgrade status


N/A


% of patients treated within 62 days of an 
urgent GP referral for suspected cancer 85.0%


% of patients treated within 62 days of an 
urgent GP referral from an NHS Cancer 
Screening Service


90.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - surgery 94.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - radiotherapy
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Q4 YTD Q4 YTD


pts treated < 18 wks 12,174 8,632 9,852 9,690 8,797 10,383 10,135 9,307 9,669 9,815 9,112 9,473 8,903 32,060 132,547 18,376 105,136
total pts 13,123 9,361 10,708 10,531 9,549 11,201 10,945 10,072 10,397 10,523 9,898 10,167 9,568 34,587 139,415 19,735 113,559
% Compliance 92.8% 92.2% 92.0% 92.0% 92.1% 92.7% 92.6% 92.4% 93.0% 93.3% 92.1% 93.2% 93.0% #DIV/0! 92.7% 96.7% 93.1% 92.6%


Number patients waiting more than 52 weeks 
for treatment (Incomplete pathways only)


0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


pts waiting > 6 wks 10 21 27 41 35 29 9 28 2 76 92 0 1
total pts 5,546 5,927 5,726 5,876 5,884 5,285 4,954 5,140 4,690 4,557 3,819 3,671 3,612
% Compliance 0.18% 0.35% 0.47% 0.70% 0.59% 0.55% 0.18% 0.54% 0.04% 1.67% 2.41% 0.00% 0.03% #DIV/0!


pts seen < 4 hrs 6,705 6,973 6,618 7,448 7,150 7,826 7,048 7,462 7,236 6,847 6,422 6,476 6,058 20,458 84,630 12,534 76,591
total pts 7,259 7,730 7,069 7,974 7,692 8,212 7,292 7,850 7,509 7,177 7,080 7,076 6,541 22,227 89,503 13,617 81,472
% Compliance 92.37% 90.21% 93.62% 93.4% 93.0% 95.3% 96.7% 95.1% 96.4% 95.4% 90.7% 91.5% 92.6% #DIV/0! 92.0% 94.6% 92.0% 94.0%


Total Type 1 attendances Total Number 5,861 6,280 5,650 6,264 6,005 6,330 5,657 6,016 5,894 5,748 5,811 5,630 5,220 18,015 71,512 10,850 64,225
Total Type 2 attendances Total Number 0 0
Total Type 3 attendances Total Number 1,398 1,450 1,419 1,710 1,687 1,882 1,635 1,834 1,615 1,429 1,269 1,446 1,321 4,212 17,991 2,767 17,247
Handover between ambulance and A&E over 30 
minutes


0 Total Number
18 27 7 10 6 11 5 3 5 4 15 7 1 0 52 72 8 74


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


0 Total Number 5 6 2 1 0 0 0 0 0 0 5 3 0 0 11 12 3 11


Trolley waits in A&E longer than 12 hours 0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Mixed Sex accommodation - number of 
unjustified breaches


0 Total Number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Incidence of MRSA up to 12th April 2017 0 Total Number 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 2 0 1
Actual 1 5 2 4 4 3 3 3 3 5 2 4 2 4 11 36 10 39
Trajectory 1 1 2 1 1 1 1 1 1 1 1 1 1 1 3 13 3 13
Variance 0 -4 0 -3 -3 -2 -2 -2 -2 -4 -1 -3 -1 -3 -8 -23 -7 -26


All patients who have operations cancelled to be 
offered another binding date within 28 days


0 % Compliance 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0


pts seen < 2 wks 691.0 730.0 763.0 803.0 792.0 879.0 972.0 882.0 920.0 938.0 856.0 853.0 869.0 2,051.0 8,665.0 1,722.0 9,527.0
total pts 759.0 769.0 812.0 822.0 872.0 946.0 1,037.0 948.0 971.0 983.0 896.0 896.0 913.0 2,205.0 9,350.0 1,809.0 10,096.0
% Compliance 91.0% 94.9% 94.0% 97.7% 90.8% 92.9% 93.7% 93.0% 94.7% 95.4% 95.5% 95.2% 95.2% #DIV/0! 93.0% 92.7% 95.2% 94.4%
pts seen < 2 wks 171.0 160.0 189.0 185.0 148.0 254.0 222.0 229.0 220.0 238.0 235.0 250.0 259.0 471.0 1,916.0 509.0 2,429.0
total pts 181.0 173.0 198.0 196.0 154.0 268.0 226.0 234.0 222.0 242.0 239.0 258.0 269.0 501.0 2,031.0 527.0 2,506.0
% Compliance 94.48% 92.49% 95.45% 94.4% 96.1% 94.8% 98.2% 97.9% 99.1% 98.3% 98.3% 96.9% 96.3% #DIV/0! 94.0% 94.3% 96.6% 96.9%
pts treated < 31 days 95.0 123.0 90.0 120.0 118.0 114.0 123.0 125.0 121.0 152.0 133.0 104.0 135.0 318.0 1,305.0 239.0 1,335.0
total pts 97.0 123.0 91.0 121.0 119.0 114.0 123.0 125.0 121.0 152.0 133.0 105.0 136.0 321.0 1,315.0 241.0 1,340.0
% Compliance 97.9% 100.0% 98.9% 99.2% 99.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.0% 99.3% #DIV/0! 99.1% 99.2% 99.2% 99.6%
pts treated < 31 days 64.0 61.0 73.0 60.0 69.0 59.0 68.0 66.0 61.0 67.0 54.0 61.0 48.0 198.0 778.0 109.0 686.0
total pts 64.0 61.0 73.0 60.0 69.0 59.0 68.0 66.0 61.0 67.0 54.0 62.0 48.0 198.0 778.0 110.0 687.0
% Compliance 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 98.4% 100.0% #DIV/0! 100.0% 100.0% 99.1% 99.9%
pts treated < 31 days 19.0 19.0 19.0 10.0 15.0 14.0 13.0 17.0 17.0 15.0 15.0 25.0 13.0 53.0 205.0 38.0 173.0
total pts 19.0 19.0 20.0 11.0 15.0 14.0 13.0 17.0 17.0 15.0 16.0 25.0 14.0 53.0 207.0 39.0 177.0
% Compliance 100.0% 100.0% 95.0% 90.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 93.8% 100.0% 92.9% #DIV/0! 100.0% 99.0% 97.4% 97.7%
pts treated < 31 days 0.0
total pts 0.0
% Compliance #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!
pts treated < 62 days 38.5 53.0 45.0 59.0 43.5 39.5 56.5 52.0 54.5 80.0 54.0 38.5 59.5 134.5 519.0 98.0 582.0
total pts 46.5 61.0 52.0 67.0 58.0 50.5 65.0 63.0 60.5 87.0 60.0 48.5 65.5 163.0 618.5 114.0 677.0
% Compliance 82.8% 86.9% 86.5% 88.1% 75.0% 78.2% 86.9% 82.5% 90.1% 92.0% 90.0% 79.4% 90.8% #DIV/0! 82.5% 83.9% 86.0% 86.0%
pts treated < 62 days 22.5 34.0 21.5 28.5 34.5 28.5 23.0 30.5 35.0 37.0 44.5 18.0 39.5 84.5 384.0 57.5 340.5
total pts 22.5 36.0 22.5 28.5 35.5 29.0 24.5 31.0 35.0 38.0 44.5 20.0 40.0 86.5 394.5 60.0 348.5
% Compliance 100.0% 94.4% 95.6% 100.0% 97.2% 98.3% 93.9% 98.4% 100.0% 97.4% 100.0% 90.0% 98.8% #DIV/0! 97.7% 97.3% 95.8% 97.7%
pts treated < 62 days 0.5 0.5 1.0 0.0 2.0 1.5 1.5 2.5 1.0 1.5 0.5 1.0 0.5 4.5 28.0 1.5 13.0
total pts 0.5 1.0 1.0 0.0 2.0 1.5 1.5 2.5 1.0 1.5 0.5 1.5 1.0 5.0 34.0 2.5 14.0
% Compliance 100.0% 50.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 66.7% 50.0% #DIV/0! 90.0% 82.4% 60.0% 92.9%


2016/17


NTHFT ER02


Indicator Threshold
2015/16 2015/16


Exception Report


RTT


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


95.0%


NTHFT ER01


% patients waiting for initial treatment on 
incomplete pathways within 18 weeks


92.0%


Diagnostics


% Patients waiting more than 6 weeks from 
referral for a diagnostic test 


<1.00%


Emergency Department


Cancer


% of patients seen within 2 weeks of an urgent 
GP referral for suspected cancer 93.0%


% of patients seen within 2 weeks of an urgent 
referral for breast symptoms 93.0%


% of patients treated within 31 days of a cancer 
diagnosis 96.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - drugs 98.0%


90.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - surgery 94.0%


% of patients receiving subsequent treatment 
for cancer within 31 days - radiotherapy


94.0%


Cancelled Ops


% of patients treated for cancer within 62 days 
of consultant decision to upgrade status


N/A


MSA


HCAI
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% of patients treated within 62 days of an 
urgent GP referral for suspected cancer 85.0%


% of patients treated within 62 days of an 
urgent GP referral from an NHS Cancer 
Screening Service
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Q4 YTD Q4 YTD


% Compliance 62.3% 62.4% 70.0% 70.1% 66.5% 64.0% 65.5% 65.7% 62.1% 63.4% 53.8% 54.2% 56.3% 61.4% 62.0% 68.6% 57.2% 62.5%
% Compliance 89.4% 89.0% 93.1% 92.8% 91.4% 90.9% 91.3% 91.3% 90.6% 90.5% 82.8% 83.4% 85.6% 90.0% 89.3% 92.2% 86.2% 89.3%


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


0 Total Number
509 465 369 416 375 553 547 545 520 557 4,448 4,503 4,262 4,821 1,471 4,318 4,503 12,833


No. of ambulance crews not ready to accept new 
calls within over 60 minutes of handover to A&E 
(Clearance Time)


0 Total Number
37 34 18 34 16 34 18 22 27 23 273 330 277 289 105 250 330 795


Handover between ambulance and A&E over 30 
minutes


0 Total Number 1,386 1,491 753 709 598 594 579 533 644 569 1,108 1,594 994 482 4,244 8,356 1,594 7,681
Handover between ambulance and A&E over 60 
minutes or more


0 Total Number 396 433 208 178 115 85 91 102 100 110 295 476 220 69 1,276 2,059 476 1,760


Exception ReportIndicator Threshold
2015/16 2015/162016/17 2016/17


NEAS ER01


Ambulance Response Times
Cat A Red 1&2 8 min 75.0%
Cat A 19 min 95.0%


Quality Indicator Operational 
Standard


Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Exception Report Trend line


(NQR8) Total number of calls abandoned <5% 1.7% 1,24% 2.9% 1.0% 1.1% 1.2% 1.9% 2.0% 2.2% 2.0% 0.9% 2.4% 1.6% 1.16%


(NQR8) Total number of calls engaged <0.1% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.00%


(NQR8) No of calls answered within 60 seconds at the end 
of the introductory message >=95% 92.5% 94.1% 91.8% 97.7% 98.1% 96.3% 95.0% 96.2% 95.4% 94.8% 95.8% 92.5% 93.2% 93.79%


(LQR8) Percentage of answered calls triaged 60% 89.6% 90.0% 89.0% 88.1% 88.0% 88.0% 87.9% 87.0% 87.1% 87.6% 88.6% 88.0% 88.0% 87.45%


(NQR9) No of calls referred to Ambulance Service within 3 
minutes which are life threatening 100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.00%


(LQR7) Time taken for call back <10 minutes 100% 39.8% 38.7% 36.4% 38.4% 40.1% 36.1% 33.4% 35.2% 36.7% 32.3% 34.6% 42.5% 43.1% 38.35%


(LQR5) Warm Transferred to NHS 111 service Clinician 
where required 98% 46.6% 46.4% 45.7% 47.5% 45.3% 41.4% 37.5% 37.1% 34.3% 33.5% 44.4% 42.2% 48.0% 45.21%


(LQR3) Percentage of answered calls transferred to 999 <10% 15.5% 15.6% 14.4% 15.0% 14.1% 15.0% 14.5% 14.3% 14.7% 15.2% 16.4% 15.5% 16.2% 15.27%


(LQR4) Percentage of patients advised to attend Accident 
and Emergency Department <5% 6.4% 6.7% 6.5% 6.4% 6.3% 6.4% 6.2% 5.6% 5.7% 5.5% 5.7% 5.1% 5.1% 0.01%


(LQR9) Provision of all consultations (including appropriate 
clinical information) to the practice the patient is registered 
with by 8am the next working day


100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.00%


(LQR10) Percentage of frequent users (who call 111 more 
than 4 times a month) whose use is immediately 
highlighted to their registered GP


100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.00%


(LQR1) Frontline staff and Advisors training in recognition of 
safeguarding issues for adults and children to an 
appropriate level


100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.00%


(NQR3) Provision of interpretation service/ appropriate 
provision where required within 15 minutes of initial contact


100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.00%


NEAS ER02
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STANDARD FEB 16 MAR 16 APR 16 MAY 16 JUN 16 JUL 16 AUG 16 SEP 16 OCT 16 NOV 16 DEC 16 JAN 17 FEB 17 2015/16 YTD 
2016/17


ER REF


PROPORTION OF PEOPLE THAT ENTER TREATMENT AGAINST THE 
LEVEL OF NEED IN THE GENERAL POPULATION  15.0% 11.2% 11.6% 12.1% 12.2% 25.7% 18.0% 18.9% 14.5% 19.9% 25.4% 20.6% 22.6% 20.3% 12.1% 19.4%


PROPORTION OF PEOPLE WHO COMPLETE TREATMENT WHO ARE 
MOVING TO RECOVERY  50.0% 41.7% 47.1% 50.5% 45.1% 42.1% 47.8% 44.5% 43.7% 43.7% 38.4% 38.4% 41.9% 46.1% 43.8% 43.0%


OF THOSE INDIVIDUALS COMPLETING TREATMENT - %AGE OF 
WHICH HAD A REFERRAL TO TREATMENT WITHIN 6 WEEKS 75.0% 99.0% 100.0% 99.0% 99.6% 98.2% 99.5% 99.7% 100.0% 96.5% 69.9% 71.5% 73.6% 75.4% 98.0% 85.3%


OF THOSE INDIVIDUALS COMPLETING TREATMENT - %AGE OF 
WHICH HAD A REFERRAL TO TREATMENT WITHIN 18 WEEKS 95.0% 100.0% 100.0% 98.5% 100.0% 99.1% 100.0% 99.3% 100.0% 100.0% 90.4% 93.8% 93.8% 96.1% 99.9% 96.5%


2 %AGE OF CPA DISCHARGES FOLLOWED UP WITHIN 7 DAYS 95.0% 100.0% 100.0% 96.7% 100.0% 100.0% 100.0% 100.0% 100.0% 95.8% 100.0% 95.2% 95.0% 96.2% 97.6% 98.2%


39 %AGE OF CPA FOLLOW UPS UNDERTAKEN ON A FACE TO FACE BASIS 95.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%


42
%AGE OF SERVICE USERS ON CPA WHO HAVE HAD A REVIEW IN THE 
LAST 12 MONTHS 98.0% 99.5% 99.5% 99.6% 99.4% 99.3% 99.3% 99.1% 98.8% 99.2% 99.3% 99.2% 98.5% 98.2% 98.8% 98.2%


40
%AGE OF PATIENTS ON CPA WITH A CRISIS PLAN IN PLACE (ADULT 
MENTAL HEALTH SERVICES) 90.0% NA NA 98.1% 97.8% 96.9% 96.6% 96.2% 97.1% 96.8% 97.3% 97.4% 97.6% 97.8% 98.8% 97.2%


41
%AGE OF PATIENTS ON CPA WITH A CRISIS PLAN IN PLACE (OLDER 
PERSONS MENTAL HEALTH SERVICES) 90.0% NA NA 95.2% 96.5% 95.9% 96.4% 95.7% 96.7% 96.7% 97.5% 96.7% 97.6% 98.4% 98.8% 96.7%


25 %AGE OF CRISIS REFERRALS SEEN WITHIN 4 HOURS 95.0% 92.1% 94.1% 95.1% 92.5% 91.4% 97.4% 96.2% 96.9% 96.4% 89.6% 97.1% 95.8% 97.7% 93.8% 93.9%


24
%AGE OF ADMISSIONS TO INPATIENT SERVICES WHICH ARE GATE 
KEPT BY THE CRISIS SERVICE 95.0% 100.0% 95.7% 100.0% 100.0% 93.8% 100.0% 87.5% 90.0% 100.0% 93.8% 100.0% 100.0% 95.8% 96.4% 95.4%


26
%AGE OF SECTION 136 ADMISSIONS WHERE THE TIME FROM 
REFERRAL TO ASSESSMENT IS UNDER 48 HOURS 98.0% NA NA 20.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% NA 93.1%


22+23
THE NUMBER OF NEW "AT RISK MENTAL STATE" AND "FIRST EPISODE 
IN PSYCHOSIS" CASES INFO NA NA 10.0 6.0 10.0 15.0 12.0 10.0 9.0 6.0 14.0 8.0 11.0 NA 111.0


7
%AGE OF FIRST EPISODES IN PSYCHOSIS WHO COMMENCE A 
PACKAGE OF CARE WITHIN 2 WEEKS OF REFERRAL 50.0% NA NA 45.5% 70.0% 50.0% 84.6% 57.1% 80.0% 80.0% 40.0% 46.2% 45.5% 88.9% NA 62.7%


21
%AGE OF FIRST EPISODES IN PSYCHOSIS WHO DO NOT COMMENCE 
A PACKAGE OF CARE WITHIN 4 WEEKS OF REFERRAL 5.0% NA NA 45.5% 0.0% 8.3% 0.0% 14.3% 20.0% 10.0% 0.0% 38.5% 36.4% 0.0% NA 17.0% MH ER03


%AGE OF ASSESMENTS IN A&E WHICH ARE UNDERTAKEN WITHIN 1 
HOUR OF REFERRAL NA NA DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP NA DQIP


%AGE OF ASSESMENTS UNDERTAKEN ON WARDS WITHIN 24 HOURS 
OF REFERRAL NA NA DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP NA DQIP


35
%AGE OF ADULTS WAITING LESS THAN 9 WEEKS FOR 1ST 
APPOINTMENT 90.0% 99.0% 98.4% 98.3% 97.9% 98.0% 96.3% 98.2% 98.0% 99.2% 99.7% 99.6% 99.6% 99.6% 97.4% 98.4%


37
%AGE OF CAMHS WAITING LESS THAN 9 WEEKS FOR 1ST 
APPOINTMENT 90.0% 48.5% 43.3% 30.3% 46.0% 76.7% 83.5% 95.9% 99.1% 99.7% 99.1% 100.0% 97.9% 98.1% 83.0% 80.7% MH ER04


36
%AGE OF OPMHS WAITING LESS THAN 9 WEEKS FOR 1ST 
APPOINTMENT 90.0% 99.4% 100.0% 98.3% 98.9% 100.0% 100.0% 98.3% 98.0% 98.9% 98.1% 100.0% 100.0% 99.4% 99.5% 99.0%


38 %AGE OF LD WAITING LESS THAN 9 WEEKS FOR 1ST APPOINTMENT 90.0% 100.0% 50.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 50.0% 100.0% 100.0% 100.0% 95.0%


%AGE OF PATIENTS SEEN FACE TO FACE WITHIN 4 HRS BY SUITABLY 
TRAINED PRACTITIONER (URGENT RESPONSE - CRISIS) NA NA DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP NA DQIP


%AGE OF PATIENTS WITH A PAIRED CROM IN THE REPORTING 
PERIOD NA NA DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP NA DQIP


%AGE OF PATIENTS WITH AN IMPROVEMENT IN THEIR PAIRED 
CROM MEASURE IN THE REPORTING PERIOD NA NA DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP NA DQIP


70
%AGE OF CAMHS PATIENTS AGED 17.5 PLUS WITH A TRANSITION 
PLAN (SNAPSHOT) NA NA 38.0% 33.3% 30.8% 30.3% 37.5% 34.6% 38.4% 53.0% 81.8% 73.5% 61.6% NA 61.6%


THE PROPORTION OF EATING DISORDER PATIENTS SEEN WITHIN 2 
WEEKS OF REFERAL (ADJUST TO STANDARD DEFINITION)


NA NA DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP DQIP NA DQIP


MH ER02


MENTAL HEALTH LIAISON SERVICES


SERVICE WAITING TIMES


CHILD AND ADOLESCENT MENTAL HEALTH


CARE PROGRAMME APPROACH


CRISIS SERVICES


EARLY INTERVENTION IN PSYSCHOSIS


MH ER01


IMPROVNG ACCESS TO PSYCHOLOGICAL THERAPIES


QUALITY INDICATOR
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2016/17 Improvement Trajectories - RTT Analysis Feb-17 


The tables on the left hand side shows 
each of the provider’s RTT 


performance from Dec-15 against the 
new 2016/17 trajectories set by each 


trust and the national target.  
 


All providers achieved the RTT 
incomplete 18 week pathway targets in 


Feb-17. 
 


CHSFT and STHFT were both above 
their STF in Feb-17, however CDDFT 
and NTHFT were below trajectory in 


the same month.  
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2016/17 Improvement Trajectories - Diagnostics Analysis Feb-17 


The tables on the left hand side 
shows each of the provider’s 


Diagnostics performance, reporting 
the percentage of patients waiting 
over 6 weeks from referral for the 


period Dec-15 through to the current 
reporting month against the new 


2016/17 trajectories set by each trust 
and national target. 


 
For this indicator, each Trust’s aim is 


to have no more than 1.00% of 
patients waiting more than 6 weeks 
for a diagnostic test (achieve over 


99.0% compliance).  
 


Only CHSFT did not achieve the 
target or their trajectory in Feb-17. 
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2016/17 Improvement Trajectories - A&E Analysis Feb-17 


The line graphs on the left 
hand side  show A&E 


performance from Dec-15 for 
CDDFT, CHSFT, NTHFT and 
STHFT; against the national 
target of 95.0% and also the 
2016/17 trajectories set by 


each trust. 
 


As you can see none of the 
Providers achieved the A&E 
target in Feb -17 and only 


CDDFT managed to achieve 
their trajectory target. 
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2016/17 Improvement Trajectories - 62 day Cancer Analysis Feb-17 


The line graphs on the left hand 
side show Cancer 62 day urgent 


GP referral performance from 
Dec-15 for providers CDDFT, 
CHSFT, NTHFT and STHFT; 


against the 2016/17 trajectories 
set by each trust and the 


national target.  
 


CDDFT and NTHFT achieved 
above the national target and 
their planned STF in Feb-17.  


 
CHSFT and STHFT were below 
their planned trajectories and the 


national target in Feb-17.  
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2016/17 Improvement Trajectories - NEAS Analysis Feb-17 


The graph below shows the combined NEAS Category A Red 1 and Category A Red 2 ambulance response 
times from Jan-16 to the current month (Feb-17) against both the national target and the improvement 


trajectories set by the provider in 2016/17.  NEAS was considerably below trajectory and the national target in 
Feb-17.  


The graph below shows NEAS Category A 19 minute ambulance response times from Jan-16 to the 
current month (Feb-17).  NEAS performance was below trajectory and the national target in Feb-17.  







Performance Issue 
DDES CCG have narrowly failed the 62 day achieving 84.51% against the threshold of  85%.  The CCG missed this target effectively by 1 patient (11 patients 
failed to be seen in 62 days overall).  The tumour sites affected  were upper GI (3) lower GI (2), urology (4) and head and neck (1). Breach reasons were cited  
as patient choice (3), capacity (2), other (2) and complex diagnosis (4).  
 
From a provider perspective the following local providers failed to achieve the 62 day standard; Sunderland (82.09%) and South Tees (80.36%). 


Exception Report DDES CCG ER01 


 
 
 
 


Indicator Threshold Trend Line 
Mar-16 – Feb-17 


DDES CCG  
Feb 17 


% of patients treated within 62 days of an urgent GP referral for 
suspected cancer  85.0% 84.51% 
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Timescale for performance improvement 
Quarterly monitoring of performance against agreed actions.  The actions documented will work towards improving cancer performance of this standard 
throughout 2017/18 and beyond. 


  
 
Other Intelligence 
Delay in commencement at Sunderland for direct access to • MRI Brain • CT Pancreas  (was due to start 1st November 2016) risks have been escalated and 
awaiting response from the Trust and the Contract Lead-  Contracting meeting held to discuss progress. Expected start Q1 of 17/18. 
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Action taken Lead(s) Timescale 


CDDFT Service Development Improvement Plan (SDIP) for 17/18 now in draft with key focus 
on areas requiring improvement e.g. lung, breast  


Rebecca Thomas/ Sarah Perkins 
(CDDFT) 


Q1-Q4 17/18 


Trial of direct access to CT for lung agreed in 3 practices in Darlington for 3 months 
commenced on 03/04/17, before brief evaluation and roll out across CDDFT Trust wide in order 
to reduce 62 day breaches attributable to lung pathways  


David Chapman/ James Carlton/ 
Rebecca Thomas 


Pilot Q1 17/18 
Full roll out for all 
referrals to CDDFT 
in Q2 17/18 


Cancer groups across the region to use the intelligence around cancer breaches which SIRMS 
can provide to better inform and challenge conversations around operational performance. 
Report discussed at the County Durham and Darlington Cancer operational group (Chaired by 
Rob Milner) 


Dr Katie Elliott (Cancer Alliance)/ 
NECS Clinical Quality team 


Q1-Q4 17/18 


PHE are undertaking a review of screening services- outcomes awaited (delayed, previously 
expected in Feb 2017) 


Lisa Fisher (Public Health England) 
via Cancer Locality Meeting 


Q1 17/18 


Patient journey mapping taking place (urology, GI and lung to be focused upon) to reduce 
delays in pathways attributable to patient choice.  This will be discussed at the County Durham 
and Darlington Cancer operational group in April 2017. 


Yvonne Anderson (Macmillan 
Primary Care Nurse Lead) 


Q1 17/18 







Performance Issue 
CDDFT achieved the 4 hour operational standard in March reporting 96.47% overall Trust position (93.75% at DMH and 92.2% at UHND, excludes 
urgent care activity).   
There were 25 breaches per day.  
A&E 4-hour performance in Quarter 4, and in particular in March, resulted in CDDFT achieving the agreed NHSI trajectory for the full year (trajectory - 
93.05%; performance - 93.19%). This was sufficient to earn back the STF money which had been put at risk by the Q3 performance.  
In 2016-17, A&E attendances grew by 0.1% compared to 2015-16 (-1.4% at DMH and 1.4% at UHND). In March, attendances fell by 5.4% including 
falls at both sites.  


Exception Report  CDDFT ER01 


Actions Taken 
CDDFT have a number of actions underway to assist compliance of the A&E Standard, these include:  
 
• CDDFT took part in a Perfect Month exercise across the Trust throughout the month of March. The perfect month was outlined as an ECIP priority 


and will focus on embedding SAFER across the Trust.  
• A number of initiatives shown on following slide have been implemented as part of the Trusts Transforming Emergency Care Plan to assist 


delivery and sustainability of the 4 hour standard. The Trusts TEC Board is currently reviewing the priorities of work and aligning where possible 
areas of priority as outlined from the ECIP. 


• The findings and recommendations of the ECIP review have been agreed. The observations, judgements and recommendations from ECIP are 
built around four key priority areas:  


 1) Leadership 
 2) Assessment prior to Admission 
 3) Doing todays work today  
 4) Discharge to Assess 
• Changes to Urgent Care were implemented across DDES and North Durham effective as of 1st April 2017.  The changes are intended to ensure 


patients are seen in the Right Place, First Time.  
 
 


 
 
 
 
 


 


Timescale for performance improvement 
CDDFT achieved performance throughout March and are working to sustain the position into the new financial year.  
 
Other Intelligence:  
Although published weekly A&E data had previously been available, national guidance has resulted in A&E performance data now only being reported 
monthly.  Local arrangements have been made with CDDFT to provide daily unvalidated information. 
 


Indicator Threshold Trend Line CDDFT 
Mar-17 


CDDFT 
YTD Mar-17 


% patients spending 4 hrs. or less in A&E or minor injury 
unit 95.0% 96.47% 93.19% 







Exception Report  CDDFT ER01 


CDDFT TEC Plan (A&E Initiatives)  
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Indicator Threshold Trend Line CDDFT 
Mar-17 


CDDFT 
YTD Mar-17 


% patients spending 4 hrs. or less in A&E or minor injury 
unit 95.0% 96.47% 93.19% 


Front of 
House Medicine/ED A&EC ED Access to Acute Medicine


Improve fast track referral process to acute medicine, 
following DTA in ED, reducing the need for RMO to 
'accept' every patient.


ED 4 hour wait


Front of 
House


All clinical 
areas All care groups Flow Through A&E


Develop flow chart for achieving time-specific 
standards in ED (as per ED SAFER Bundle). CGs to 
develop SOPs to support, and clinical escalation 
plans when standards are not met.


ED 4 hour wait


Front of 
House


ED/UC/Acute 
Assessment 


Units


A&EC / 
Surgery / 


Family Health
Streaming at the Front Door


Introduce streaming for walk-in patients in ED. 
Develop an integrated approach particularly with UC / 
AEC, introduce a clinical navigator role to manage the 
stream and increase direct referrals to AEC / other 
acute specialty assessment units direct from triage.


ED 4 hour wait


Cont Care Patient Flow Corporate 
Nursing


Electronic Flow Management (SAFER)


Develop Nervecentre as primary source of patient flow 
information; train & support staff in real time data 
entry and develop functionality to manage referrals, 
patients waiting, etc. using a 'pull' system to reduce 
internal transfer delays. 


ED 4 hr wait / 
Discharge before 
midday/ Reduce 
discharge delays


CSS/
Enabler


ED /UC / 
Acute 


Assessment 
Units


A&EC P2: Emergency Care Centre (UHND)
Develop and deliver new build EC centre to facilitate 
delivery of improved emergency care for residents of 
County Durham (as per TEC clinical model).


Improve ambulance 
handovers/ 4 hour 
access/ Reduced 


LoS


CSS/
Enabler


ED /UC / 
Acute 


Assessment 
Units


A&EC P3: Integrated ED/UC (DMH)
Business case approved to progress integration of 
ED/UC at DMH to facilitate the delivery of improved 
urgent/emergency care for residents of Darlington.


Improve ambulance 
handovers/ 4 hour 
access/ Reduced 


LoS


CSS/
Enabler Medicine A&EC P5: Reprovide AEC/AMU (DMH) Reprovide AEC/AMU to third floor of DMH (from first 


floor) as part of STEM reconfiguration of services.
4 hour access/ 
Reduced LoS


CSS/
Enabler


Business 
Continuity/ 


Performance


System 
Collaborative Winter Plan


Review learning from previous winter plan. Co-ordinate 
contributions from all care groups to ensure the Trust 
maintains TEC performance trajectory during periods 
of surge.


Improve ambulance 
handovers/ 4 hour 
access/ Reduced 


LoS


CSS/
Enabler


Business 
Continuity/ 


Performance


System 
Collaborative Full Capacity Protocol


Develop a full capacity protocol and clear guidance for 
use - internally and in collaboration with regional UEC 
Network


4 hour access


CSS/
Enabler All All Spotlight on SAFER


Deliver SAFER Spotlight (Nov/Dec) to further enhance 
performance following relaunch of SAFER and 
completion of SAFER audit.


4 hour access/ 
Discharge before 
midday/ Reduce 
discharge delays
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NHS Provider A&E Analysis Feb-17 


The tables on the left hand side 
shows each of the provider’s type 1, 
type 2 and type 3 A&E attendances 
in 2016/17.  CHSFT is the only trust 


that has all three types of 
attendances at present.  


 
It is evident that the main issue lies 


with type 1 A&E attendances, 
impacting negatively on each trusts 


performance this month.  
 


Compliance was not achieved in 
month for any provider. STHFT are 


the only provider currently 
achieving the YTD position. 


 


Year Month
Type 1 


attendances
% treated 4 


hours or less
Type 2 


attendances
% treated 4 


hours or less
Type 3 


attendances
% treated 4 


hours or less
Total 


Attendances
% treated 4 


hours or less
April 10,546 81.58% 12,646 100.00% 23,192 91.62%
May 11,675 84.82% 14,340 100.00% 26,015 93.19%
June 10,957 90.21% 12,761 100.00% 23,718 95.48%
July 11,688 89.49% 13,708 100.00% 25,396 95.16%


August 10,674 90.80% 12,144 100.00% 22,818 95.70%
September 10,859 90.08% 12,411 100.00% 23,270 95.37%


October 11,166 87.88% 12,650 100.00% 23,816 94.32%
November 10,727 82.61% 12,074 100.00% 22,801 91.82%
December 10,593 77.72% 11,923 100.00% 22,516 89.52%


January 10,652 73.74% 11,643 100.00% 22,295 87.45%
February 9,468 83.07% 9,653 100.00% 19,121 91.62%


March
YTD 119,005 84.83% 135,953 100.00% 254,958 92.92%


CDDFT


2016-17


Year Month
Type 1 


attendances
% treated 4 


hours or less
Type 2 


attendances
% treated 4 


hours or less
Type 3 


attendances
% treated 4 


hours or less
Total 


Attendances
% treated 4 


hours or less
April 6,933 88.91% 2,278 99.65% 2,489 99.72% 11,700 93.30%
May 7,643 90.85% 2,345 99.62% 2,700 99.81% 12,688 94.38%
June 7,035 93.42% 2,350 99.74% 2,455 99.96% 11,840 96.03%
July 7,533 91.89% 2,490 99.68% 2,433 99.67% 12,456 94.97%


August 6,604 89.69% 2,350 99.87% 2,471 100.00% 11,425 94.01%
September 7,076 89.99% 2,254 99.47% 2,500 99.88% 11,830 93.89%


October 8,078 89.61% 2,244 99.60% 2,704 99.93% 13,026 93.47%
November 7,810 91.83% 2,072 99.47% 2,548 99.96% 12,430 94.77%
December 8,164 86.65% 2,076 99.28% 2,569 99.84% 12,809 91.34%


January 7,906 78.74% 2,194 99.50% 2,630 99.81% 12,730 86.87%
February 7,168 82.67% 2,117 98.77% 2,368 99.92% 11,653 89.10%


March
YTD 81,950 88.50% 24,770 99.52% 27,867 99.86% 134,587 92.88%


CHSFT


2016-17


Year Month
Type 1 


attendances
% treated 4 


hours or less
Type 2 


attendances
% treated 4 


hours or less
Type 3 


attendances
% treated 4 


hours or less
Total 


Attendances
% treated 4 


hours or less
April 5,650 92.04% 1,419 99.93% 7,069 93.62%
May 6,264 91.62% 1,710 99.94% 7,974 93.40%
June 6,005 90.99% 1,687 99.94% 7,692 92.95%
July 6,330 93.97% 1,882 99.79% 8,212 95.30%


August 5,657 95.72% 1,635 99.88% 7,292 96.65%
September 6,016 93.58% 1,834 99.89% 7,850 95.06%


October 5,894 95.37% 1,615 100.00% 7,509 96.36%
November 5,748 94.31% 1,429 99.79% 7,177 95.40%
December 5,811 88.68% 1,269 100.00% 7,080 90.71%


January 5,630 89.34% 1,446 100.00% 7,076 91.52%
February 5,220 90.79% 1,321 99.85% 6,541 92.62%


March
YTD 64,225 92.43% 17,247 99.91% 81,472 94.01%


NTHFT


2016-17


Year Month
Type 1 


attendances
% treated 4 


hours or less
Type 2 


attendances
% treated 4 


hours or less
Type 3 


attendances
% treated 4 


hours or less
Total 


Attendances
% treated 4 


hours or less
April 10,077 93.00% 5,673 100.00% 15,750 95.52%
May 11,500 93.18% 6,229 100.00% 17,729 95.58%
June 10,875 92.51% 5,552 100.00% 16,427 95.04%
July 11,692 95.74% 5,843 100.00% 17,535 97.16%


August 10,727 96.01% 5,306 100.00% 16,033 97.33%
September 10,703 94.67% 5,247 100.00% 15,950 96.42%


October 10,797 92.63% 5,358 100.00% 16,155 95.07%
November 10,066 93.00% 4,967 100.00% 15,033 95.31%
December 10,109 90.19% 5,846 100.00% 15,955 93.78%


January 9,800 88.20% 5,567 100.00% 15,367 92.47%
February 8,954 89.58% 4,714 100.00% 13,668 93.17%


March
YTD 115,300 92.73% 60,302 100.00% 175,602 95.23%


STHFT


2016-17







Performance Issue 
In 2016-17, NEAS ambulance arrivals fell by 0.2%, including 2% fall at DMH and growth of 1.0% at UHND. 
Over the course of 2016-17, 82.5% of handovers took place within 30 mins (80.3%  at DMH  and  83.9% at UHND). In March alone, the figures were: 
Trust - 90.2%, DMH - 88.2%, UHND - 91.5%. 
A total of 39 over 30 minutes handovers were reported throughout March and 2 over 60 minutes.  Acuity of patients in ED and high ambulance 
attendances resulted in some patients waiting in excess of 120 minutes to be handed over.  CDDFT have carried out RCAs on each over 120  minute 
case reported.  
Of the 39  over 30 minute handovers, 22  were attributed to Darlington Memorial Hospital and 17 attributable to UHND.  
 
 


Exception Report CDDFT ER02 


Actions Taken 
A number of ongoing actions have also been adopted to minimise the number of handover delays being reported, these include:  
• The Perfect Month was been implemented Trustwide throughout the month of March (1st March – 31st March), this had a significant positive 


impact on performance with reduced numbers of handover delays being reported.  
• The Transforming Emergency Care (TEC) Plan implemented within CDDFT is having a positive impact on performance against the 4 hour A&E 


operational standard and Ambulance handover & Ambulance diverts.  The TEC Plan is monitored monthly at the CD&D LADB.  Information 
supporting the A&E actions put in place, which will in turn reduce ambulance handover breaches, can be found in CDDFT ER01  


• CDDFT have used some of their 2016/17 Winter resilience monies to employ 6x Band 7 WTE Ambulance Handover Nurses to be responsible for 
ambulance handovers of patients attending the Emergency Departments at DMH and UHND.  Regular updates on the progress of the scheme 
will be given at the monthly CD&D LADB meetings.  


• CDDFT have reintroduced Standard Operating Procedures and reinforced the messages to all on-call teams to minimise and reduce handover 
delays being experienced.  
 
 


Timescale for performance improvement 
An extensive programme of support from ECIP has commenced within the Trust and across the whole health care system to assist recovery of the 
national standard. The Trust understands that this indicator carries a zero tolerance and continues to work hard to reduce the numbers being reported. 
Commissioners continue to monitor CDDFT performance. 
 


 Other Intelligence 


Indicator Threshold Trend Line  
Apr-16 – Mar-17 


YTD  
Mar-17 


Handover between ambulance and A&E over 30 minutes 
 0 2,606 


Handover between ambulance and A&E over 60 minutes or more 0 807 
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Performance Issue 
The proportion of patients waiting 6 weeks or more at the end of February has reduced to 4.3%, this is above both the national operating 
standard of <1% and the Trust's STF trajectory of 0.9%. Cardiology, Urodynamics, Cystoscopy and Flexi sigmoidoscopy exceeded the standard 
this month with the majority of the breaches being attributable to echo tests. However there were fewer breaches than January. An action plan is 
in place showing recovery in July. 


Exception Report  CHSFT ER01 


Actions Taken 
Performance has improved this month and there have been less breaches then the previous month. The Trust have agreed an action plan which 
should see achievement of this indicator by July 2017 


Timescale for performance improvement 
An action plan is in place showing recovery by July 2017.  


 


Other Intelligence 
Within the month of March the CT scanner broke for a couple of days, this may impact on March figures. 
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Indicator Threshold Trend Line  
Mar-16 – Feb-17 


CHSFT  
Feb-17 


Diagnostics 1.0% 4.27% 







Performance Issue 
As reported for the majority of this financial year, City Hospitals Sunderland continue to experience significant pressures within their A&E 
department. It has shown a slight improvement in February to 89.10% from 86.67% in January.   
 
 


Exception Report  CHSFT ER02 


Actions Taken 
Sunderland CCG are continuing to pilot the Consultant Connect scheme which offers advice and guidance to primary care to assist in reducing 
the number of GP referrals into ED.  In addition the A&E delivery board are looking to convene a joint strategy meeting with the Trust, 
commissioners and NEAS to consider options available to support delivery of the service.  The Trust advise, that they are continuing to work in 
line with SAFER bundles throughout the organisation as identified within the Perfect Week.  The ED team will be reporting into the Clinical 
Quality Review Group in March to update as to whether pressures are impacting upon quality. 
 
 


Timescale for performance improvement  
CHS have submitted their trajectories to NHSI for 17/18 and they have stated that they will not be compliant with this indicator for the whole of 
17/18.  
 
 
 
 
 
 
 
Other Intelligence 
The total proportion of patients seen in A&E within 4 hours has improved by 2.4% during February to 89.10%. This is despite continued 
operational pressures where the trust was at elevated OPAL status for 22 days of the month (2 days at OPAL 3). CHS performance for January 
remains in the upper middle 25% of trusts nationally. There were 11,653 attendances this month which is 3% higher than February 2016 (type 1 
was up by 2%, type 2 was up by 2% and type 3 up by 6%). 


Indicator Threshold Trend Line  
Mar-16 – Feb-17 


CHSFT  
Feb-17 


CHSFT  
YTD Feb-17 


% patients spending 4 hrs. or less in A&E or minor 
injury unit 95.0% 89.1% 92.9% 
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Q1 Q2 Q3 Q4 Total 


       A&E Performance 90.00% 94.31% 93.19% 91.07% 92.14% 


  Denominator 39,947 39,736 40,769 41,341 161,793 


  Breaches 3,994 2,260 2,776 3,692 12,722 
 







Performance Issue 
Throughout 2016/17 City Hospitals Sunderland have experienced a high number of ambulance arrivals.. This, and the pressures experienced 
throughout A&E have contributed to an increase in handover delays being reported. 
 
150 ambulance arrivals took over 30 minutes to be handed over to A&E in Mar-17.  A total of 37 handovers took over 60 minutes in the same 
period. 
 
As this indicator carries a zero tolerance target, and an increase in breaches is noted throughout the winter period, it is likely that the Trust will 
continue to be flagged against this indicator. 
 
 


Exception Report  CHSFT ER03 


Actions Taken 
Sunderland CCG are continuing to pilot the Consultant Connect scheme which offers advice and guidance to primary care to assist in reducing 
the number of GP referrals into ED.  In addition the A&E delivery board are looking to convene a joint strategy meeting with the Trust, 
commissioners and NEAS to consider options available to support delivery of the service.  The Trust advice, that they are continuing to work in 
line with SAFER bundles throughout the organisation as identified within the Perfect Week 


Timescale for performance improvement 
As this indicator carries a zero tolerance target, the Trust will continue to be flagged against this indicator.  The Trust failed to achieve this indicator in 
all 4 quarters of 2015/16 and the first 3 quarters of 2016/17.  The current trend forecasts non-compliance in Q4.   The Trust expect to see an improvement in this 
area once  capital works are complete in the spring.   


Other Intelligence 
This continues to represent the third highest volume of ambulance arrivals for any hospital across the North East and 39% higher than James Cook’s University 
Hospital which is a Major Trauma Centre. We currently have the highest proportion of ambulance arrivals to type 1 attendances for 16/17 in the region at 36%. 
The number of handover delays decreased in February however, there were more handover delays compared to February 2016. 


Indicator Threshold Trend Line  
Apr-16 – Mar-17 


CHSFT  
YTD Mar-17 


Handover between ambulance and A&E over 30 minutes 0 1,730 


Handover between ambulance and A&E over 60 minutes or more 
0 381 
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Performance Issue 
CHSFT has reported a position of 81.8% in Feb-17. 


The Trust are experiencing issues with the backlog in Urology in terms of accessing theatre capacity, which has resulted in a declining position 


Exception Report  CHSFT ER04 


Actions Taken 
The Trust continue to investigate breaches to identify any learning that could prevent future breaches.  They are working with specialties that are 
currently failing to ensure compliance going forward.  


CHSFT is working to pursue a business case to increase the internal SLA in Urology from 25 sessions per week to 31. The Business case has 
now been approved by CHSFT Executive Board, the timescale of implementation  is September 2017. The Trust convene weekly PTL meetings 
to discuss Urology activity.   


Timescale for performance improvement 


Indicative performance for February is currently below the national target as well as the Trust's STF trajectory. 
 


Other Intelligence 
The effects of increased volumes of colorectal and Head & Neck referrals may be seen in March/April 
Furthermore the backlog of patients who have already passed 62 days is reducing which is positive.   
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Indicator Threshold Trend Line  
Mar-16 – Feb-17 


CHSFT  
Feb-17 


CHSFT  
YTD Feb-17 


% of patients treated within 62 days of an urgent 
GP referral for suspected cancer 85.0% 81.8% 84.3% 







Performance Issue 
A&E performance was below national threshold within February at 92.62%. NTH attribute this to significant pressures on emergency care seen 
nationally and regionally which has affected bed pressures, DToC, acuity, increased attendance and admissions through A&E.   
 
 


Actions Taken 
 
 
• Additional schemes using SRG funding slippage identified and progressed with providers; 
 
 – additional resource for ECTT, Community Matrons, Discharge Liaison (NTH) 
 - Bariatric surge support, discharge welcome service, additional discharge support beds at Rosedale (Stockton LA) 
 
• Monitored via Contract Review Meeting.  
 
• Urgent Care contract from April 1st  


 


Timescale for performance improvement 
NTHFT expect to achieve this indicator in March 2017 


Other Intelligence 
Of note - the Trust was ranked nationally as 16th out of 139 providers for January, reporting above both the North East average (88.9%) and 
National average (85.1%). 
 


Indicator Threshold Trend Line 
Mar-16 – Feb-17 


NTHFT  
Feb -17 


NTHFT  
Q4 


NTHFT 
YTD Feb-17 


% patients spending 4 hrs. or less in A&E minor 
injury unit 95.0% 92.6% 92.0% 94.0% 


Exception Report  NTHFT ER01 
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Performance Issue 
There were no handover delays reported for March, however given the threshold is zero the YTD position clearly will remain non-compliant given 
previous month performance. 
 
 


Exception Report NTHFT ER02 


Actions Taken 
It is anticipated that the A&E Action plan which is monitored routinely by Commissioners will continue to positively impact trying to minimise handover delays 
within the Trust. Information supporting the A&E actions put in place will in turn reduce the number of ambulance handover breaches. 
 


Timescale for performance improvement 
 
 
 
 


 


Other Intelligence 
  


Indicator Threshold Trend Line  
Apr-16 – Mar-17 YTD Mar-17 


Handover between ambulance and A&E over 30 minutes 
 0 74 


Handover between ambulance and A&E over 60 minutes or more 0 11 
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Performance Issue 
North East Ambulance Service (NEAS) are commissioned to provide the operational standards at a service level.  
 
NEAS have reported an end of year position for 2016/17 under target for both indicators. 
 
The CCG reported under achievement of both indicators in Mar-17 and are also non compliant for 2016/17. 
 
Performance deterioration is reflective of: 
• There has been an historic shortage of paramedic workforce within the NHS. NEAS have suffered greatly from this resource gap. 
• Over recent years, there has been a measurable increase in the number of Red 1 and Red 2 Incidents: 


 
 
 
 
 
 
 
 
 


• NEAS are of the view that this change is a result of Healthcare Professionals changing behaviours in requesting more urgent responses for 
patients. Anecdotally, this is believed to correlate with a lack of confidence in ambulance response times. 


• Ambulance Handover pressures – we continue to experience delays in ambulance handovers leading to lost capacity across the North 
East. Modelling suggests that if the North East was able to eradicate handover delays that it would result in a c4% improvement in 
ambulance response times. 


 
Key issues: 
• Red activity levels have not reduced to those forecast prior to the financial year beginning.  Following the identification of the drivers behind 


the increased Red demand, action is required to manage this pressure through the remainder of the year. 
• Buy in is required from the local acute providers to reduce pressures at hospitals and inform NEAS in advance of any bypass arrangements 


 


Indicator Threshold CCG 
YTD Mar-17 


CCG Trend Line  
Apr-16  - Mar-17 


NEAS 
YTD Mar-17 


NEAS Trend Line  
Apr-16  - Mar-17 


8 minute response 75.0% 47.9% 62.5% 


19 minute response 95.0% 80.5% 89.3% 


Exception Report  NEAS ER01 
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Incident type YTD Sept 
2015/16 


YTD Sept 
2016/18 


% 
Change 


Red 1 5,339 5,978 12.0% 
Red 2 84,408 91,987 9.0% 
Green 78,082 71,155 -8.9% 
GP Urgent 19,051 16,617 -12.8% 
HD 339 336 -0.9% 


Unknown 216 390 80.6% 
All Incidents 187,435 186,463 -0.5% 







Exception Report  NEAS ER01 continued 
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Actions Taken 
A comprehensive action plan is in place which is monitored through the Contract Management Board along with the Clinical Quality Review 
Group. The action plan is broken down into three main areas/themes: 
 
Demand Actions: 
• Reduce the volume of Red incidents generated at the point of call 


– Monitored by NEAS Operations Centre 
– Work to understand where Healthcare Professionals are requesting/escalating to a Red incident 
 


• Capacity Actions: 
The points of focus for capacity are to: 
• Meet the Trust’s full establishment; anticipated that NEAS will be at full establishment in April 2017. 
• Utilise third party providers to cover shortfalls in the current staffing levels. 
• Extension of the Emergency Medical Response (EMR) pilot with the four local Fire and Rescue Services (FRS). 
• Increase the level of Rapid Response Vehicles (RRV) available per shift. 
• 2017/18 contract negotiations have led to an agreement regarding a package of additional investments: 


– Additional 49 Paramedics to be appointed (FYE £3.9m) 
• First tranche of recruits in place October 2017 
• Final tranche of recruits in place February 2018 


– Investment into the Clinical Hub in 2017/18 (2018/19 subject to NHS 111 procurement) (£1.7m) 
– Increase resources to upskill Paramedics to treat a greater number of patients on scene (£1m) 


 
Efficiency Actions:  
• Reduce/eradicate Handover delays – work continues with the FT Providers that experience delays 
• Reduce crew downtime to increase resource available on the roads. control staff about processes used (June 2016) 
 
 


 
 


 
 


 
 


 
 


Timescale for performance improvement 
Through the 2017/18 negotiation round; it was made clear to Commissioners that the path to performance recovery is a long term trajectory. It is 
anticipated that incremental improvements will be made throughout the next 2 years with a view to seeing achievement in Quarter 4 in 2018/19. 
 
This incremental improvement will be tracked through the contract management approach in place in order to ensure that CCG’s can realise the 
benefits of the investments made in the organisation. 







Exception Report  NEAS ER01 continued 
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Additional performance metrics to note: 
In addition to the nationally reported performance metrics, a number of different measures are available to assess the quality and performance of 
NEAS: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The above report demonstrates NEAS’ performance against the National Clinical Indicators. Historically, NEAS performs very well in comparison 
to other Ambulance Services. This information is scrutinised within the Clinical Quality Review Group, in which any variation is picked up by the 
CCG Executive Nurses. 
 
Note: 
Utstein is an internationally-recognised method of calculating out-of-hospital cardiac arrest survival rates and focuses on a subgroup of patients who 
have the best chance of a successful resuscitation. The calculation takes into account the number of patients discharged alive from hospital who had 
resuscitation attempted following a cardiac arrest of presumed cardiac aetiology, and who also had their arrest witnessed by a bystander and an initial 
cardiac rhythm of ventricular fibrillation or ventricular tachycardia. 
 
 
 


 
 


 
 


 
 


 
 







Exception Report  NEAS ER01 continued 
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Response to GP Urgent incidents – split by 1, 2 and 4 hour requests 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The above demonstrates that NEAS are not able to respond to these “less acute” incidents within the requested time frame.  
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Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Trend Line 


Org 
Code


Provider Organisation  Name Apr-16-Feb-17


Numerator 686 716 614 683 646 624 726 672 823 797 772


Denominator 993 1,067 934 1,047 949 986 1,118 1,036 1,221 1,149 1,072


North East Ambulance Service 69.1% 67.1% 65.7% 65.2% 68.1% 63.3% 64.9% 64.9% 67.4% 69.4% 72.0%


Numerator 798 0 0 0 0 0 0 0 0 0 0


Denominator 1,145 0 0 0 0 0 0 0 0 0 0


Yorkshire Ambulance Service 69.7% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A


Numerator 748 799 832 885 869 882 925 895 992 987 895


Denominator 1,128 1,187 1,224 1,280 1,185 1,254 1,365 1,278 1,496 1,511 1,255


East Midlands Ambulance Service 66.3% 67.3% 68.0% 69.1% 73.3% 70.3% 67.8% 70.0% 66.3% 65.3% 71.3%


Numerator 854 846 907 993 987 1,055 1,283 1,321 1,576 1,579 1,319


Denominator 1,405 1,334 1,336 1,486 1,432 1,501 1,822 1,850 2,249 2,294 1,883


East of England Ambulance Service 60.8% 63.4% 67.9% 66.8% 68.9% 70.3% 70.4% 71.4% 70.1% 68.8% 70.0%


Numerator 17 18 23 23 22 27 28 25 21 28 16


Denominator 32 27 39 33 39 38 42 37 40 37 32


Isle of Wight NHS Trust 53.1% 66.7% 59.0% 69.7% 56.4% 71.1% 66.7% 67.6% 52.5% 75.7% 50.0%


Numerator 877 870 886 945 841 918 981 982 1,118 1,120 1,004


Denominator 1,253 1,238 1,227 1,383 1,224 1,310 1,413 1,394 1,687 1,669 1,400


London Ambulance Service NHS Trust 70.0% 70.3% 72.2% 68.3% 68.7% 70.1% 69.4% 70.4% 66.3% 67.1% 71.7%


Numerator 1,787 1,759 1,603 1,671 1,669 1,503 1,600 1,568 1,831 1,784 1,672


Denominator 2,337 2,368 2,194 2,372 2,299 2,163 2,477 2,497 2,971 2,887 2,584


North West Ambulance Service 76.5% 74.3% 73.1% 70.4% 72.6% 69.5% 64.6% 62.8% 61.6% 61.8% 64.7%


Numerator 776 761 741 769 713 671 761 820 945 932 761


Denominator 1,033 1,033 1,000 1,124 974 961 1,067 1,123 1,269 1,247 992


South Central Ambulance Service 75.1% 73.7% 74.1% 68.4% 73.2% 69.8% 71.3% 73.0% 74.5% 74.7% 76.7%


Numerator 941 863 822 856 870 782 968 1,049 1,233 1,179 987


Denominator 1,342 1,300 1,380 1,378 1,347 1,249 1,496 1,598 1,931 1,801 1,503


South East Coast Ambulance Service 70.1% 66.4% 59.6% 62.1% 64.6% 62.6% 64.7% 65.6% 63.9% 65.5% 65.7%


Numerator 672 0 0 0 0 0 0 0 0 0 0


Denominator 924 0 0 0 0 0 0 0 0 0 0


South Western Ambulance Service 72.7% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A


Numerator 1,471 1,496 355 0 0 0 0 0 0 0 0


Denominator 1,916 1,980 463 0 0 0 0 0 0 0 0


West Midlands Ambulance Service 76.8% 75.6% 76.7% N/A N/A N/A N/A N/A N/A N/A N/A
9,627 8,128 6,783 6,825 6,617 6,462 7,272 7,332 8,539 8,406 7,426


13,508 11,534 9,797 10,103 9,449 9,462 10,800 10,813 12,864 12,595 10,721


71.3% 70.5% 69.2% 67.6% 70.0% 68.3% 67.3% 67.8% 66.4% 66.7% 69.3%


RYA


England Tota l  Numerator 


England Tota l  Denominator 


England Total 


R1F


RRU


RX7


RYE


RYD


RYF


% of Red 1 Calls responded to within 8 minutes 


RX6


RX8


RX9


RYC







Analysis of Ambulance Response Times – All Providers 2016/17 


38 


Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Trend Line 


Org 
Code


Provider Organisation  Name Apr-16-Feb-17


Numerator 10,299 10,965 10,003 10,136 9,859 10,345 10,077 10,118 9,428 9,344 8,170


Denominator 14,701 15,602 15,037 15,850 15,089 15,718 16,275 15,990 17,836 17,551 14,821


North East Ambulance Service 70.1% 70.3% 66.5% 63.9% 65.3% 65.8% 61.9% 63.3% 52.9% 53.2% 55.1%


Numerator 11,833 0 0 0 0 0 0 0 0 0 0


Denominator 15,955 0 0 0 0 0 0 0 0 0 0


Yorkshire Ambulance Service 74.2% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A


Numerator 13,854 14,639 13,918 14,281 14,883 14,617 16,259 16,223 16,255 16,695 14,930


Denominator 24,187 24,476 25,074 26,553 24,274 25,527 27,702 27,555 31,651 30,613 25,432


East Midlands Ambulance Service 57.3% 59.8% 55.5% 53.8% 61.3% 57.3% 58.7% 58.9% 51.4% 54.5% 58.7%


Numerator 15,257 16,664 16,945 17,988 17,600 18,080 19,525 19,482 21,315 20,236 17,663


Denominator 27,841 29,072 28,405 30,526 28,270 28,446 30,670 29,562 34,267 33,580 28,579


East of England Ambulance Service 54.8% 57.3% 59.7% 58.9% 62.3% 63.6% 63.7% 65.9% 62.2% 60.3% 61.8%


Numerator 407 400 406 400 407 399 391 388 409 411 359


Denominator 533 531 551 632 598 549 556 516 602 609 537


Isle of Wight NHS Trust 76.4% 75.3% 73.7% 63.3% 68.1% 72.7% 70.3% 75.2% 67.9% 67.5% 66.9%


Numerator 26,466 28,249 27,399 28,226 28,170 27,210 30,143 29,812 31,916 29,987 28,209


Denominator 40,967 43,373 41,976 44,352 41,814 43,009 45,482 44,441 49,871 48,230 41,671


London Ambulance Service NHS Trust 64.6% 65.1% 65.3% 63.6% 67.4% 63.3% 66.3% 67.1% 64.0% 62.2% 67.7%


Numerator 25,063 26,320 25,806 25,405 24,945 24,097 26,326 24,457 25,769 25,491 23,025


Denominator 37,151 39,723 38,982 40,528 38,232 39,021 41,755 40,528 44,965 43,365 37,772


North West Ambulance Service 67.5% 66.3% 66.2% 62.7% 65.2% 61.8% 63.0% 60.3% 57.3% 58.8% 61.0%


Numerator 11,626 12,336 13,578 13,343 12,523 12,641 13,527 13,329 14,554 14,087 12,776


Denominator 15,588 17,247 18,328 18,821 17,105 17,227 18,730 18,297 20,196 19,733 16,931


South Central Ambulance Service 74.6% 71.5% 74.1% 70.9% 73.2% 73.4% 72.2% 72.8% 72.1% 71.4% 75.5%


Numerator 14,409 14,296 12,424 12,762 12,987 12,675 13,775 14,266 14,915 13,330 11,915


Denominator 24,011 25,160 24,135 25,806 24,736 24,006 25,455 25,276 29,597 27,958 23,939


South East Coast Ambulance Service 60.0% 56.8% 51.5% 49.5% 52.5% 52.8% 54.1% 56.4% 50.4% 47.7% 49.8%


Numerator 9,334 0 0 0 0 0 0 0 0 0 0


Denominator 16,413 0 0 0 0 0 0 0 0 0 0


South Western Ambulance Service 56.9% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A


Numerator 23,765 24,879 5,365 0 0 0 0 0 0 0 0


Denominator 31,653 33,766 7,685 0 0 0 0 0 0 0 0


West Midlands Ambulance Service 75.1% 73.7% 69.8% N/A N/A N/A N/A N/A N/A N/A N/A
162,313 148,748 125,844 122,541 121,374 120,064 130,023 128,075 134,561 129,581 117,047


249,000 228,950 200,173 203,068 190,118 193,503 206,625 202,165 228,985 221,639 189,682


65.2% 65.0% 62.9% 60.3% 63.8% 62.0% 62.9% 63.4% 58.8% 58.5% 61.7%England Total 


RYE


RYD


RYF


RYA


England Tota l  Numerator 


England Tota l  Denominator 


RX7


RX8


RX9


RYC


R1F


RRU


% of Red 2 Calls responded to within 8 minutes 


RX6
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Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Trend Line 


Org 
Code


Provider Organisation  Name Apr-16-Feb-17


Numerator 14,407 15,121 14,473 15,245 14,540 15,219 15,733 15,371 15,701 15,532 13,573


Denominator 15,503 16,348 15,869 16,834 15,964 16,667 17,360 16,979 18,973 18,623 15,850


North East Ambulance Service 92.9% 92.5% 91.2% 90.6% 91.1% 91.3% 90.6% 90.5% 82.8% 83.4% 85.6%


Numerator 16,309 0 0 0 0 0 0 0 0 0 0


Denominator 17,040 0 0 0 0 0 0 0 0 0 0


Yorkshire Ambulance Service 95.7% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A


Numerator 21,903 22,343 22,010 22,791 22,169 22,689 24,496 24,260 26,446 26,107 22,600


Denominator 25,274 25,614 26,223 27,765 25,409 26,717 28,982 28,771 33,047 32,027 23,634


East Midlands Ambulance Service 86.7% 87.2% 83.9% 82.1% 87.2% 84.9% 84.5% 84.3% 80.0% 81.5% 95.6%


Numerator 25,570 27,129 26,556 28,465 26,909 27,517 29,600 28,930 33,205 32,201 27,687


Denominator 29,168 30,300 29,706 31,945 29,626 29,903 32,391 31,334 36,443 35,796 30,422


East of England Ambulance Service 87.7% 89.5% 89.4% 89.1% 90.8% 92.0% 91.4% 92.3% 91.1% 90.0% 91.0%


Numerator 545 534 560 589 561 546 555 530 582 576 509


Denominator 585 558 590 665 637 587 598 553 642 646 569


Isle of Wight NHS Trust 93.2% 95.7% 94.9% 88.6% 88.1% 93.0% 92.8% 95.8% 90.7% 89.2% 89.5%


Numerator 39,494 41,664 40,496 42,223 40,132 40,851 43,670 42,470 46,986 45,241 39,896


Denominator 41,918 44,287 42,909 45,350 42,674 43,983 46,574 45,509 51,133 49,528 42,755


London Ambulance Service NHS Trust 94.2% 94.1% 94.4% 93.1% 94.0% 92.9% 93.8% 93.3% 91.9% 91.3% 93.3%


Numerator 36,257 38,388 37,563 38,426 36,821 36,534 38,916 37,249 40,830 39,546 35,573


Denominator 39,404 41,968 41,056 42,787 40,424 41,032 44,107 42,921 47,798 46,125 40,249


North West Ambulance Service 92.0% 91.5% 91.5% 89.8% 91.1% 89.0% 88.2% 86.8% 85.4% 85.7% 88.4%


Numerator 15,873 17,199 18,482 18,401 16,901 17,130 18,608 18,393 20,247 19,701 17,130


Denominator 16,608 18,268 19,310 19,781 17,919 18,129 19,771 19,404 21,450 20,968 17,908


South Central Ambulance Service 95.6% 94.1% 95.7% 93.0% 94.3% 94.5% 94.1% 94.8% 94.4% 94.0% 95.7%


Numerator 23,324 23,994 22,630 23,857 23,271 22,579 24,181 24,341 27,469 25,551 22,239


Denominator 25,353 26,374 25,480 27,109 25,957 25,099 26,869 26,766 31,528 29,759 25,373


South East Coast Ambulance Service 92.0% 91.0% 88.8% 88.0% 89.7% 90.0% 90.0% 90.9% 87.1% 85.9% 87.6%


Numerator 14,878 0 0 0 0 0 0 0 0 0 0


Denominator 17,286 0 0 0 0 0 0 0 0 0 0


South Western Ambulance Service 86.1% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A


Numerator 32,615 34,715 7,909 0 0 0 0 0 0 0 0


Denominator 33,569 35,746 8,148 0 0 0 0 0 0 0 0


West Midlands Ambulance Service 97.2% 97.1% 97.1% N/A N/A N/A N/A N/A N/A N/A N/A
241,175 221,087 190,679 189,997 181,304 183,065 195,759 191,544 211,466 204,455 179,207


261,708 239,463 209,291 212,236 198,610 202,117 216,652 212,237 241,014 233,472 196,760


92.2% 92.3% 91.1% 89.5% 91.3% 90.6% 90.4% 90.3% 87.7% 87.6% 91.1%


RYA


England Tota l  Numerator 


England Tota l  Denominator 


England Total 


R1F


RRU


RX7


RYE


RYD


RYF


% of Cat A Calls responded to within 19 minutes 


RX6


RX8


RX9


RYC







Performance Issue 
NHS 111 performance continues to underperform in the above indicators.   
 
As a provider of 111 services, NEAS consistently face issues with regards to recruitment and retention. As an NHS provider, they are not always able to 
compete against private call centre’s that offer more attractive salaries/benefits.  
 
The performance indicators LQR5 and LQR7 have seen non-compliance consistently. Despite much discussion between NEAS and it’s subcontractor partner; 
no significant improvements have been seen.  


Actions Taken 
In response to recruitment pressures; a rolling recruitment program of recruitment is always in place with the organisation always on the look out for 
new recruits to ensure that staffing levels can be maintained at acceptable levels. 
 
In response to LQR7 and LQR5, Commissioners have requested an action plan from NEAS regarding how this indicator may be turned around. This 
was largely requested with a view to CCG’s reinvesting the associated penalty monies. To date, This issue is due for discussion at the contract meeting 
Friday 31st March 2017. 


 


With regards to LQR 3 there is a requirement of the contract in which NEAS need to undertake a clinical audit of calls confirm the appropriateness of 
the disposition reached for patients. In January the results of the audit confirmed that 90% of those calls were deemed to have been clinically 
appropriate. Although a sample, this approach provides assurance to Commissioners with regards to patient outcomes. That said, both CCG’s and 
NEAS recognise the importance of reducing these percentages; this is being driven through such projects as the development of the Clinical Hub that is 
being worked on through the Urgent and Emergency Care Network 


 
Further Intelligence 
The NHS 111 contract is approaching the final year of the agreement; during 2017/18 work will be undertaken to define the new service specification 
and associated performance and quality requirements. 
   


Indicator Threshold NEAS  
Feb-17 


Trend Line  
Mar-16 – Feb-17 


(LQR7) Time taken for call back <10 minutes 100.0% 38.35% 


(LQR5) Warm Transferred to NHS 111 service Clinician where required 
 98.0% 45.21% 


(LQR3) Percentage of answered calls transferred to 999 
 <10.0% 15.27% 


Exception Report  NEAS ER02 111 
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Performance Issue 
There are some minor issues in local reporting and timescales which are preventing the collated positions being reported to CCG reporting deadlines. 
The provisional collated positions for February are shown above, which includes published TEWV data and provisional counselling data. The 
counselling data for February will not be finalised until May, as the refresh data submission closes at the end of April, but provisional figures in the 
month of February show an increase in performance to 46.24% in month.  
 
TEWV Moving to Recovery February: 46.07%      TEWV Moving to Recovery YTD: 40.19% 
 
Underachievement of the access rate has now been addressed and Durham and Darlington CCGs are significantly over-achieving the 15% national 
target, in line with the incremental increase of this target to 25% before 2020/21.   
 
The key issue is the under-achievement of the outcome/recovery target. Despite being under target, TEWV data is showing an upward trend from 
November, recording their highest figure over the past 4 months in the latest month of February.  The provisional counselling data also proposes an 
improving trend in performance from December through to February.  


Exception Report MH ER01 


Actions Taken 
Counselling services are still moving towards reporting a “full cycle” and, as such, a higher proportion of those completing therapy are those that have 
received two sessions and then dropped out. These individuals are classed as not recovering and are currently disproportionately affecting the 
performance position.  Counsellors have been asked to investigate drop outs and DNA’s and pay particular focus on improving waiting times to improve 
recovery outcomes.  Negotiations with Insight are underway to improve local reporting at both a practice level and individual therapist level, in order to 
highlight any problem areas that need specific focus.  As a result new practice/therapist level reports will be provided by Insight on a monthly basis in 
the new financial year 2017/18  (therefore these reports will first be available in May-17, reflecting data reported in Apr-17).  Developments are also 
underway to include a ‘live summary’ page on each therapists login screen so they are mindful every time they log on what they’re currently reporting at 
based on what is currently entered into the system.  This should promote awareness of each individuals performance, how it will impact the CCG’s 
overall performance and what impact this will have on overall outcomes and experience for their patients, as well as improve data quality.  
 
A performance notice was issued to TEWVFT in December and an action plan for recovery was received in January. Commissioners requested a 
revised action plan which was put in place on the 24th of February.  Ongoing actions include promoting suitability criteria with stakeholders, putting 
individual clinician scorecards in place to monitor performance, planned workshops to train staff in order to improve data quality and various actions are 
ongoing to reduce waiting lists.  
 Timescale for performance improvement 
As expected, the recovery position is improving in Q4, following the development of a remedial action plan with TEWV as well as the implementation of 
counselling data; however it is unlikely that the recovery target will be achieved at the end of Q4 due to performance in previous quarters. 
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Indicator Threshold 6MTH TREND LINE FEB-17 YTD FEB-17 


IAPT - Proportion of people that enter treatment against the level 
of need in the general population  15.0% 20.3% 19.4% 


IAPT - Proportion of people that are moving to recovery 50.0% 46.1% 43.0% 







Performance Issue 
 
All Crisis related performance indicators achieved above the required standards in February 2017.  
 
The admissions gate kept by the crisis service is now being achieved at the YTD position, following compliance for the past 3 months, and 
continues to increase.   
 
The year to date positions for the 4 hour crisis and section 136 admissions standards remain behind target due to poor performance in previous 
months.  Compliance has been achieved for the past 3 months in the section 136 admissions target, and for the past 10 months for 4 hour crisis.  
 


Exception Report MH ER02 


Actions Taken 
 
Issues with Crisis Services had been formally raised through the contract management board and TEWV had implemented a number of actions 
to rectify the performance of the service over 2016/17.  
 
Assurance was given that Performance would improve following remedial actions and Commissioners agreed that a performance notice would 
not be issued if standards were achieved.  Performance has now been achieved across all 3 indicators for the past 3 months at least, showing 
that the action plan is working.  
 
 
 
  


Timescale for performance improvement 
Performance is currently above target in month for all 3 indicators.  
 
The 4 hour crisis standard is only marginally underachieving the YTD position and should achieve at the year end if compliance continues. 
Unfortunately poor performance reported in the first month of the financial year for the section 136 admission target has caused 
underperformance at the YTD position, despite achievement for the past 10 months.  This indicator will not achieve the year-end position as a 
result of only reporting 20% in April-16.  


 Other Intelligence 
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Indicator Threshold 6MTH TREND 
LINE FEB-17 YTD  


FEB-17 


% OF CRISIS REFERRALS SEEN WITHIN 4 HOURS 95.0% 97.7% 93.9% 


% OF ADMISSIONS TO INPATIENT SERVICES WHICH ARE GATE KEPT BY THE 
CRISIS SERVICE 95.0% 95.8% 95.4% 


% OF SECTION 136 ADMISSIONS WHERE THE TIME FROM REFERRAL TO 
ASSESSMENT IS UNDER 48 HOURS 98.0% 100.0% 93.1% 







Performance Issue 
The percentage of patients commencing a package of care within 2 weeks was a new mental health constitutional target introduced in April 2016. 
The additional four week target has been implemented  to ensure that those missing the two week target remain a priority. 
 
Following non-compliance in January, performance of both FEP (first episode in psychosis) standards was achieved in February 2017, both 
reporting a significant improvement.   
 
The YTD position for the 2 week standard is therefore above the 50.0% threshold, reporting 62.7%, and should be maintained at the year end 
position.  The YTD position for the 4 week standard remains non-compliant due to poor performance in 7 out of the 11 months reported on.   
 


Exception Report MH ER03 


Actions Taken 
This is a new indicator for 2016/17 and the technical guidance is open to interpretation. TEWV FT are taking a very literal interpretation of the 
guidance and if there is any doubt in a case they are reporting it as a breach.  Despite this, compliance was accomplished in February for both 
indicators.  
 
The majority of reasons for individual breaches to the two week standard have been due to patient’s failing to attend appointments, which often 
means that in turn they also breach the four week position. The service believes that the volume of appointments that patients fail to attend is 
impacting on the team's capacity to offer timely appointments, and is exploring solutions.   
  Timescale for performance improvement 
There are low numbers of new cases of psychosis per month and therefore each breach has a significant impact on the performance outcome.  
Despite this, TEWVFT have achieved both standards in month with a significant improvement.   
 
The 2 week standard should be achieved at the year end based on current performance, however the year end position will not be achieved for 
the 4 week standard.  As this target has not been achieved for the majority of the year and is locally implemented, the CCG’s may consider to 
review the timescale.  


Other Intelligence 
The target of less than 5% waiting longer than four weeks was a local measure adopted to prevent those breaching the two week standard not 
being prioritised. This is proving a challenging target across Durham and Tees CCGs – and nationally a secondary target of six weeks is 
currently being measured through MHSDS by NHSE. It is likely that the secondary performance standard will be changed next year. 
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Indicator Threshold TREND LINE 
(6 month) FEB-17 TEWVFT YTD 


FEB-17 


%age of FEP patients who commence a package of care within 2 
weeks of referral 50.0% 88.9% 62.7% 


%age of FEP patients who  do not commence a package of care 
within 4 weeks of referral <5.0% 0.00% 17.0% 







Performance Issue 
 
Performance of this standard has remained compliant for the past 7 months, most recently reporting 98.1% in February against the 90.0% 
threshold.  However due to poor performance in the first 4 months of the financial year 2016/17, the YTD position is still under target, and is likely 
to remain non-compliant at the year end.   


Exception Report MH ER04 


Actions Taken 
 
A performance notice was issued in June 2016, and a remedial action plan was implemented. Following four months of continual achievement 
the performance notice was removed in December following a discussion at Contract Management Board. 
 
No further actions have been taken as this indicator is regularly reporting above the standard, with the YTD position only being affected by poor 
performance in Q1.    
  


Timescale for performance improvement 
 
The position has remained compliant for the past 7 months, therefore improvements have already been implemented.  


 


Other Intelligence 
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Indicator Threshold TREND LINE FEB-17 TEWVFT 
YTD FEB-17 


%age of Referrals into CAMHS that have waited less than 9 weeks for first 
appointment 90.0% 98.1% 80.7% 







Performance Issue 
MRSA 2016/17 up to 12th April 2017 
DDES CCG had 1 confirmed case of MRSA in Apr-16, 1 confirmed case in May-16 and 1 confirmed case in Aug-16; therefore breaching the 
annual target for the year (zero tolerance threshold). 
CDDFT has had 6 confirmed MRSA cases, 1 in Jul-16, 1 in Oct-16, 1 in Nov-16,  2 in Jan-17 and 1 in Mar-17, breaching the target for the year. 
CHSFT has had 5 confirmed cases of MRSA, 1 each in the months of Apr-16, May-16, Aug-16, Sep-16 and Oct-16.  CHSFT have breached the 
annual target for the year (zero tolerance threshold).  
NTHFT has 1 confirmed case of MRSA in Sep-16.  NTHFT have breached for the year. 
 
Clostridium Difficile 2016/17 up to 12th April 2017 
DDES CCG – 60 confirmed cases have been reported against an annual target of 74  
CDDFT – A total of 16 confirmed cases have been reported against an annual target of 19 
CHSFT – 29 confirmed cases have been reported against an annual target of 34  
NTHFT – A total of 39 confirmed cases have been reported against an annual target of 13 and therefore NTHFT have breached this target for the 
year.  
 
 


Exception Report HCAI01 2016/17   


Actions Taken 
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. 
 
Further information regarding actions to decrease HCAI’s can be found in the quality section of the report. 
 


 
Timescale for performance improvement 
There is a zero tolerance of MRSA which means that all commissioner and provider targets are zero in 2016/17.   This means that DDES CCG, 
CDDFT, CHSFT and NTHFT have all breached this target in 2016/17. 
NTHFT have also failed the Clostridium Difficile target for the year.  
 
 Other Intelligence 
 


 


Indicator Threshold CCG CDDFT  CHSFT  NTHFT 


Incidence of MRSA 0 3 6 5 1 


Incidence of C.Diff Various  60 16 29 39 
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Quality Premium 2016/17 


The Quality Premium template for 2016/17 can be found on the following page.   
 
As was the case in 2015/16, 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 2017/18 will reflect the quality of the health services commissioned by them 
in 2016/17 and will be based on four national measures (three of which are new, one remaining from the previous 
year) and three new local measures. 
 
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. 
 
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 equates 
to roughly £1.4 million. 
 
The following page includes the new 2016/17 quality premium and highlight the indicators against which the 
quality premium will be determined, together with the relevant financial value attributed to each indicator. This 
summary includes a ‘best and worst’ scenario as due to the timing of published data it is sometimes difficult to 
forecast achievement.  There are some new changes to the 2016/17 quality premium to take into consideration: 
• The four new national measures now cover the following areas: Cancer staging at diagnosis (20%), E-referrals 


(20%), achieving a positive experience through the GP Patient Survey (20%) and the fourth has carried on 
from 2015/16, Improving antibiotic prescribing (10%) 


• The three new local measures chosen by DDES CCG are: Delayed transfer of care from hospital (10%); 
Emergency admission rates for children with asthma (10%); and Mental Health indictor assessing the 
estimated percentage of people entering IAPT services who have anxiety/depression (10%) 


• Most of the NHS constitutional measures  remain the same, except the cancer 2ww standard has now been 
replaced with the Cancer 62 day urgent GP referral measure.  Each NHS constitutional measure is now 
equally weighted at 25% each. 
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National and Local Quality Premium Indicators 2016/17  
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Population 284,105 Potential Fund £1,420,526


Measure


% of QP Value for 
CCG Threshold Published Data Measure Achieved/Forecast Best Worst


20.00% 284,105


Demonstrate a 4% improvement in the proportion of cancers (specific 
cancer sites, morphologies and behaviour*) diagnosed at stages 1 and 2 in 


the 2016 calendar year compared to the 2015 calendar year.
Or


2. Achieve greater than 60% of all cancers (specific cancer sites, 
morphologies and behaviour*) diagnosed at stages 1 and 2 in the 2016 


calendar year


HSCIC


Need to find out annual 2015/16 figure.
Previously published annually, quarterly 


data will be available from May 2016. Data 
will be a rolling window of one year's worth 


of data. The data will be lagged by 12 
months.


Baseline will not be available 
nationally until Mar-17 as per 


NHSE.  Comparison Data will not 
be published until Mar-18


£284,105 £0


20.00% 284,105


Meet a level of 80% by March 2017 (March 2017 performance only) and 
demonstrate a year on year increase in the percentage of referrals made by 


e-referrals (or achieve 100% e-referrals) 
Or


March 2017 performance to exceed March 2016 performance by 20%


Numerator: NHS e-
referral system 


(HSCIC)
Denominator: Monthly 
activity return (MAR) 


(NHS England)


Need March 2016’s performance to use as 
a baseline. 


Done on a Monthly basis (two month lag 
due to lag in MAR data)


Target = 80% by March 2017.       
Performance up to Jul-16 = 75.0% 
No new update on my NHS as of 


20/04/17


£284,105 £0


20.00% 284,105


Achieve a level of 85% of respondents who said they had a good 
experience of making an appointment 


Or
A 3% increase from July 2016 publication on the percentage of respondents 


who said they had a good experience of making an appointment


www.ipsos-
mori.com


Currently published twice annually, this will 
become annual in 2016/17. Publication will 
be in July representing data collection from 


January to March.


Baseline = 76% (Released Jul-16 
on ipsos-mori website, however 


my NHS website showing different 
figure of 87.5% with caveat: 
Annual, these results are for 
fieldwork in January to March 


2015 and July to September 2015) 
Comparison data will not be 


published until Jul-17.  


£284,105 £0


10.00% 142,053


Part a) a minimum of 4% reduction on 2013/14 performance or equal to (or 
below) the England 2013/14 mean performance of 1.161 items per STAR-


PU. 
Part b) to be equal to or lower than 10%, or to reduce by 20% from the 


CCG’s 2014/15 value


NHSE Website Monthly


To Feb-17
Achieving co-amoxiclav element


and antibiotic element and 
showing a downward trend


£142,053 £142,053


Local Measure 1
Access to IAPT services: People entering IAPT 


services as a % of those estimated to have 
anxiety/depression


10.00% 142,053


DDES CCG propose to achieve 15% against this indicator cumulatively for 
2016/17. The baseline performance has been identified as 11.67% and 
therefore this equates to a 28.5% improvement. We perform worse than our 
peers against this indicator.


RAIDR Monthly
Baseline = 11.67%.                                


YTD position up to Feb-17 = 
19.4%


£142,053 £142,053


Local Measure 2 Emergency admission rate for children with 
asthma per 100,000 population aged 0–18 years


10.00% 142,053


DDES CCG propose to set a target rate of 223.4 against this indicator 
cumulatively for 2016/17. The baseline performance has been identified as 
234.5 and therefore this equates to a 4.7% improvement. We perform worse 
than our peers against this indicator.


RAIDR Monthly
Baseline = 234.5.  Target = 223.4                          


YTD position up to Feb-17 = 
223.6


£142,053 £0


Local Measure 3 Delayed transfers of care from hospital per 
100,000 population aged 18+


10.00% 142,053


DDES CCG propose to report a 1.7% reduction in 2016/17 compared to 
2015/16. DDES and NDCCG have agreed to apportion the measure on the 
basis of population split (52.8% for DDES and 47.2% for North Durham). 
The 16/17 QP target would be a 1.7% reduction on the rate of DTOC per 
100,000 of population.


RAIDR Quarterly


  Baseline = 4.22                            
Target based on 1.7% reduction 


=4.15                                                     
YTD position up to Jan 17 = 2.80


£142,053 £142,053


100.00% 1,420,526 £1,420,526 £426,158


% of QP Value for 
CCG


Exception
 Report


RTT Incomplete 25% 355,132 92.6% YTD Feb-17
A&E A&E 4 hour target  25% 355,132 92.9% YTD Feb-17 -£355,132 -£35,513 CDDFT ER01


Cancer  Cancer 62 day urgent GP referral 25% 355,132 81.7% YTD Feb-17 -£355,132 -£106,539 DDES CCG ER01
NEAS Category A Red 1 ambulance calls 25% 355,132 62.5% YTD Mar-17 -£355,132 -£106,539 NEAS ER01


100% 1,420,526 -£1,065,395 -£248,592
£0 £0


£355,132 £177,566


NHS DDES CCG - Quality Premium 2016/17


Indicator


DDES CCG


Data Source Achievement Exception 
Report


Value


Achievement/Current Performance Quality Premium Funding 
Adjustment


National Indicators


National 
Indicators


Cancer  


Improving Antibiotic Prescribing


Local Indicators


Other Adjustments (adverse variance against planned financial position)
Revised Total


GP Survey


E-Referrals


92%
95%
85%
75%


Total Constitutional Adjustment


DDES CCG 
Local Indicator


Total
NHS Constitution Measures 


Indicator Operational Standard
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Year to Date £000s M9 FOT £000s
Plan Actual Variance Plan Actual Variance Variance


County Durham and Darlington NHS FT 97,871£             103,488£                5,617£           107,235£            113,366£             6,130£             £5,598
City Hospitals Sunderland NHS FT 31,478£             34,034£                  2,556£           34,341£              36,994£               2,653£             £2,621
North Tees and Hartlepool NHS FT 30,105£             29,204£                  901-£               32,949£              31,959£               990-£                 -£1,651
South Tees Hospitals NHS FT 9,660£                9,862£                    202£               10,571£              10,818£               247£                 £240
Newcastle Hospitals NHS FT 5,940£                6,455£                    515£               6,480£                 7,122£                 642£                 £827
Northumbria NHS FT 327£                   254£                        73-£                 357£                    280£                     77-£                   -£69
Gateshead Health FT 1,221£                1,252£                    31£                 1,332£                 1,355£                 23£                   £16
Total NHS FT 176,603£           184,549£                7,946£           193,266£            201,894£             8,628£             £7,581
BMI Healthcare 3,300£                3,887£                    587£               3,614£                 4,259£                 645£                 £561
Spire Healthcare Washington 871£                   788£                        83-£                 950£                    860£                     90-£                   -£129
Nuffield Tees 385£                   550£                        165£               420£                    600£                     180£                 £160
Total IS 4,556£                5,225£                    669£               4,984£                 5,719£                 734£                 £592
NEAS NHS FT 7,519£                7,613£                    94£                 8,203£                 8,309£                 106£                 £40
NEAS FT DUCT -£                         -£                             -£                    -£                          -£                          -£                                                           -
Total Ambulance 7,519£                7,613£                    94£                 8,203£                 8,309£                 106£                 £40


2015/16 2016/17 2014/15 2015/16 2016/17 2014/15 2015/16 2016/17
Diseases of Childhood 424 409 -15 -3.54% 4,615 4,761 5,061 6.30% County Durham and Darlington NHS FT 22,367 23,558 23,960
Urinary Tract and Male Reproductive System 3,728 3,670 -58 -1.56% 2,134 2,204 2,419 9.75% City Hospitals Sunderland NHS FT 8,947 9,640 7,203
Undefined Groups 20 547 527 2635% 17 21 1,329 6229% North Tees and Hartlepool NHS FT 5,778 5,914 6,269
Hepato-Biliary and Pancreatic System 766 784 18 2.35% 949 1,061 1,069 0.75% South Tees Hospitals NHS FT 2,068 2,138 2,182
Immunology, Infectious Diseases and other 
contacts with Health Services


1,976 1,668 -308 -15.59% 2,069 1,788 1,817 1.62%
BMI Healthcare 1,002 1,253 1,410


Mouth, Head, Neck and Ears 1,584 1,416 -168 -10.61% 777 882 886 0.45% Other 2,599 2,918 2,915    
and Non-Specific Groups 2,232 5,562 3,330 149.19% 462 350 378 8.00% Total 42,761 45,421 43,939
Spinal Surgery and Primary Spinal Conditions 116 134 18 15.52% 86 66 80 21.21%
Vascular System 744 761 17 2.28% 384 376 387 2.93% 2014/15 2015/16 2016/17
Endocrine and Metabolic System 821 588 -233 -28.38% 558 547 554 1.28% County Durham and Darlington NHS FT 20,784 21,109 20,849
Skin, Breast and Burns 3,039 2,523 -516 -16.98% 1,117 1,050 1,089 3.71% City Hospitals Sunderland NHS FT 5,920 5,568 5,769
Multiple Trauma, Emergency and Urgent Care 
and Rehabilitation


2 4 2 0.00% 176 199 194 -2.51%
North Tees and Hartlepool NHS FT 6,161 5,346 5,356


Eyes and Periorbita 8,068 4,413 -3,655 -45.30% 195 134 124 -7.46% South Tees Hospitals NHS FT 705 707 751
Respiratory System 686 669 -17 -2.48% 4,093 4,201 4,130 -1.69% BMI Healthcare 0 0 0
Digestive System 10,466 10,107 -359 -3.43% 3,932 3,459 3,327 -3.82% Other 991 1,004 950
Female Reproductive System 1,727 1,719 -8 -0.43% 782 833 709 -14.89% Total 34,561 33,734 33,675
Obstetrics and Neonatal Care 10 30 20 200% 2,826 4,174 2,905 -30%
Nervous System 1,652 1,718 66 4.00% 1,882 1,752 1,572 -10.27%
Musculoskeletal System 6,168 5,939 -229 -3.71% 2,696 2,627 2,496 -4.99%
Cardiac Surgery and Primary Cardiac 
Conditions 1,166 1,270 104 8.92% 3,681 3,246 3,149 -2.99%


HRG Chapter Actvity
Year to Date (M10 Freeze)


Provider
Year to Date (M10 Freeze)


Market Share Trends


Elective


Provider
Non Elective


Growth
ElectiveHRG Chapter Non Elective


300
215


1,308


NHS Durham Dales, Easington and Sedgefield CCG Acute Contract Summary


Contract


Growth


Major Acute Contract Performance
Contract Performance
Month 11 data continues to contain hihg levels of uncoded activity for CDDFT, CHS and Newcastle contracts. It was 
expected that the uncoded position for CDDFT would have improved this month , however it has continued to 
remain at high levels relative to the total amount coded.  Significant pressure continues to be observed against 
CDDFT, CHS and NUTH contracts. However, CDDFT forecasts are broadly in line with historic trajectories and the 
majority of the variance is driven by underachievement of QIPP. 


Activity Patterns
Elective activity levels show reductions on the same period last year, especially against Eyes and Periorbita, which 
is due to the agreed coding change for multiple procedures to the outpatient setting. Non Elective  is showing a 
slight decrease on the same period last year, predominately against Obstetrics  and Neonatal Care .   Overspends 
persist both YTD and FOT due to the high levels of QIPP requirement to deliver financial balance. 


Market Share
CDDFT have increase market share for elective work by 2.66% and Non elective work with a 0.66% increase on the 
same period last year is seen against CHS; this is broadly in line with M10 findings.


Commentary
Forecast Outturn £000s


8


29


4
28
14
11


7
39


-5


-10


-131


-97


-71
-132
-124


-1,269
-180
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TARGET CCG 
LEVEL


TRUST 
LEVEL ADDITIONAL INFORMATION


Patients on incomplete,  routine 
pathways should wait no longer 
than 18 weeks from receipt of 
referral


92.00% Yes Yes


Number of patients waiting more 
than 52 weeks on an incomplete 
pathway


0 Yes Yes


D
ia


gn
os


tic
s 6 Week Diagnostic tests - 


patients should wait no longer 
than 6 weeks for a diagnostic 
test from date of decision to 
refer for the test


99.00% Yes Yes


The 6 week target applies to 15 key diagnostic tests: Audiology assessment, Barium 
Enema, Colonoscopy, CT, Cystoscopy, DEXA Scan, Echocardiography, 
Electrophysiology, Flexi-sigmoidoscopy, Gastroscopy, MRI, Non-obstetric Ultrasound, 
Peripheral Neurophysiology, Sleep Studies and Urodynamics.


M
S


A
 Mixed Sex accommodation 


(MSA) - number of unjustified 
breaches


0 Yes No


The focus of this indicator is on MSA breaches in respect of sleeping accomodation.  
Sleeping accomodation includes areas where patients are admitted and cared for on 
beds or trolleys, even when they do not stay overnight.  It therefore includes all admission 
and assessment units plus day surgery and endoscopy units.  It does not include areas 
where patients have not been admitted such as A&E cubicles. 


Incidence of MRSA (meticillin-
resistant staphylococcus 
aureus)


0 Yes Yes


Incidence of Clostridium Difficile 74 (CCG 
level) Yes Yes


The decision to carry over the 2015/16 objectives has been prompted by the fact that there 
has been a slight increase in the median CDI rate from the year to November 2014 to the 
year to November 2015. The current methodology for calculating new CDI objectives relies 
on requiring organisations that are worse than the median in terms of their rate of CDI to 
improve by the same amount that the wider median CDI rate has
improved from one year to the next. If there is no improvement in this wider rate, it cannot 
be used to calculate revised objectives. It has therefore been decided to carry over the 
2015/16 CDI objectives into 2016/17.
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Incomplete pathways are waiting times for patients waiting to start treatment at the end of 
the month.  All referrals will be counted as incomplete pathways until a treatment starts, this 
will then determine whether a patient is on an admitted on non-admitted pathway.  
A clock starts when any care professional or service refers to a consultant led service or 
interface/referral management service which might lead to onward referral to a consultant 
led service.  Self-referrals, where the service allows, should also result in a clock start. 
A clock stops for treatment when first definitive treatment (medical/surgical) starts or a 
clinical decision is made to refer the patient back to primary care for non-consultant led 
treatment or where a patient is added to a transplant list.
A clock stops for non-treatment when a clinical decision is made not to treat or to start a 
period of active monitoring.  Other non-treatment clock stops include where a patient 
declines treatment, or a patient DNA’s first or subsequent appointments in accordance to 
the DNA policy and is discharged back to primary care.  
25% of the Quality Premium
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TARGET CCG 
LEVEL


TRUST 
LEVEL ADDITIONAL INFORMATION


A&E 4 hour waits - patients 
should be admitted, transferred 
or discharged within 4 hours of 
their arrival to the A&E 
department. 


95.00% No Yes


A&E activity includes:
• Type 1 – Consultant led 24 hour service with full resuscitation facilities
• Type 2 – Consultant led single speciality service (i.e. dental)
• Type 3 – walk in centre or minor injury unit (MIU)
25% of the Quality Premium


12 hour Trolley waits in A&E - no 
patients should wait more than 
12 hours in A&E from decision 
to admit


0 No Yes The waiting time for admission is measured from the time a decision is made to admit or 
treatment in the A&E department is completed to the time the patient is admitted. 


Category A 8 minute response 
times - patients who required an 
ambulance urgently because 
their condition was considered 
immediately life threatening 
should not wait any longer than 8 
minutes for ambulance arrival. 


75.00% Yes Yes 
(NEAS)


The target is monitored at Trust level (NEAS) but is also available at CCG level. 
The Category A 8 minute response times indicator is split into two parts, Red 1 and Red 2. 
• Red 1 calls are the most time critical and cover cardiac arrest patients who are not 
breathing and do not have a pulse, and other severe conditions. For Red 1 calls, the 
existing call connect clock start will remain (when the call is presented to the control room 
telephone switch), ensuring that patients who require immediate emergency ambulance 
care will continue to receive the most rapid response.
• For Red 2 calls, which are serious but less immediately time critical and cover conditions 
such as stroke and fits, a new clock start will allow call handlers to get more information 
about patients so that they receive the most appropriate ambulance resource based on 
their specific clinical needs.  Red 2 clock starts when a vehicle is assigned or 60 seconds 
after the call is presented. 
The clock stops when the first emergency responder arrives at the scene.                                                                                                   
25% of the Quality Premium 


Category A 19 minute response 
times - patients who required an 
ambulance to attend urgently but 
did not have a condition 
considered immediately life 
threatening should not wait any 
longer than 19 minutes for 
ambulance arrival. 


95.00% Yes Yes 
(NEAS)


The target is monitored at Trust level (NEAS) but is also available at CCG level. 


The 19 minute clock stops when the first emergency responder able to transport the 
patient arrives at the scene. 


Ambulance handovers - the 
number of handover delays over 
30 minutes long and those over 
60 minutes long.


0 Yes No
Handover start time is defined as the time of arrival of the ambulance at the accident and 
emergency department, with the end time defined as the time of handover of the patient to 
the care of accident and emergency staff


Cancelled operations - All 
patients who have operations 
cancelled to be offered another 
binding date within 28 days


0 No Yes
When a patient's operation is cancelled by the hospital at the last minute for non-clinical 
reasons, the hospital will have to offer another binding date within a maximum of the next 
28 days or fund the patient's treatment at the time and hospital of the patient's choice.
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TARGET CCG 
LEVEL


TRUST 
LEVEL ADDITIONAL INFORMATION


2 week wait standard - maximum 2 week 
wait for first outpatient appointment for 
patients referred urgently with suspected 
cancer by a GP


93.0% Yes Yes
Patients urgently referred with suspected cancer by their GP (General Medical 
Practitioner or General Dental Practitioner) to be seen within 14 working days.  
Direct to test (DTT) also counts as a first appointment. 


2 week wait breast symptomatic - maximum 
2 week wait for first outpatient appointment 
for patients referred urgently with breast 
symptoms (where cancer was not initially 
suspected)


93.0% Yes Yes Patients urgently referred with breast symptoms whereby cancer is not initially 
suspected, by their GP to be seen within 14 working days.  


31 day first definitive treatment (FDT) 
standard - maximum of 31 days wait from 
diagnosis to first definitive treatment across 
all cancers


96.00% Yes Yes The 31 day clock starts from the date of decision to treat


31 day subsequent surgery treatment target 
- maximum of 31 days wait for subsequent 
treatment where the treatment is surgery


94.00% Yes Yes The 31 day clock starts from the date of decision to treat


31 day subsequent drugs treatment 
standard - maximum of 31 days wait for 
subsequent treatment where the treatment 
is an anti-cancer drug regimen


98.00% Yes Yes Anti-cancer drug regimens includes: Cytotoxic chemotherapy, immunotherapy, 
hormone therapy and other specified drug treatments


31 day subsequent radiotherapy treatment - 
maximum of 31 days wait for subsequent 
treatment where the treatment is 
radiotherapy 


94.00% Yes Yes Radiotherapy treatments include:  Teletherapy, proton therapy, brachytherapy 
and chemoradiotherapy.


62 day Urgent GP referral for suspected 
cancer - maximum of 62 days wait from 
urgent GP referral to date of first definitive 
treatment


85.00% Yes Yes
Maximum wait of 62 days (2 month) from receipt of urgent GP referral 
suspecting cancer to first definitive treatment of diagnosed cancer
25% of the Quality Premium


62 day NHS Screening standard - 
maximum of 62 days wait from referral from 
a NHS screening service to first definitive 
treatment 


90.00% Yes Yes
Maximum wait of 62 days (2 month) from receipt of a screening referral from a 
NHS screening service where cancer is suspected, to first definitive treatment 
of diagnosed cancer


62 day consultant upgrade standard - 
maximum of 62 days wait for first definitive 
treatment following a consultants decision 
to upgrade the priority of the patient from 
routine to urgent


N/A Yes Yes
Maximum wait of 62 days (2 month) from the date a consultant has decided to 
upgrade the priority of a referral from routine to urgent based on a suspicion of 
cancer, to first definitive treatment of diagnosed cancer
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% of 
QP


Potential 
value for 


CCG 
Technical guidance 2016/17 Baseline Measure (Technical 


Guidance) 
Improvement required to achieve 


(Technical Guidance)


Improving antibiotic 
prescribing in 
primary care 


10% £141,190


Two part QP:
Part a) reduction in the number of antibiotics 
prescribed in primary care 
Part b) reduction in the proportion of broad spectrum 
antibiotics prescribed in primary care 


Part a)  <1.374
Part b)  10 or below


Part a) a minimum of 4% reduction on 2013/14 
performance or equal to (or below) the England 
2013/14 mean performance of 1.161 items per 
STAR-PU. 
Part b) to be equal to or lower than 10%, or to 
reduce by 20% from the CCG’s 2014/15 value


Cancer 20% £282,380


Demonstrate a 4 percentage point improvement in the 
proportion of cancers (specific cancer sites, 
morphologies and behaviour*) diagnosed at stages 1 
and 2 in the 2016 calendar year compared to the 2015 
calendar year.
Or
2. Achieve greater than 60% of all cancers (specific 
cancer sites, morphologies and behaviour*) diagnosed 
at stages 1 and 2 in the 2016 calendar year


Need to find out annual 2015/16 figure.


Previously published annually, quarterly 
data will be available from May 2016. Data 
will be a rolling window of one year's worth 
of data. The data will be lagged by 12 
months.


Baseline will not be available nationally 
until Mar-17.  Comparison Data will not 
be published until Mar-18


4% improvement from 2015 to 2016 
OR 
60% of all cancers to be diagnosed at stage 1 or 
2 from Jan-16 to Dec-16


E-Referrals 20% £282,380


Meet a level of 80% by March 2017 (March 2017 
performance only) and demonstrate a year on year 
increase in the percentage of referrals made by e-
referrals (or achieve 100% e-referrals) 
Or
March 2017 performance to exceed March 2016 
performance by 20 percentage points.


Need March 2016’s performance to use as 
a baseline. 
Done on a Monthly basis (two month lag 
due to lag in MAR data)


Meet 80% in March 2017 and demonstrate year 
on year increase in % or achieve 100% e-
referrals
or 
20% improvement from March 2016 to March 
2017


GP Patient Survey 20% £282,380


Achieve a level of 85% of respondents who said they 
had a good experience of making an appointment 
Or
A 3 percentage point increase from July 2016 
publication on the percentage of respondents who said 
they had a good experience of making an appointment


Baseline = 78% (Released Jul-16 on 
www.ipsos-mori.com) Comparison data 
will not be published until Jul-17


85% of respondents to answer ‘Very good’ or 
‘Fairly good’ to Q18 of the survey. 
OR
3% increase from July 2016 to July 2017 
answering the same question. 


Access to IAPT 
services: People 


entering IAPT 
services as a % of 
those estimated to 


have 
anxiety/depression


10% £141,190


DDES CCG propose to achieve 15% against 
this indicator cumulatively for 2016/17. The 
baseline performance has been identified as 
11.67% and therefore this equates to a 28.5% 
improvement. We perform worse than our peers 
against this indicator.


Emergency 
admission rate for 


children with 
asthma per 


100,000 population 
aged 0–18 years


10% £141,190


DDES CCG propose to set a target rate of 
223.4 against this indicator cumulatively for 
2016/17. The baseline performance has been 
identified as 234.5 and therefore this equates to 
a 4.7% improvement. We perform worse than 
our peers against this indicator.


Delayed transfers 
of care from 
hospital per 


100,000 population 
aged 18+


10% £141,190


DDES CCG propose to report a 1.7% reduction 
in 2016/17 compared to 2015/16. DDES and 
NDCCG have agreed to apportion the measure 
on the basis of population split (52.8% for DDES 
and 47.2% for North Durham). The 16/17 QP 
target would be a 1.7% reduction on the rate of 
DTOC per 100,000 of population.


NA
TIO


NA
L


LO
CA


L Local Indicators are not detailed 
within technical guidance


Measure 
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Auckland Park Hospital 
Choice on admission 
 
Leaflet reference: L956 
Version: V1 
Date last updated: 24 / 08 / 2016 
Archive date: 24 / 08 / 2019 


 
Information for service users, families, carers and supporters 
 


 
 


 
Ward/service name 


 
Hamsterley and Ceddesfeld wards, Auckland Park 
Hospital 
 


 
Address 


 
Auckland Park Hospital, Westfield Road, Bishop 
Auckland, County Durham DL14 6AE 
 


 
Telephone 


 
01388 645300 
 


 
From August 2016 the Trust will provide all inpatient provision for dementia related 
needs across Durham and Darlington at Auckland Park Hospital, Bishop Auckland. 
 
The decision comes following an in-depth public consultation process with people 
across the County Durham and Darlington area, as well as our service users and 
their families and carers.  
 


How does this affect me? 
We understand that this means some people will have to travel further than they 
have previously had to when the services were located at Lanchester Road Hospital, 
Durham, and that inpatient services run by other organisations may be closer for 
some of our service users. 
 
If you need to be admitted you may have the option to be admitted to 
Monkwearmouth Hospital in Sunderland. If you want to consider this alternative 
location, and your admission is planned, we will discuss your options with you and 
speak to other organisations to see what provisions are available. If you are admitted 
urgently, this discussion will happen within 24 hours of you being on the ward. 
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However, as alternative services are run by other organisations outside of the Trust 
area, transfer may not always be possible, as a suitable bed may not be available. 
 
We know this might be a big decision for you so we have listed below some 
important factors that may help you decide: 
 


Admission to hospital 
If you are admitted to Auckland Park Hospital the process will be quick as it will be 
easier to identify if a bed is available. The service has always been able to meet 
admission requests in this area.  
 
Admissions to Monkwearmouth Hospital could take longer and be delayed, as there 
may be no beds available for you to be admitted to.  
 


Involvement of community services and discharge 
planning 
If you are admitted to Auckland Park Hospital, the North Durham and Easington 
community mental health teams will continue to be involved in your care. They have 
regular contact with patients on the ward and input into and involvement with 
discharge plans. This minimises delays and the need for any unnecessary lengthy 
stay in hospital. It also means you will see a familiar face. 
 
If you are receiving care outside of your usual area, the North Durham and 
Easington community mental health teams and social workers won’t be as involved 
in your care and our clinicians won’t be able to easily access your health records. 
This could mean a longer stay in hospital and less familiar faces caring for you 
 


Travel 
In some cases it is quicker for families and carers living in North / North East Durham 
to travel to Sunderland. 
 
The below table shows the difference in travel distance and times between the 
hospitals you may be able to choose from and key towns in North / North East 
Durham.  
 


 Auckland Park Hospital, 


Bishop Auckland  


Monkwearmouth Hospital, 


Sunderland 


Consett 21 miles (36 minutes) 26.2 miles (46 minutes) 


Seaham 26 miles (29 minutes) 8 miles (20 minutes) 


Burnopfield 24 miles (41 minutes) 18 miles (25 minutes) 


 
Auckland Park Hospital may be further to travel for some families and carers living in 
North and North East Durham, however we can provide support for travel costs to 
help family/carers to visit once each day, throughout your admission. An information 
leaflet is available to advise you further on this. 
 







3 
 


If after reading this information leaflet you have any further questions or concerns 
please discuss these with a member of your health care team, who will be happy to 
assist you further. 
 
 


 
 


Feedback 
We’d like to know if you think this information is useful, if there is anything missing 
that you wanted to know, or anything you didn’t understand.  Please email 
tewv.communications@nhs.net with your thoughts or phone 01325 552223.  
 
We’re updating our patient and carer information all the time and while we won’t 
always be able to make every change people suggest, ideas will all be considered. 
 
Do you have concerns or complaints? 
If you have concerns or complaints about a service, please tell a member of staff.  
You can also call our patient advice and liaison service (PALS) on Freephone  
0800 052 0219 or email tewv.pals@nhs.net. 
 
Information in other languages and formats 
If you would like this leaflet in another language, large print, audio or Braille, please 
ask a member of staff. 
 
 
 


 


 
www.tewv.nhs.uk 
  


 
/TEWV.FT  


 
@TEWV 
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Finance Report as at 31st March 2017 
 


Draft Summary Position (subject to audit) 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 1 







Executive Summary as at 31st March 2017 (subject to 
audit) 


 Income & Expenditure 
The CCG is reporting an underspend position for 2016-17 in line with the financial plan 
submitted to NHS England of £6,973k plus the required release of 1% contingency funds 
of £4,837k. 


 
 Cash 
The cash drawdown is in line with the anticipated cash limit.  


 
 QIPP 
Year to date QIPP delivery of £7,026k against a full year plan of £14,684k. 
 


 
 Better Payment Practice Code (BPPC) 
The CCG is exceeding the 95% target of paying NHS and Non NHS invoices 
within 30 days.   
 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 2 


By Volume  By Value  
Non-NHS  99.32% 99.72% 
NHS  98.88% 99.86% 


Outturn


£11,810k


Outturn


£492,462k


Outturn


£7,026k


 







Overview of Financial Position as at 31st March 2017 
(subject to audit) 
 The final position shows a year-end underspend of £11,810k against a total allocation of £503,976k. 


 
 It is important to note that this final surplus balance of £11,810k is not a ‘profit’ or surplus generated 


during the financial year.  The majority of it reflects a historical balance carried forward from previous 
years, with an additional £4,837k of surplus generated during 2016/17 as a result of NHS England 
requirements. 


 
 The CCG’s has met all of it’s financial performance targets in 2016-17 as indicated in the table 


below: 
 


 
 


 
 


 
 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 3 


Duty Target Performance
£'000 £'000


Expenditure not to exceed income 503,976 492,166
Capital resource use does not exceed the amount specified in 
Directions 0 0
Revenue resource use does not exceed the amount specified 
in Directions 503,976 492,166
Capital resource use on specified matter(s) does not exceed 
the amount specified in Directions 0 0
Revenue resource use on specified matter(s) does not exceed 
the amount specified in Directions 43,261 41,248
Revenue administration resource use does not exceed the 
amount specified in Directions 6,265 5,702







Overview of Year-to-Date Financial Position as at 31st 
March 2017 (subject to audit) 


 
 
 


 
 
 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 4 







Financial Position as at 31st March 2017 (subject to 
audit) 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 5 


Annual 
Budget


2016-17 
Actual 


Actual 
(Under)/ 


Overspend
£000's £000's £000's


Commissioned Services
Acute Services 211,236 223,103 11,867
Community Health Services 47,141 47,070 (72)
Continuing Care Services 25,430 28,548 3,118
Mental Health Services 55,946 54,791 (1,155)
Primary Care Services 71,208 70,453 (755)
Primary Care Co-Commissioning 43,149 41,248 (1,901)
Other 21,640 21,252 (388)
Programme Reserve 14,988 0 (14,988)


Total Commissioned Services 490,738 486,464 (4,274)


Running Costs 
Corporate Costs and Services 5,978 5,702 (277)
Running Cost Reserve 287 0 (287)


Total Running Costs 6,265 5,702 (563)


1% Required Surplus 6,973 0 (6,973)


GRAND TOTAL EXPENDITURE 503,976 492,166 (11,810)







Statement of Financial Position as at 31st March 2017 
(subject to audit) 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 6 


Mar-17 Feb-17 Movement
£000's £000's £000's


Non Current Assets Property, plant and equipment 0 0 0
Intangible Assets 0 0 0
Other Financial Assets 0 0 0


Total Non Current Assets 0 0 0


Current Assets Trade and other Receivables 958 3,026 (2,068)
Prepayments & Accrued Income 2,627 41,118 (38,491)
Cash and cash equivalents 106 341 (235)


Total Current Assets 3,691 44,485 (40,794)


Total Assets 3,691 44,485 (40,794)


Current Liabilities Trade and other payables (7,868) (10,545) 2,677
Accruals (19,086) (44,007) 24,921
Other liabilities 0 0 0
Provisions 0 0 0
Borrowings 0 0 0


Total Current Liabilities (26,954) (54,552) 27,598


Non-Current Assets plus/less Net Current Assets/Liabilities (23,263) (10,067) (13,196)


Non-Current liabilities Other liabilities 0 0 0
Provisions 0 0 0
Borrowings 0 0 0


Total Non-Current Liabilities 0 0 0


TOTAL ASSETS EMPLOYED (23,263) (10,067) (13,196)


Financed by Taxpayers Equity


Capital & Reserves General Fund (23,263) (10,067) (13,196)
Revaluation Reserve 0 0 0
Other reserves 0 0 0


TOTAL TAXPAYERS EQUITY (23,263) (10,067) (13,196)
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Purpose of the report and 
summary of key issues: 
 
 


This paper provides a summary overview of the Quality 
Performance and Finance of DDES CCG. This report provides: 
 


• An at a glance summary of the key indicators for the 
NHS constitution, quality outcomes and clinical quality. 


• Detail on the indicators that are in breach along with 
identified actions to mitigate risk of continued breach 


 
The standards that the CCG are monitoring itself against are 
replicated in the quarterly balanced scorecard developed by 
NHS England. 
 
The Executive Summary on slide 4 provides the headlines for 
the report. 
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Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 


() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
 Identifies Performance and Finance risks to the CCG. 


 
 Does this report impact on the environment/sustainability of the CCG? 
 
 


 


 Does this report have legal implications? 
  


 
 Are there any resource implications – finance and/or staffing as a result of 


this report 
  


 
 Has this report taken into account equality and diversity?  
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 Does this report impact on Quality, Innovation, Productivity and Prevention 
(QIPP) 


 The report includes a Finance section which will include areas which impact on 
QIPP. 
 


 Has there been any consultation/engagement (patient, public, stakeholder, 
clinical) with regard to the content of the report? 


  
 Are there any clinical quality/patient safety issues identified in this report? 
  


 
 Does this report impact on any information governance issues? 
  


 
 Other implications 
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NHS Durham Dales, Easington and Sedgefield 
CCG would like to thank everyone who took the 
time to complete the 2016 NHS Staff Survey! We 
would like to share some of the results of this year’s 
survey with you.  


We continue to work hard to improve your working 
lives but if we don’t know what’s wrong, it’s really 
hard to fix it!  
 
It’s encouraging to see more of our staff speaking 
up if things aren’t right – really important for 
everyone’s wellbeing at work. 


Thank you! 
To those of you who took the time to complete the 2016 NHS 


Staff Survey - we’d like to share the results with you. 


  


        
        


   


     


Key Improvements since 2015 


Top 5 Strengths Top 5 Areas for Improvement 


Not experienced harassment, bullying or abuse from 
patients/service users, their relatives or members of the public 


Staff feeling pressure from colleagues to come to work despite 
not feeling well enough 


Fewer experiences of harassment, 
bullying and abuse have gone 
unreported 


85% 
Response Rate 


Organisation takes positive action on health and well-being 


Organisation takes more positive action 
on health and well-being 


More staff able to meet conflicting 
demands on their time at work 


Organisation treats fairly more staff 
involved in errors 


More staff feel trusted to do their job 


Staff are supported by managers to receive training, learning 
or development needs identified in appraisals 


Staff have adequate materials, supplies and equipment to do 
their work 


Staff are able to meet conflicting demands on their time at 
work 


Staff are satisfied with opportunities for flexible working 
patterns 


Experiencing harassment, bullying or abuse from other 
colleagues 


Staff working additional paid hours 


Using feedback from patients/service users to make informed 
decisions within the directorate or department 


Harassment, bullying or abuse from patients/service users, 
their relatives or members of the public 


79% 
would 
recommend the 
organisation as a 
place to work 
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Auckland Park Hospital 
Excess travel support for carers 
 
Leaflet reference: L957 
Version: V1 
Date last updated: 03 / 08 / 2016 
Archive date: 04 / 05 / 2019 


 
Information for service users, families, carers and supporters 
 


 
 
 
Following the closure of Picktree ward at Lanchester Road Hospital, Durham, we 


understand that some families and carers will have to travel further to visit their loved 


ones at Auckland Park Hospital, Bishop Auckland. 


To support families and carers the Trust will meet any excess travel costs for those 


who live in the County Durham area.  


What is covered? 


Excess miles will be based on miles travelled from Picktree ward at Lanchester Road 


Hospital, Durham to Auckland Park Hospital, Bishop Auckland. Support will be 


provided for one trip per patient, per day, for each day of admission. We know on 


occasions people can have multiple visitors however only one journey a day can be 


supported financially 


How do I claim? 


If you travel by private car or public transport, you will need to complete a ‘Visitors 


excess mileage claim’ form at each visit and you will be reimbursed by cheque for 


any excess mileage within one week. Public transport requests will need to be 


supported by copies of relevant receipts / tickets. 


If you travel by taxi you will need to book your travel with the Trust contracted 


provider at full taxi cost in advance. The Trust contracted provider is 1AB Taxis LTD 


and they can be contacted by calling 01325 350 123. 


The diagram below outlines simply, the process for refunding visitor excess travel 


expenses to Auckland Park Hospital, Bishop Auckland.  
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Should you have any further questions or wish to obtain a copy of the ‘Visitors 


excess mileage claim’ form, please contact a member of your care team or ward 


staff. 
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Feedback 
We’d like to know if you think this information is useful, if there is anything missing 
that you wanted to know, or anything you didn’t understand.  Please email 
tewv.communications@nhs.net with your thoughts or phone 01325 552223.  
 
We’re updating our patient and carer information all the time and while we won’t 
always be able to make every change people suggest, ideas will all be considered. 
 
Do you have concerns or complaints? 
If you have concerns or complaints about a service, please tell a member of staff.  
You can also call our patient advice and liaison service (PALS) on Freephone  
0800 052 0219 or email tewv.pals@nhs.net. 
 
Information in other languages and formats 
If you would like this leaflet in another language, large print, audio or Braille, please 
ask a member of staff. 
 
 
 


 


 
www.tewv.nhs.uk 
  


 
/TEWV.FT  


 
@TEWV 
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Meeting date: 9th May 2017 
Item No: GB 17 016 


 
GOVERNING BODY 


 
Title of report: Delegated Authority and Financial Limits 


Author of report: Mark Booth, Head of Finance 


Sponsor Director: Mark Pickering, Chief Finance Officer  


Date of report: 26th April 2017 
 


Name of person presenting 
the report at the meeting: 
 


Mark Pickering, Chief Finance Officer 


Reason for report:   ‘’ 
please tick relevant category 
 


• Information only   
• Development / Discussion    
• Decision / Action  


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Governing Body is asked to: 
• Receive the report for information.  The Council of Members 


have already approved the amendments detailed below to 
Section 8 of the Standing Financial Instructions within the 
Delegated Authority and Financial Limits paper. 


 
Report status:  ‘’ please 
indicate relevant category  
 
 


• Official          
• Official Sensitive: Commercial       
• Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


       
• No   


    
 


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 


       
• n/a        


 


Are any members of the 
meeting likely to have a 
conflict of interest for this 
agenda item: 


 
NO 
 
 


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


• n/a        
 


Updated August ’16 (MW) 
 


 







 
 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
• n/a      


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘’ please indicate relevant 
category 
 


 


• n/a 


 
Purpose of the report and 
summary of key issues: 
 
 


• The CCGs Standing Financial Instructions have been 
reviewed due to the release of new Public Contract 
Regulations 2015, which came into effect for CCGs in 
April 2017. 
 


• As a result of the review, the following changes have 
been proposed and are included within the updated 
document: 


 
• 8.2.1 – reference to Public Contracts Regulations 


updated from 2006 to 2015. Procurement, Patient 
Choice & Competition (PPCC) Regulations line added. 


 
• 8.3.1 – Light Touch Regime (LTR) paragraph added. 


 
• 8.4.1.1 – reference to Part B service replaced by LTR. 


 
• 8.4.2.1 – reference to Part B services replaced by LTR. 


 
• 8.4.3.1 – EU limit changed from £173,934 to £164,176 


(200,000 euros), non-healthcare reference added. 
 


• 8.4.5.3 – Compliance with LTR and PPCC Regulation 
line added. 


 
• 8.6.2.1(c) – website link updated. 


 
• 8.6.4.2 – manual submission process replaced by 


eTendering instruction. 
 


• 8.6.5.1 - manual submission process removed. 
 


• 8.6.6.5 - manual submission process replaced by 
eTendering instruction. 


 
• 8.7.1.1 - EU limit changed from £173,934 to £164,176 


(200,000 euros). 
 


• 8.8.2 – reference to lowest price removed. 
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DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting: 
 
Formal 
Executive 
Committee 
 
Governing 
Body 
 


Date: 
 
02.05.17 
 
 
 
09.05.17 
 
 


Outcome: 
 
Approved for 
submission to the 
Governing Body 


 
Supporting documents/ 
Appendices: 


• Governance Library – Delegated Authority and Financial 
Limits – Version 26.04.2017 


 
 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 
 


() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
 No 


 
 Does this report impact on the environment/sustainability of the CCG? 
 
 


No 


 Does this report have legal implications? 
 No 


 
 Are there any resource implications – finance and/or staffing as a result of 


this report 
 None specifically linked to decisions required within this report. 


 
 Has this report taken into account equality and diversity?  
 Equality and diversity has been given due consideration during the production of 


this report. 
 


 Does this report impact on Quality, Innovation, Productivity and Prevention 
(QIPP) 


 No 
 


 Has there been any consultation/engagement (patient, public, stakeholder, 
clinical) with regard to the content of the report? 


 No 
 


 Are there any clinical quality/patient safety issues identified in this report? 
 No 


 
 Does this report impact on any information governance issues? 
 No 
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 Other implications 
 No 


 
 
 
Author:  Mark Booth, Head of Finance 
 
Sponsor:  Mark Pickering, Chief Finance Officer 
 
Date:   26th April 2017 
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Meeting date: 9th May 2017 
Item No: GB 17 13 


 
GOVERNING BODY 


 
Title of report: Finance Update – Month 12 – 2016/17 


Author of report: Mark Booth, Head of Finance 


Sponsor Director: Mark Pickering, Chief Finance Officer  


Date of report: 2nd May 2016 
 


Name of person presenting 
the report at the meeting: 
 


Mark Pickering, Chief Finance Officer 


Reason for report:   ‘’ 
please tick relevant category 
 


• Information only 
• Development / Discussion    
• Decision / Action  


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Governing Body is asked to: 
• Note and discuss the draft financial position of the CCG as 


at 31st March 2017. 
 


Report status:  ‘’ please 
indicate relevant category  
 
 


• Official          
• Official Sensitive: Commercial       
• Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


       
• No   


    
 


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 


       
• n/a        


 


Are any members of the 
meeting likely to have a 
conflict of interest for this 
agenda item: 


 


 
NO 
 
 
 
 


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


• n/a        
 


Updated August ’16 (MW) 
 


 







 
 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
• n/a      


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘’ please indicate relevant 
category 
 


 


• n/a 


  
 
Purpose of the report and 
summary of key issues: 
 
 


• This paper provides an update regarding the draft 
financial position of Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group as at the end 
of March 2017 (end of the financial year). 
 


• The information contained within the summary report is 
still subject to external audit processes, hence why the 
report remains in a draft format at this stage. 


 
• Subject to audit sign off, the CCG has achievement its 


financial plan for the financial year 2016/17, reporting a 
surplus of £11,810k. This increased surplus is made up 
of the CCG planned surplus of £6,973k, and the release 
of the 1% contingency fund of £4,837k as mandated by 
NHS England. 


 
• It is important to note that this final surplus figure is not 


‘profit’ for the CCG.  This surplus helps to supports the 
overall national NHS financial position, and was not 
available to be spent by DDES CCG. 


 
• The main area of overspend was associated with acute 


expenditure, linked to slippage against QIPP targets 
which required reductions in activity levels in-year. 
 


• Continuing Healthcare was also a significant pressure, 
partly due to increased numbers of packages and partly 
due to the national price increases for Funded Nursing 
Care. 


 
• The latest Prescription Pricing Department figures for 


prescribing show a large underspend.  This is a positive 
position and demonstrates the QIPP delivered in this 
area of expenditure. 


 
• The CCG is reporting QIPP delivery of £7m against plan 


of £14.7m, the shortfall arising as a result of potential 
savings identified through ‘Right-care’ benchmarking 
analysis taking longer than expected to implement.  In 
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addition, non-elective activity has increased in-year, 
reversing last year’s trend, and is at odds with our QIPP 
target for this area of spend. 


 
• In overall terms, this represents a positive position for 


the financial year, demonstrating delivery of financial 
targets for the CCG. 


 
 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting: 
 
Formal 
Executive 
Committee 
 
Governing 
Body 
 


Date: 
 
02.05.17 
 
 
 
09.05.17 
 
 


Outcome: 
 
Approved for 
submission to 
Governing Body 


 
Supporting documents/ 
Appendices: 


• Finance report as at 31st March 2017 – Draft Summary 
Position (subject to audit) 


 
 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 
 


() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
Risk 1552 Delivery of the agreed CCG control total for 2016/17. 


 
 Does this report impact on the environment/sustainability of the CCG? 
 
 


No 


 Does this report have legal implications? 
 No 


 
 Are there any resource implications – finance and/or staffing as a result of 


this report 
 None specifically linked to decisions required within this report. 


 
 Has this report taken into account equality and diversity?  
 Equality and diversity has been given due consideration during the production of 


this report. 
 


 Does this report impact on Quality, Innovation, Productivity and Prevention 
(QIPP) 


 Report outlines progress on QIPP but has no specific impact. 
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 Has there been any consultation/engagement (patient, public, stakeholder, 
clinical) with regard to the content of the report? 


 Nothing specifically linked to this report. 
 


 Are there any clinical quality/patient safety issues identified in this report? 
 No 


 
 Does this report impact on any information governance issues? 
 No 


 
 Other implications 
 No 


 
 
 
Author:  Mark Booth, Head of Finance 
 
Sponsor:  Mark Pickering, Chief Finance Officer 
 
Date:   2nd May 2017 
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Meeting date: 9th May 2017 
Item No: GB 17 011 


 
 


GOVERNING BODY 
 


Title of report:  Clinical Quality Assurance Report  


Author of report: Daniel Webber, Senior Clinical Quality Officer, NECS 
Rob Milner, Quality and Development Manager 
Kim Lawther, Head of Clinical Quality 


Sponsor Director: Gill Findley, Director of Nursing 
James Carlton,  Medical Advisor 


Date of report: 18th April 2017 
Name of person presenting 
the report at the meeting: 
 


 
Gill Findley, Director of Nursing 


Reason for report:   ‘’ 
please tick relevant category 
 


• Information only 
• Development / Discussion  
• Decision / Action   


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Governing Body is asked to: 
• receive and consider the report, 
• discuss the content of the report and note the actions being 


taken forward with the respective organisations, 
• agree that the actions outlined in the report provide 


satisfactory assurance on how improvements are being 
pursued. 


 
Report status:  ‘’ please 
indicate relevant category  
 
 


• Official           
• Official Sensitive: Commercial       
• Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


      
• No   


       
Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 


 
• Not applicable      


 
  


Potential conflicts of 
interest: 
 
 


• Not applicable      
 
 


 
 
 
 







 
 


Purpose of the report and 
summary of key issues: 
 
 


The purpose of this paper is to provide the Governing Body 
with information and assurance on the quality of services 
that are either commissioned by NHS Durham Dales, 
Easington, Sedgefield Clinical Commissioning Group 
(DDES CCG) or that the CCG has a legal duty to support 
with regard to quality improvement. 
 
The NECS Clinical Quality Team continues to provide the 
quality assurance and actions in relation to our acute 
providers, mental health and learning disability providers 
and ambulance service provider. 
 
Summary of key points 
 
Key areas to note with regard to clinical quality in our main 
providers are outlined below, alongside any quality 
concerns raised with acute providers which are managed 
through their clinical review group (CQRG) 


 
County Durham and Darlington NHS Foundation Trust 
(CDDFT) 
 


• CDDFT reported 11 Never Events from 1st April 2016 to 
date of report – NHS Improvement Manager seconded 
to the Trust to support with required improvements. 


• External work underway to review the culture within 
operating department and the Trust – elective surgery 
cancelled to enable all staff to attend Never Event 
Workshop 7th April 2017. 


• Deputy Medical Director leading work on implementing 
National and Local Safety Standards for Invasive 
procedures.  


• NHS Staff Survey indicates the Trust is below average in 
comparison to similar Trusts, scoring lowest in areas of 
staff development, recognition and value of staff by 
managers and the organisation.  


• The Trust are better than trajectory for C. difficile HCAI 
infection with 16 published cases up to February 2017 
against an annual trajectory of 19 for 2016/17. 


• CDDFT have undertaken a Perfect Month during March 
2017 – A&E 4 hour performance improved. 


• The Trust is an outlier for SHMI and in receipt of CQC 
outlier alert for bronchitis.  


 
City Hospitals Sunderland Foundation Trust (CHSFT) 
                                             


• Two Never Events reported in March 2017 – no patient 
harm reported.    
 


• The Trust remain in the highest 25% of incident 
reporters for NRLS (National Reporting and Learning 
System).  
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North Tees and Hartlepool NHS Foundation Trust (NTHFT) 
 


• The Trust remains an outlier for Summary Hospital level 
Mortality Indicator (SHMI), although mortality rates are 
showing signs of improvement.    


• Some concerns around timescales for reporting Serious 
Incidents.   


• Children’s Safeguarding mandatory training below 
expected target.  


• The Trust are over trajectory for reported cases of C. 
difficile. 


 
Tees, Esk and Wear Valleys NHS Foundation Trust 
(TEWVFT)  
 


• CQC Inspection in February 2017 – overall rating of 
Good, however further breakdown of services records 
some areas as “requires improvement” 


• Quality if Serious Incidents reports are of concern in 
relation to root cause analysis and learning.  


• Safeguarding mandatory training below target.  
 


CCG Commissioner Assurance Visits  
          


• Four visits undertaken since 1 January 2017, main 
findings include: 


o Problems with recruiting and retaining nursing 
staff 


o Lack of knowledge regarding new categories of 
abuse introduced since The Care Act 2014   


o Positive findings include residents and staff 
recommending care setting to friends and family.  


 
 
North East Ambulance Service Foundation Trust (NEASFT)  
  


• Duty of Candour not consistently being enacted in 
accordance with National and Trust policy.  NEASFT are 
reviewing cases to ensure compliance within the 28 day 
target. 


• The Trust report and increase in the number of “no 
harm” or “near miss” incidents and acuity harm 
incidents. 


• Workforce sickness absence and recruitment remains a 
cause for concern.  


 
 
Safeguarding Children 


 
• CQC inspection report due to be published on their 


website imminently – designated nurses coordinating 
action plan to be submitted. 
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• DDES Serious Case Review child in custody (out of area 
placement) reported in local press.  


• LSCB online child protection procedures now purchased 
from Tri X. 


• Protected learning sessions will focus on LADO (Local 
Area Designated Officer) referrals, escalation and 
teleconferencing.  


 
Safeguarding Adults 
 


• Briefing sent to all GP surgeries to inform them of 
changes in Deprivation of Liberty Safeguarding (DOLS) 
being referred to coroner – no longer required.  


• Prevent anti-terrorism training to DDES staff complete. 
• CCG Safeguarding team have undergone training to 


assist with the LeDer learning disability mortality 
reviews. 


 
 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting/route 
Formal 
Executive 
Committee 
CQFP 
 
Governing 
Body 
 


Date  
28.04.17 
 
 
 
 
9.5.17 
 


Outcome 
Approved for 
submission to 
Governing Body 
 


 
Supporting documents/ 
Appendices: 


 
Governing Body - Clinical Quality Assurance Report -  April 
2017 


 
 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 
 


() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
  


 
 Does this report impact on the environment/sustainability of the CCG? 
 
 


 


 Does this report have legal implications? 
  


 
 Are there any resource implications – finance and/or staffing as a result of 


this report 
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 Has this report taken into account equality and diversity?  
  


 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP) 
   


 
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
  


 
 Are there any clinical quality/patient safety issues identified in this report? 
  


 
 Does this report impact on any information governance issues? 
  


 
 Other implications 
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Section 1 
 


Schedule of Financial Limits 
 


CCG Financial Limits – April 2017 
 
 
 
 
1 Introduction 
 
The purpose of this paper is to set out the refreshed Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group’s (DDES CCG) financial limits that take 
account of the current structure and to come into effect as soon as approved by the 
Governing Body. These financial limits form an integral element of the financial 
governance arrangements for DDESCCG. 
 
The financial limits will form an appendix to the final version of the CCG’s 
Constitution. 
 
Separate supplementary schedules of individual authorised signatories on specific 
cost centres will be approved by the Chief Clinical Officer in line with the 
authorisation limits outlined below. 
 
 
2 Expenditure Authorisation Limits 
 
2.1 General CCG expenditure (running costs)  (see annex 1) 
 
Note – this relates only to non-healthcare (running costs) expenditure. All 
healthcare commissioning spend is covered in section 2.2 below. 
 
 
Limit 


 
Authoriser 


Over £1m Clinical commissioning group sub-committee / Governing Body 
or 
Chief Clinical Officer and CCG Chair 


        Up to £1m Chief Clinical Officer or Chief Operating Officer  and Chief 
Finance Officer 


 Up to £250k Chief Clinical Officer or Chief Operating Officer or Chief 
Finance  Officer 
 
 
 
 


    


Up to £50k Band 8a - d and above 
Up to £10k Band 7  


 
 


Invoices for less than £250: All invoices for less than £250 in total can be 
authorised by an approved member of the finance team without any further 
authorisation being required by relevant budget holders. 
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2.2 Healthcare Commissioning Invoices (Programme Expenditure) 
Excluding Primary Care expenditure 
 
Note - this incorporates all healthcare commissioned under contract and includes 
any non- recurring expenditure. 
 
Contracts will be agreed at the start of the year and signed off in accordance with 
the limits below.  This will include a schedule of payments to be made under the 
contract and 
related invoices will be processed without further authorisation providing they are 
within 
2.5% of the agreed schedule of payments. 
 
Each March the Chief Clinical Officer will provide the Governing Body with a 
summary of the main healthcare contracts and any changes to these. 
 
Each April/May the Governing Body will be advised of the contracts agreed by the 
CCG and the Executive Committee.  At this time the value of the contracts will also 
be confirmed. 
 
 
Within this framework the following authorisation limits operate, provided the 
contract value remains within the approved budget: 
 
 
Original or annual contract/service level agreement 
 
 
 
Limit 


  CCG 
Authoriser 


 


 
Over £50m 


Chief Clinical Officer  or Chief 
Operating Officer and Chief 
Finance  Officer and Director of  
Commissioning 


 


 
Up to £50m 


Chief Clinical Officer or Chief 
Operating Officer and Chief 
Finance  Officer 
(CCG) or authorised deputies 
within delegated responsibility 


 


Up to £250k Chief Clinical Officer or Chief 
Operating Officer or Chief 
Finance  Officer 
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Contract variations 
 
Any contract variations will be processed in line with the following authorised limits: 
 
 
 
Limit 


 
Authoriser 


 


Between 10% 
and 25% of 
contract baseline 


Governing Body or 
Chief Clinical Officer or 
Chief Operating Officer 
and Chief Finance  
Officer (and then ratified 
at the next Governing 
Body) 


 


Between 5% and 
10% of 
contract baseline 
or over £250,000     


Chief Clinical Officer or Chief 
Operating Officer and Chief 
Finance  Officer 


 


Up to 5% of 
contract baseline 
subject to max of 
£250,000 


Nominated deputy for Chief 
Clinical Officer or Chief 
Operating Officer and 
Chief Finance  Officer or 
authorised deputies within 
limits of their responsibility 


 


 
Other charges / credits on agreed contract values (e.g. over / under 
performance on contract) 
 
Any additional charges / credits on healthcare expenditure will be validated by the 
Director of Commissioning or their support staff be they directly employed or 
provided by commissioning support services. Any charges/credits up to £50k in 
value may be authorised by the Director of Commissioning or their formally 
authorised support staff in accordance with the general expenditure financial limits 
(i.e. by an individual at a band 8a-d level). 
 
Any charges/credits up to £250k in value may be authorised by the Chief Clinical 
Officer or Chief Operating Officer or Chief Finance Officer. Any charges or credits 
over £250k in value will be approved in line with the authorisation limits for general 
expenditure set out in section 2.1 above. 
 
 
 
 
Limit 


 
Authoriser 


Up to £250k Chief Clinical Officer or Chief Operating Officer or Chief 
Finance Officer 
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Up to £50k Director of Commissioning or Chief Finance Officer or 
authorised deputies or authorised member of the 
commissioning support team at Band 8a – d 


 
 
Non Contract Activity 
 
Non contract activity invoices will continue to be validated by the commissioning 
support team  and authorised as follows: 
 
 
Limit 


 
Authoriser 


Up to £250k Chief Clinical Officer or authorised deputy 
Up to £50k Chief Finance Officer or Chief Operating Officer or authorised 


deputy 
 
Any non-contract activity invoices in excess of £250k will be authorised in line 
with the general expenditure limits set out in section 2.1 above. 
 
2.3 Primary Care Commissioning Invoices (Programme Expenditure) 
 
Note – the CCG has applied to take on delegated responsibility for primary care 
expenditure budgets with effect from 1st April 2015. (Co-commissioning)  This 
incorporates all healthcare commissioned under primary care contracts and 
includes any related non- recurring expenditure. 
 
Contracts will be agreed at the start of the year and signed off in accordance with 
the limits shown in section 2.2 above.  This will include a schedule of payments to 
be made under the contract and related invoices will be processed without further 
authorisation providing they are within 2.5% of the agreed schedule of payments. 
 
Each March the Chief Clinical Officer will provide the Governing Body with a 
summary of the main primary care commissioning contracts and any changes to 
these.  
 
Each April/May the Governing Body will be advised of the contracts agreed by the 
CCG and the Executive Committee.  At this time the value of the contracts will also 
be confirmed. 
 
Management of Conflicts of Interest: 
Where CCG Directors or officers identified in section 2.2 have identified a conflict of interest, 
then non-conflicted directors will be required to authorise this expenditure 
 


3. Virements and variations to approved budgets 
 
3.1 Items previously earmarked in CCG reserves 
 
Variations to budgets for items previously earmarked in CCG reserves may be 
authorised, up to the amount earmarked by the Chief Clinical Officer or Chief 
Finance Officer or their nominated representative. 
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3.2 Items not previously earmarked in reserves 
 
Additional allocations to any budgets or service agreements not previously approved 
within reserves may be required to be made from within any available CCG 
contingency 
reserves.  The limits and authorisation for such variations in respect of all 
budgets, contracts and service agreements are as set out in the table 
below. 
 
All items not previously earmarked in reserves with a value in excess of £250k 
will be reported to the audit and assurance committee on a quarterly basis. 
 
Variations to a budget or service agreement in relation to inflation or other 
general / technical adjustment to the cash limit will be authorised by the Chief 
Finance Officer. 
 
 
 
 
Financial limit 


 
Authority 


 
 
 
Up to £3m 


Governing Body or Chief Clinical Officer and CCG Chair  (and 
then ratified at next Governing Body meeting) 


Up to £1m Chief Clinical Officer and Chief Finance  Officer 


Up to £250k Chief Clinical Officer or Chief Operating Officer and Chief 
Finance  Officer 


 
 
 
 
3.3 Virements 
 
Virements between previously approved budgets or service agreements will be 
authorised according to the following limits: 
 
 
Financial limit 


 
Authority 


Up to £5m Governing Body or Chief Clinical Officer and CCG Chair (and 
then ratified at next CCG sub-committee) 


Up to £1m Chief Clinical Officer and Chief Finance  Officer  


Up to £250k Chief Clinical Officer or Chief Operating Officer and Chief 
Finance  Officer 
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Section 2 


SCHEME OF DELEGATION OF OPERATIONAL DECISIONS, 
AUTHORITY AND DUTIES TO OFFICERS OF DURHAM 


DALES, EASINGTON AND SEDGEFIELD CLINICAL 
COMMISSIONING GROUP 


 


Introduction 
 


The table below details the lowest level to which authority is formally delegated by 
the Governing Body of Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group (DDES CCG). Further delegation is only possible with the 
Chief Clinical Officer’s written approval. Before any such approval is granted the 
Chief Clinical Officer will consult with any other senior officers of the CCG as is 
deemed appropriate. 


All arrangements must comply with the CCG’s Constitution and if there is ever any 
decision that may be considered to have a significant and far-reaching 
consequences for the CCG the matter must be reported to the Chief Clinical Officer. 


 


KEY:   CCO  Chief Clinical Officer 
 COO  Chief Operating Officer  
 CFO  Chief Finance Officer 


DoPC  Director of Primary Care, Partnerships and Engagement 
  
 CLL  Clinical Locality Lead 
  
 DoN  Director of Nursing 
 DoC  Director of Commissioning 
  
 MA  Medical Adviser 
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Delegated Authority 


 


 


Authorised officer 


 
1. Responsibility for keeping expenditure 
within a set budget   
 


a) For the total CCG budget 


       
 


 
b) For individual pay and non-pay     


             budgets 
 


d)   For all other areas 
 


 
 
 
 
CCO or authorised deputy as set out 
in Scheme of Financial Limits 
 
 
 
Delegated Budget Manager 
 
 
CFO or appropriate Delegated 
Manager 


 
2. Quotations and Tenders 
 


a) Obtaining competitive quotes for 
goods and/or services up to £10,000 


 
b) Obtaining formal written competitive 


quotations for goods and/or services 
valued between £10,001 and 
£25,000 


 
c) Obtaining tenders for goods and/or 


services with a value in excess of 
£25,000 


 
d) Waiver of quotation or tender 


procedures  
  
 


 
e) Receipt and custody of tenders 


 
f) Opening tenders 


 
 


 
 
 
Delegated Budget Manager 
 
 
 
Director 
 
 
 
 
CFO or COO or CCO with report to 
Executive  Committee 
 
 
Either CCO or CFO together with a 
second Director or Head of Service 
with report to Audit and Assurance 
Committee  
 
 
Two senior officers  
 
 
Designated officer. Referral to CCO if 
necessary. 
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Delegated Authority 


 


 


Authorised officer 


g)  Evaluation of tenders 


 
 
 


CFO to arrange with commissioning 
support procurement team  


3. Non pay revenue/ capital expenditure 
approval limits for order, requisition or 
payment for goods and/or services within 
authorised budget. 


Arrangements mirror the limits set out 
in the section 2 of the Schedule of 
Financial Limits 


4. Capital Schemes 


a)     Selection of architects, quantity 
surveyors, consultant engineers and 
other professional  advisors within 
EU regulations. 


 
b)     Financial monitoring and reporting 


on all capital scheme expenditure 
 
c)  Grant and termination of leases  


 


 


COO or CFO or nominated senior 
officer 


 


CFO or nominated Senior Officer 


 
CCO or COO and CFO  


5. Agreements and licences 


a) Preparation and signature of all 
tenancy agreements/licences  


 
b) Extensions to leases 


 


CFO or nominated officer 


 
CFO or nominated officer 


6. Appointment of staff to new posts 


If aggregate cost in any one year is under 
£30,000 


If aggregate cost in any one year is over 
£30,000 


Booking of bank, locum and agency staff 


 


Budget Manager with delegated 
authority 


COO or CFO 


 
Budget Manager with delegated 
authority 


7. Regulations in respect of existing posts 
and staff in post 


 a)    Authority to fill existing funded 
posts with permanent or temporary 
staff 


 
c) Authority to temporarily appoint staff 


to a post not on the formal 


 
 
 
CCO or COO or CFO 
 
 
CCO or COO or CFO 
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Delegated Authority 


 


 


Authorised officer 


establishment 
 
d) All requests for upgrading or 


regrading to be dealt with according 
to the CCG’s procedures 


 
e) Pay 
 


Authority to complete forms affecting 
new starters, pay, variations and 
leavers 


Authority to authorise overtime 


Authority to authorise travel and 
subsistence 


f) Leave 
Approval of annual leave 
Approval of annual leave carry 
forward up to a maximum of 5 days 
or as defined by conditions of 
service) 
Approval of special leave 
Special leave arrangements:   
Maternity leave paid and unpaid 
Paternity leave 
Leave without pay 
Time-off in lieu 


 
g) Flexi-time leave 


 
h) Sick leave 
      Extension of sick leave on half or 


full pay  


i) Study leave 
      Medical staff study leave 
      All other study leave 
 


j) Removal expenses, rent and house 
purchases 


 
k) Grievance procedure 
 


l) Authorise lease car 


 
 
Per CCG policy 
 
Per CCG policy 
Per CCG policy 
Per CCG policy 
Per CCG policy 
 
COO or CFO 
 
 
 
COO or CFO 
 
Line Manager or responsible director 
 
 
 
Per CCG policy 
Per CCG policy 
 
 
CFO 
CFO 
Per CCG policy 
Per CCG policy 
Per CCG policy 
Per CCG policy 
 
Line manager or responsible director 
 
 
CCO or COO or CFO 
 
 
 
CCO or COO or CFO 
Line Manager 
 
Per CCG policy 
 
Per CCG policy 
 
CFO 
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Delegated Authority 


 


 


Authorised officer 


 
m) Authorised mobile telephone users 
 


n) Redundancy 
 


o) Ill health retirement 
      To initiate 


p) Dismissal 
      


 
CFO or COO 
 
Per CCG policy 
 
CFO or COO 
 
Per CCG policy and procedures 
 


8. Facilities for staff not employed by the 
CCG to gain practical experience ie.   


Professional/clinical work   


Work experience study 


 
 
DoN 
 
DoN or COO 
 


9. Implementation of internal and external 
audit recommendations. 


 


CFO or responsible director 


10. Clinical governance 


 


MA 


11. Maintenance and update of financial 
procedures 


CFO 


12. Condemnation and disposal 


a)     Items obsolete, obsolescent, 
redundant, irreparable or cannot 
be repaired cost effectively 


 
(i) disposal of computer equipment 


and 


      related data storage media 


(ii) disposal of mechanical and 
engineering  plant        


  


 


CFO or authorised deputy 


 


 


13. Losses, write-offs and compensation 


 


In line with DH guidance and 
organisational policy 
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Delegated Authority 


 


 


Authorised officer 


a) Losses and Cash loss due to theft, 
fraud, overpayment & others  


- Up to £50,000 


- Over £50,000 


 
b) Fruitless Payments (including 


abandoned Capital Schemes) 


         Up to £250,000 


c)      Bad Debts and Claims 
abandoned.   


         Up to £50,000 
 
d)     Damage to buildings, fittings, 


furniture and   equipment and loss 
of equipment and property  


         Up to £50,000 
 
 


d) Compensation payments made 
under legal obligation  
Up to £50,000 


e) Extra Contractual payments to 
contractors  


 Up to £50,000 


Ex Gratia payments 


f) Patients and staff for loss of personal 
effects 


Up to £100 


Over £100-£25,000 


g) For clinical negligence up to 
£1,000,000  


(negotiated settlements) 


h) For personal injury claims involving 
negligence where legal advice has 
been obtained and guidance applied.  


 
 
CCO or COO and CFO 
 
CCO or CFO 


 


CCO and CFO then to Audit and 
Assurance Committee  
 
 
CCO and CFO 
 
 
 
 
 
CCO and CFO 
 
 
 
 
CCO or COO and CFO after 
consultation with Governing Body 
Chair 
 


 
Appropriate Director who will inform  
CCO and CFO 
 
 
 
 
 
CCO and CFO 
 
CCO and CFO 
 
 
CCO and CFO 
 
 
 
 
CCO and CFO 
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Delegated Authority 


 


 


Authorised officer 


Up to £1,000,000 (including plaintiff’s 
costs) 


 
i) Other, except cases of mal  


administration where there was no 
financial loss by claimant 


 
j) Write off of NHS Debtors 


 
k) Write off of Non NHS Debtors 


 
l)  Agree out of court settlements up to  


  £10,000 in respect of Employment  
  Tribunal Case 
 


 
 
 
 
CCO and CFO 
 
 
CFO reporting to audit and assurance 
committee 
 
CFO reporting to audit and assurance 
committee 
 
 
CCO upon HR / legal advice 


14. Reporting incidents to the police 


a) Where a criminal offence is 
suspected 


 
(i) criminal offence of a 


violent nature 


 
(ii) other 


 


b) Where a fraud is involved 


 


Manager on call 
 
 
 
 
 
 
 
 
 
 
COO or CFO 


15. Bank Accounts 
 


Maintenance and operation of bank 
accounts 


a) Authorise Transfers and Payable 
Orders 


b) Sign cheques 


 


 
 
CFO or nominated deputy 
 
 
Authorised signatories 
 
Authorised signatories 


16. Petty cash payments: 
 
Expenditure of up to £50 per item 


 
 
Budget Manager 
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Delegated Authority 


 


 


Authorised officer 


 


17. Receiving hospitality 


Applies to both individual and collective 
hospitality receipt items over £10.00 per 
item received. 


 


As per CCG policy 


18. Authorisation of sponsorship deals 
 


CFO or DoN 


19. Authorisation of research projects 
 


MA or DoN 


20. Insurance policies and risk 
management 


- Insurance arrangements 


- Risk management 


 


 
 
 
Head of Corporate Services 
 
CFO 


21. Patients and relatives complaints 


i. Overall responsibility for ensuring 
that all complaints are dealt with 
effectively 


 
ii. Responsibility for ensuring 


complaints relating to a department 
or directorate are investigated 
thoroughly 


 
iii. Medico-Legal Complaints 


       Co-ordination of their   
management 


 


 
 
CCO 
 
 
 
Head of Corporate Services 
 
 
 
 
 
Head of Corporate Services 


22. Press relations 


a) Non-Emergency General Enquiries 


i. Within Hours 


ii. Outside Hours 


 


 


 
CCO or nominated officer 
 
On call Director/Manager 
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Delegated Authority 


 


 


Authorised officer 


b) Emergency 


i. Within Hours 


ii. Outside Hours 


 


 
CCO or nominated officer 
 
On call Director/Manager 
 


23. Review of Health and safety compliance 
with legislative requirements 


 


COO   


24. Review of fire precautions 


 


COO or nominated officer 


25. Review of environmental regulations 
including waste disposal 
 


COO or nominated officer 


26. Review of Data Protection Act 
compliance 


 


COO as SIRO or nominated officer 


27. Review of freedom of Information Act 
compliance and Access to Records  


 


Head of Corporate Services 


28. Records retention  


 


Head of Corporate Services 


29. Review of procedures relating to the 
handling of confidential information in 
compliance with  ‘safe-haven’ procedures in 
EL 92/60  


Head of Corporate Services 


30. Maintenance of a declaration of 
interests register 
 


Head of Corporate Services 


31. Register of use of the official seal 


 


Head of Corporate Services 


32. Maintenance of a hospitality register 


 


Head of Corporate Services 
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Delegated Authority 


 


 


Authorised officer 


33. Fraud Issues 


Monitor and ensure compliance with the 
Secretary of State’s instructions and 
directions and oversee appointment of a 
local counter fraud specialist.  


 


CFO 
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Section 3 
 


1.1 CCG delegated limits to NECS re healthcare contracts – April 2017 


The CCG has used an Integrated Single Financial Environment (ISFE) Ledger system) for all 
healthcare payments from 1st April 2013. 


In the majority of cases, a formal requisition needs to be processed before any payment can 
be made to a provider.  Therefore, in order to reduce the burden of day-to-day transactions, 
it is essential to agree reasonable, realistic boundaries for transactions authorised by NECS 
on behalf of the CCG. 


The delegated limits for NECS staff for the following key areas is as follows: 


Contract Type signed 
contract 
by CCG 


Authorisation 
of requisition 
and 
receipting of 
service on a 
monthly 
basis 
 


Contract  Over / Under 
Performance  


Acute/Community/Mental 
Health/999/PTS/ 
contracts 


Yes - 
Signed 
standard 
NHS 
contract is 
in place, 
which 
includes an 
agreed 
monthly 
payment 
profile 


All requisitions 
can be 
processed by 
contract 
manager in 
line with rules 
as identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 
 


NECS can authorise additional 
payment / credit up to £50,000 
without additional authorisation 
from CCG for each contract. 
Amounts above £50,000 would 
require CCG approval. 
 
 


AQP Yes - 
Signed 
standard 
NHS 
contract is 
in place 
with zero 
activity and 
financial 
value 


All requisitions 
can be 
processed by 
contract 
manager in 
line with rules 
as identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 
 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by CCG. Budgets 
will be reviewed monthly and 
reset where appropriate. 
 
If budget is exceeded, CCG 
approval will be required for 
payment above £50,000 for each 
service line ie AQP Adult Hearing 
(not provider level) 


NCAs including PTS 
NCAs (all other PTS will 
be covered above) 


No signed 
contract in 
place.  
 


Requisition 
not required. 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by the CCG. 
Budgets will be reviewed monthly 
and reset where appropriate. 
 
NCAs with an individual value 
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above £10,000 will require CCG 
approval. 
 
Individual charges below £1,000 
will not be checked and 
processed. 
 
Emergency Air ambulances will 
not require CCG approval up to 
£50,000. 
 
PTS air ambulance/transport 
above £10,000 will require CCG 
approval. 
 


Enhanced Services Yes – 
signed 
enhanced 
service 
agreement 
in place 


All requisitions 
can be 
processed by 
contract 
manager in 
line with rules 
as identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 
 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by CCG. Budgets 
will be reviewed monthly and 
reset where appropriate. 
 
If budget is exceeded, CCG 
approval will be required for 
payment above £50,000 for each 
service line ie minor aliments (not 
provider level) 


Continuing Healthcare 
Agreements 


Yes - 
Signed 
standard 
NHS 
contract is 
in place 
with zero 
activity and 
financial 
value 


All requisitions 
can be 
processed by 
contract 
manager in 
line with rules 
as identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 
 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by the CCG. 
Budgets will be reviewed monthly 
and reset where appropriate. 
 
Individual continuing care 
packages above £50,000 will 
require individual CCG approval 


LA Agreements Yes - 
Signed 
section 256 
in place 
with 
agreed 
payments 
value 


All requisitions 
can be 
processed by 
contract 
manager in 
line with rules 
as identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 
 


n/a 


LA Agreements Yes - All requisitions NECS can authorise additional 


20 
 







Signed 
section 75 
in place 


can be 
processed by 
contract 
manager in 
line with rules 
as identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 


payment / credit up to the overall 
budget agreed by CCG. Budgets 
will be reviewed monthly and 
reset where appropriate. 
 
Only if the section 75 covers 
continuing health care, any 
individual continuing care 
packages above £50,000 will 
require individual CCG approval. 
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Section 4 


 
STANDING FINANCIAL INSTRUCTIONS 
 
1. Introduction 
 
1.1 General 
 
1.1.1 These Standing Financial Instructions (SFIs) are issued in support of the Prime 


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


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


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


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


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


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


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


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


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


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


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


definition will apply to the SFIs: 
 


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


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


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


(a) formulating the financial strategy; 
 


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


that detailed financial procedures and systems incorporating the principles of 
separation of duties and internal checks are prepared, documented and 
maintained to supplement these instructions; and 


 
(c) ensuring that sufficient records are maintained to show and explain the CCG's 


transactions, in order to disclose, with reasonable accuracy, the financial 
position of the CCG at any time. 
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1.2.3.2   Without prejudice to any other functions of the CCG, and employees of the CCG, 
the duties of the Chief Finance Officer include: 


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


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


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


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


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


responsible for: 
   


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


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


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


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


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


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


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


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


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


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


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


 
(d) monitoring compliance with SOs and SFIs; 


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


countering fraud and reviewing the outcomes of counter fraud work; 
 


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


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


providers or functions, which can provide relevant assurances; and 
 


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


 
2.1.2 The minutes of the audit and assurance committee meetings shall be formally 


recorded and submitted to the Governing Body. The Chair of the Committee shall 
draw to the attention of the Governing Body any issues that require disclosure to 
the full Governing Body, or require executive action. The Committee will report to 
the Governing Body annually on its work in support of the Annual Governance 
Statement, specifically commenting on the fitness for purpose of the Assurance 
Framework, the completeness and embedding of risk management in the 
organisation and the integration of governance arrangements. 


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


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


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


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


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


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


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


other irregularities not involving fraud or corruption. 
 


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


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


current  assurance framework guidance issued by the Department of 
Health including for example compliance with control criteria and 
standards; 
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(ii) major internal financial control weaknesses discovered; 
(iii) progress on the implementation of internal audit recommendations; 
(iv) progress against plan over the previous year; 
(v) strategic audit plan covering the coming three years; 
(vi) a detailed plan for the coming year 


 
 
2.2.2 The Chief Finance Officer or designated internal or external auditor is entitled 


without necessarily giving prior notice to require and receive: 
 


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


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


Governing Body or employee of the CCG; 
 


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


 
(d) explanations concerning any matter under investigation. 


 
2.3 Role of Internal Audit 
 
2.3.1 Internal audit is an independent and objective appraisal service within an 


organisation which provides: 
 


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


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


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


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


operations in place to; 
 


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


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


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


internal and external reporting and accountability processes. 
 


2.3.3 The Head of Internal Audit will provide to the audit and assurance committee; 
 


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


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


result of internal audit findings; 
 


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


 
2.6.3 The Accountable Officer has overall responsibility for controlling and coordinating 


security. However, key tasks are delegated to the relevant officer and the appointed 
LSMS. 


 
 
3. Resource Limit Control   
 
3.1.1 The CCG is required by statutory provisions not to exceed its resource limit.  The 


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


 
3.1.2 The Chief Finance Officer will: 


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


 
(b) ensure money drawn from the Department of Health against the financing 


requirement arising from the resource limit is required for approved expenditure 
only, and is drawn down only at the time of need, follows best practice as set 
out in ‘Cash Management in the NHS’; and 


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


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


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


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


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


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


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


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


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


4.2.2 The Chief Finance Officer shall monitor financial performance against budget and 
plan, periodically review them, and report to the Governing Body. 


 
4.2.3 All budget holders must provide information as required by the Chief Finance 


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


delivered on an on-going basis to budget holders to help them manage 
successfully. 


 
4.3 Budgetary Delegation 
 
4.3.1 The Accountable Officer may delegate the management of a budget to permit the 


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


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


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


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


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


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


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


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


These will include: 
 


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


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


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


 
(d) monitoring of management action to correct variances; 


 
(e) arrangements for the authorisation of budget transfers. 


 
4.4.2 Each Budget Holder is responsible for ensuring that: 
 


(a) any likely overspending or reduction of income which cannot be met by virement 
is not incurred without the prior consent of the Governing Body; 


 
(b) the amount provided in the approved budget is not used in whole or in part for 


any purpose other than that specifically authorised, subject to the rules of 
virement; 


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


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


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


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


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


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


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


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


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


in accordance with relevant guidelines and timescales;  
 


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


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


the Audit Commission. The CCG's audited annual accounts must be presented to a 
public meeting and made available to the public.   
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5.3 The CCG will publish an annual report, in accordance with guidelines on local 
accountability, and present it at a public meeting.  The document will comply with 
the NHS Finance Manual. 


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


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


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


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


amount credited to the account except where arrangements have been made; 
and 


 
(d) reporting to the Governing Body all arrangements made with the CCG's bankers 


for accounts to be overdrawn. 
 


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


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


and GBS accounts which must include: 
 


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


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


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


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


regular intervals to ensure they reflect best practice and represent best value for 
money by periodically seeking competitive tenders for the CCG's banking business. 
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6.4.2 Competitive tenders should be sought at least every five years. This review is not 


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


not be made from cash received, except under arrangements approved by the 
Chief Finance Officer. 


 
7.4.4 The holders of safe keys shall not accept unofficial funds for depositing in their 


safes unless such deposits are in special sealed envelopes or locked containers.  It 
shall be made clear to the depositors that the CCG is not to be held liable for any 
loss, and written indemnities must be obtained from the organisation or individuals 
absolving the CCG from responsibility for any loss. 


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


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


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


 - This section: Legislation and Policy Framework, referring to the main 
requirements of law and policy.  This section is not definitive and other 
guidance may also be applicable to any decision or procurement (SFIs 8.1 to 
8.3 inclusive); 


 
-    The decision to tender and exceptions to the requirements to  
      tender (SFI 8.4 to 8.5); 
 
-    Tendering Procedure, where a decision is made to tender pursuant  
      to SFI 8.4 and SFI 8.5 (SFI 8.6); 
 
-    Quotations where no tender process (SFI 8.7); 
 
-    Evaluation of tenders and quotations (SFI 8.8); 
 
-    Award of contracts (SFI 8.9); 
 
-    Form of contract (SFI 8.10) and compliance requirements (SFI 8.11); and 
 
-    Specific requirements in respect of disposals and funds held in trust (SFI 8.12 to 


8.12 inclusive). 
 


 
8.2 Legislation Governing Public Procurement 
 
8.2.1 The CCG shall comply with the Public Contracts Regulations 2015 (the 


“Regulations”) and any EU Directives relating to EU procurement law having direct 
effect in England (the “Directives”) and any other duties derived from the EU Treaty 
(“Treaty Obligations”) and any duties derived from the UK common law (“Common 
Law Duties”) (the Regulations, Directives, Treaty Obligations and Common Law 
Duties together are referred to elsewhere in these Standing Financial Instructions 
as “Procurement Legislation”).  The Procurement Legislation as from time to time 
amended shall have effect as if incorporated in the SOs and SFIs.  For the  
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procurement of healthcare services the NHS (Procurement, Patient Choice & 
Competition) Regulations (2) 2012 (‘the PPCC Regulations’)  
 


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


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


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


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


Health or NHS England in relation to the conduct of procurement practice and the 
commissioning of health care services.  They should also demonstrate compliance 
with the ‘Light Touch Regime’ (LTR) of ‘the Regulations’ for contracts above the 
threshold. (Currently £589,148) and comply with the PPCC Regulations for all 
healthcare services contracts. 


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


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


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


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


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


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


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


services; and 
 


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


 
8.4.2 Commissioning Health Care Services: Decision to Tender 
 
8.4.2.1 Health care services are subject to the LTR of the Regulations. 
 
8.4.3 Exceptions and instances where formal tendering need not be applied 
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8.4.3.1 Where a contract opportunity is required to be tendered under SFI 8.4.1, such 
contract opportunities need not be advertised and tendered and formal tendering 
procedures need not be applied where: 


 
(a) do not exceed the EU limit of 200,000 euros (currently equivalent to £164,176 


for services (non-healthcare) and supplies); 
 


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


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


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


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


 
(e) a consortium arrangement is in place and a lead organisation has been 


appointed to carry out tendering activity on behalf of the CCG. 
 
8.4.4 Formal tendering procedures may be waived in the following circumstances: 
 


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


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


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


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


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


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


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


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


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


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


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


(i) cannot for technical or economic reasons be carried out separately from 
the works or services under the original contract without major 
inconvenience to the CCG; or 


(ii) can be carried out or provided separately from the works or services 
under the original contract but are strictly necessary to the latest stages 
of performance of the original contract; 
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 provided that the value of such additional works or services does not exceed 
50% of the value of the original contract; 


 
(f) for the provision of legal advice and/of services provided that any provider of 


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


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


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


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


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


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


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


opportunity for a new health care service or a significantly changed health care 
service then the CCG shall consider such proposal at a meeting of the Governing 
Body ensuring the decision is compliant with the LTR of the Regulations and PPCC 
Regulations 


 
8.4.6 Contracts which subsequently breach thresholds after original approval not 


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


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


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


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


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


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


(b) the framework agreement includes the CCG’s requirement within its scope.  The 
CCG should satisfy itself that this is the case; 


 
(c) where the framework agreement is a multi-operator framework  agreement, the 


process for the selection of providers to be awarded call-off contracts under the 
framework agreement is followed; and  


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


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


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


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


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


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


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


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


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


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


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


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


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


 
8.6.3.2 In all other cases the CCG shall utilise a tender procedure proportionate to the 


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


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


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


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


 
8.6.4.2 All invitations to tender shall state that no tender will be accepted unless all tender 


documents are submitted via the eTendering portal in accordance with the tender 
instructions by the specified date and time.  
 


 
8.6.5 Receipt and safe custody of tenders 
 
8.6.5.1 Where an electronic tendering package is used the tender documents will be stored 


in the electronic mailbox until the closing date and time.  An audit log within the e-
tendering system will record the data and time the offer documents are received. 


 
8.6.6 Opening tenders and Register of tenders 
 
8.6.6.1 As soon as practicable after the date and time stated as being the latest time for the 


receipt of tenders, they shall be opened by two senior managers designated by the 
Accountable Officer (who may not be from the Originating Department).  Where an 
electronic tendering package is used the tender documents will be opened 
electronically by two officers independent from the originating department.  


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


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


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


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


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


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


 
8.6.6.5 When using an electronic tendering package the details of the persons opening the 


documents will be recorded in the audit trail together with the date and time of the 
document opening. 


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


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


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


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


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


 
(d) the persons present at the opening; 


 
(e) the price shown on each tender; and 


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


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


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


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


are not sufficient to demonstrate competition (for example, because their numbers 
are insufficient or any are amended, incomplete or qualified) no contract shall be 
awarded without the approval of the Accountable Officer. 


 
8.6.7.2 Where only one tender is sought and/or received, the Accountable Officer and Chief 


Finance Officer shall, as far practicable, ensure that the price to be paid is fair and 
reasonable and will ensure best value for the CCG. 


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


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


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


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


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


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


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


activity carried out through dynamic purchasing systems and electronic auctions if 
such mechanisms are to be utilised by the CCG for tendering any contract 
opportunity. 


 
8.7 Quotations: competitive and non-competitive 
 
8.7.1 General position on quotations  
 
8.7.1.1 Subject to SFI 8.7.1.2 and SFI 8.7.1.3 below, competitive quotations are required 


for all contract opportunities where formal tendering procedures are not adopted 
and where the intended expenditure or income exceeds, or is reasonably expected 
to exceed £25,000 but not exceed the EU limit of 200,000 euros (currently 
equivalent to £164,176). 


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


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


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


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


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


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


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


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


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


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


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


where formal tendering procedures are not adopted and where competitive 
quotations are not required. 


 
8.7.4 Quotations to be within Financial Limits 
 
8.7.4.1 No quotation shall be accepted by the CCG which will commit expenditure in 


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


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


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


competitive quotation choose to adopt the most economically advantageous tender, 
based on criteria linked to the subject matter of the contract opportunity including 
but not limited to some or all of:  


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


 


8.8.3 Each invitation to tender or invitation to supply a competitive quotation must state 
the evaluation criteria to be used to evaluate the tender or quotation and the relative 
weightings of each such criteria.  


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


aspects of his/her tender before the award of a contract will not disqualify the 
tender. 


  
8.9.1.2 Incomplete tenders (i.e. those from which information necessary for the adjudication 


of the tender is missing) and amended tenders (i.e. those amended by the tenderer 
upon his own initiative either orally or in writing after the due time for receipt) should 
be dealt with in the same way as late tenders.  


 
8.9.1.3 Where examination of tenders reveal errors which would affect the tender figure, 


the tenderer may be given details of such errors and afforded the opportunity of 
confirming or withdrawing his offer. 


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


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


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


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


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


  
8.9.2 Authorisation of tenders and competitive quotations  
 


8.9.2.1 Providing all the requirements set out in these SFI have been fully complied with, 
formal authorisation and awarding of a contract may be decided in accordance with 
the approved delegated financial limits at set out in the CCG’s Scheme of 
Delegation. 


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


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


only.  Regular summary reports of completed tender and quotation exercises will be 
reported regularly to the audit and assurance committee. 


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


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


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


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


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


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


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


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


 
8.11 Compliance requirements for all contracts  
 
8.11.1 The CCG may only enter into contracts within the statutory powers delegated to it 


by the Secretary of State or otherwise derived from statute and each such contract 
shall:  


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


and all other statutory provisions;  
 


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


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


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


basis on which tenders or quotations were invited; 
 


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


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


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


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


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


accordance with the supplies policy of the CCG; 
 


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


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


should be dealt with in accordance with the relevant contract. 
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8.13 Applicability of SFIs on tendering and contracting to funds held in trust  
 
8.12.1 These Instructions shall not only apply to expenditure from exchequer funds but 


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


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


the resident population.  This will require the CCG to work in partnership with NHS 
England, local NHS CCGs and FTs, local authority, users, carers and the voluntary 
sector and social enterprise to develop an annual operational plan. 


 
9.2 Role of the Accountable Officer 
 
9.2.1 The Accountable Officer is responsible for ensuring the CCG enters into suitable 


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


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


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


 
(a) are commissioned in accordance with these SFIs; 


 
(b) meet the standards of service quality expected; 


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


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


 
(e) fit the NHS National Performance Assessment Framework; 


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


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


 
(h) are based upon cost-effective services. 


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


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


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


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


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


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


44 
 







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


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


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


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


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


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


 
10.1.2 The committee will: 
 


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


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


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


terms; 
 


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


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


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


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


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


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


Accountable Officer for the setting of remuneration and conditions of service for 
those employees and officers not covered by the committee. 
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10.2 Funded Establishment 
 
10.2.1 The manpower plans incorporated within the annual budget will form the funded 


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


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


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


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


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


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


for the determination of commencing pay rates, condition of service, etc, for 
employees. 


 
10.4 Processing Payroll 
 
10.4.1 The Chief Finance Officer is responsible for: 
 


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


 
(b) the final determination of pay and allowances; 


 
(c) making payment on agreed dates; and 


 
(d) agreeing method of payment. 


 
10.4.2 The Chief Finance Officer will issue instructions regarding: 
 


(a) verification and documentation of data; 
 


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


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


security and other authorised deductions from pay; 
 


(d) security and confidentiality of payroll information; 
 


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


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


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


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


 
(i) procedures for the recall of cheques and bank credits; 
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(j) pay advances and their recovery; 


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


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


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


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


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


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


Finance Officer’s instructions and in the form prescribed by the Chief Finance 
Officer;  


 
(c) submitting termination forms in the prescribed form immediately upon knowing 


the effective date of an employee's or officer’s resignation, termination or 
retirement.   


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


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


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


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


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


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


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


 
11.1.2 The Accountable Officer will set out: 
 


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


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


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


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


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


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


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


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


 
11.2.3 The Chief Finance Officer will: 
 


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


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


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


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


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


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


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


 
(ii) Certification that: 


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


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


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


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


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


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


all necessary authorisations have been obtained; 
 
- the account is arithmetically correct; 
 
- the account is in order for payment.  
 


(iii) A timetable and system for submission to the Chief Finance Officer of 
accounts for payment; provision shall be made for the early submission 
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of accounts subject to cash discounts or otherwise requiring early 
payment; 


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


accounts within the finance department. 
 


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


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


instances: 
 


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


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


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


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


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


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


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


 
 


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


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


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


conditions of trade. 
 


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


limits specified by the Chief Finance Officer and that: 
 


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


 
(b) they comply with the requirements of SFI 8 (Tendering and Contract 


Procedure); 
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(c) where consultancy advice is being obtained, the procurement of such advice 
must be in accordance with guidance issued by the Department of Health or 
NHS England; 


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


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


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


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


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


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


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


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


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


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


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


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


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


financial thresholds; 
 


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


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


invoices are notified to the Chief Finance Officer; 
 


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


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


Officer. 
 


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


 
11.6 Joint Finance Arrangements with Local Authorities and Voluntary Bodies   
 
11.6.1 Payments to local authorities and voluntary organisations made under the powers 


of section 256 of the NHS Act 2006 shall comply with procedures laid down by the 
Chief Finance Officer which shall be in accordance with the Act and any relevant 
directions issued by the Secretary of State. 
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12. Capital Investment, Fixed Asset Registers and Security of 


Assets 
 
12.1 Capital Investment 
 
12.1.1 The Accountable Officer: 
 


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


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


ensuring that schemes are delivered on time and  to cost;  
 


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


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


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


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


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


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


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


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


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


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


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


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


 
(a) specific authority to commit expenditure; 


 
(b) authority to proceed to tender; 


 
(c) approval to accept a successful tender . 
 


12.1.7 Where relevant, the Accountable Officer will issue a scheme of delegation for 
capital investment management in accordance with concode/estatecode and the 
NHS Capital Accounting Manual guidance and the CCG's Standing Orders. 
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12.1.8 The Chief Finance Officer shall issue procedures governing the financial 
management, including variations to contract, of capital investment projects and 
valuation for accounting purposes. 


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


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


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


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


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


budget holder and be validated by reference to: 
 


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


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


appropriate overheads;  
 


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


 
12.2.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value 


must be removed from the accounting records and each disposal must be validated 
by reference to authorisation documents and invoices (where appropriate). 


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


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


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


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


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


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


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


 
12.3 Security of Assets 
 
12.3.1 The overall control of fixed assets is the responsibility of the Accountable Officer. 
 
12.3.2 Asset control procedures (including fixed assets, cash, cheques and negotiable 


instruments, and also including donated assets) must be approved by the Chief 
Finance Officer.  This procedure shall make provision for: 


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


recorded; 
 
(f) identification and reporting of all costs associated with the retention of an asset; 


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


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


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


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


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


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


 
12.3.6 Where practical, assets should be marked as CCG property. 
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13. Stores and Receipt of Goods 
 
13.1 General position 
 
13.1.1 Stores, defined in terms of controlled stores and departmental stores (for immediate 


use) should be: 
 


(a) kept to a minimum; 
 


(b) subjected to annual stock take; and 
 


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


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


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


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


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


stores including records for receipt of goods, issues and returns to stores and 
losses. 


 
13.2.4 Stocktaking arrangements shall be agreed with the Chief Finance Officer and there 


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


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


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


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


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


Payments 
 
14.1 Disposals and Condemnations 
 
14.1.1 The Chief Finance Officer must prepare detailed procedures for the disposal of 


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


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


 
14.1.3 All unserviceable articles shall be: 
 


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


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


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


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


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


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


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


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


 
14.2.3 The Chief Finance Officer must notify the LCFS and the external auditor of all 


frauds. 
 
14.2.4 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, 


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


(a) the Governing Body, and 
 


(b) the external auditor. 
 


14.2.5 Within limits set by the Department of Health or NHS England, the Audit and 
assurance committee shall approve the writing-off of losses; on behalf of the 
Governing Body. 
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14.2.6 The Chief Finance Officer shall be authorised to take any necessary steps to 
safeguard the CCG's interests in bankruptcies and company liquidations. 


 
14.2.7 For any loss, the Chief Finance Officer should consider whether any insurance 


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


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


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


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


computerised financial data of the CCG, shall: 
 


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


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


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


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


separated from development, maintenance and amendment; 
 


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


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


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


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


Publication Scheme, or adopt a model publication scheme approved by the 
Information Commissioner.  A publication scheme is a complete guide to the 
information routinely published by a public authority. It describes the classes or 
types of information about the CCG that we make publicly available.   


 
15.1.4 The CCG shall have a named Caldicott Guardian who will ensure that Caldicott 


principles for the security and use of patient information are implemented and that 
Data Protection and Subject Access legislation are complied with. 
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15.2 Responsibilities and duties of other Officers in relation to computer systems 
of a general application 


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


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


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


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


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


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


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


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


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


 
15.4 Requirements for computer systems which have an impact on corporate 


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


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


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


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


(c) relevant staff have access to such data;  
 


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


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


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


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


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


 
17.2 The Accountable Officer shall: 
 


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


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


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


 
17.3 The Chief Finance Officer shall: 
 


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


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


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


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


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


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


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


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


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


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


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


 
18.2 The records held in archives shall be capable of retrieval by authorised persons. 
 
18.3 Records held in accordance with NHS Code of Practice – Records Management 


2006, shall only be destroyed at the express instigation of the Accountable Officer. 
Detail shall be maintained of records so destroyed. 
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19. Risk Management and Insurance  
 
19.1 Programme of Risk Management 
 
19.1.1 The Accountable Officer shall ensure that the CCG has a programme of risk 


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


 
19.1.2 The programme of risk management shall include: 
 


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


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


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


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


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


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


review; 
 


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


(g) arrangements to review the risk management programme. 
 


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


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


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


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


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


 
(a) for insuring motor vehicles owned by the CCG including insuring third party 


liability arising from their use; 
 


(b) where the CCG is involved with a consortium in a Private Finance Initiative 
contract and the other consortium members require that commercial insurance 
arrangements are entered into;   
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(c) where income generation activities take place. Income generation activities 
should normally be insured against all risks using commercial insurance. If the 
income generation activity is also an activity normally carried out by the CCG for 
a NHS purpose the activity may be covered in the risk pool.  Confirmation of 
coverage in the risk pool must be obtained from the NHS Litigation Authority. In 
any case of doubt concerning a CCG’s powers to enter into commercial 
insurance arrangements the Chief Finance Officer should consult the 
Department of Health or NHS England. 


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


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


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


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


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


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


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






 


COUNTY DURHAM AND DARLINGTON ORGANIC BED EVALUATION – JANUARY 2017 


1. PURPOSE OF REPORT 
 
The purpose of the report is to present to the Overview and Scrutiny Committees (OSCs) and CCGs within County Durham and Darlington the 
evaluation of the organic bed changes which were implemented in August 2016.   
 


2. BACKGROUND 


Tees Esk and Wear Valleys NHS FT (TEWV) submitted a proposal to Commissioners and OSCs in Q4 2015/16 to reconfigure organic inpatient wards 
in County Durham and to reduce from 3 wards (of 10 beds each) to 2 wards (of 15 beds each).  The proposal included 3 options for the location of the 
two wards.  Following public consultation which ended on 28 March 2016 the OSC and CCGs confirmed in June 2016 the option to site both wards at 
Auckland Park Hospital (APH) in Bishop Auckland and close Picktree ward at Lanchester Road Hospital, Durham.   This was the clinically preferred 
option as it meant that separate wards for men and women could be provided in the better physical environment in terms of the ward size and made 
the most efficient use of clinical time and provides a concentration of clinical expertise and resources based on one site.  The preferred option 
recognised the impact on patients from North Durham and Easington and the further travel for them and their family/carers.   The Trust was requested 
by Durham OSC to develop a mitigation plan to address the following specific issues: 


• The option of choice for each admission to  be discussed with patients and carers to include Northumberland, Tyne and Wear NHS Foundation 
Trust (NTW NHS FT) and Gateshead NHS Foundation Trust (Gateshead NHS FT) as well as TEWV  


• TEWV to mitigate the impact of excess travel for family/carers in North and North East Durham 
• To agree to evaluate the change after 6 months and report to the CCGs and OSCs. 
• CCGs requested an update on existing community services available for patients in North Durham and this was provided at that time (as 


embedded documents within the implementation plan).  
 


3. EVALUATION  


The move to 2 wards was implemented from 1 August 2016. The evaluation covered the period August 2016 – end December 2016 (unless where 
indicated*).  The following indicators and qualitative information was used to inform the evaluation.  


• Choice (* 3 months Oct – end Dec 16)  - this reflects the time that  was required to clarify the process and detail of arrangements with other 
provider trusts. 
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• Travel 
• Number of admissions 
• Mean and median length of stay  (* YTD 16/17) 
• Readmissions within 30 days  
• Staffing – use of additional flexible staffing 
• Feedback from families, carers 


The table below provides the further detail of the evaluation: 


CRITERIA AND INFORMATION  IMPACT 
 
Choice  


 
Information in respect of Choice was provided from 1st October 2016 to 31st December 2016.   This reflects the time 
that was required to clarify the process and detail of arrangements with other provider trusts. The leaflet that was 
developed for patient/family/carers is embedded below.   The CCGs and OSCs  will be aware that the mitigation plan 
highlighted that the majority of admissions are unplanned and subject to the MH Act  and the plan outlined the 
processes to be followed for planned and unplanned admissions. The mitigation plan explained that choice will be 
dependent upon bed availability at the time of admission within Northumberland Tyne Wear NHS FT or Gateshead 
NHS FT if this is their choice.  Since then Gateshead NHS FT advised that they were unable to support the offer of 
choice to their wards. 
 
We had 15 patients admitted in this period from North and North East Durham (10 males, 5 females): 14 of these 
were offered choice, 1 was awaiting admission to a specialist bed at Walkergate, Newcastle. 13 declined and wished 
to remain at AP.  In the additional case Gateshead Hospital would have been preferred but we were not able to 
consider, therefore admission to the unit at Monkwearmouth was offered but the patient and family elected to stay at 
Auckland Park Hospital.  The protocol is being followed  for unplanned admissions in that ward staff discuss with 
families within 24 hours where possible. 
 
Attached – Auckland Park Hospital – choice on admission 
 
  


 
Travel  


 
Travel claims from 1st August 2016 to 31st December 2016 : Total number of patients admitted from North Durham – 
29 (16 males, 13 females) 
 
Total number offered travel support 22,  of these: 
Total number people claiming 10:  Taxis 7, Mileage claims 3 (One further mileage claim was given but not 
submitted), 1 train (claim form not submitted), No Claims have been refused 
Total number declining  10   
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A total of 66 return taxi journeys were provided by the Trust’s taxi provider at a cost of £3,931. The provision of taxi 
journeys was entirely according to the needs of the individual carers and the admission of the patient and ranged 
from 4 to 23 return journeys. Expenses for the use of private cars to travel to hospital visits totalled £1,114 cost. 
 
Total number not offered travel assistance 7, of these: 


1 patient transferred and discharged to Acute hospital within 24 hours of admission  
1 patient and family lived closer to Auckland Park Hospital then Lanchester Road Hospital 
4 patients had no visits as either no contact with family (n=2), no local family or visitors (n=2)  
1 patient who has been discharged we can find no documented evidence of offering family travel assistance, 
we have since contacted the family and agreed to support a retrospective mileage claim 


 
 
The leaflet for patient and carers is shown below:  
 
Attached – Auckland Park Hospital – excess travel support for carers 
 
 
The ward continues to offer maximum flexibility in visiting times which will enable carers’ flexibility to visit their relative 
without time constraints often placed by other wards. The visiting times are from 10am – 8pm and if visitors need to 
visit outside these times this can be discussed with the ward manager. 
 
Within each ward visitors have the use of a computer to be able to use services such as skype to maintain contact.  It 
has not been used in the evaluation period but an account is active for a current inpatient. 
 


 
NUMBER OF ADMISSIONS  


 
Although the reconfiguration did not alter the number of organic beds we have included activity information to 
evaluate the level of admissions and to ensure we are able to meet demand.  
During the evaluation period there were 60 patients from County Durham and Darlington who were admitted to 
Auckland Park (AP).   Within the Consultation document the analysis of admissions for 12 months ending August 
2015 showed 149 admissions.  The level of admissions has continued to remain stable (12 month forecast outturn 
144). 
 
Shown below is further detail of the patients admitted from specific local areas of County Durham: 
 
Derwentside: 5 
Durham City: 6 
Chester le Street: 10 
Easington: 8  
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Durham Dales:  14 
Sedgefield:  13 
Darlington 6      
 


 
AVERAGE AND MEDIAN 
LENGTH OF STAY  


 
We have included this in the evaluation to see if there has been any change in the average or median (middle) length 
of stay, in particular for patients in North Durham who have had to travel further when admitted.  Although we have 
put in place arrangements to ensure that patients’ family/carers can visit them regularly as we know this is an 
important factor in patients’ improvement, therefore we wanted to evaluate to ensure that there has been no 
significant adverse impact in terms of their length of stay. 
 
When we compare the average and median length of stay (YTD end Dec 16) with the previous years we see there 
has been no increase in average or median length of stay.  We are also aware of LA proposals to reorganise their 
social worker provision to have a dedicated post for AP which will further support prompt transfer of care.  
 
AVERAGE AND MEDIAN LENGTH OF STAY  - SHOWN SEPARATELY BY WARD AND CCG  
 


 AVERAGE LENGTH OF STAY MEDIAN LENGTH OF STAY 
 14/15 15/16 16/17  YTD 14/15 15/16 16/17 YTD 
DARLINGTON 
CCG 
 


70 58 44 45 48 39 


DDES CCG  
 


59 66 48 31 56 43 


NORTH DURHAM 
CCG  


61 52 48 59 51 34 


 
HAMSTERLEY 
 


59 60 48 34 51 44 


CEDDESFELD 
 


68 60 46 40 48 26 


PICKTREE  62 59 Ward 
closed 1 
August 


61 56 Ward closed 1 
August 
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Readmissions  In this period there were no readmissions of patients who had been discharged from either Hamsterley or Ceddesfeld 
wards in the previous 30 days.  This demonstrates that the discharge planning and support provided by community 
services has been effective in maintaining the patient in their home.  


Staffing   
The evaluation looked at whether the requirement for flexible staffing (eg staff to meet the need for patients on 
enhanced observations) has changed since the move to 2 single gender wards.  The information on flexible staffing 
for organic inpatient wards in years prior to 2016/17 when there were 3 wards including 1 mixed sex ward showed 
that the expenditure for additional observations was higher for Picktree ( the mixed sex ward) than the total for 
Hamsterley and Ceddesfeld wards. Prior to the reconfiguration of the organic wards in the current financial year 
2016/17 the additional flexible staffing for observations for Picktree was £66k and was £35k in total for Hamsterley 
and Ceddesfeld at that point.  At 31 December 2016 the additional cost of flexible staffing to cover observations was 
£80k in total for Hamsterley and Ceddesfeld which is reasonably in line with the two previous years.   
 
As a result of the changes we have introduced 1wte consultant for each ward, whereas previously there were 4 
different consultants over 3 wards with community and inpatient responsibility.  The dedicated ward consultant 
provides improved clinical leadership for the ward team.  
 
The provision of organic wards on one site has reduced travel time between sites for staff and allows further time to 
provide input to the wards. This has a positive impact on the additional direct clinical time that the physical health 
advanced practitioner can spend on the wards up to the equivalent of an additional 12 working days per year.  This 
level of additional clinical time is available to other posts supporting organic wards such as the activities coordinator 
who no longer has to travel between sites.  
 


Feedback from patient, family, 
carer(s) 


 
The Friends and Family Test (FFT) scores 6 months ending Dec 16  for both wards show that 100% of respondees 
rated their care as excellent.   The lowest rating was in respect of things to do on the ward with responses ranging 
from 32% to 67% saying they were enough things to do.  The established programme of activities is displayed 
prominently on each ward and the ward staff will ensure visitors are aware of this to encourage their involvement if 
they wish.       
Carers:  100% of carers rated as excellent  their ’involvement in  decisions about care & treatment of the person you 
care for’.  (This is based on 2 months information only as there were technical issues with the FFT devices during 
this period).    The ward staff have also used the FFT feedback to identify team objectives. 
 
During this period there has been no informal or formal complaints from D&D families.   A number of positive 
comments are shown below: 
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Hamsterley 
 
‘Make me feel as though someone cares.’ 
 
‘You are a bridge over troubled waters to help with my loneliness and anxieties.’ 
 
‘All the staff are very good here and affectionate.’ 
 
‘You definitely can not do anything better that what you do.’ 
 
Ceddesfeld 
 
‘Care very good and lovely staff who are always friendly.’ 
 
‘Pleased with the taxi service due to Picktree closure, it helped me a lot as I didn’t have to rely on family and could 
visit independently.’ 
 
‘The staff are fantastic.’ 
 
‘Thank you all so much for the care you have given my dad.’ 
 
Evaluation of other actions identified in the mitigation plan are: 
 
While we haven’t had any concerns raised with car parking at AP we recognise this is an issue we need to address 
and will introduce 2 dedicated spaces at AP for patients and carers.  
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