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Summary of the review  
 
 
This report records the findings of the review of health services in safeguarding and 
looked after children services in County Durham. It focuses on the experiences and 
outcomes for children within the geographical boundaries of the local authority area 
and reports on the performance of health providers serving the area including 
Clinical Commissioning Groups (CCGs) and Local Area Teams (LATs). 
 
Where the findings relate to children and families in local authority areas other than 
County Durham, cross-boundary arrangements have been considered and 
commented on. Arrangements for the health-related needs and risks for children 
placed out of area are also included. 
 
 
 
About the review  
 
 
The review was conducted under Section 48 of the Health and Social Care Act 2008 
which permits CQC to review the provision of healthcare and the exercise of 
functions of NHS England and Clinical Commissioning Groups. 
 
• The review explored the effectiveness of health services for looked after children 


and the effectiveness of safeguarding arrangements within health for all children.  
 


• The focus was on the experiences of looked after children and children and their 
families who receive safeguarding services. 


 


• We looked at: 
o the role of healthcare providers and commissioners. 
o the role of healthcare organisations in understanding risk factors, identifying 


needs, communicating effectively with children and families, liaising with other 
agencies, assessing needs and responding to those needs and contributing 
to multi-agency assessments and reviews.  


o the contribution of health services in promoting and improving the health and 
wellbeing of looked after children including carrying out health assessments 
and providing appropriate services. 


 


• We also checked whether healthcare organisations were working in accordance 
with their responsibilities under Section 11 of the Children Act 2004. This 
includes the statutory guidance, Working Together to Safeguard Children 2015.  
 


• Where we found areas for improvement in services provided by NHS but 
commissioned by the local authority then we will bring these issues to the 
attention of the local public health team in a separate letter. 
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How we carried out the review  
 
 
We used a range of methods to gather information both during and before the visit. 
This included document reviews, interviews, focus groups and visits. Where possible 
we met and spoke with children and young people. This approach provided us with 
evidence that could be checked and confirmed in several ways.  
 
We tracked a number of individual cases where there had been safeguarding 
concerns about children. This included some cases where children were referred to 
social care and also some cases where children and families were not referred, but 
where they were assessed as needing early help and received it from health 
services. We also sampled a spread of other such cases. 
 
Our tracking and sampling also followed the experiences of looked after children to 
explore the effectiveness of health services in promoting their well-being.  
 
In total, we took into account the experiences of 121 children and young people. 
 
 
 
Context of the review  
 
 
Most of County Durham residents are registered with a GP practice that is a member 
of NHS Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
population 281,249 (53.2%) which covers a huge geographical area and includes 
some of the most deprived communities in England and some of the most rural 
areas of the country. There are significant challenges to delivering healthcare in the 
more rural areas. The population also faces higher than average unemployment 
rates, severe deprivation, poor housing and isolation in many of the rural 
communities, all of which contribute to the significant health inequalities across the 
CCG and a complex health profile. At least 50% of the population in this CCG area 
has at least one long term condition. 
 
NHS North Durham CCG with 239,155 population (45.2%) operates in the North of 
the county and includes the conurbation of the City of Durham plus Chester-le-
Street, Consett, Lanchester. This CCG hosts the safeguarding service for both 
CCGs. 
 
Durham Dales, Easington and Sedgefield CCG (DDES CCG) commissions County 
Durham and Darlington NHS Foundation Trust (CDDFT) to provide acute based 
services and midwifery (North Durham Clinical Commissioning Group, NDCCG, also 
holds a contract as an associate commissioner). 
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DDES CCG also commissions acute and midwifery services from North Tees and 
Hartlepool NHS Foundation Trust (NTHFT) for residents of East Durham.  
 
DDES CCG and NDCCG commission speech and language therapy (SALT) and 
paediatric occupational therapy services from North Tees and Hartlepool NHS 
Foundation Trust for the whole of County Durham. 
 
DDES CCG commissions acute services from City Hospitals Sunderland (CHS) for 
residents in the Easington locality this includes a community midwifery team in 
Seaham (not visited as part of this review). 
 
NDCCG commissions mental health and learning disability services for children and 
adults from Tees, Esk and Wear Valleys NHS Foundation Trust. (DDES CCG has a 
contract with the same provider as an associate commissioner). 
 
DDES CCG as lead commissioner commissions the looked after children’s health 
team and medical advisor provision to fostering and adoption processes. These staff 
are employed by CDDFT. 
 
The public health department of Durham County Council (Local Authority) 
commissions health visiting and school nursing to undertake review health 
assessments for looked-after children. The public health department of Durham 
County Council also commissions the 0-19 health child pathway which is provided 
by Harrogate and District NHS Foundation Trust. 
 
Durham County Council commissions the Full Circle service to provide therapeutic 
input in respect of emotional support and attachment issues. Some of the staff in Full 
Circle are employees of TEWV. 
 
The public health department of Durham County Council commissions the 
contraception and sexual health services. These services are provided by CDDFT. 
 
Substance and alcohol misuse services for adults and young people are 
commissioned by the public health department of Durham County Council and 
provided by Lifeline - a registered charity. 
 
The adult sexual assault referral centre (SARC) is commissioned by NHS England 
and is provided by Durham Constabulary. Durham County Council public health 
contributes to the costs of commissioning of the SARC. Children’s acute sexual 
assault service is provided by the Northern Paediatric Forensic Network based at the 
Great North Children’s Hospital in Newcastle Hospitals NHS FT and the historic child 
sexual abuse service is provided by CDDFT. (These services were not visited as 
part of this CLAS review). 
 
NDCCG host the 3 x 0.6 designated nurses for safeguarding and looked after 
children on behalf of three local CCGs (ND CCG, DDES CCG and Darlington CCG). 
One nurse is aligned to each CCG but they cover in each other’s absence. 
 
The designated doctors for safeguarding children, looked after children and child 
death are commissioned by ND CCG from CDDFT (3 different consultants). 







Review of Health services for Children Looked After and Safeguarding in County Durham 
  Page 6 of 53 


Both NDCCG and DDES CCG employ named GPs for 3 sessions each. 
 
The County Durham joint Ofsted/CQC inspection of safeguarding and services for 
looked after children (SLAC) took place in November - December 2011 (published in 
January 2012). The inspection findings for health were as follows: The contribution 
of health agencies to keeping children and young people safe – Good and Being 
Healthy – Good. 
 
Recommendations from that inspection were encompassed by the lines of enquiry 
for this CLAS review. 
 
 
 
The report  
 
 
This report follows the child’s journey reflecting the experiences of children and 
young people or parents/carers to whom we spoke, or whose experiences we 
tracked or checked. A number of recommendations for improvement are made at the 
end of the report. 
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What people told us  
 
 
We heard from foster carers; 
 
One carer said she felt exceptionally lucky to have a good health visitor in the 
Seaham area, who has been there a long time and is very thorough.  
 
“We are so lucky to have her; she is thorough and understands the needs of the 
children in our care as well as our needs as carers”.  “Initial health assessments are 
good, timely and most importantly there is continuity in the paediatrician. She can 
offer flexibility in time slots at a close-by clinic. She is open and encourages regular 
and direct contact anytime we want to speak with her, and we have always had a 
prompt response from her across all the age ranges we have fostered”.   
 
“We receive the looked-after child’s health plans within 3-4 weeks of health 
assessment appointments; we’ve never not had a copy of health paperwork.”   
 
“Unfortunately, for more specialist appointments such as heart scans etc. at the 
hospital, the waiting times are getting longer and longer” 
 
“We have had good experiences of the IHA and RHA process, with RHAs completed 
by a LAC specialist nurse as this is an out of area placement. The care and support 
we get from health is excellent, we’ve always been happy with the content of 
assessments and follow up when it is needed, the written reports we get always 
reflect exactly what has been discussed”. 
 
“The LAC paediatrician will “go the extra mile” and expedites the tests which asylum 
seeking children need to have, often continuously checking if the GP paperwork has 
come through to try and mitigate process based delays”. 
 
 
A parent whose child was supported by CAMHS told us; 
 
“The Crisis CAMHS team are heavily involved in my daughter’s care. They are 
absolutely fantastic, I cannot fault them. I cannot recommend them highly enough.  I 
felt listened to and helped by my psychologist to know the best way to work with my 
daughter” 
 
“It is nice to know they will be there for her when she gets discharged. They have 
shown empathy and understanding and have found ways to engage with her and 
encourage her to communicate”  
 
“Her younger sibling is able to get support from CAMHS too and talk about any 
concerns she may have. That’s very helpful” 
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A parent of a young person awaiting an autism diagnosis who has been out of 
school for some time said; 
 
“It’s just hard, it feels you are shouting but no one is listening- hard, but frustrating 
too when it’s your kid”  
 
“The help from CAMHS is not frequent enough – every 3 weeks and it is now a 
month since we have seen anyone. The 30 minute slot is not long enough to build 
trust. Her worker does not work school holidays which further delayed progress” 
 
 
Grandparents who are carers of young person who experienced severe 
depression told us; 
 
“We were initially disgusted with the lack of help available, but after we made a fuss 
things changed and we got the level of support our grandchild needed. The team we 
now have is excellent and she is making good progress” 
 
“A teacher also visits 4 times a week. The consultant psychiatrist has been 
wonderful- I cannot praise her enough. She helped us get others on board” 
 
 
A parent waiting in the emergency department for their child to be treated 
said; 
 
“We did not have to wait long to be initially seen, but it is a shame there are no toys 
available to help my child pass the time”. 
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The child’s journey  
 
 
This section records children’s experiences of health services in relation to 
safeguarding, child protection and being looked after. 
 
 
1. Early help  
 
 
1.1 Midwives in County Durham and Darlington NHS Foundation Trust 


(CDDFT) undertook an antenatal home assessment of every pregnant 
woman and were alert to relationship issues.  Families whose first language 
is not English were well supported with interpreting support to ensure their 
engagement and understanding at all stages from booking in to postnatal 
care.   


 
1.2 Handovers to health visitors from midwifery worked well and the early 


introduction of the Baby Buddy app by midwives and which was continued 
into health visiting also supported this pathway for the mother. There was 
written handover of most vulnerabilities and concerns through the antenatal 
risk assessment form which included consideration of mental health and 
substance misuse.  Midwives make routine enquiry about domestic abuse 
and share this information in their liaison with health visitors.  


 
1.3 CDDFT had strengthened its offer to teenage parents and the service 


benefited from having a teenage pregnancy champion in each of its 
community teams with teenage clinics available to promote greater levels of 
choice and support. This targeted support was important given that the local 
family nurse partnership (FNP) service which had previously supported 
young first-time parents had been decommissioned.   


 
1.4 There was positive use of a caseload weighting tool in the health visitor 


service which was effective in keeping practitioners’ caseloads within 
parameters recommended in national guidelines. Thematic leads among the 
health visitor locality managers helped to support frontline specialist 
practitioners in working with vulnerable cohorts whilst ensuring that all 
health visitors develop skills, knowledge and experience of a range of 
vulnerabilities.   
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1.5 There were strong joint working arrangements between GPs, midwives, 
health visitors and school nurses facilitating the early identification of 
vulnerable unborn children and families through GP safeguarding meetings. 
These were well established in all practices across the county.  Midwives 
also held a monthly meeting with health visitors to share information and 
keep each other up to date about progress and areas of concern 
surrounding individual pregnancies. Practitioners and managers felt that this 
forum had been an important way of maintaining cohesive multi-disciplinary 
working following the community health staff’s transfer to a new provider, 
Harrogate and District NHS Foundation Trust (HDFT). 


 
1.6 Health visitors and school nurses were well engaged with multi-agency early 


help support service arrangements; co-location with other disciplines in the 
One Point hubs facilitated sound co-operative working and joint visiting. 
Team around the family (TAF) was well established to support vulnerable 
families with 0-19 practitioners participating fully; either as TAF members or 
as the lead professionals co-ordinating the TAF. This ensured that children 
and young people whose health needs were prevalent had their support co-
ordinated by the most appropriate person. We saw that school nurses had a 
good understanding of the thresholds and made reasoned judgments about 
the levels of need. 0-19 practitioners were also fully engaged in the stronger 
families work for those meeting the national Troubled Families criteria. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


1.7 There was good collaboration between the local authority and school 
nursing for children educated at home to ensure that the offer of health 
support was made to those families unable to access the service through 
the usual school route. This provided an opportunity for school nurses to 
identify any additional support needs for this group of children who may 
have additional vulnerabilities and who have been the subjects of national 
serious case reviews (SCR) in the past. 


Case Example:  
A young mother who had previously been subject to a child protection 
plan herself had two small children and was struggling to cope. She was 
getting little support from her partner. Case was managed at a team 
around the child level (TAF) with close involvement of the family support 
worker and the health visitor. There were significant financial and 
housing issues adding to pressures within the family 
 
As a result of an effective TAF approach; 


• The family was rehoused and were supported to start clearing 
their debts. 


• Mum became more engaged with services and developed a 
greater level of confidence 


• Both children’s’ immunisations were brought up to date 
• The older child is now hitting developmental milestones 
• Children moved to universal services 
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1.8 Emergency department (ED) facilities for children at University Hospital 
Durham were extremely limited. There was no separate waiting area for 
children, no toys to help occupy children although we were advised that 
infection control issues prevented the provision of toys. We were advised 
that there is a plan for separate ED paediatric facilities in the locality, but the 
details in relation to development and timescale were unclear.  


 
1.9 The small area designated off the main waiting room was not in direct sight 


of the nursing or reception staff. This risks potentially critical delay in the 
identification of a child with a rapidly deteriorating condition. There have 
been a number of SCRs nationally concerning children whose deteriorating 
condition had not been identified sufficiently quickly while in the ED of acute 
hospitals due to staff being unable to directly observe the child. We were 
also concerned that there was an extremely low provision of paediatric 
trained nurses in the ED and which was about to reduce further due to staff 
leaving. This deficit had been raised previously in the 2015 CQC inspection 
of the trust (Recommendations 1.1 and 1.2). 


 
1.10 CDDFT’s ED paediatric assessment tool CWILTED did not provide a 


sufficient focus on risks to/or the vulnerability of children and young people, 
including those with mental health needs. CWILTED provided a limited 
picture of Condition, Witness, Incident, Time and who escorted. Cases seen 
demonstrated basic information only being recorded which did not 
effectively capture key information in relation to children’s vulnerability. 
Routine questioning of whether the child has a social worker for example, 
was not undertaken, and key detail about adults accompanying the child 
were not sufficiently clear in terms of their full name and parental or carer 
responsibilities. 


 
1.11 We noted that remedial action was taken by the trust to address this deficit 


when it was identified during the review. It was not clear from some case 
records in the ED that planned actions had been followed through or that 
advice and guidance was always being sought from the trust safeguarding 
team, midwives or children's social care when the need or benefit of this 
was clearly indicated (Recommendation 1.3). 
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1.12 CDDFT ED and paediatric assessment documentation did not include a 
mental health risk assessment tool. The ED used the SAD tool for adults. It 
was recognised that this was not appropriate for use with children and had 
been withdrawn (but not replaced/adapted) in the review of the self-harm 
pathway.  Risk assessment documentation lacked prompts and trigger 
questions; was reliant on the professional understanding and curiosity of the 
examining clinician in identifying child safeguarding concerns. Cases we 
reviewed demonstrated that professional curiosity was lacking on a number 
of occasions resulting in less than comprehensive risk assessment and 
identification.  Recording of clinicians’ actions and voice of the child was 
weak in ED and the urgent care centre (UCC) which we visited and there 
was limited evidence to demonstrate that young people were routinely seen 
alone to enable them to express their views and disclose any sensitive 
information within consultations or examinations (Recommendation 1.3). 


 
1.13 Focus on the identification of the hidden child in the adult ED at University 


Hospital and at the UCC was lacking. Adults who presented at ED were not 
routinely asked if they have parenting responsibilities or have a social 
worker. This gap in basic information seeking was clearly illustrated by one 
of the cases we tracked across services: given the question of parental 
responsibility or social work involvement was not asked, ED staff were 
unaware of a long-standing history of concerns about the family 
undermining the robustness of their safeguarding risk assessment. The 
approach to identifying children at potential risk of hidden harm from adults 
who present as a result of risky behaviours, mental ill health or domestic 
violence was also underdeveloped. This means that some children who may 
be exposed to significant risk might not be identified by acute health staff 
and their health and wellbeing may not be protected as a result 
(Recommendation 1.4). 


 
 
 
 


Case Example:  
A woman in the early stages of pregnancy attended County Durham and 
Darlington NHS Foundation Trust’s University Hospital Durham ED for 
treatment following self-harm. She then attended again two months later 
at 22 weeks gestation. Risks were identified in relation to substance 
misuse and that there was a social worker involved. The woman was 
seen by the mental health crisis team before discharge. 
 
Emergency department notes indicated there was a plan for the clinician 
who treated her to discuss the case with the social worker the next day 
but there was no recorded evidence that this was followed up with 
children's social care, discussed with the safeguarding lead or that 
further discussion has been had with midwives regarding risks to the 
unborn child. 
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1.14 Discharge documentation for the paediatric ward included reference to 
safeguarding  however, the ward manager and named nurse identified this 
was an area to strengthen as auditing indicated a relatively low level of 
compliance with its completion among ward practitioners. There was no 
effective system in place for supervisory staff to review documentation at 
the point of discharge as part of their practice monitoring responsibilities to 
ensure all potential risks had been considered (Recommendation 1.5).    


 
1.15 There was variation in the standards of information contained in notifications 


sent to GPs and community health teams when a child had attended the 
acute setting for emergency treatment and how useful this was in helping 
those practitioners make decisions about clinical or safeguarding follow-up. 
A range of health practitioners told us that notifications from the UCCs 
through the shared electronic patient records system were generally of a 
good standard, but that this was not the case for the ED at Durham 
University Hospital where notifications for the most part contained minimal 
information which was not helpful in community health services and primary 
care making decisions about follow-up (Recommendation 1.6). 


 
1.16 The integrated substance misuse service in Durham was provided through a 


collaborative arrangement where Lifeline, a charity, provided the recovery 
service with clinical support form nursing staff from Tees, Esk and Wear 
Valleys NHS Foundation Trust (TEWV). Part of the service offer was the 
children and young people and families’ team; integral to the service’s 
capacity to deliver early help opportunities. This provided a good range of 
early help opportunities aimed both at young people and at adults whose 
behaviour has an impact on children. One example being the time-bound 
education and recovery programme ‘Community Reinforcement and Family 
Training’ (CRAFT).  The children and young people and families’ team had 
a presence in each of the ten ‘One Point’ early help hubs, in the MASH 
single point of access and in each of the Lifeline recovery centres. As such, 
the team represented a wrap-around support service for adults who misuse 
substances, for children and families who are affected by an adult’s drug 
and alcohol misuse and for young people who themselves misuse 
substances. This was particularly beneficial for young service users who 
were approaching adulthood where their transition into an adult service was 
facilitated by the team. 
 


1.17 Lifeline had also begun to operate a programme known as ‘I see, I hear’ 
designed to educate adults about the impact of their substance misuse on 
children they have access to and we saw examples of both of these 
initiatives. The service employed a dedicated practitioner working with the 
local police to engage young people in a harm reduction pathway when they 
were brought to the police station as a result of their alcohol consumption 
although we did not see any examples of this during our visit. Nonetheless, 
through these initiatives, the service was proactive in supporting young 
people to stay safe and enabling adults to modify and lessen the impact of 
their behaviour on their families. 
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1.18 In the child and adolescent mental health service (CAMHS) provided by 
Tees, Esk and Wear Valleys NHS Foundation Trust (TEWV), progress on 
transforming services in line with Future in Mind1 was beginning to be 
made. Action taken to streamline the referral pathway through the single 
point of access (SPA) and strengthen capacity in the eating disorder and 
crisis teams was leading to a more timely response at the initial point of 
need although performance was not yet where it should be. Effective follow 
up support to help the young person’s recovery as they moved through to 
the care of specialist teams was being put in place. However, significant 
concerns remained regarding the lengthy waiting time for autistic spectrum 
disorder (ASD) assessments of between 18-24 months at the time of this 
inspection and this was of concern to parents we spoke with.  TEWV was 
working to streamline the processes and had advertised for extra ASD co-
ordinators. Gaps also remained in services provided through the local 
authority’s education psychology, and North Tees and Hartlepool NHS 
Foundation Trust’s SALT and OT capacity, which inhibited progress on 
achieving good access to these specialisms.   


 
1.19 CAMHS had provided support to mental health leads in schools and in 


primary health care and this was helping to strengthen identification and 
support for young people who are at risk of self-harm.  We found examples 
of CAMHS practitioners promoting equality and human rights in their 
practice and across health services there was generally good attention to 
recording the ethnicity and religion of children, young people and parents. 
This knowledge and understanding of the implications for healthcare can be 
instrumental in how medical treatment and care can best be delivered and 
was therefore, important good practice.   


 
1.20 The MEND programme for young children who are overweight provided 


good support to children and young people. In one case example of a young 
boy who was overweight, his parent told us that she had valued him being 
able to join in activities on this programme throughout school holidays. This 
had helped address his weight issues and build his confidence. 


 
 
 
 
 
 
 
 
 
 
 
 


                                    
1 Future in Mind, promoting, protecting and improving our children and young people’s 
mental health and wellbeing (2015) 
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1.21 The home environment assessment (HEA) tool was an important new 
development initiated from learning from the 2014 Darlington CQC CLAS 
and a serious case review. Its implementation across multi-disciplinary and 
multi-agency services is innovative however; being routinely used by 
midwives and health visitors, and being introduced in wider services such as 
housing. This is an evolving tool and we note it had been strengthened with 
the inclusion of learning from a local SCR as to whether there are locks or 
bolts on bedroom doors. There was scope to develop the HEA further. 
There was no prompt for final risk analysis by the practitioner or guidance 
about what action might or should result from the risk assessment and 
subsequent analysis. Inclusion of these would strengthen this tool and 
potentially enhance its impact on multi-agency risk assessment significantly 
(Recommendations 1.7 and 3.1). 


 
1.22 Young people had good access to a range of contraception and sexual 


health services across the county and these were appropriately targeted at 
areas of higher need and communities with limited access to public 
transport. The health improvement practitioners’ (HIPs) role provided 
effective and targeted support leading to good outcomes for young people 
through their improved health and wellbeing. Taking more of a risk 
assessment based approach to whether the three contacts offered by the 
HIPs are home visits or telephone contact would strengthen this offer. The 
Optimum and Primetime programmes for small cohorts of teenage or young 
mothers operated by the local authority had proved effective in promoting 
young people’s continuous engagement with education.  


 
1.23 The sexual health service was well engaged with the missing and exploited 


group (MEG) arrangements and with the child sexual exploitation team, 
ERASE. We found some examples of good recording of clinicians’ 
observations of young people’s body language and demeanour where this 
gave the practitioner cause for concern; although this was not prompted as 
part of the assessment tool within the electronic system so that it becomes 
routine embedded practice (Recommendation 4.1). This has been drawn 
to the attention of Durham County Council Public Health as the 
commissioner of the sexual health service. 


 
1.24 The school nursing service maintained an effective relationship with the 


ERASE team and had an active presence at case discussion meetings 
where they contributed to assessment and re-assessment of young people 
at risk of CSE. This enabled them to undertake actions arising from the case 
discussions so that young people, and in some cases their families, had 
opportunities to benefit from preventative and supportive health 
interventions. This included receiving sexual health and contraceptive 
advice and being supported with work to improve their self-esteem and 
emotional wellbeing. 
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1.25 The adult mental health service had a ‘liaison and diversion’ team. This was 
an all-age service aimed at both young people and adults who come into 
contact with the criminal justice system, either because they are in police 
custody or going through the courts or youth offending system. The team 
took an early intervention approach to assess and provide advice about 
people to help the police and Crown Prosecution Service or the courts to 
make decisions about offenders. The team also signposted or referred 
clients to relevant services. This initiative should offer diversionary 
alternatives to a route through the criminal justice system but it had been 
operating for little over a year and so its impact had not been measured. 
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2. Children in need  
 
 
2.1 Women and their babies who are vulnerable to harm were supported by a 


clear and well-developed safeguarding pathway and the transitional care 
work undertaken by CDDFT had received a national award. We saw a case 
example of the effectiveness of this care pathway, enabling a vulnerable 
baby to be safely cared for when discharged home. Although there were no 
specialist midwifery roles for vulnerable cohorts of women, midwives were 
encouraged to develop areas of expertise in specific areas of vulnerability 
where they had special interest.   
 


2.2 Midwives were appropriately engaged in a range of team around the family 
(TAF) and child protection activity. The CDDFT named nurse ensured 
midwives were kept informed about young people at high risk of sexual 
exploitation and who may be pregnant and midwives were familiar with the 
signs of exploitation.   


 
2.3 The twelve month appointment of a midwife to offer enhanced support to 


women in local prisons was a positive recent development ensuring 
vulnerabilities; including mental health or substance misuse concerns, were 
effectively recognised and addressed. 


 
2.4 The substance misuse service operated by TEWV and Lifeline worked well 


with midwives to support pregnant women engaged with the substance 
misuse service through a pregnancy pathway although there were no joint 
clinics. Good practice examples we saw included contingency and relapse 
plans put in place by the substance misuse service being shared with 
midwives thus facilitating the safeguarding of the unborn child. 


 
2.5 There was no specialist perinatal mental health pathway in place in County 


Durham compliant with national guidance. While we noted that national 
wave two funding was being applied for to support the development of this 
pathway, at the time of this inspection this was an area for development 
(Recommendation 2.1). 


 
2.6 The school nursing service was sufficiently well resourced to enable 


safeguarding work to continue through the school holidays. This ensured 
that key health activity to support children and young people was not 
delayed or overlooked. Where safeguarding processes, such as child 
protection conferences or core group work, were due to occur during the 
school holidays, practitioners prepared for this in advance undertaking a 
one-to-one handover of the work to another practitioner. This ensured 
continuity of support to children and young people who might be vulnerable 
or at risk during these periods. 
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2.7 In midwifery, health visiting and the school nurse service we saw detailed 


observational recording by practitioners when they were undertaking home 
visits or examining infants and children. What we found consistently lacking 
however, was a clear focus on the evaluation of these observations 
resulting in a robust analysis of risk; gauging of whether the level of risk was 
changing and whether progress against CIN or child protection plan 
objectives was being made. Regular risk analysis and evaluation of 
progress in cases by practitioners helps to ensure effective safeguarding of 
vulnerable children and its absence can raise the risk of drift 
(Recommendations 1.8 and 3.2). 
 


2.8 Along with other service providers across the Durham County Council 
footprint, school nurses had begun to routinely carry out home environment 
assessments for every home contact with children and families. We saw 
examples of this in the cases we looked at and the impact of this practice 
had been significant. For example in two of the cases, we noted that the 
assessment of the child’s home environment had enabled the practitioner to 
fully understand the risks to the children, one of which had led to a child 
protection referral being made for neglect. 


 
2.9 At the CDDFT urgent care centre (UCC) we visited, the use of a body 


mapping template within the electronic patient record to chart any physical 
injuries to children supported effective risk assessment by practitioners.  
This helped staff involved in the examination of a child to assess the child’s 
presentation and supported staff who might see that child at any future 
consultation with strong visual information to make judgments about risks to 
the child. The absence of any formal protocol for when it should be used 
however, such as for bruising in non-mobile infants, meant that its use relied 
solely on staff’s professional curiosity and its benefits were therefore 
potentially limited as a result (Recommendation 1.9). 


 


Case Example:  
A young person subject to Child in Need (CIN) and being supported by a 
school nurse and other professionals.  
 
Outcomes from a CIN meeting were fully described in the child’s 
electronic patient record in the school nurse service, including a 
summary of the progress against previous planned health interventions.  
 
Through her ongoing engagement with the child and the family, the 
school nurse had observed deteriorating home conditions and subtle, but 
increased risk factors in relation to potential neglect. These evolving 
concerns had been recorded by the nurse in a chronology which enabled 
her to present her analysis to the child’s key social worker.  


 
At the time of our review this was in the process of being escalated into 
child protection procedures. 
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2.10 The identification of and response to risks of child sexual exploitation (CSE) 
was also underdeveloped in the urgent care centre. There was no formal 
assessment of risks to young people who might fall within certain risk 
groups and we saw no risk assessment tool in use that might facilitate this. 
This meant that some young people at risk, particularly those who attend for 
sexual health advice or contraception may not be properly identified. 
Following the inspection we were advised that there is a risk assessment 
tool for CSE endorsed by the LSCB and for use by all professionals across 
the multi-agency network. However, we did not see evidence of its use at 
the UCC (Recommendation 1.10). 


 
2.11 The number of repeat attendances at UHND’s ED of young people in mental 


health crisis was relatively high (see context section) and was identified as 
an area for development from a local serious case review (SCR) on Child K. 
We noted the plans that were in place to address this issue and the actions 
being taken across the partnership, including a review of high attender 
cases by CAMHS. We noted that a delay in data analysis within CDDFT had 
slowed progress of the achievement of improved outcomes for this cohort of 
vulnerable children. However, a new self-harm pathway which had been put 
in place supported stronger partnership working between CDDFT and 
TEWV, with timely assessment of children and prompt follow up by the 
CAMHS team. This had significantly reduced the need for most children and 
young people having to be admitted to the paediatric ward. 


 
2.12 When young people with mental health needs were placed on the paediatric 


ward, CAMHS support for children was valued by the paediatric team. The 
voice of the child was clearly and well reflected in ward records. Ward staff 
had good access to the mental health assessments undertaken to inform 
the wider delivery of care, with good evidence of effective multi-disciplinary 
team work to recognise and meet individual children’s needs. This was 
helping to facilitate appropriate and timely discharge home. However, there 
was no provision of a systematic assessment tool that took account of 
environmental and personal safety/peer safety risks to ensure that risk of 
serious self-harm or detriment to others was minimised while the young 
person was an in-patient (Recommendation 1.11 and 2.2).  
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2.13 While paediatric ward discharge documentation included reference to 


safeguarding, practitioner compliance with the completion of the 
documentation was low. This may be impacting on the minimising of risk as 
the young person returns home and potentially be a factor in the level of 
repeat attendances (Recommendation 1.5).   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Case example:  
Female aged 15 years was taken to ED having overdosed. An alert on 
the hospital patient record system immediately highlighted to staff that 
the young person was vulnerable with a history of self-harm, suicidal 
ideation and self- neglect. 
 
Paediatric practitioners undertook a comprehensive assessment of risk 
including the risk of child sexual exploitation (CSE). A harm minimisation 
plan was put in place while she was on the ward and there was evidence 
of this being regularly reviewed. 


 
The young person’s discharge home was well planned for and followed 
up promptly with CAMHS intensive home support with daily/more 
frequent contact as required, with practitioners checking in to ensure the 
young person felt safe. The eating disorders service meal support texts 
prompted and encouraged the young person to comply with their 
treatment plan. 
 
Records clearly denoted the young person’s views about the 
effectiveness of their treatment, with recognition of the value from the 
young person’s perspective of the 1:1 support provided by the eating 
disorder service. 
 
This is one of  a number of cases seen that demonstrated prompt and 
person-centred responses to young people in mental health crisis 
presenting at ED with comprehensive risk assessment and care planning 
by paediatric services and the specialist eating disorder service 
supporting their return home.  
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2.14 While we saw some positive CAMHS case work with beneficial outcomes 


for the child from the therapeutic intervention, there was too much variation 
in the standard of practice across cases. We saw one case where 
safeguarding and clinical practice in CAMHs was not robust; there were also 
gaps in relation to this case in adult mental health (Recommendation 2.3). 


 
2.15 TEWV had identified transitions from CAMHS to adult mental health as an 


area for further improvement within the service benchmarking against Not 
Seen: Not Heard (CQC 2016). However, joint assessment between Durham 
and Darlington crisis and liaison teams was enabling more young person-
centred and holistic recognition of risks within individual pathways. A CQUIN 
target in place for the last three years had helped to support seamless 
transition and generally the target had been met, although we noted that 
performance had fallen in the last quarter before this inspection. 


 
 
 
 
 
 


Good Practice Example:  
The Harrogate and District NHS Foundation Trust were innovative in 
their approach to meet the emotional health needs of young people 
across Durham and two examples illustrate this approach;  
 
The school nursing service had recruited five wellbeing and resilience 
nurses, one in each locality, through a collaborative arrangement with the 
Tees, Esk and Wear Valley NHS Foundation Trust, the providers of the 
CAMHS. These practitioners would directly support individual children 
but would also provide advice and guidance to school nurses for 
individual children school nurses are supporting. This was further 
enhanced by the designation of a school nurse in each locality as an 
emotional health champion, and the provision of extra training for those 
nurses in supporting young people with their emotional wellbeing.   


 
The school nursing service had also collaborated with Durham County 
Council to develop a project known as ‘Youth Awareness of Mental 
Health’ (YAM); one of only two such initiatives in the UK. This project 
involves the training of four members of the council’s educational 
psychology team and 11 identified members of the school nursing 
workforce to deliver five classroom sessions to year nine students (ages 
13 and 14) over the course of an academic year. The classroom 
sessions are designed to build confidence and self-esteem in young 
people to help them manage their own feelings and anxieties.  
 
Delivery of the programme was due to start in January 2017 and its 
impact will be evaluated by Teesside University. 
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2.16 Adult mental health practitioners demonstrated good insight into the impact 
of adult mental ill-health on children and the need to consider this when 
engaging with clients. The daily ‘huddle’ meetings held within each team to 
discuss every new case or cases of concern and other regular team forums 
helped to keep the profile of children high in day-to-day practice. 
Practitioners were supported to ‘think family’ through the use of mandatory 
child safeguarding questions as part of the assessment tool embedded 
within the electronic case management system. We saw case examples of 
adult mental health practitioners working co-operatively and in direct liaison 
with other disciplines and professionals and practitioners were active 
members of TAFs which were well embedded. Practitioners were prompted 
to consider if the mental health of the client had an impact on their 
parenting, if the family had an impact on their mental health and if there 
were any safeguarding children issues. Although we heard about a PAMIC 
tool (potentiality for the adult’s mental ill health to impact on the child) 
embedded into the system to support practitioners in making judgements 
about this, we were unable to locate it electronically and saw no case 
examples where it had been used (Recommendation 2.4).  


 
2.17 The substance misuse service’s children and young people and families 


practitioners worked effectively and in co-operation with ERASE, to support 
young people who misuse substances and who are at risk of child sexual 
exploitation (CSE). Reports for the ERASE meetings we looked at were of a 
good standard; setting out the risks of CSE as they were affected by a 
young person’s substance misuse well. This supports good decision making 
and contributes to the achievement of good outcomes for young people. 
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3. Child protection  
 
 
3.1 We saw a number of case examples where pre-birth planning meetings 


were convened late in pregnancy. This had recently been addressed and 
the cross-agency protocol strengthened with children's social care now 
accepting earlier referrals where the midwife identified concerns about the 
parenting capacity of the mother or other risk factors likely to impact on the 
health and wellbeing of the unborn child. This was a welcome strengthening 
of the pre-birth safeguarding pathway but was too recent for us to determine 
the full impact of changes through case examples.    
 


3.2 Midwives in Co Durham had not had much experience of female genital 
mutilation (FGM) among expectant mothers. However; learning events, 
policy and guidance were in place in line with expected standards of 
practice. Obstetrician leads for this area of work had been identified.  


 
3.3 Although we had understood that the pathway for making referral by UCC 


staff was generally clear with operational managers ensuring that the 
referrals were copied to the trust’s safeguarding team and that an entry was 
made in the trust’s internal incident reporting system (‘safeguard’). Thus 
providing the trust with assurance that appropriate action required by the 
referral pathway had been taken. Following the inspection however, we 
were advised that not all referrals are entered onto Safeguard. In CDDFT, 
management oversight and quality assurance of safeguarding referrals 
made by practitioners had been recently strengthened. However, we found 
considerable inconsistency in the level of referral detail provided including 
key demographic detail regarding children’s faith, language and ethnicity 
and the analysis and articulation of risk by both ED and UCC staff. This was 
not always best informing a timely and appropriate response to concerns 
about a child in First Contact or the MASH. There was no formal process for 
following up on referrals and ensuring that the outcomes of referrals were 
noted in the patient record and operational governance should be 
strengthened to ensure that practitioners are systematic in their 
assessments, recordings and in stating expected outcomes when making 
referrals into children's social care (Recommendation 1.12).       
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3.4 In most services including; ED and the UCC, midwifery, health visiting, 
CAMHs and sexual health we found a common theme of variation in the 
quality of referrals made by health practitioners to First Contact. Overall, this 
was an area for development of which senior managers in commissioning 
and provider organisations were well aware. MASH reported that GPs in 
particular, submitted poor quality referrals.  In some cases, poor quality 
referrals had led to delays in the engagement of children's social care or 
resulted in invocation of the escalation policy which may well have been 
avoidable. Across health services, there was a lack of quality assurance of 
referrals by operational managers or supervisory staff in frontline services 
prior to the referral being submitted. While there was a general expectation 
that copies of referrals were sent to safeguarding teams to facilitate quality 
monitoring and we saw and heard about safeguarding leads providing 
feedback to practitioners to support the improvement of practice; this was 
retrospective and likely to be less effective in driving up and sustaining 
improved practice. The service manager for the sexual health service had 
recognised a need to strengthen her oversight of referrals made by the 
service and was in the process of developing a tool to facilitate this 
(Recommendations 1.12, 2.5 and 5.1). 
 


3.5 In line with the established referral pathway, school nurses made referrals 
into ‘First Contact’ using the multi-agency referral form (MARF). As with 
reports for child protection conferences, written referrals were detailed and 
set out risk in a clear and unambiguous way.  In one record we saw that the 
school nurse had obtained information about a child’s dental hygiene from 
the family dentist and this, together with the nurse’s observations of the 
home had led to her establishing that the child was experiencing significant 
neglect. The nurse made the referral and the child was protected through 
multi-agency work directed by a child protection plan.   
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3.6 CAMHs and adult mental health services staff were expected to attend child 
protection conferences and prepare reports submitted in advance in line 
with best practice. In adult mental health, we were unable to see any written 
reports to determine their quality. In CAMHS, case examples showed that 
consultant psychiatrist reports to child protection case conferences were 
generally in the form of a letter rather than using the trust child protection 
report template and were of variable standard. Reports seen, particularly 
those from psychiatrists, were often focused largely on clinical activity 
undertaken without sufficient consideration of the child protection context 
and the impact for the child. Whilst the information provided was relevant 
and focused on risks of harm, it did not provide to conference a professional 
recommendation about whether the child should be placed on, remain or be 
removed from a plan. This therefore, may not be fully contributing to 
conference decision making, particularly if the psychiatrist is not able to 
attend. The named nurse confirmed this was the approach usually taken by 
medical staff. Inclusion of an evaluation of risk and professional opinion as 
to a recommended response in order to safeguard the child or children can 
be a valuable contribution to the multi-agency forum. In another report to 
child protection conference, the practitioner did not clearly outline the impact 
of domestic abuse on a young person living with domestic abuse. There 
were insufficient linkages to the objectives of the child protection plan and 
analysis of progress (Recommendation 2.6).    
 


3.7 We understand that the Durham LSCB arrangements do not require health 
and other practitioners to make such a recommendation. However, in areas 
where this is established practice, this can facilitate the multi-agency 
decision making in an initial child protection case conference and sharpen 
professional’s subsequent monitoring and reporting of compliance/non-
compliance and progress being made as a result of the provision of a child 
protection plan. It may therefore, be helpful for the Durham LSCB to re-
consider this.   


 
3.8 In adult mental health, while referrals were made appropriately when 


concerns were identified, copies of referrals were held in the e-mail system 
and not secured within the electronic client record. This was very poor 
practice.  The copy of the referral could not be viewed operationally by 
anyone other than the practitioner who created it. This frustrated 
practitioners and, dangerously, could lead to the loss of key information. It 
also undermined effective oversight and governance of safeguarding activity 
by operational managers (Recommendation 2.7). 


 
3.9 We were advised by the adult mental health service that the service’s 


annual audit of child protection referrals had demonstrated that the standard 
of information contained within referrals had improved significantly since the 
introduction of the structured multi-agency early help referral form. However, 
since we were only able to see one referral, which was of an acceptable 
standard, we were unable to make an assertion about the general quality of 
referrals made by the service. 
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3.10 In one of the GP practices we visited we found that there had been no 


recent referrals made to First Contact, which is the single point of access for 
all referrals for early help as well as safeguarding and in another there had 
been only one. The one referral we saw had been made to request early 
help support. This had been handwritten on the referral form and contained 
scant information about the need for the referral or about the child, parents 
and environment. The standard of the form’s completion was very poor and 
had been returned to the practice for further information causing a delay to 
the early help response (Recommendation 5.1).   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Good practice example:  
The safeguarding questions in the Tees, Esk and Wear Valleys NHS 
Foundation Trust (TEWV) adult mental health initial assessment are 
followed by data fields that capture the full details of the children in the 
case including the name of their GP and school and whether or not they 
are subject of a child protection plan.  
 
In the cases we looked at, and during interviews with practitioners we 
saw that this had prompted them to gather information from and share 
information with other agencies.  
 
For example; in one case we noted that the practitioner had contacted 
the social worker, the GP and the health visitor to gather and share 
information and that these contacts were logged in the patient record. 
This enables other agencies involved in a child’s care or life to be aware 
of parental mental ill-health that might have an impact on the child. 
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3.11 School nurses routinely attended all strategy meetings and initial child 


protection case conferences (ICPCs) and supported these with written 
information. Thereafter, having completed the health needs assessment for 
the child, only where there was an active school nurse role, did the 
practitioner continue to participate in child protection procedures for that 
child. This pragmatic approach facilitated the service in effectively targeting 
resources at priority work.   


 
 
 
 
 
 
 
 
 
 
 


Case Example:  
A school nurse had attended a team around the family (TAF) meeting 
where additional information about the family became available. As a 
result of this information the school nurse, together with a practitioner 
from the One Point service, attended the family home to find the young 
child at home without any adult supervision.  
 
This resulted in the child being removed into police protection and a child 
protection referral being made. We noted that the child’s record in 
relation to this activity contained a very detailed account of the 
circumstances of the finding of this child but in particular, the analysis of 
the information that led to the joint visit being carried out.  
 
The school nurse attended the subsequent strategy meeting and the 
initial child protection conference (ICPC). Information for the conference 
was submitted in advance by the school nurse using a structured format. 
This also contained key information for each of the assessment 
framework domains, including a summary of the practitioner’s analysis of 
the risks and a recommendation the child should be subject of a child 
protection plan for neglect. The conference decision was to place the 
child on a child protection plan. 
 
The case outlined here illustrates the generally very high standard of 
written contributions to conference by the school nursing service, 
including detailed chronologies. In all of the cases we looked at we found 
that risk factors and evidence were clearly described, the analysis of 
which led to unambiguous assertions as to the risks. This is good 
practice as it supports good decision making within any safeguarding 
process. 
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3.12 In the substance misuse service, case evidence demonstrated good 
identification of risk when a service user with a known significant history of 
domestic abuse and child sexual abuse began a relationship with a new 
partner who had children. A prompt and good quality referral to First Contact 
resulted in immediate action being taken by a social worker to ensure the 
woman and her children were protected. Substance misuse staff routinely 
attended child protection conferences for both children and young people 
who were clients and for children affected by the substance misuse of adult 
clients. Substance misuse staff were routinely members of core groups. 
Child protection conference minutes and child protection plans were well 
secured into the client record ensuring that practitioners and managers were 
well informed when accessing individual client records. Staff submitted 
reports for child protection conferences to support a practitioner’s 
attendance. However, one report we reviewed was superficially completed 
using a non-standard format and did not provide a clear picture about risks. 
This was addressed by managers with the practitioner concerned but did 
highlight that quality assurance of practitioners’ submissions to case 
conferences was not routinely undertaken by operational managers 
(Recommendation 6.1). This was drawn to the attention of Durham County 
Council Public Health as the commissioner of Lifeline substance misuse 
services.  


 
3.13 In one of the GP practices we visited, attendance at child protection 


conferences was occasional whereas at the other practice GPs were unable 
to attend. One of our common findings in CLAS reviews is that many GPs 
are unaware that the records of child protection conferences set the date of 
the next review conference six months hence, giving good opportunity for 
GPs to plan ahead and set time aside to either attend or more realistically, 
participate by dialling in to teleconference. This was the case in one of the 
practices we visited and this meant that opportunities for the practice’s 
participation in conference discussion and decision making were being lost 
(Recommendation 5.2).   


 
3.14 In both GP practices visited, reports were produced for child protection 


conferences and submitted in lieu of attendance by the GP. In one practice 
the level of detail in the structured form was satisfactory but did not provide 
an analysis of the information to determine risk.  In the other practice, there 
was a great deal of detail in chronological form but this too did not show an 
analysis of risk or the GP’s opinion of the parent’s capacity to parent 
effectively. The named GP group had revised the template for GP reports to 
child protection case conferences. This now included a risk gauge and 
prompted the GP to include their professional opinion of the need for the 
child to be subject to child protection which facilitated a strengthening of 
GPs’ participation in the conference decision-making process. However, 
both practices we visited were using the old form and their input to 
conferences was not benefiting from the improved proforma. 
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3.15 Effective and pragmatic partnership arrangements between CDDFT and 
HDFT were in place to ensure that community health practitioners and acute 
trust practitioners were well engaged with multi-agency public protection 
arrangements (MAPPA) and multi-agency risk assessment conference 
(MARAC) arrangements. CDDFT attended MARAC and MAPPA on behalf 
of HDFT, taking information gathered from health visitors and school nurses 
to inform meetings and disseminating information back into appropriate 
services.  


 
3.16 Health services were well engaged with ERASE and the Missing and 


Exploited Group (MEG) arrangements, however, with the exception of the 
sexual health service, we saw no use of CSE risk assessment tools in 
acute, community or primary care services. Following the inspection we 
were advised that CSE risk assessment tools have been disseminated in 
CAMHS via team managers, operational MEG attendees, training and link 
professionals and that the trust is looking to embed them in PARIS. The 
identification of and response to risks of CSE was underdeveloped in the 
urgent care centre we visited. There was no formal assessment of risks to 
young people who might fall within certain risk groups and no risk 
assessment tool in use that might facilitate this. Similarly, in the substance 
misuse service although there was good engagement with the ERASE 
team, the service did not use a formal CSE risk assessment tool to support 
practitioners in identifying young people who may be at risk of exploitation. 
This did give rise to the potential that some young people at risk may not be 
properly identified (Recommendations 1.13, 2.8, 5.3 and 6.2). 


 
3.17 The term “child protection list” was used frequently across the health 


economy and we understood it to be part of the local vernacular. Its 
continued use however, does give rise to the potential for ambiguity and 
confusion about the legal status of children subject to plan; can undermine 
other professionals’ or external agencies’ confidence in the practitioner’s 
knowledge of current national procedures and we would encourage 
managers to promote accuracy of terminology (Recommendation 5.4). 
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4. Looked after children  
 
 
4.1 Although most recent initial health assessments (IHA’s) and review health 


assessments (RHA’s) that we reviewed were completed in a timely fashion 
within expected timescales, this area of performance was a recognised area 
for development for the partnership. Work had begun between the local 
authority and the looked-after children's health team to align data and 
improve efficiency in processes which will support improvement, although 
this was from a low base.   


 
4.2 Initial health assessments were undertaken by a small team of 


paediatricians with oversight from the designated doctor. We saw good 
attention paid by paediatricians to recording ethnicity and gathering as much 
parental and birth history as possible in the IHA. Particularly good was the 
clinicians’ analysis of what the future potential implication of this history 
might be on the child or young person’s health and wellbeing. This was 
being used well to identify the needs of children and inform the development 
of teach child’s health plan. Voice of the child was less well developed 
however and in most IHAs and RHAs we did not see the child, sometimes 
described as chatty, actually quoted which was a pity (Recommendation 
4.2). 


 
4.3 For IHA’s and RHA’s in children aged over 10 years, we saw a good 


demonstration of young people being given comprehensive information 
about their health assessments, and encouraged to sign consent forms. 
This is positive in ensuring young people have a good understanding and 
ownership of the process; helping them to engage with managing their own 
health and wellbeing. 


 
4.4 As with all IHA’s sampled, those pertaining to unaccompanied asylum 


seeking children (UASC) were of a high quality with good sensitivity to the 
current and potential health needs of the young person. For example; the 
potential impact of travel and history of torture on the young person’s mental 
health in later years. However, practitioners undertaking IHAs and RHAS for 
this highly vulnerable cohort which is increasing in County Durham would 
benefit from specific training on the unaccompanied asylum seeking child’s 
experience (Recommendation 4.3) 
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4.5 Recent changes in local commissioning meant that the Harrogate and 
District NHS Foundation Trust 0-19 service undertakes all RHA’s, 
regardless of complexity and residence, including children’s homes. 
However, in some cases we sampled, where the young person had declined 
their RHA, this had been undertaken by the specialist looked-after children’s 
(LAC) nurse who knew the young person well. This flexibility and person-
centred approach was a credit to the LAC team, although this would need to 
be fully handed over to the 0-19 service to ensure the new arrangements 
become embedded. For USAC, the first RHA is undertaken by the LAC 
nurse, primarily due to the young person having no relationship with a 
school nurse and possible complexity of screening etc. arising from the 
young person’s IHA. If the young person is over 16, future RHAs are 
undertaken by the LAC nurse as the young person will not be going into 
school. The specialist LAC nurses undertake RHAs for children placed out 
of area within a 20 mile radius.  


 
4.6 Children and young people were being given choices on where and when 


their RHA takes place and practitioners were flexible in meeting requests 
whenever possible. We found effective use of local bespoke documentation 
for RHAs, developed following learning from the Darlington CLAS review.  
The newly designed paperwork supported the voice of the child and the 
proforma were detailed and facilitative of comprehensive assessment. 


 
4.7 There was a positive and clear expectation that GP’s would input to IHAs 


and RHA’s and, increasingly, requests for primary care information were 
being sent to GPs.  The named GPs closely monitored the responses of 
GPs to these requests and were therefore able to target their work with 
individual GPs to encourage their engagement. As a result, response rates 
were growing albeit slowly, and this was very positive. In the most recent 
quarter reports indicated 61% of the relevant GPs were contacted with 44% 
returning information. Where GP information had been received in cases we 
reviewed however, it was difficult to see on the case record how this had 
informed the looked-after child’s health assessment. 


 
4.8 The facility to include strengths and difficulties questionnaire (SDQ) scores 


and evaluative information had been built into the bespoke RHA proforma 
which was a positive initiative. At the time of the inspection, only the SDQ 
score was supplied by the local authority. Limiting the information being 
shared in this way created a missed opportunity to use the SDQ to inform 
the health review more meaningfully. For example, enabling the older young 
person to reflect on their own personal and emotional development over 
their time in care, tracked by a series of RHAs, encourages their 
engagement with their own health and wellbeing. The SDQ score was also 
not routinely received by the health reviewer in line with the RHA timeframe 
and therefore these were not yet informing health assessments and plans to 
best effect (Recommendation 4.4). 
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4.9 Arrangements were in place for the lead looked-after children’s nurse to 
quality assure a small percentage of RHA’s each quarter. In the most recent 
quarter to the inspection 15% of the RHAs undertaken had been subject to 
quality assurance and in the previous quarter all RHA’s completed had been 
quality assured. The RHA’s we reviewed which had been undertaken by 
school nurses were very variable in quality. Whilst new paperwork was 
clearly helping to strengthen the voice or sense of the child as an individual 
personality, there was more to do to ensure that all 0-19 practitioners were 
undertaking the same quality of RHA in order that all young people had their 
health needs reviewed to the same high standard.  One carer with whom we 
spoke reported experiencing a difference in quality of practice across health 
visitor teams when children moved into their care from other areas of 
Durham. The foster carer told us that they found that often the original 
health visitor had not have filled in the red book or completed the review 
health assessment (RHA) as comprehensively as their own health visitor 
does. This experience helps to highlight the looked-after children’s nursing 
team’s aim for effective quality assurance to help drive consistency. The 
delivery of training for the 0-19 practitioners in undertaking the new 
approach to RHAs was at an early stage and roll-out of this training would 
ensure all practitioners understood the standard of assessment expected 
(Recommendations 3.3 and 4.5). 


 
4.10 The quality of IHA and RHA health plans was also variable. We saw some 


good practice examples, particularly from health visitors but some seen, 
including some that were undertaken by paediatricians, were incomplete or 
generic in nature; lacking clear goals and some timescales were loose. 


 
4.11 We found a lack of awareness of the heightened vulnerability of looked-after 


children and young people among ED, UCC and MIU staff. In common with 
other cases seen in the ED and described in paragraph 1.8 above, the voice 
of the looked-after child was weak and appropriate consent for treatment 
was not clearly or routinely recorded. There was limited assurance from the 
acute service provider on how the LAC team were informed of ED 
attendances at UHND or the UCC and that any health actions following 
these were being followed up. This was a significant gap 
(Recommendation 1.14). 


 
4.12 Specialist service pathways were in place for looked-after children to access 


the local authority commissioned Full Circle service for mental health 
support. LAC practitioners valued the ability to refer to this service and the 
level of expertise, particularly related to attachment disorder, highly. 


 
4.13 The substance misuse service had begun a pilot for looked after children 


known as ‘supporting looked-after children in decreasing drugs and alcohol’ 
(SOLID). Although we saw evidence of the programme being offered to 
young people it was too early in the implementation to see whether 
expected outcomes were being achieved.   
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4.14 Young people were being engaged in the development of the looked-after 
child health service to a greater degree than in the past; having influence 
over the way nurses undertook assessments and in how questions about 
sensitive subjects were being asked. This was likely to increase the 
engagement of hard to engage older young people in the assessment and 
management of their health and wellbeing. 


 
4.15 Health passports for care leavers were in the early stage of development 


following scoping and piloting in April 2016. Plans involved a staged roll-out 
starting at age 15 ½ in line with pathways planning at year 11. However the 
final RHA’s we saw for young people who were beyond that point were very 
poor in quality, giving no indication to the young person that this would be 
their last RHA. As the plan for the implementation of health passports 
involved the school nurse undertaking the RHA, then the LAC nurse 
meeting the young person for health passport development, there was some 
risk that this approach may lead to either duplication or fragmentation of 
information and might be challenging in gaining multiple engagements with 
the young person (Recommendation 4.6). 
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Management  
 
 
This section records our findings about how well led the health services are in 
relation to safeguarding and looked after children. 
 
 
5.1 Leadership and management  
 
 
5.1.1 While County Durham strategic leaders acknowledged that there had been 


challenges to overcome across the multi-agency partnership, organisational 
leaders were able to engage in mature dialogue to resolve these; seek 
solutions and jointly identify ways of moving the partnership and new 
service configurations forward. We saw some pragmatic and efficient 
arrangements to ensure good cross-organisational information sharing; 
examples being the MARAC and MAPPA representational arrangements.  


 
5.1.2 The local child safeguarding board’s (LSCB) governance of safeguarding 


arrangements through section 11 audits was working well and the chair of 
the LSCB described good engagement of all health partners and a healthy 
ethos of professional challenge between partners. We saw evidence of 
appropriate professional challenge between services being encouraged in 
all agencies and at all levels of service. This was constructive, helping 
practitioners to develop professional confidence balanced with a capacity for 
reflection and practice improvement. The TUPE transfer of practitioners in 
health visiting and school nursing into HDFT 0-19 service was well 
managed. Practitioners and managers in these services were well engaged 
with new service developments and well-motivated in taking the services 
forward. New service initiatives such as Crisis CAMHS were evaluating well 
with parents and young people and were leading to positive outcomes with 
reduced need for inpatient care. 
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5.1.3 Despite the numbers of UASC being low in Durham at the time of the 


inspection, a clear plan of action was in place for this vulnerable group, 
including flowcharts on how services will be adapted, revised paperwork to 
prompt practitioners to consider wider issues specific to the UASC 
population. Good consideration had been given to the needs of this group 
which should have a positive impact on maximising outcomes for these 
highly vulnerable young people. This well reflected the proactive approach 
to strategic and operational development taken by the designated doctor. 


 


Leadership and Management Good Practice:  
‘Investing in Children’ in County Durham has made a significant 
difference to enabling a range of health and social care agencies to 
value, recognise and learn from the experiences and expertise of 
children and young people living in the area. This is a great example of 
children and young people in County Durham being seen and heard. 
Examples of the impact of children and young peoples’ voice in 
supporting improvements in the work of local health providers included:  
  


• Influencing the way personal questions are asked about whether 
the young person is taking drugs or is having sex within LAC 
annual reviews 


• Development of health passports for young people leaving care  
• Reviewed and provided advice to help make the Erase child 


sexual exploitation team’s website more child/young-person 
friendly 


• Reviewed GP surgeries in County Durham to help make them 
more approachable for young people- young people then went 
back to check what changes had been made as a result of what 
they said. As a result, 20 GP surgeries were given the Investing in 
Children award with evidence of young peoples’ information 
boards, including ‘You Said-We Did’ feedback and more child 
friendly waiting areas. This is helping young people to know they 
can bring a friend to appointments, reducing the need for formal 
chaperoning by surgery staff. Appointments are now offered after 
school if requested. 


• Young people also worked with CAMHS to make their waiting 
areas more welcoming; and helped develop a more young person 
friendly guide using an Investing In Children member’s artwork 


• Information displayed about childhood type one diabetes on 
Treetops, the paediatric ward at Durham hospital had also been 
shaped by the Investing in Children network members.  


• Network members were also regularly involved in staff interviews 
and training.    


 
One young person said; 
 
“I like the fact that we can give our opinion, and that this is respected” 
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5.1.4 The designated doctor and designated nurses provided good leadership 
across the CCG areas. However, there was limited capacity in the part-time 
designated nurse roles in the CCGs with post-holders having combined 
safeguarding and looked-after children responsibilities. With the growing 
complexity in both these areas, nationally and locally, in recent times and 
the local performance challenges that were well known to partnership 
leaders, there was a risk that capacity did not give sufficient flexibility to 
enable focused designated attention on areas for improvement although 
having three post-holders is helpful. It is important that the CCGs and 
partners take account of all these factors and assure themselves that there 
is sufficient capacity at the designated nurse level and a strategic review of 
this would be timely (Recommendation 7.1). 


 
5.1.5 The referral pathway into the First Contact single point of access for triage 


with appropriate cases then proceeding into the multi-agency safeguarding 
hub (MASH) was clear and well understood by all stakeholders. We saw 
and heard a number of case examples where the presence and input of the 
HDFT practitioner had been instrumental in identifying key information 
leading to a prompt and effective multi-agency response to safeguard a 
child or children at risk of harm. The SNSC practitioner in the MASH was 
enthusiastic and committed and felt well supported although her capacity 
was limited. Cover arrangements for the health practitioner’s absence or to 
allow her to undertake further training and develop the role within the MASH 
arrangements was also very limited. We noted that HDFT was reviewing the 
health presence at the MASH at the time of the inspection and we viewed 
this as timely. The inclusion of “Beautiful Moments” case examples that 
demonstrated good outcomes resulting from MASH arrangements in every 
fortnightly MASH meeting helped partners to celebrate these outcomes.  


 
5.1.6 While we understood the rationale for initially having social care 


professionals have the direct contact with GPs and CDDFT when the MASH 
was initially set up, this would also benefit from review. Having a health 
professional rather than social care professional talking directly to other 
health professionals can ensure that clinical information is more easily and 
immediately understood and the implications for the health and wellbeing of 
unborn, children and young people more readily identified 
(Recommendation 3.4 and 7.2). 
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5.1.7 In CDDFT, good attention was paid to ensuring ED staff had an awareness 
of child development and expected milestones, with improved recording of 
bruising and promotion of professional curiosity in relation to injuries 
although documentation did not support consistent best practice well (see 
paragraph 1.8). Frontline staff reported 75% of the ED staff team had 
received European paediatric life support training. This was not a high 
percentage, particularly given that paediatric trained nurse provision in the 
ED was very limited which meant expertise in the assessment of risk and 
care of babies and young children was spread very thinly. Usage of bank 
staff was reported to be high given recent staffing turnover. In total only 
three paediatric nurses were employed when the inspection took place; one 
was on maternity leave and another, who took a lead for chasing outcomes 
from MARFs, was about to take up a new post. Frontline staff highlighted 
this as a deficit and were concerned about its impact; particularly in relation 
to the expertise needed in assessing risks to babies and young children. 
Overall, we were not assured that the trust had taken sufficient or effective 
action in response to concerns on this issue raised within the CQC 
inspection in February 2015 and this was a significant concern 
(Recommendation 1.2). 


 
5.1.8 The new senior management team in CDDFT’s midwifery service was 


providing strong leadership and support to practitioners; strengthening 
capacity and driving continuous improvement in the standard of clinical care 
and safeguarding practice across the service. Safeguarding governance 
arrangements for midwifery were sound. 


 
5.1.9 Midwives were benefiting from a shared electric case management system 


that supports good information sharing between the hospital and community 
midwifery teams.  Community midwifery caseloads were higher than 
recommended Nursing & Midwifery Council (NMC) levels and further work is 
being undertaken to ensure midwifery capacity recognises the additional 
impact of safeguarding work (Recommendation 1.15).    


 
5.1.10 The group of named GPs was committed and enthusiastic; providing good 


safeguarding leadership to primary care services across County Durham. 
The monthly named GP meetings were well organised and productive; 
supporting the group well in formulating a shared agenda, often based on 
lessons learnt or recommendations from SCRs, and in helping to develop 
their own safeguarding knowledge and expertise. We heard a number of 
examples of positive developments led by named GPs including the 
redesign of the safeguarding website on GP Teamnet and the recent 
development of a primary care MAPPA proforma which was being piloted 
countywide. This was aimed at helping GPs to provide information to 
MAPPA and for information from MAPPA regarding individuals who may 
present risk to be shared effectively with the relevant GP to support the 
practice’s assessment of risk presented by the individual. The named GPs 
had also worked closely with the LMC to produce a model practice policy on 
safeguarding children based on the Toolkit for General Practice (2011 
revision) produced by the Royal College of General Practitioners and 
National Society for the Prevention of Cruelty to Children.  
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5.1.11 The County Durham GP safeguarding leads forum was established in line 
with good practice and attendance from safeguarding lead GPs across the 
county was increasing.  Recognising the need to increase GP awareness, 
the focus of the next forum was CSE, the work of the ERASE team and the 
introduction and use of the intelligence sharing form. The venue for this 
lunchtime forum, held quarterly, was being moved around the county to 
facilitate attendance by those practices in more remote locations. Named 
GPs were also facilitating the participation of young people in the training 
programme for GPs.  


 
5.1.12 A lead GP in one of the practices we visited in North Durham had been 


particularly proactive in safeguarding developmental work which had 
benefitted GP safeguarding performance across the county developing a 
bespoke safeguarding case management system. The named GPs were 
instrumental in the implementation of this system in all GP practices which 
facilitated the consistent and effective delivery and management of 
safeguarding activity across County Durham’s primary care. 


 
5.1.13 Named GPs had been instrumental in the multi-agency work which was 


underway to give opportunities to GPs to participate in child protection 
strategy meetings through a range of methods including the use of 
technology such as teleconferencing. This was a very positive multi-agency 
initiative. While GP safeguarding practice, participation and engagement 
with safeguarding arrangements was improving supported by the positive 
leadership of the named GPs, addressing non- engagement or suboptimal 
practice through GP appraisal had not been explored in County Durham 
although we have seen this well established with good outcomes in other 
areas.   


 
5.1.14 The bespoke GP safeguarding case management system, known as the 


Derwentside Clinical System, provided a highly effective platform for 
ensuring vulnerable children were identified and their care managed in a 
timely and meaningful way. 


 
5.1.15 The needs and prevalence data set out in the CAMHS Plan 2015-2020 


indicated further work was required to reduce the gap in health inequalities 
as the most deprived local communities were still the most likely to suffer 
mental health deterioration. Whilst the CAMHS Plan provided an overview 
of the priority areas to address health inequalities, commissioning levels and 
expected impact were not yet as clearly mapped as they could be and the 
plan not sufficiently SMART in relation to planning for improved outcomes. 
Partners had identified that further work was required in the eating disorder 
services to ensure first appointments were offered within the target of nine 
weeks from referral and response timescales to referrals for in North 
Durham CCG area (22% in Q2 2016-17) was an area for significant 
improvement. Performance gaps had been identified with work in progress 
to ensure compliance with NICE guidance.    
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5.1.16 TEWV’s establishment of a safeguarding and public protection team had 
enabled the mental health service review processes, working towards a 
‘Think Family’ way of working across mental health services. The TEWV 
CAMHs crisis response team was working well and was a very positive 
recent development. The service was effective in ensuring a timely 
response to requests for assessment of young person’s mental health 
needs by the ED or paediatric staff teams, with priority being given to 
supporting young people in the ED and paediatric ward, children living in 
residential homes and the staff who were working with these young people.   


 
5.1.17 The widespread use of an electronic patient record system across UCC, 


most GP practices, the health visitor and school nurse services was 
facilitating the effective sharing of information across health services and 
disciplines. Pragmatic protocols had been put in place in some services; for 
example in the specialist looked-after child health service to ensure there is 
a single unified secure e-mail based method of requesting and receiving 
information from primary care to mitigate risk that practices using a different 
patient record system may not be communicated with as effectively.   


 
5.1.18 The TEWV client information system (PARIS) was not supporting robust 


safeguarding and child protection practice in CAMHS and adult mental 
health.  The system does not have the capability to upload key documents 
such as practitioners’ reports into child protection case conferences, child 
protection meeting minutes and child protection plans. As a result, the client 
record was fragmented with no single and complete client record held 
centrally and electronically. We were told that paper records and 
correspondence were filed in case folders in each locality. However, in adult 
mental health when we accessed these folders, child protection 
documentation was not there. This was a significant concern as managers 
and new practitioners accessing the client record may not be effectively 
informed of their child protection responsibilities and there was risk that key 
activity would not be carried out. One case we reviewed evidenced exactly 
this outcome; where a new practitioner was not aware of child protection 
procedures in the case as there was no flag and child protection documents 
were not on the record until informed by the client the day before a review 
case conference. This meant the practitioner arrived at the conference 
unprepared to provide information which would have helped the conference 
to properly consider parental mental health as part of its deliberations. This 
was unacceptable. This system deficit was identified and made subject of a 
recommendation to the trust in the 2014 CLAS review in Darlington and we 
were very concerned that this had not been addressed and resolved at the 
time of the CLAS review in County Durham (Recommendation 2.7). 
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5.1.19 The TEWV IT system did have the facility to enter appropriate alerts for 
children who are on child protection plans, who are looked-after children or 
where there are MARAC related concerns. However, these were not always 
put onto case records by practitioners thus increasing risk that managers or 
practitioners accessing the electronic case record may not be immediately 
aware that there was a child known to be at risk in the case. Managers in 
adult mental health were not sufficiently aware of and sighted on the 
children within the service or the cohorts of CIN and child protection cases 
in team caseloads (Recommendation 2.9).   


 
5.1.20 TEWV’s appointment of a MARAC advisor along with the fixed term MARAC 


band six post becoming permanent was effective in strengthening the 
mental health services’ focus on domestic abuse. 
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5.2 Governance  
 
 
5.2.1 There was a significant challenge to the County Durham partnership in 


achieving a satisfactory and sustainable level of performance on the 
timeliness of initial and review health assessments and performance had 
been poor. The previously valued multi-agency looked-after children 
(MALAC) strategic group being in abeyance recent to the time of the 
inspection had created a hiatus at the strategic partnership level. Formal 
liaison between the LAC health team, 0-19 service and children's social 
care had been limited hampering joint problem solving between the teams 
and leading to a slower pace of change with the new initiatives in service 
delivery. The introduction of the new bimonthly partnership performance 
group gave agencies a good opportunity to focus on resolving the existing 
barriers to good performance in which each partner agency has equal 
ownership and accountability. The group was at an early stage of forming 
with a strong lead from the designated nurse; ensuring the right level of 
authority to effect real change were part of this group and developing its 
agenda of priority actions. While this was a positive step to developing a 
whole system approach, there was a distance to travel before this is truly 
established.   


 
5.2.2 The national child protection information sharing system (CP-IS) had been 


introduced in UHND ED and Durham children on child protection plans and 
those who are looked after were flagged on the electronic patient 
information system (Symphony). Case sampling identified some gaps in 
relation to looked-after children which were resolved promptly as a result of 
this review.   


 
5.2.3 Durham’s named GPs had worked effectively with GPs to establish multi-


agency safeguarding meetings across primary care and attend these at 
least annually in each practice. Whilst the meetings were common to all 
GPs, the frequency of convening meetings was variable.  In one GP 
practice the safeguarding meetings were monthly where vulnerable children 
were scheduled for discussion according to the level of risk or complexity. 
Oversight of some children was every month where there were heightened 
needs, ongoing concerns or subject to formal procedures, whereas other 
children were discussed less frequently.  


 
5.2.4 In another practice we visited, safeguarding meetings took place every three 


months where all vulnerable children on the practice’s patient list were 
discussed. Whilst this ensured information was regularly exchanged on 
each child there was potential for the extent, depth and outcome of such 
discussions to be limited due to the number of children and the time 
allocated for the meeting. 


 
 







Review of Health services for Children Looked After and Safeguarding in County Durham 
  Page 42 of 53 


5.2.5 In one GP practice, reports for conference and conference minutes and 
plans were intentionally kept off the patient record and were held on paper 
format in a separate filing system. This was not good practice as it resulted 
in there being no centrally held complete patient record that could be used 
to inform consultations or clinical interventions.  It was also practice contrary 
to current DH and intercollegiate guidance (Recommendation 5.5). 


 
5.2.6 A record keeping audit was undertaken on a sample of the work of each 


school nurse every four to six weeks to assure the quality of records which 
we found to be of a good standard. This audit included an examination of 
the way that safeguarding information was obtained and recorded, such as 
whether information about siblings or fathers had been properly recorded. 
Feedback from this process helped school nurses to maintain or improve 
the standard of their practice. Moreover it enabled the safeguarding team to 
identify trends and to use this to inform their ongoing training programme. 


 
5.2.7 Case recording was of a variable standard in health visiting however, while 


observational recording was highly detailed and clear, some case recording 
lacked analysis of observations and information and therefore lacked the 
resultant evaluation of risk to support practitioners in assessing the level 
and rate of progress. Effective and regular evaluation of risk in cases is also 
helpful to the multi-disciplinary team in reducing the risk of cases drifting 
(Recommendation 3.5).   


 
5.2.8 Operational oversight of under 18 presentations to the UCCs and ED to 


ensure that all safeguarding vulnerabilities and risks had been identified and 
appropriate action taken was underdeveloped. Where auditing activity was 
taking place; for example as we saw in the Bishop Auckland UCC, this was 
focused on the completeness of recording and was not monitoring or quality 
assuring safeguarding risk assessment practice. We saw the same gap in 
the ED and we saw at least one case where clear potential safeguarding 
concerns were not identified, investigated further through physical 
examination of the child and notified to appropriate services. There was no 
review of under 18 presentations by a shift leader or ED safeguarding lead 
prior to or close to the point of discharge and there was no paediatric liaison 
in place. While this is not a mandatory role, where we see this established, it 
can provide a valuable strand of governance, ensuring that notifications of 
attendance are promptly directed to the appropriate community health 
services to facilitate effective follow-up in health visiting, school nurse 
service and primary care. The role is often used to provide a review of under 
18 presentations to ED minimising the risk that safeguarding issues may be 
overlooked. At the time of this inspection, the trust board could not be 
assured that this was the case (Recommendation 1.16). 


 
5.2.9 Although information about lessons learnt or recommendations from SCRs 


was provided to staff in CDDFT UCCS through team and departmental 
meetings, there was no mechanism for evaluating improvements in practice 
arising from formal briefings, specific training or procedural developments 
and ensuring these are embedded (Recommendation 1.17). 
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5.2.10 CAMHS operational management oversight of key safeguarding priority 
work was good. TEWV had also been working to secure continuous 
improvements in the practice of its frontline staff through ensuring good 
access to safeguarding supervision and building professional expertise in 
the management of deliberate self-harm in young people. Recent practice 
improvements resulting from learning from SCRs, included collaborative 
care planning and strengthening of approaches to risk management 
including the interface of child safeguarding arrangements with MAPPA. 


 
5.2.11 In adult mental health, formal records from TAF processes were not stored 


in the case management system and so the only record of this activity was 
by way of free narrative log entries made by the practitioner. The standard 
of these log entries was inconsistent. In one case we looked at, it was clear 
who had been involved at the TAF meeting, what had been discussed and 
what contribution the adult mental health worker had made. However, in the 
same case a later entry by another staff member who was temporarily 
holding the case at that time was of a poor standard. There was no 
information about the current progress of the work of the TAF or of the 
contribution made by the adult mental health staff member, other than to 
state that a new care co-ordinator was to be appointed and would make 
contact with the client. This lack of information was not helpful to the 
incoming practitioner who would be unsighted on any current family impact 
(Recommendation 2.10). 
 


5.2.12 While some aspects of operational frontline safeguarding governance was 
underdeveloped as set out above, organisational safeguarding governance 
arrangements in the Tees, Esk and Wear Valleys NHS Foundation trust 
were sound, by virtue of a quarterly safeguarding and public protection 
group which reported directly to the trust board through the trust’s 
safeguarding lead and an executive director. Performance was monitored 
through bi-annual and exception reports made through the trust’s quality 
assurance committee. Heads of nursing from each of the five localities have 
inward facing responsibility communicating with operational managers 
through the locality management and governance boards. In this way, there 
was an accountable framework for safeguarding performance and the 
capacity to drive and oversee organisational change for safeguarding 
performance.  


 
 
 
 
 
 
 
 
 
 
 
 







Review of Health services for Children Looked After and Safeguarding in County Durham 
  Page 44 of 53 


5.2.13 TEWV had undertaken a thorough bench-marking of its services against Not 
Seen: Not Heard (CQC 2016). As a result there had been a number of 
improvements made. These included CAMHS strengthening its care 
assessment and planning approach through the development of robust risk 
assessment and management plans. The review of practice had identified 
areas of weakness that accord with our inspection findings. These included; 
the reliability of PARIS recording system, including in areas such as 
safeguarding alerts and staff being unable to access practice guidance tools 
for CSE within the PARIS system. The benchmarking also acknowledged 
joint working between adult mental health and CAMHS was variable. 
Further action was being taken to ensure relevant family members are 
aware of and have an up to date care and safety plan. A range of actions 
were also being taken as a result of the trust having identified the need to 
more effectively recognise risk of harm in children. This was work in 
progress. 


 
5.2.14 Harrogate and District NHS Foundation Trust’s safeguarding children 


governance group provided good accountability for safeguarding 
performance. The group was led by the trust’s head of safeguarding and 
reported directly to the operational director and to the trust board. The group 
also directed activity designed to improve safeguarding practice such as 
through the record keeping task and finish group aimed at improving, for 
example, the quality of records and of written statements prepared for court.   


 
5.2.15 The HDFT health visitor service was developing parent participation in 


service development and governance. The TEWV CAMHS service was 
open to and responsive to feedback from young people and action had been 
taken to improve waiting areas and encourage learning from Durham’s 
‘Investing in Children’ young people’s champions. Young people and their 
families were also routinely invited to be part of staff selection panels. 
TEWV recognised engagement with younger children as an area to 
strengthen further. 


 
5.2.16 The substance misuse service had recently migrated case records from one 


electronic system to a newer, more capable electronic case management 
system. Some initial problems with data transfer between both systems 
meant that not all attached key documents had fully migrated across and 
therefore some case records were incomplete. The service managers were 
aware of this issue and taking steps to ensure that all documents were 
properly transferred in due course but in the meantime this had resulted in 
staff having to work with two systems. This was operationally unwieldy and 
gave rise for the potential for some key safeguarding and child protection 
information being overlooked. 
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5.3 Training and supervision  
 
 
5.3.1 Safeguarding training had been strongly promoted by local commissioners 


and health providers. Work had commenced to promote a strategic 
approach and ensure training delivered is quality assured and that its impact 
on strengthening workforce competences is clearly evidenced. It was too 
early to assess the impact of this recent development work.   
 


5.3.2 CDDFT advised us following the inspection that it would be compliant with 
intercollegiate safeguarding children training by the end of March 2017. We 
found that training coverage across locations including the UCCs was tightly 
monitored within the trust; with frontline health professionals also being 
encouraged to access LSCB multi-agency level 3 training in line with best 
practice.    


 
5.3.3 Midwifery supervision was undertaken in line with trust policy. The 


supervision tool in use appropriately supported analysis of risk and 
reflection on practice. Supervision was helping to strengthen midwifery 
safeguarding practice in key areas such as use of chronologies and quality 
of information provided within referrals to children's social care, albeit 
slowly, given the frequency of sessions.      


 
5.3.4 All school nursing staff and health visitors received training to the 


specification as described by the relevant guidance for level three specialist 
practitioners. This means that they received 16 hours of training in a three 
year period exclusively about safeguarding.  Training took a variety of forms 
through this period including the trust’s rolling full-day ‘core and procedural’ 
training as well as ‘hot topic’ events on particular issues, the most recent of 
which for school nurses had been FGM, CSE, ‘Prevent’ (about 
radicalisation) and neglect. Compliance was monitored through the trust’s 
training database using a risk rated spreadsheet sent to managers. 
However, due to the migration of electronic staff records as a result of the 
change of provider trust in April 2016, there was a disparity between the 
central training figures and those understood by the service managers. 
HDFT were aware of this and were working to correct the inaccurate data 
but in the meantime we are unable to assert whether or not practitioners 
had received sufficient recent safeguarding training. 


 
5.3.5 Appropriate safeguarding supervision arrangements were not in place in the 


ED at UHND with not all staff accessing supervision in line with the trust’s 
revised policy. We heard of plans to introduce six-monthly group supervision 
but this was an area for development (Recommendation 1.18).  
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5.3.6 The TEWV manager and safeguarding lead from the CAMHS Crisis team 
reported full compliance with intercollegiate level 3 training. All adult mental 
health service staff received training at level three and this was for both 
clinical staff employed by the trust and for those employed directly by the 
county council. This was in line with best practice. Training compliance was 
monitored by the trust through managers using a risk rated matrix generated 
by the trust’s training department. Therefore, the trust were assured that at 
any given time all staff will be either up to date with their training or booked 
on to a scheduled event.  


 
5.3.7 Supervision arrangements for TEWV practitioners were sound. The adult 


mental health operated a multi-layered safeguarding supervision model 
which incorporated the facility for advice and guidance from the trust 
safeguarding team whenever it was required. For children subject to a child 
protection plan, formal safeguarding supervision was carried out every three 
months for the duration of the plan. For CAMHS practitioners this was 
mainly delivered by clinical nurse specialists who had been trained to deliver 
supervision and for adult mental practitioners, was provided by the 
safeguarding nurses. Child in Need cases, looked after children, and those 
whose parent/carer was open to MARAC or MAPPA were discussed in 
clinical supervision delivered by a manager or peer. Supervision was 
recorded through a safeguarding assessment tool that is part of the client 
record and which is intended to be ‘signed off’ by the safeguarding 
practitioner providing the supervision. During our review of cases we saw 
that this tool was used in every instance thus providing a good audit trail of 
supported decision making. However, not all practitioners spoken to were 
able to confirm that they were having regular safeguarding supervision in 
line with trust policy. Compliance with policy was not monitored to full effect 
therefore (Recommendation 2.11).  
 


5.3.8 TEWV had designated staff members from both CAMHS and adult mental 
health teams across the Durham locality to act as safeguarding link 
professionals. For example, we learned that the trust had recently presented 
the findings of a recent SCR to the link practitioners and this was in the 
process of being cascaded by them to the team members at local meetings. 


 
5.3.9 In the HDFT 0-19 service, in addition to regular, scheduled management 


supervision, there was a strong, multi-layered approach to safeguarding 
supervision. This was particularly enhanced by practitioners receiving 
training in the participation and contribution to the group supervision 
element and by peer facilitators who had received further training as 
supervisors. The one-to-one case specific safeguarding supervision by the 
trust’s safeguarding team as a mandatory requirement for all nurses within 
two weeks of their participation in an initial child protection conference was 
innovative and effective in helping to support confident child protection 
multi-agency practice. Records of all supervision or advice sought were 
made in the electronic patient record in line with best practice using a 
structured template and this was well evidenced. This supervisory oversight 
provides nurses with robust support and helps to develop practice 
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5.3.10 Practitioners in the Lifeline substance misuse children, young people and 
families’ team undertook level three safeguarding training in line with 
guidance and their roles with children. All other recovery service staff 
working with adults were trained to level one only. We acknowledge that the 
relevant guidance applies to only health staff, however, since practitioners 
work with adults who may have access to children then the service’s training 
offer could be strengthened by making level three training also available to 
them. This would better support Think Family practice and the protection of 
children from hidden harm (Recommendation 6.3). This has been drawn to 
the attention of Durham County Council as the commissioner of the Lifeline 
substance misuse service. 


 
5.3.11 While supervision arrangements for staff in Lifeline were robust, records of 


individual cases having been discussed in supervision and any decisions or 
points of action resulting from that discussion were not logged onto the 
client record. This is not in line with best practice in ensuring the case 
record is comprehensive and that an effective audit trail exists to support 
operational oversight and practice monitoring through the case record 
(Recommendation 6.4).  This has been drawn to the attention of Durham 
County Council as the commissioner of the Lifeline substance misuse 
service. 
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Recommendations  
 
 
1. Durham Dales, Easington and Sedgefield CCG, North Durham CCG 


and County Durham and Darlington NHS Foundation Trust should: 
 


1.1 Put in place facilities and arrangements at the emergency department to 
ensure effective observation of children waiting for treatment and the prompt 
identification of the deteriorating child 


 
1.2 Ensure the provision of at least one paediatric trained nurse on duty at all 


times in the emergency department in line with RCPCH and CQC 
requirements 


 
1.3 Ensure that children and young people’s safeguarding risk assessment is 


well informed, comprehensive and rigorous, prompts professional curiosity, 
captures the voice of the child and is subject to robust quality assurance 
and governance arrangements at an operational level 


 
1.4 Ensure that risk assessment documentation in use in the urgent care 


centres and emergency department promotes the consideration of risks to 
children as a result of hidden harm 


 
1.5 Ensure that paediatric ward staff complete discharge documentation fully to 


facilitate effective discharge  
 
1.6 Ensure information set out in notifications of attendances at the ED to 


primary care and the public health 0-19 service is sufficient to support 
optimum decision making about clinical and safeguarding follow-up 


 
1.7 Include an overall risk evaluation of information gathered on the home 


environment assessment with guidance to practitioners on the appropriate 
next steps resulting from the analysis 


 
1.8 Ensure that case recording in midwifery includes routine analysis of 


casework and evaluation of risk to facilitate effective progress tracking and 
monitoring of cases where children are known to have vulnerabilities 


 
1.9 Ensure that practitioners’ use of the body mapping template at the urgent 


care centre is well supported by comprehensive guidance to promote 
consistency of practice 


 
1.10 Ensure a robust approach to identifying and responding to young people at 


risk of sexual exploitation is in place in the urgent care centres 
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1.11 Ensure that where children and young people have been admitted to the 
paediatric ward through serious self-harm, individual risk assessment and 
risk management plans are put in place in order that environmental and 
personal safety/peer safety risks are fully considered and addressed 


 
1.12 Put effective operational governance arrangements in place to ensure that 


practitioners are systematic in their assessments, recordings, articulation of 
risks and in stating expected outcomes when making referrals into children's 
social care 


 
1.13 Make effective use of child sexual exploitation risk assessment tools to 


identify children and young people who may be at risk of exploitation 
 
1.14 Ensure that practitioners in the emergency department and the urgent care 


centre have a good understanding of the raised vulnerability of looked-after 
children, that appropriate consent to treatment is obtained and appropriate 
notification of the child’s attendance is made to facilitate robust follow-up 


 
1.15 Ensure community midwifery caseloads are brought within the guidelines of 


the Nursing and Midwifery Council 
 


1.16 Ensure robust frontline safeguarding governance arrangements are in place 
in services providing emergency treatment in order that safeguarding 
concerns are appropriately identified and acted upon 


 
1.17 Ensure that mechanisms for evaluating improvements in practice arising 


from formal briefings, specific training or procedural developments as a 
result of serious case reviews are embedded 


 
1.18 Ensure that clinical and non-clinical staff in services providing emergency 


treatment are well supported through robust safeguarding supervision 
arrangements in line with trust policy 


 
 
2. Durham Dales, Easington and Sedgefield CCG, North Durham CCG 


and  Tees, Esk and Wear Valleys NHS Foundation Trust should: 
 
2.1 Develop and establish a perinatal mental health pathway in compliance with 


NICE Guidance 
 
2.2 Ensure that where children and young people have been admitted to the 


paediatric ward through serious self-harm, individual risk assessment and 
risk management plans are put in place in order that environmental and 
personal safety/peer safety risks are fully considered and addressed 


 
2.3 Ensure that adult mental health and CAMHs practice is subject to effective 


governance and operational oversight in order that practice is of a 
consistently high standard 
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2.4 Ensure that adult mental health practitioners can demonstrate through the 
case record their active use of the “potentiality for the adult’s mental ill 
health to impact on the child” (PAMIC) tool in supporting effective Think 
Family practice 


 
2.5 Put effective operational governance arrangements in place to ensure that 


practitioners are systematic in their assessments, recordings, articulation of 
risks and in stating expected outcomes when making referrals into children's 
social care 


 
2.6 Ensure that all practitioners make consistent contributions to child protection 


case conferences through their written reports which should be child 
focused, demonstrating linkage to the objectives and requirements of the 
child protection plan, analysis and evaluation of risk. These should be 
subject to effective operational oversight and quality assurance in order that 
they best support optimum decision-making at conference. 


 
2.7 Ensure that copies of all key safeguarding documentation, including 


referrals to MASH, CIN and child protection minutes and plans, are promptly 
and properly secured as part of the individual client record to enable 
practitioners to access the complete record when working with their client 


 
2.8 Make effective use of child sexual exploitation risk assessment tools to 


identify children and young people who may be at risk of exploitation 
 
2.9 Ensure that managers in adult mental health and CAMHS understand the 


cohort of CIN and child protection cases in their service and that effective 
use is made of the electronic flagging system to alert staff accessing the 
record to the presence of a child known to be at risk. 


 
2.10 Ensure that adult mental health practitioners are compliant with appropriate 


standards of case recording and that recording practice is subject to 
effective frontline operational governance arrangements 


 
2.11 Ensure that teams’ compliance with the trust’s supervision policy and 


safeguarding children supervision procedure is monitored effectively in 
order that practitioners are well supported in their safeguarding practice 


 
 
3. Harrogate and District NHS Foundation Trust should: 


 
3.1 Include an overall risk evaluation of information gathered on the home 


environment assessment with guidance to practitioners on the appropriate 
next steps resulting from the analysis 


 
3.2 Ensure that case recording in the 0-19 service includes routine analysis of 


casework and evaluation of risk to facilitate effective progress tracking and 
monitoring of cases where children are known to have vulnerabilities 
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3.3 Ensure that quality assurance for health assessments and the resultant 
health plans for looked-after children is undertaken in the relevant frontline 
services and that arrangements are effective in driving up quality and 
consistency 


 
3.4 Work with MASH partners to ensure there is sufficient health professional 


capacity in the MASH and that the role is utilised to best effect within the 
arrangements 


 
3.5 Ensure that health visitor case recording includes regular analysis and 


evaluation of risk in order to monitor progress in cases effectively and 
prevent drift 


 
 
4. Durham Dales, Easington and Sedgefield CCG and County Durham 


and Darlington NHS Foundation Trust should: 
 


4.1 Include consideration of the young people’ presentation and demeanour as 
part of the standard assessment in the sexual health service 


 
4.2 Ensure that practitioners hear and record the Voice of The Child when 


undertaking initial and review health assessments, quoting the child 
whenever possible in order that the child’s voice fully informs the 
assessment and health plan 


 
4.3 Ensure that practitioners undertaking initial and review health assessments 


of unaccompanied asylum seeking young people have received training on 
the asylum seeking experience 


 
4.4 Work with Durham County Council to further develop the use of strengths 


and difficulties questionnaires and sharing of information to best inform the 
health assessments and health planning for looked-after children and young 
people 


 
4.5 Ensure that quality assurance for health assessments and the resultant 


health plans for looked-after children is undertaken in the relevant frontline 
services and that arrangements are effective in driving up quality and 
consistency 


 
4.6 Ensure that young people who are looked after are engaged in co-producing 


the provision of health passports for care leavers; that the final health 
reviews of care leavers are comprehensive, aligned with the statutory 
review and subject to effective quality assurance 


 
 


5. NHS England, Durham Dales, Easington and Sedgefield CCG and 
North Durham CCG should: 
 


5.1 Work with GPs across County Durham to improve the quality and 
comprehensiveness of referrals to First Contact and MASH 
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5.2 Work with GPs across County Durham to increase their direct participation 
on child protection case conferences making best use of technology to 
promote engagement 


 
5.3 Work with GPs across County Durham to make effective use of child sexual 


exploitation risk assessment tools to identify children and young people who 
may be at risk of exploitation 


 
5.4 Work with all health providers to promote accuracy of terminology in relation 


to child protection procedures 
 


5.5 Work together and with GPs to ensure that patient records are complete; 
inclusive of CIN and child protection, plans, reports and conference minutes 
to best inform primary care safeguarding practice and in line with DH and 
intercollegiate guidance 


 
  


6. Lifeline should: 
 


6.1 Ensure that practitioners’ reports to child protection case conferences are 
subject to appropriate operational management oversight and quality 
assurance 


 
6.2 Make effective use of child sexual exploitation risk assessment tools to 


identify children and young people who may be at risk of exploitation 
 


6.3 Ensure that practitioners undertake child safeguarding training at a level 
commensurate with their roles and responsibilities in safeguarding children 
from hidden harm 


 
6.4 Ensure that a note is made on case records of discussions of the case in 


supervision and any resultant decisions or actions 
 
 
7. Durham Dales, Easington and Sedgefield CCG and North Durham CCG 


should: 
 


7.1 Ensure there is sufficient capacity in the designated roles for safeguarding 
and looked-after children to meet national and local priorities for strategic 
development and effective governance  


 
7.2 Work with MASH partners to ensure there is sufficient health professional 


capacity in the MASH and that the role is utilised to best effect within the 
arrangements 
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Next steps  
 
 
An action plan addressing the recommendations above is required from North 
Durham CCG and Durham Dales, Easington and Sedgefield CCG within 20 working 
days of receipt of this report.   
 
Please submit your action plan to CQC through childrens-services-
inspection@cqc.org.uk.  The plan will be considered by the inspection team and 
progress will be followed up through CQC’s regional compliance team. 



mailto:childrens-services-inspection@cqc.org.uk

mailto:childrens-services-inspection@cqc.org.uk
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Purpose of the report and 
summary of key issues: 
 
 


North of England Commissioning Support (NECS) provide 
complaints management services to DDES CCG and North 
Durham CCG as part of the clinical quality service. 
 
The team handled a total of 754 cases on behalf of the 11 
CCGs during the period (up from 713 last year). 
 
The complaints annual reports attached summarise complaints 
and concerns received and handled by the team, on behalf of 
the CCGs for the period 1 April 2016 to 31 March 2017. 
 
Key points for DDES CCG: 
 
§ A total of 51 cases were handled on behalf of DDES CCG, 


down from 66 last year. 
§ Continuing Healthcare (CHC) funding decisions continue to 


be the main theme arising from DDES complaints. 
§ There are 274 cases relating to CHC across all CCGs. 
§ Improvements are being made to the CHC process and can 


be found at section 5.2 of the report. 
 
Key points for North Durham CCG:  
§ The team handled a total of 67 complaints for North Durham 


CCG, which equated to 9.9% of the complaints handled 
overall across 11 CCGs. 


§ CHC funding decisions and individual funding request 
decisions were the main areas of complaint for the CCG. 


§ The CCG’s Complaints Policy was reviewed and updated 
during 2016 to add actions required in relation to complaints 
containing Safeguarding concerns and an update with 
regard to unplanned, face to face meetings with 
complainants. 
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report as North Durham CCG Governing Body had not 
previously seen the report.  The DDES CCG Governing Body 
had received the DDES version of the report at its meeting in 
July 2017. 


 
Consultation and other 
approval routes (including 
outcomes): 


Meeting/route 
Executives in Common 


Date 
13 June 2017 
 


Outcome 
Discussed 
and approved 


Quality, Research and 
Innovation Committee 


4 July 2017 Discussed  







 
 


3 
 


DDES CCG Governing Body 
(DDES extract) 


11 July 2017 Discussed  


Governing Bodies in Common 19 
September 
2017 


 


 
Supporting documents/ 
Appendices: 


§ Appendix 1 - Durham Dales, Easington and Sedgefield 
CCG Complaints Annual Report 2016/17  


§ Appendix 2 - North Durham CCG Complaints Annual Report 
2016/17 


 
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: 


 
(ü) tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
ü Yes – the risk of rising CHC costs and their unknown value continues to be a risk 


for the CCG financially and one they are unable to plan for effectively. 
 


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


No 


 Does this report have legal implications? 
ü Particularly in the case of CHC claim handling – a number of cases have been 


taken on by legal firms on behalf of families. 
 Are there any resource implications – finance and/or staffing as a result of 


this report 
  


No 
 Has this report taken into account equality and diversity?  
  


n/a 
 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? 
  


n/a 
 Are there any clinical quality/patient safety issues identified in this report? 
ü Yes – the report summarises complaints activity in relation to providers and into 


the handling of CHC cases. 
 


 Does this report impact on any information governance issues? 
 No 


 
 Other implications 
 None identified. 
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Durham Darlington and Tees Local Health Resilience Partnership 


EPRR self-assessment 2014/15 


 


 


 


STATEMENT OF COMPLIANCE 


NHS North Durham Clinical Commissioning Group  has undertaken a self-
assessment against required areas of the NHS England Core Standards for EPRR 
(v2.0). 
 
Following assessment, the organisation has been self-assessed as demonstrating 
the Partial compliance level (from the four options in the table below) against the 
core standards. 


 


Compliance Level Evaluation and Testing Conclusion 
Full The plans and work programme in place appropriately 


address all the core standards that the organisation is 
expected to achieve.   


Substantial The plans and work programme in place do not 
appropriately address one or more of the core standard 
themes, resulting in the organisation being exposed to 
unnecessary risk. 


Partial The plans and work programme in place do not adequately 
address multiple core standard themes; resulting in the 
organisational exposure to a high level of risk. 


Non-compliant The plans and work programme in place do not 
appropriately address several core standard themes 
leaving the organisation open to significant error in 
response and /or an unacceptably high level of risk. 


 
Where areas require further action, this is detailed in the attached core standards 
improvement plan and will be reviewed in line with the CCG’s business continuity 
governance arrangements.   
 
The above level of compliance with the core standards will be taken to the CCG’s 
Governing Body at the meeting to be held on xxxxxxxxx 
 
 
 
 
 
Signed by  Nicola Bailey, Chief Operating Officer  


NHS North Durham CCG’s Accountable Emergency Officer, 
                                  








Appendix 2 


Emergency Preparedness, Resilience and Response (EPRR) Assurance 2017-18 
 


STATEMENT OF COMPLIANCE 
 


Durham Dales, Easington and Sedgefield CCG has undertaken a self-assessment against the 
NHS England Core Standards for EPRR (v5.0). 
 
Following self-assessment, and in line with the definitions of compliance stated below, the 
organisation declares itself as demonstrating the following level of compliance against the 2017-18 
standards: Substantial 
                  (click on choose an item above and select level) 
 


Compliance Level Evaluation and Testing Conclusion 


Full 
Arrangements are in place the organisation is fully compliant with all core 
standards that the organisation is expected to achieve. The Board has 
agreed with this position statement.   


Substantial 
Arrangements are in place however the organisation is not fully compliant 
with one to five of the core standards that the organisation is expected to 
achieve. A work plan is in place that the Board has agreed 


Partial 
Arrangements are in place however the organisation is not fully compliant 
with six to ten of the core standards that the organisation is expected to 
achieve. A work plan is in place that the Board has agreed. 


Non-compliant 
Arrangements in place do not appropriately address 11 or more core 
standards that the organisation is expected to achieve. A work plan has 
been agreed by the Board and will be monitored on a quarterly basis in 
order to demonstrate future compliance. 


 
Where areas require further action, this is detailed in the organisations EPRR Work Plan and will 
be reviewed in line with the organisation’s governance arrangements. 
   
I confirm that the above level of compliance with the EPRR Core Standards has been or will be 
confirmed to the organisation’s board / governing body. 
 
 
 
 


______________________________________________________________ 
Signed by the organisation’s Accountable Emergency Officer 


 
 
 
 
(Click in cell below and select date)                                                   (Click in cell below and select date) 


____________________________ ____________________________ 


Date of board / governing body meeting Date signed 
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County Durham and Darlington Drug and Therapeutic 


Clinical Advisory Group Annual Report 2016 - 2017 
 


Chairman’s Report 
 
I am pleased to be able to report how 
successfully the D&T CAG has continued to 
operate during 2016/17. 
The D&T CAG has continued to support the Area 
Prescribing Committee which deals with topics 
which cross the primary care interface, leaving 
the D&T CAG to focus on primary care issues and 
supporting medicines optimisation agendas of the 
Clinical Commissioning Groups.  
The D&T CAG brings together senior primary 
care clinicians with pharmacists and nurses to 
provide a forum to discuss local prescribing and 
medicines optimisation matters.  
 
Drug and Therapeutics CAG Chair 
 


Meeting Attendance 
 
The County Durham and Darlington Drug and 
Therapeutics CAG serves the local population 
and has primarily a primary care focus.  


 
Primary Care is well represented with GP 
Prescribing Leads from each CCG in County 
Durham and Darlington playing an active role in 
the committee and its functions. In addition to 
this, membership includes representatives from 
nursing, NECS, community pharmacy, and public 
health, The Regional Drug and Therapeutics 
Centre, and others from a wide variety of 
professional, clinical, commissioning, and 
managerial and organisational backgrounds.   
The full terms of reference of the committee can 
be found on the NHS County Durham and 
Darlington website at: 
 
http://medicines.necsu.nhs.uk/committees/durha
m-darlington-committees/ 
 
The committee meets in Durham on a bi-monthly 
basis, with meetings occurring on the third 
Tuesday of every other month and between April 
2016 and March 2017 the Committee met five 
times. 
 


Successes 
 
The agenda for the D&T CAG is always full 
meaning keeping within the two and a half hour 
schedule is a challenge and this year there have 
been a number of successes: 
 
Developing Clinical Guidelines: 
· Magnesium supplements guideline 
· Psychotropic drug monitoring guideline in 


conjunction with mental health trust. 
· Regional antimicrobial prescribing guideline for 


primary care 
 
Governance: 
· Regular review of national best practice (i.e. 


NICE, MHRA safety alerts) 
· Monitored the financial performance of the 


prescribing budget. 
· Reviewing audits of Urgent Care Centre 


Antibiotic prescribing 
· Reviewed Terms of Reference of group. 
 
Other:  
· Horizon scanning with the RDTC 
· Developing a prescribing engagement scheme 


for 2017/18 
· Continuing to work with Community 


Pharmacies via their LPC representative on 
the Committee. 


· Reviewing and recommending various rebate 
schemes where appropriate 


· Drug of Abuse briefing issued to primary care 
and local community pharmacies. 


· Baseline audits to support national call to 
action to stop overmedication in patients with 
learning disabilities.  


· FAQs document on Medicines Use in Schools 
issued. 


· Memo on branded prescribing of inhalers to 
avoid patient confusion and ensure patient 
safety issued. 


· GP information leaflet to support use of 
ciclosporin eye drops. 


· Reviewed implications of latest Public Health 
England guidance in Vitamin D locally and 
issued updated  local prescribing advice. 
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· Worked with LPC to review processes and 
systems in place for community pharmacies 
and managed repeats. This included the issue 
of memorandum of understanding with local 
community pharmacies to tackle inappropriate 
practices with regard to repeat 
prescriptions/dispensing. 
 


 


Associated Committees 
 
The D&T CAG has close links with other 
committees in order to foster an integrated 
approach to developing guidance and advice on 
medicines related issues. These groups include: 
 


· Local Prescribing Groups 
· Area Prescribing Committee 
· Formulary Steering Group 
 


Communication 
 
Communication of the activities of the D&T is by a 
number of means and this follows the Medicines 
Management Communications Strategy. 
One of the most effective methods of 
communication has been the County  Durham and 
Darlington pages of the NECS Medicines 
Optimisation website: 
http://medicines.necsu.nhs.uk/guidelines/durham-
darlington/ 
 
The website was developed to improve 
communication and make key documents more 
accessible to stakeholders and has open access 
for prescribing guidelines, D&T Minutes, APC 
minutes and key documents, All prescribing 
guidelines, shared care guidelines and 
prescribing memos ratified by the committee are 
available on the website. 
 
Key points raised by the D&T CAG are notified to 
practices in a newsletter which contains updates 
on D&T decisions and is sent to all primary care 
practitioners in County Durham and Darlington on 
a bi-monthly basis. 
 


Plans for the future 
The D&T has played an important role in 
medicines management in County Durham and 
Darlington for a number of years and hopefully for 
many years to come. In the coming year it hoped 
to further develop is medication safety role and 
become a forum for the sharing of best 
prescribing practices within County Durham & 
Darlington. It will also review is role and remit in 
the light of the formation of the new Regional 
Medicines Optimisation Committees in England 
from April 2017. 








2016/17
Director of Public Health Annual Report


Work and You







This report will discuss how work impacts 
upon health and how we can stay in 
employment and maximise our health.


“Nowhere is the link between health 
and wealth more important than in 
relation to work. Good work is both 
the best route out of poverty and 
the surest basis for good health” 
Health and Wealth - closing the gap 
in the North East: report of  the North 
East commission for health and social 
care integration; Duncan Selbie; 
Commission chair and chief  executive 
of  public health. 
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Business


Businesses drive our 
economy and are rightly 
focused on growth, 
productivity and delivering a 
return on their investments. 
Investing in workplace 
inclusivity, health and 
wellbeing is critical to these 
goals. 


Employers will have access 
to a wider pool of  talent and 
skills if  they have inclusive 
recruitment, retention and 
progression policies, and 
may also be able to serve 
their customer base more 
effectively.
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Foreword 
 
The old adage of  ‘a healthy workforce is a productive workforce’ is as pertinent today as it 
ever was.


But the demands of  work, home and family can put extreme pressure on our staff  and 
mean they’re not producing their best. It’s vital that we create healthy workplaces given how 
much time we spend at work and that we help our staff  achieve a balance between these 
demands. 


Employers have a huge part to play in helping their staff  look after their own wellbeing and 
happiness. Support can range from giving genuinely flexible work options and offering 
workplace savings schemes to having a workplace gym membership or setting up a crèche. 
It’s also about creating healthy environments in which people can follow their own self-
development paths and thrive in their workplace. 


At Business Durham, we’ve launched a programme, Smart County, to work with businesses 
and help them create products and services to tackle some of  the health conditions 
associated with social isolation. So businesses have enormous potential to contribute to the 
health of  people who work for them and in return, all of  this is good for business. It’s also 
good for our communities. We therefore welcome the publication of  this report.


Dr Simon Goon 
Managing Director
Business Durham 
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Introduction  
 
The annual report of  the Director of  Public 
Health is the professional statement about 
the health of  people in the county. It is an 
independent decision to determine which 
aspect of  health to draw attention to. 
Through the report this year I am reaching 
out to the business sector across County 
Durham with a specific focus on small to 
medium enterprises (SMEs). At a time of  
prolonged austerity with no immediate sign 
of  the situation altering, good employment 
opportunities are critical to population 
health and wellbeing.  


It is well documented that there is an 
aging population across the UK and that 
is the case for County Durham. Healthy 
life expectancy (how long we live in good 
health) shows significant inequalities 
across County Durham with an 18 year 
gap for men (70 years in Langley Moor 
and 51 years in Horden) see Appendix 1. 
If  someone is diagnosed with a long term 
health condition at the age of  51 years 
there is still on average 15 years of  working 
life before state pension eligibility. Many 
people, with the right support, can continue 
to work productively with a long term health 


condition. The primary 
goal is to prevent a health 
condition from developing 
in the first place but there is 
much benefit in maintaining 
a person’s health beyond a 
diagnosis.
  
There are many opportunities to work jointly 
with the business sector to identify ways 
in which the health of  employees can be 
considered which can improve productivity 
of  the work force. This report targets advice 
and recommendations to improve the health 
of  the population from the point of  mid-life 
with the intention of  reducing the gap in 
healthy life expectancy. The content of  this 
report has been brought together using 
the latest health intelligence and evidence. 
Through discussion with business sector 
leaders the report is designed to be easy 
to read with clear signposting for further 
information and guidance. I hope you are 
motivated reading the report to look after 
your own health as well as those who work 
for you.


Gill O’Neill, Interim Director of  Public Health


Approximately  


5 million 
people of  working age  


receive out-of-work benefits  
- about half  of  this group 


receive incapacity benefits. 
Health-related benefits  


cost the state  


£13 billion  
a year







Background


Employment and health


The performance of  the economy 
provides a good indication 
of  the levels of  employment 
and prosperity in the general 
population. In particular, levels 
of  employment provide an 
indication of  the health of  the 
working age population. A review 
of  evidence-based research 
over a substantial time period 
has served to demonstrate that 
unemployment plays a significant 
role in increasing poverty, social 
isolation and loss of  self-esteem. 
These issues also decrease 
psychological wellbeing, physical 
health and mental health and 
wellbeing.


Ageing Population


By 2020 one third of  the workforce will be over 50. As the UK workforce continues to age and 
stay in work longer and more workers develop long-term health conditions, policymakers, 
employers, clinicians and older workers themselves will need to work together to improve both 
their health and employment outcomes. Between 2014 and 2024 the UK will have 200,000 
fewer people aged 16 to 49, but 3.2 million more people aged 50 to State Pension age.


Although age by itself  does not have to be a 
barrier to a healthy working life, older workers 
continue to face employment challenges. 
The physical and mental assets they possess 
are often under-used and under-valued. 
The potential of  older people should not 
be ignored and adopting an active ageing 
approach optimises opportunities for health, 
participation and security and enhances 
quality of  life as people age. 


The workplace itself  is an environment where 
‘healthy behaviours’ can be fostered. In 
some cases, changes in health habits may 
be ‘nudged’ by making the healthier option 
the easier choice. With more evidence-based 
prevention throughout life, and focused 
interventions, there is no reason why good 
work and good health should not be within 
the grasp of  most people aged 50 to 70 and 
beyond. 
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By 2020 
one third of the 
workforce will 
be over 50
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County Durham’s estimated aging population


County Durham has an ageing population 
and with fewer young people entering 
employment there is an increasing need for 
employers to: 


Retain - keep older workers and their 
skills in the workplace through for example 
flexible working. 


Retrain - provide ongoing workplace 
training irrespective of  age, and 
opportunities for mid-life career reviews. 


Recruit - stamp out age discrimination from 
the recruitment process.


Employment is varied in County Durham 
with the majority of  businesses being small 
to medium. With an ageing population it is 
vitally important that County Durham has 
a vibrant economy and job opportunities 
for those in mid-life and into older life. 
As we are expected to work for longer 
before retirement good health is a basic 
requirement. There are many ways we can 
improve our own health as well as actions 
employers can take. This report will discuss 
how work impacts upon health and how we 
can stay in employment and maximise our 
health. A joint agreement between yourself  
and your employer can ensure mid-life is a 
new beginning and not the beginning of  the 
end. 







There are  


11,760 micro 
businesses 
employing less than 10 
people in County Durham 
(88%), and 1,585 small to 
medium enterprises employing 
between 10 to 249 people 
(11.9%). Around 22,000 
people are self-employed.


There are 30 large 
employers in 
County Durham with over 250 
employees (0.2%)
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County Durham’s working age population (2015 data)


Employed
226,400 people69.5% Unemployed


16,600 people6.8%


20.8%


Economically inactive
82,600 people were economically 
inactive. 20.8% (17,200 people) of 
those wanted a job.


Oct 2015 to
 Sep 2016 data


80.3% 35.2%


Employment rate 
for those with an Equality Act (EA) 
core or work limiting disability is 
35.2% much lower than the rate for 
those without a disability (80.3%)


36.1%


Long-term sick
36.1% of the economically
inactive population were
long-term sick.


3,100


Unemployed with 
a core disability
Of the 16,600 unemployed people 
in the county an estimated 3,100 
people had an Equality Act 2010 
core disability


16,600


28,820 people
Claiming either Employment 
Support Allowance (ESA) or 
Incapacity Bene�t (IB) in August 2016


22,460 people


Had been claiming for a 
year or more.


14,010 people


Claimed for mental health
and behavioural disorders


People claiming
ESA or IB allowances


Type of employment in County Durham


Manufacturing industry 
14.5% of County Durham’s total employees are  
employed in this sector (25,000 people)


14.5%


Wholesale and retail 
14.5% of County Durham’s total employees are  
employed in this sector (25,000 people)


14.5%


Health and social work 
14.5% of County Durham’s total employees are  
employed in this sector (25,000 people)


14.5%


68.2% 69.1%


Full time jobs
Of the 173,000 jobs in County Durham 68.2%
were full time compared to 69.1% natinally


31.8%


30.9%


Part time jobs 
Of the 173,000 jobs in County Durham 31.8%
were part time compared to 30.9% natinally


41%


33.6%


Workforce education
In 2015, 33.6% of County Durham’s workforce 
had at least a degree-level quali�cation (NVQ level 4+) 
compared to the national average of 41%


30.9%


Others not registered as unemployed
i.e. those in full time education23.7%


77.9%


48.6%


19%
81%
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This is Durham, Place of Light


Durham County Council (DCC) is working 
to showcase the county as a thriving area 
to live, work, study and invest as part of  a 
campaign to raise the profile of  the county.  
The campaign utilises the county’s place 
brand, Durham Place of  Light, which was 
developed by Visit County Durham, and
shines a light on the outstanding offer the 
county makes to visitors and residents alike, 
including the rich and diverse landscape 
from dales to coast brimming with history 
and vitality, the plentiful housing options, 
excellent schools and the vibrant cultural 
scene, all of  which make Durham an 
exceptional county in which to live and 
work.


Through an innovative and uniquely 
supportive approach, which has been 
widely praised by business leaders, the 
council is looking to create a better future 
for those living in the area and working with 
Business Durham, it is launching a number 
of  innovative projects, which aim to create 
high volume jobs, generate economic 
growth and stability for the county.


Through this campaign, the council aims 
to shine the spotlight on our wonderful 
county as a place we should all be proud 
of; building on what is already an exciting 
and rewarding place for businesses to grow, 
expand or relocate to and a wonderful place 
for us all to call home - This is Durham, 
Place of  Light.
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Health and wellbeing at work
 
Employers in County Durham can and 
should have an important part to play in 
helping their workers achieve a good quality 
of  life. 


It is essential that employers and employees 
work together to promote health and 
wellbeing so that this can have a positive 
impact in the workplace and help them 
prepare for future business needs. Proactive 
employers can create supportive and 
productive environments to encourage 
employees to improve health and 
wellbeing, which in turn brings individual, 
organisational and wider community 
benefits.


Being out of  work is associated with a range 
of  poor health outcomes. 


The workplace can support 
health and wellbeing and the 
health system can actively 
support people into work in a 
virtuous circle. Or the workplace 
can be unsupportive and health 
and work systems can work 
against each other.


Inequalities


Access to work or staying in work is not 
equal across all groups. 80% of  non- 
disabled people are employed yet only 48% 
of  disabled people and this is one of  the 
most significant inequalities in the UK today. 
We also know that disabled people from 
more disadvantaged backgrounds are more 
likely to be out of  work. For example, while 
employment rates can be as low as 16% 
for people with mental health conditions 
who live in social housing, for disabled 
people who live in a mortgaged house 
and who have 1 or 2 health conditions, the 
employment rate is as high as 80%.  


Workplace wellbeing charter


The workplace wellbeing charter  
(www.wellbeingcharter.org.uk) is an 
opportunity for employers to demonstrate 
their commitment to the health and 
wellbeing of  their workforce. The positive 
impact that employment can have on health 
and wellbeing is now well documented. 
There is also strong evidence to show how 
having a healthy workforce can reduce 
sickness absence, lower staff  turnover and 
boost productivity. 


Organisations of  all sizes can use the 
charter standards. The entry level has been 
developed as a baseline for all businesses 
to achieve and acts as a useful checklist 
for smaller organisations to ensure legal 
obligations are met. The criterion for small 
businesses does not involve significant 
financial investment, and there are lots of  
free resources and guidance as well as 
support from local providers. 
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On average,  
employers lose 9.1 


working days per 
employee per year in the 


public sector, 8.8 days 
in the non-profit sector and 


5.7 days in the  
private sector to  


sickness absence.







Mid-life - One You 
 
Ageing is a normal biological process. It 
has an effect on many body tissues and 
organs which reduces your ability to do 
things. The other consequence of  the 
ageing process is the loss of  resilience: not 
just the loss of  ability to do things, but the 
loss of  ability to bounce back and respond 
when things go wrong. 


Broadly speaking, mid-life is between 40-60 
years old. Mid-life is a period of  physical 
and mental change for us as individuals. 
Crisis can occur at any significant life 
changing event; an illness, a death in the 
family, or a career setback therefore mid-life 
should not be defined by the term crisis.


Mid-life is not the beginning 
of the end, it’s the end of 
the beginning. But making 
better choices today can 
have a huge influence on 
our health.


We know that people are able to change, no 
matter how difficult the environment. 


Mid-life is a stage of  development not just 
something that we should cope with. 


One You (www.nhs.uk/oneyou) is an online programme which offers you the opportunity to 
review your health risks through its How are You quiz. It gives you personalised information 
and links to services and online apps, that can help you to reduce those risks. 


Therefore whether employed in a large organisation or a micro business, the One You 
programme provides advice and guidance about personal health and wellbeing which in 
turn will impact on health of the workforce. 


Mid-lifers have priorities at work, younger 
children, older parents, mortgages, 
pensions. Mid-life can be tough, but 
consideration should be given to what life 
will look like in 5, 10, 20 years. For many 
people these challenges lead to loss in 
looking after themselves, at a point in their 
lives where actually looking after themselves 
can help them live longer and healthier and 
feeling better within weeks. 


Older workers (aged 50 - 64) may notice 
increases in work/health limitations, caring 
or domestic responsibilities with age. Older 
workers generally look for flexibility and 
work/life balance, before trust, recognition 
and freedom which are a higher priority for 
younger workers.


Just over one in five workers over 50 years 
of age are able to stay at work because 
of flexible working arrangements, such 
as flexible working hours (flexitime), job 
sharing or nine-day fortnights. As part of an 
active ageing approach, flexible working 
practices, together with consideration of 
workplace ergonomics, have been shown 
to promote age diversity in workplaces.


In terms of  physical fitness for work, 
although there are physical changes with 
age, age itself  is a very poor predictor of  
ability. Yet, individuals still need to take 
care of  their physical and mental health to 
maintain their capability as they age.
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The Strategic 
Economic Plan 
for the North East 
highlights the 
opportunities to 
raise productivity 
through a mixture 
of  skills and training 
support as well as 
targeted measures 
to actively engage 
as many working 
age residents in the 
labour market as 
possible.
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Strategies for regional growth and raising productivity
 
While current rates of  employment and self-employment for County Durham and the 
North East are broadly in line with national figures, our ambitions for more and better jobs 
mean there is a need to ensure we develop comprehensive plans to support the health 
of  the existing workforce while redoubling our efforts to assist those currently inactive or 
continuing to work whilst managing a health condition.


Balancing the issues of  an aging workforce and a complex mix of  health conditions, the 
approach for County Durham and the wider North East is to provide targeted interventions 
to assist residents to access appropriate labour market opportunities. 


Across the North East Combined Authority, councils have secured European and central 
government funding to provide a mental health trailblazer programme, enhancing the 
support available with the Talking Changes Service through the provision of  specialist 
mental health employability workers.


Further support for inactive residents to help them access employment has been provided 
by a European funded programme delivered in conjunction with the Department for Work 
and Pensions (DWP). 


Additional targeted support for those residents wanting to overcome health barriers and 
move towards work is available through the Reaching Out Across Durham Programme, 
(www.disc-vol.org.uk/projects/reaching-across-durham) jointly funded by Big Lottery and 
European Structural funds. 


The main employment support programme under the existing work programme and 
work choices is set to end during 2017. The new work and health programme being 
commissioned by DWP aims to provide comprehensive employment support services for 
long term unemployed residents with long standing or complex health conditions. With its 
range of  services and delivery outlets the council and its partners will be seeking to extend 
the service offer to residents across the county.


With such a focus, we will help to deliver prosperity to both individuals and employers, and 
promote social and financial inclusion. 


A national, regional and local ambition to improve employment opportunities and support 
people back to work and stay in work demonstrates collective working. 


Our  
ambition  


is for more 
and better  


jobs
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Public Services (Social Value) Act 2012
 
Social value is a way of  thinking about how scarce resources are allocated and used. 
It involves looking beyond the price of  each individual contract and looking at what the 
collective benefit to a community is when a public body chooses to award a contract. Social 
value asks the question: ‘If  £1 is spent on the delivery of  services, can that same £1 be 
used to also produce a wider benefit to the community?’


Going forward it is possible for businesses to consider how the social value act could be 
used to demonstrate how a business wishes to grow and look after their staff’s wellbeing 
which if  employing local people is good for County Durham residents.


What Durham County Council are doing


DCC are fully committed to the pursuit of  the economic, social benefits and the 
environmental wellbeing of  County Durham and have fully embraced the duties set out in 
the Public Services (Social Value) Act 2012. Indeed DCC have applied the duties wider 
than the legal requirements set out in the act and also consider opportunities for social 
value via the specification, specific clauses or evaluation criteria for all commissioning 
and procurement opportunities including goods and works above a spend threshold of  
£50,000.


The corporate procurement team in DCC has won the national Social Value Leadership 
Award in recognition of  the council’s drive to ensure local businesses benefit from its 
spending, keeping money in the local economy and helping the county’s businesses grow. 


The procurement planning process for all contracts with a likely value over £50,000 must 
include a social value appraisal, linked to the core social, environmental and economic 
topics highlighted in a social value policy statement which is made public so that 
suppliers can understand the council’s priorities and the areas of  social value which 
particularly matter to us. The appraisal allows particular contract-specific social value 
opportunities to be identified.


In addition, DCC’s procurement process is designed to be as fair and accessible as 
possible to all types of  organisation with the intention that SMEs, local suppliers, third 
sector organisations and social enterprises, as well as groups of  small organisations 
working on a consortium basis, are encouraged to participate. 
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6 out of 10 adults 
are overweight or 
obese


1 in 5 adults still 
smoke


10 million adults 
drink alcohol
excessively


Creating healthy workplaces
 
Good work is good for your health, yet 
unemployment is bad for your health. A 
priority must be to reduce long term sickness 
absence and prevent the downward spiral 
which can lead to the loss of  a valuable skill 
set to an employer and the risk of  worsening 
health for the individual and in some cases 
large parts of  the community.
 
There is a known correlation between 
an ageing population and an increasing 
prevalence of  long-term chronic conditions 
and multiple health issues. The impact of  poor 
health on work is not inevitable for people at 
any age. And while many conditions are not 
preventable, the evidence is clear that the 
way we live our lives can influence health 
outcomes. 


Currently, 6 out of  10 adults are overweight 
or obese, nearly 1 in 5 adults still smoke and 
more than 10 million adults drink alcohol at 
levels that pose a risk to their health. Public 
health interventions form a vital part of  the 
health and work agenda to help reduce the prevalence of  conditions that can lead to 
people leaving the labour market due to ill health. The workplace can play an important role 
in promoting health and minimising risks to health, for example through encouraging staff  to 
take action on obesity.


Where an individual experiences health 
issues, such as a sudden health event or a 
long-term condition, there is the potential for 
earlier action to support individuals better to 
remain active in society and participate in 
work to retain their financial independence 
and the health benefits of  employment.
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Reducing levels of smoking 
among workers will help 
reduce cardiorespiratory 
diseases - one of the 
largest causes of sickness 
absence.


On average, a 
person who smokes 
will have 33 more 
hours off sick per 
year than a non-
smoker.
For an organisation of 
1000, in which 25% 
smoke and are paid the 
national average hourly 
wage of £15.52, this 
absence equates to a loss 
of more than £128,000 a 
year.







 


Results


9 sugar 


cubes


Find the sugar
with our Sugar Smart app


PHE recommend that business 
implement Government 
Buying Standards for food 
and catering services (GBSF) 
across a range of public 
settings and facilitate the 
uptake of nutrition policy 
tools. The local NHS and local 
authorities could require 
providers to do this and 
promote consistency across 
hospital and health settings 
and local businesses.


Obesity in the workplace


We consume a third of  our daily 
calories at work, so businesses 
have an opportunity to create an 
environment that supports healthier 
food and drink choices and a 
healthier workforce.


  On average, obese workers take 
four extra sick days per year.


  There is a relationship between 
obesity and increased 
absenteeism from work for health 
reasons including frequent 
medical appointments.


  Obesity is also linked with 
decreased productivity. 


  Employees in good health can be 
three times more productive. 


The impact of  obesity on the 
workplace


There are physical and mental health impacts 
including increased risk of: 
  Lower back and joint pain (in 2013 more days of  
sickness absence were attributed to back, neck 
and muscular pain).


  Depression. An obese person has a 55% 
increased risk of developing depression (in 
2014/2015 9.9m days were lost to work related 
stress, depression or anxiety). 


 As well as other conditions such as heart 
disease, high blood pressure, stroke and 
type 2 diabetes. 


By improving the food  
environment and the opportunities  
to be physically active, businesses  
can help their productivity and the health of  their 
workforce. 


Public Health England encourages public 
sector partners to tackle the unhealthy weight 
environment. Public sector workplaces should 
support healthier food and drink choices, increase 
physical activity opportunities and reduce 
sedentary behaviour and access to energy dense 
food and drinks.
 
SME businesses can encourage their local food 
offer in the high street to be healthy as a two way 
relationship and community effort to tackle obesity. 
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Ways to support and 
encourage healthier eating in 
your workplace


To establish a workplace culture which 
promotes, encourages and supports 
good nutrition in the workplace, you can: 
 Encourage healthier options during the  
working day.


 Provide choices that are lower in 
saturated fat, sugar and salt and higher 
in fibre, fruit and vegetables.


 Put in place a healthy eating policy/
statement to maximise opportunities for 
staff  to make healthier options before, 
during and after the working day.


 Encourage staff  to take regular breaks 
during the working day so they have 
opportunities to eat well.


 Bring and share lunch and eat healthier 
together e.g. soup and share.


Whether the goal is to lose 
weight or to reduce the risk 
of  disease, the approaches 
are virtually the same for 
both. 


 An easy place to start is to 
eat less salt and sugar. The sugar smart 
app from Public Health England is a 
good way of  checking the content of  our 
foodstuffs.


 Eat less saturated fat. Avoid ‘trans fat’ 
or hydrogenated fat. It’s always on the 
label. 


NHS Choices has a 12 week plan to help 
you make changes to your diet. 


Be aware of  your alcohol consumption. 
Alcohol is high in calories and Dry January 
could be a useful place to start making 
changes. Age means we are less resilient 
and the effects of  alcohol are more 
powerful. 


Time pressures, the physical surroundings 
and the general challenge of  work, may 
make it difficult to eat well at lunchtime. 
But it is possible to eat well at home and 
take those tips to work. 


 Pay attention to what you eat. 
 Don’t read or browse the internet whilst 
eating. 
 Eat slowly.
 Use smaller plates.
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Physically active workplaces


Workplaces could encourage employees to 
be more active as this has significant business 
benefits. 


Physically active employees are: 
  less likely to take sick leave (for example 
being active can reduce chances of 
depression by 30% and back pain by 25%). 


  less likely to have an accident at work 
  more productive
  less likely to suffer from major health 
problems


The impact of  inactivity on the workplace


The cost of  physical inactivity in England has been estimated at £7.4 billion a year, including 
the direct costs of  treatment for major lifestyle-related diseases and the indirect costs 
caused through sickness absence.The main cost though is losses to business productivity!


Physical activity and mental health


Physical activity is also beneficial for mental wellbeing. Benefits include:
  Reduced feelings of  stress.
  Reduced anxiety and happier moods.
  Reduced risk of  depression.


Ways to promote physical activity at work


Getting people more physically active at work can be free or a low cost approach to 
supporting more active lives.


 Put in place a physical activity policy or statement in order to maximise opportunities 
for staff  to be active during, before and after the working day. 


 Encourage physical activity during the working day such as use of  stairs and by 
recommending employees move away from their workstations at least once per hour. 


 Explore and implement: 


 - Physical activity opportunities in the workplace. Free initiatives could include walking 
or running groups delivered by volunteers from the workplace or by local clubs. 


 - An organisation travel plan which includes physical activity. This may include a cycle 
to work scheme. 


 Encourage all staff  to take at least the minimum legally required breaks during their 
working day.
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Many of  us could be 
inactive/ sedentary for 6-8 
hours a day. Moving less, 
increases your risk of  many 
chronic conditions. 


Sitting uses one calorie per minute, 
standing uses two, and that difference 
can soon add up. An hour a day of  sitting 
rather than standing is 420 calories less 
used every week.


There are numerous simple ways you can 
improve your fitness whilst at work. 


 Leave your desk at lunchtime for at least 
10 minutes of  walking.


 Use the stairs rather than the lift. (Seven 
minutes stair climbing a day can halve 
the risk of  heart attack over 10 years. 
Just two minutes extra stair climbing a 
day is enough to stop average middle 
age weight gain).


 Stand and stretch every hour (if  you 
work at a keyboard).


These can be actioned in any size 
business and do not detract but adds 
value to the working day. 


Being more active is important at any 
age. Mid-life is a perfect time to set new 
goals and ambitions. 


Being active can reduce 
chances of  depression by 30% 
and back pain by 25%
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Stress


The stresses of  mid-life are not always clear. It can be described as being under too 
much social or emotional pressure. Modern stress is long term, chronic and can have 
harmful effects on your mind and body. Compared to women, in general men appear to 
find discussing these issues more difficult. Mid-life crises can often focus on work related 
anxieties.  


Feeling stress is not a sign of  weakness. It is caused by the environment in which we live 
and there are two aspects of  modern life which are particularly harmful: one is pressure 
under which people live, the other is the fact that many face stress when we are immobile, 
sitting at a desk.  


The impact of  stress in the workplace


Work related stress is a major issue for the UK workforce. The Health and Safety Executive 
(HSE), using information from the Labour Force Survey (LSF), estimates that:
  35% of  all work related ill health cases were attributable to work-related stress and 43% of  
all ill health working days lost. 


  There were 234,000 new cases of  work related stress reported in 2014/15 and the total 
number of  work days lost was 9.9 million.


  In 2014-15 around 80% of  new work-related conditions were either musculoskeletal 
disorders or stress, depression or anxiety. 


The Health and Safety Executive states that there are strong links between stress and
physical effects such as heart disease, back pain, headaches, gastrointestinal
disturbances or various minor illnesses; and psychological effects such as anxiety and 
depression, loss of  concentration and poor decision making.


Short term acute stress or what might also be described as pressure, can be helpful in 
coping with new challenges, deadlines or experiences. Chronic stress on the other hand is a 
serious condition that lasts for weeks or months and, left unmanaged, may cause significant 
health problems and short and long employee absences.


There are other types of  absence which can also be stress related such as chest/respiratory 
problems, blood pressure, circulatory, colds and flu, neurological issues, anxiety disorders, 
depression, insomnia and nervous debility. Appreciating and acknowledging the broader 
range of  stress and mental health related conditions provides a more accurate position and 
understanding of  the challenges.
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Ways to reduce stress 
and improve mental 
wellbeing


There are a number of  ways to improve 
mental wellbeing and reduce the risk 
of  stress in the workplace. These are:
 Undertake an organisational stress 
risk assessment.


 Compare the organisation’s 
performance with the ‘good 
management practice’ of  the Health 
and Safety Executives Management 
Standards. 


 Focus on risk factors specific to the 
organisation and its activities.


 Focus on prevention and managing 
the root causes of  work-related 
stress. 


 Develop a stress policy.
 Gather information and data 
from the organisation such as 
sickness absence, training records, 
grievances, civil claims, retention 
rates, job task analysis etc.


 Consult employees via surveys, focus 
groups and interviews to explore 
problems and confirm or challenge 
initial findings. 


If  you change how you think, 
you will change how you 
feel. Thoughts, feelings and 
physical sensations are all 
interconnected and negative thoughts 
can trap a person in a vicious cycle. By 
breaking problems down into manageable 
parts it may make them easier to deal with. 


Mindfulness is a way of  encouraging your 
mind to spend less time with negative 
thoughts and more time with positive ones. 
Some easy to do tips: 
 Take a couple of  minutes to notice your 
breathing. Take long, deep breaths for 
five minutes a day to relax your thoughts.


 Try something new. 
 Name your thoughts and feelings when 
they appear, as this will develop your 
awareness.


Some people will need some extra help 
to take things less seriously and worry 
less about the past and the future. Often 
speaking to someone may help and the 
Moodzone on the NHS Choices website 
keep up to date list of  mental health 
helplines such as:
 Mental Health Foundation - the 
foundation provides information and 
support for anyone with mental health 
problems or learning disabilities.


 CALM - is the Campaign Against Living 
Miserably, for men aged between 15 and 
35. 


 Samaritans - the Samaritans provide 
confidential support for people 
experiencing feelings of  distress or 
despair. 


Smokefreelife County Durham
If  you smoke and you would like to quit, 
then smokefreelife County Durham is the 
free stop smoking service that supports 
County Durham residents to give up the 
habit and lead a healthier smokefree life. 


For more information visit www.
smokefreelifecountydurham.co.uk
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Smoking and stress


A common misconception is that smoking 
helps to reduce stress, smokers confuse 
the desire for nicotine as stress, therefore 
smoking actually increases the physical 
stress on the body.
 
Nationally 96,271 days of  lost productivity 
every year due to smoking related sick 
days, at a cost of  £8.6million. 







Musculoskeletal disorders: 
the impact in the workplace


Despite the fact that information and 
training on preventing chronic injuries 
is readily accessible nowadays, year 
after year there is still a rise in cases of  
work related musculoskeletal disorders 
(WRMSDs).


Both episodic and chronic cases 
significantly reduce a person’s quality of  
life and currently affect a sizeable portion 
of  the population. 


High rates of  WRMSD’s relate to workers 
aged over 45, which is particularly 
relevant to the ageing workforce of  
County Durham. Approximately 40% of  
disorders affect the back and 40% affect 
the upper limbs. 


Transportation and storage, health and 
social care, agriculture and construction 
industries have the highest rates of work-
related musculoskeletal disorders, but 
less obvious industries such as cleaning 
and office work are also at risk. 


WRMSD’s remain one of  the main causes 
of  sickness absence in DCC along with 
stress. These are particularly prevalent 
given the manual work related activities 
and services across County Durham. 


40%
of disorders affect the 
back and upper limbs


Ways to help and prevent 
work-related musculoskeletal 
disorders


In order to prevent or help those suffering 
from work-related musculoskeletal disorders, 
you can:
 Undertake a risk assessment and 
identify where WRMSD’s exist. 


 Reduce task repetition, force required, 
duration.


 Find the right working position.
 Introduce short frequent breaks in the 
more risky activities. 


 Train workers so that they feel able to do 
the task. 


 Ensure equipment is maintained and fit 
for work purposes.


 Provide personal protective equipment.


 Middle aged people 
are on average weaker 
than younger people but 
this loss of  strength is 
more than just aging, it is 
inactivity. 
 Many of  the aches and pains in your 
neck, back, shoulders and hips can 
be improved by simple stretching 
exercises. The NHS Choices Strength 
and Flex Plan is a five week plan 
designed to build your strength 
and flexibility without the need for 
equipment. 
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Mental wellbeing in the workplace


Of course not all health conditions are static. Many, 
such as some mental health conditions, fluctuate over 
time, and affect people differently at different times. 


Good employers understand that their organisations 
are only as good as the staff  that work for them. 
Productive and healthy organisations depend on 
mentally healthy staff.


Leadership


Effective leadership and line management training can also contribute to better working 
environments, reducing stress and improving mental health at work. These aspects are 
leading causes of  sickness absence and will typically be important for improving workplace 
health.


With about 1 in 6 employees at any one time experiencing a common mental health 
problem, being able to appropriately identify and support employees is key to 
ensuring:
  An ability to identify people with health conditions (especially to recognise the early signs 
of  mental health problems).


  An ability to support people with health conditions; an understanding that the health and 
wellbeing of  employees is the manager’s responsibility. 


  Appropriate action to adapt working practices or job roles where necessary. 


Engage and understand your staff


Businesses with high levels of  employee engagement have greater staff  commitment and 
are more profitable and productive. This results in improved outcomes in terms of  service 
quality and customer satisfaction.  


Involvement and participation at work brings positive benefits including improved mental 
wellbeing and reduced sickness absence. These types of  approaches can include surveys, 
focus groups and other forms of  employee engagement.


The impact may not be equal


Lower paid workers with fewer skills or qualifications are more likely to experience poorer 
working conditions and worse health. Measures to improve the quality of  work that focus 
more attention on workers in semi-skilled and unskilled manual occupational groups may 
help to reduce inequalities in work-related health problems. 


Low paid workers with less access to resources at work and at home, often have the lowest 
levels of  control which can impact negatively on their health and wellbeing. Research shows 
that programmes that aim to increase employees control at work produce positive mental 
wellbeing and reductions in sickness absence.
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NICE estimated that mental 
ill health costs UK employers 


almost £1 million per 
year. For an organisation with 


1000 employees, 
the annual cost of mental ill 
health was estimated to be more 


than £835,000. Identifying 
problems early - or preventing 
them in the first place, could 


result in cost savings of 30%. 
This is equivalent to cost savings 


of more than £250,000 
per year.







Reducing stigma and discrimination around mental health


Strategies to achieving this 
include:


 Signing the Time for Change workplace 
pledge - any size of  organisation can 
do this.  


 Creating employee champions who are 
essential in challenging stigma and 
increasing understanding of  mental 
health in their workplaces.


 Developing mental health awareness 
training for managers and staff  to 
equip them to be able to have helpful 
and appropriate conservations.


 Sign up as a high street or as a trading 
estate. There is power and influence 
by joining forces.  


Creating an organisational culture that 
challenges stigma and discrimination and 
encourages employees to talk openly about 
mental health in a supportive environment 
is key to creating a workplace where 
employees feel comfortable and safe to 
discuss and raise mental health issues. 


One in four people will experience a mental 
health problem in any given year, with one in 
six people having a significant mental health 
issue. The Time to Change campaign, 
which is a national campaign funded by 
the Department of  Health and led by Mind 
and Rethink, confirmed that stigma and 
discrimination is all-pervasive, with close to 
9 out of  10 service users (87%) reporting its 
negative impact on their lives (Stigma Shout 
Survey). Stigma also has other effects, 
these include: 


Stigma stops people getting and keeping 
jobs. People with mental health problems 
have the highest ‘want to work’ rate of  any 
disability group - but have the lowest in-
work rate. One third report having been 
dismissed or forced to resign from their job 
and 70% have been put off  applying for 
jobs, fearing unfair treatment.


Stigma has a negative impact on physical 
health. We know that in general individuals 
with mental health problems tend to have 
poorer than average physical health and 
their physical health problems are often 
misdiagnosed. As a result, individuals with 
the most severe mental health problems die 
on average ten years younger. 
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The Better Health at Work Award


The Better Health at Work Award recognises 
the efforts of  local businesses in addressing 
health issues within the workplace. The 
award scheme is available to all businesses/
employers in County Durham regardless of  
size, location or type of  business. Reflecting 
the makeup of  organisations in County 
Durham about two thirds of  achievers of  the 
award can be classified as small to medium 
sized enterprises.


Many businesses already promote healthy 
lifestyles and consider the health of  their 
employees. This award recognises the 
achievements of  these businesses and 
helps them to move forward in a structured 
and supported way.  For those businesses 
who have not considered promoting health 
at work, taking part in this award helps them 
reap the rewards of  encouraging a healthy 
workforce.


There are four levels to the award - bronze, 
silver, gold and continuing excellence, with 
appropriate criteria at each stage to build 
into an award portfolio which is assessed 
annually so that businesses move through a 
level each year.  


There is an active network of   
employers/businesses participating in the 
award across County Durham. Employees 
benefit from increased access to health 
information and interventions through 
campaigns designed to engage employees, 
improve staff  morale, reduce sickness levels 
and maximise productivity in the workplace. 
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Financial wellbeing and resilience impacts 
on the lives of  everyone. Being able to 
survive a financial shock, unexpected bills, 
and having a financial safety net supports 
mental and physical wellbeing.
 
The Chartered Institute of  Personnel and 
Development’s survey on financial well-
being found that 19% of  respondents 
are losing sleep at night because they 
are worried about money. That translates 
into a negative impact on their ability to 
concentrate at work and their productivity.
 
Andrew James LTD, a local County Durham 
business, recently joined the Better Health 
at Work Award and embedded an employee 
salary savings scheme, with NEfirst Credit 
Union, to encourage staff  to save regularly 
and borrow sensibly and avoid high cost 
payday lenders, to create a healthier 
wealthier workforce.







Healthy living pharmacy


A healthy living pharmacy (HLP) delivers a 
broad range of  high quality services through 
community pharmacies to meet local need, 
improving the health and wellbeing of  the 
local population and helping to reduce health 
inequalities.


Since the beginning of  2015, the better health 
at work award team and the healthy living 
pharmacy award team have been working 
together to share ideas, resources, and 
encourage joint working between businesses 
and HLPs in a local area. Joint working 
between local HLPs and businesses can 
include pharmacy staff  visiting the business 
in order to support a health promotion 
campaign e.g. Stoptober or Dry January. 


HLPs have so far engaged with businesses 
to attend health roadshows (e.g. with 
Derwentside Homes, the HMRC, and Deerbolt 
prison), advise on specific health issues (e.g. 
stop smoking support or flu vaccination), and 
make active ongoing links (e.g. with Hitachi).


What is a 
Healthy living pharmacy?


Local 
stakeholder 
engagement


Caters to 
public health 
needs of  the 
community


Proactive, 
friendly, 


approachable 
staff


Consistent 
high-quality 


service 
delivery


Health 
promoting 


environment


Trained 
health 


champions 
on site


Innovative 
initiatives 


and delivery


A 
community 


hub


Pharmacy 
leadership
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Visit your local healthy 
living pharmacy and discuss 
support options for a 
workplace health campaign. 







NHS Health Check


NHS Health Check is a national 
programme that aims to prevent heart 
disease, stroke, diabetes and kidney 
disease, and raise awareness of  dementia 
both across the population age 40 - 74 
and within high risk and vulnerable groups.


The risk level varies from person to 
person, but everyone is at risk of  
developing heart disease, stroke, type 2 
diabetes, kidney disease and some types 
of  dementia.


While a NHS Health Check is usually done 
in GP surgeries, they may also be offered 
at other suitable and accessible places in 
your neighbourhood.


They may be able to be delivered within or 
near offices, trading estates or business 
parks and provide an opportunity for 
measuring the risk of  developing certain 
health problems, and importantly the 
advice on how to prevent them.
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Sickness absence  
in Britain costs the 


economy an estimated 
£15 billion per 


year. This includes lost 
productivity/output, time 


spent on sickness absence 
management  


and healthcare.







“Small changes to improve the health 
of smaller businesses employees 
make huge differences in the 
workplace. Making these small step 
changes in every day working will 
help improve the productivity of the 
workforce and reduce absenteeism.
 
“We’re recommending that all 
smaller businesses across County 
Durham take on board some of the 
simple ways workplace health can be 
improved.
 
“We’ll be working with federation of 
small business members, smaller 
businesses and Durham County 
Council to ensure we achieve the 
ambitions in the report.”
 
Ted Salmon, Federation of  Small 
Business North East Regional Chairman
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Campaign calendar


Why not help motivate and support your workforce to make and sustain changes that 
improve their health by participating in these national campaigns?


Stoptober 
Research shows that 
smokers who make it to 
28 days smokefree are 5 
times more likely to stay 
quit for good. Search 
‘Stoptober’ online to 
find out about a range 
of  free and proven 
support available to help 
you start your quitting 
journey for 28 days and 
beyond.


Be clear on cancer 
Aim to improve early 
diagnosis of cancer by 
raising awareness of  
signs and/or symptoms of  
cancer, and to encourage 
people to see their GP 
without delay.


One You - healthy 
eating 
What you eat, and how 
much, is so important 
for your health and your 
waistline. Choosing 
healthier foods is easier 
than you might think.


Find out more by 
searching One You.


Time for change
1 in 4 people will 
experience a mental 
health problem in any 
given year.


Let’s change the way we 
all think and act about 
mental health. Search 
Time to change.


One You - physical 
activity
Fitting some physical 
activity into your day is 
easier than you think. 
Being active is really 
good for your body, mind 
and health - and there 
are lots of  easy ways 
you and your family can 
get moving! Find out 
more by searching One 
you/moving


Dry January
Bid booze goodbye, 
keep January dry.


Take the 31 day 
challenge -  
find out more at  
www.DryJanuary.org.uk


Get your flu jab 
Don’t put off  getting the 
flu vaccination. If  you’re 
eligible get it now. It’s 
free because you need 
it. Visit  
www.nhs.uk/staywell  
for more information.


Couch to 5k 
The Couch to 5K plan 
is designed to get just 
about anyone off  the 
couch and running 5km 
in nine weeks. 


Find out more at 
www.nhs.uk/Livewell


Stroke Act F.A.S.T. 
Can you recognise the 
symptoms of  a stroke? 


Even if  you are not sure, 
act FAST, make the call, 
dial 999.


Stay well this winter 
If  you start to feel unwell, 
even if  it is just a cough 
or cold, don’t wait until 
it gets more serious, 
get help from your 
pharmacist. The sooner 
you get advice the better 
- pharmacists are here 
to help you stay well this 
winter. Visit 
www.nhs.uk/staywell  
for more information.


Be clear on cancer 
Aim to improve early 
diagnosis of cancer by 
raising awareness of  
signs and/or symptoms of  
cancer, and to encourage 
people to see their GP 
without delay.


Stress and you 
There’s no quick-fix cure 
for stress, but there are 
simple things you can do 
to help you stress less. 
These include relaxing, 
exercise, eating a healthy 
and balanced diet, and 
talking to someone.


Find out more by 
searching One you/stress.


September October November December







A disability or health 
condition should not 
dictate the path a person 
is able to take in the
workplace. A person’s 
talents and their 
determination and 
aspiration to succeed 
should be key. We are 
committed to acting but all 
of  us need to be involved. 
Let’s ensure everyone
has the opportunity to go 
as far as their talents will 
take them - for a healthier, 
working nation.
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There will be many initiatives and activities taking place across County 
Durham and being progressed by a whole range of  partners. The 
recommendations below hopefully build on your local business priorities 
and provide some new ideas for you to explore.


Recommendations 
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References available on request.


You could also consider these approaches:


 Mid-life is a place to start not stop. Complete the One You quiz and take it from there. 


 If  you are a large employer then sign up for the Better Health at Work Award 
today. All 30 employers in County Durham with 250+ staff  should be leading the 
way to improve the health of  their staff. Showcase your work and celebrate your 
achievements. 


 Any small/medium business can also sign up for the Better Health at Work Award 
either as a cluster of  work places or individually. 


 Follow the monthly health promoting tips and advice on on the Federation of  Small 
Businesses twitter feed and tell us if  it is making a difference. Add to the Work and 
You story for County Durham. 


 Go to your local healthy living pharmacy and ask if  they will support you with some 
health campaigns this year for your staff. They will say yes!


 Micro business, think about ‘Work and You’, what could improve your own health and 
wellbeing?


 Considering putting a tender in for a contract? How could you best utilise the social 
values section to improve the health and wellbeing of  residents in County Durham. 
Remember small businesses are likely to employ local people. 


 Think community - you don’t have to do this as a stand-alone business. Work as a 
high street to improve the food and activity offer for your staff.  It will benefit the local 
community too. 


 Time to Change. We would all benefit from looking after our mental health. Pledge to 
time for change and eradicate stigma. 


 Talk to your staff  and find out what good health means to them. Take a moment to 
pause and talk to each other.  Work is so important for social connections. 


 Primary care colleagues could consider how the impact of  work can be brought 
into consultation conversations. Keeping people in work will help the NHS and social 
care. It will save the local economy money. 


 Consider flexible working arrangements for staff  and try to retain, retrain and recruit.


 Lead by example and take care of  your own health.
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Please ask us if you would like this document
summarised in another language or format. 


Braille Audio Large print


Arabic Chinese Urdu


Polish Punjabi Spanish


Bengali Hindi German


French Turkish Malay


polski Español


Deutsch  
Français  Türkçe  Melayu  


publichealth@durham.gov.uk
03000 267 660








NHS England Core Standards for Emergency preparedness, resilience and response
v5.0


The attached EPRR Core Standards spreadsheet has  6 tabs: 
  
EPRR Core Standards tab: with core standards nos 1 - 37 (green tab) 
 
Governance tab:-with deep dive questions to support the EPRR Governance'deep dive'  for  EPRR Assurance 2017 -18(blue) tab) 
 
HAZMAT/ CBRN core standards tab: with core standards nos 38- 51.  Please note this is designed as a stand alone tab (purple tab) 
 
HAZMAT/ CBRN equipment checklist:  designed to support acute and ambulance service providers in core standard 43 (lilac tab) 
 
MTFA Core Standard: designed to gain assurance against the  MTFA service specification for ambulance service providers  only  (orange tab) 
 
HART Core Standards:  designed to gain assurance against the  HART service specification for ambulance service providers  only  (yellow tab). 
  
 
This document is V50.  The following changes have been made :  
 
• Inclusion of EPRR Governance questions to support the 'deep dive'  for  EPRR Assurance 2017-18 
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Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


Governance


1


Organisations have a director level accountable 
emergency officer who is responsible for EPRR 
(including business continuity management)


Y


None - continue with the 
annual work programme


Sarah Lambert 12 months


2


Organisations have an annual work programme 
to mitigate against identified risks and 
incorporate the lessons identified relating to 
EPRR (including details of training and 
exercises and past incidents) and improve 
response.


Lessons identified from your organisation and 
other partner organisations.  
NHS organisations and providers of NHS 
funded care treat EPRR (including business 
continuity) as a systematic and continuous 
process and have procedures and processes in 
place for updating and maintaining plans to 
ensure that they reflect: 
-    the undertaking of risk assessments and any 
changes in that risk assessment(s)
-    lessons identified from exercises, 
emergencies and business continuity incidents
-    restructuring and changes in the 
organisations
-    changes in key personnel
-    changes in guidance and policy


Y


An annual Business Impact 
Analysis (BIA) process will be 
put into place over the next 12 
months and this will support 
the revision of the Business 
Continuity Plan.  This will be 
highlighted to Heads of 
Department at a Business 
Continuity presentation on 
15th AUgust.  A training 
session for Dept managers is 
planned for early November to 
assist with completion of the 
BIAs.


Sarah Lambert 12 months


3


Organisations have an overarching framework 
or policy which sets out expectations of 
emergency preparedness, resilience and 
response.


Arrangements are put in place for emergency 
preparedness, resilience and response which: 
• Have a change control process and version 
control
• Take account of changing business objectives 
and processes
• Take account of any changes in the 
organisations functions and/ or organisational 
and structural and staff changes
• Take account of change in key suppliers and 
contractual arrangements
• Take account of any updates to risk 
assessment(s)
• Have a review schedule
• Use consistent unambiguous terminology, 
• Identify who is responsible for making sure the 
policies and arrangements are updated, 
distributed and regularly tested;
• Key staff must know where to find policies and 
plans on the intranet or shared drive.
• Have an expectation that a lessons identified 
report should be produced following exercises, 
emergencies and /or business continuity 
incidents and share for each exercise or 
incident and a corrective action plan put in 
place.  
• Include references to other sources of 
information and supporting documentation


Y


Sarah Lambert


4


The accountable emergency officer ensures that 
the Board and/or Governing Body receive as 
appropriate reports, no less frequently than 
annually, regarding EPRR, including reports on 
exercises undertaken by the organisation, 
significant incidents, and that adequate 
resources are made available to enable the 
organisation to meet the requirements of these 
core standards.


After every significant incident a report should 
go to the Board/ Governing Body (or appropriate 
delegated governing group) .
Must include information about the 
organisation's position in relation to the NHS 
England EPRR core standards self assessment.


Y


Reference to the cyber attack 
was included in our annual 
report which was approved by 
Management Exec and 
Governing Body.


Sarah Lambert 12 months


Duty to assess risk


5


Assess the risk, no less frequently than
annually, of emergencies or business continuity
incidents occurring which affect or may affect
the ability of the organisation to deliver its
functions.


Y


Processes to be established 
over the next 12 months


Sarah Lambert 12 months


• Ensuring accountaable emergency officer's 
commitment to the plans and giving a member of the 
executive management board and/or governing body 
overall responsibility for the Emergeny Preparedness 
Resilience and Response, and  Business Continuity 
Management agendas
• Having a documented process for capturing and taking 
forward the lessons identified from exercises and 
emergencies, including who is responsible.
• Appointing an emergency preparedness, resilience and 
response (EPRR) professional(s) who can demonstrate 
an understanding of EPRR principles.
• Appointing a business continuity management (BCM)  
professional(s)  who can demonstrate an understanding 
of BCM principles.
• Being able to provide evidence of a documented and 
agreed corporate policy or framework for building 
resilience across the organisation so that EPRR and 
Business continuity issues are mainstreamed in 
processes, strategies and action plans across the 
organisation.  
• That there is an approporiate budget and staff 
resources in place to enable the organisation to meet the 
requirements of these core standards.  This budget and 
resource should be proportionate to the size and scope of 
the organisation. 


• Being able to provide documentary evidence of a 
regular process for monitoring, reviewing and updating 
and approving risk assessments
• Version control
• Consulting widely with relevant internal and external 
stakeholders during risk evaluation and analysis stages
• Assurances from suppliers which could include, 


       
 


      


 


Risk assessments should take into account 
community risk registers and at the very least 
include reasonable worst-case scenarios for:
• severe weather (including snow, heatwave, 
prolonged periods of cold weather and flooding);
• staff absence (including industrial action);
• the working environment, buildings and 
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Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


6


There is a process to ensure that the risk
assessment(s) is in line with the organisational,
Local Health Resilience Partnership, other
relevant parties, community (Local Resilience
Forum/ Borough Resilience Forum), and
national risk registers.


Y


Processes to be established 
over the next 12 months


Sarah Lambert 12 months


7


There is a process to ensure that the risk
assessment(s) is informed by, and consulted
and shared with your organisation and relevant
partners.


Other relevant parties could include COMAH 
site partners, PHE etc. 


Y


Processes to be established 
over the next 12 months


Sarah Lambert 12 months


Duty to maintain plans – emergency plans and business continuity plans  


8


Incidents and emergencies (Incident Response 
Plan (IRP) (Major Incident Plan))


Y


Plan will be developed over the 
next 12 months


Sarah Lambert 12 months


9
corporate and service level Business Continuity 


(aligned to current nationally recognised BC 
standards)


Y
This work will take place over the 
coming 12 months


Sarah Lambert 12 months


10
 HAZMAT/ CBRN - see separate checklist on 


tab overleaf
n/a to ccg


11
Severe Weather (heatwave, flooding, snow and 


cold weather) Y
This work will take place over the 
coming 12 months


Sarah Lambert 12 months


12
Pandemic Influenza (see pandemic influenza 


tab for deep dive 2015-16 questions) Y
This work will take place over the 
coming 12 months


Sarah Lambert 12 months


13
Mass Countermeasures (eg mass prophylaxis, 


or mass vaccination)
n/a to ccg


14 Mass Casualties n/a to ccg


15 Fuel Disruption Y This work will take place over the 
coming 12 months


Sarah Lambert 12 months


16


Surge and Escalation Management (inc. links to 
appropriate clinical networks e.g. Burns, 


Trauma and Critical Care) Y


As per regional escalation 
protocol


Sarah Lambert


17
Infectious Disease Outbreak


Y
This will be developed over the 
next 12 months


Sarah Lambert 12 months


18
Evacuation


Y
Covered by the landlord's 
escalation plan


Sarah Lambert


19


Lockdown n/a to ccg


20


Utilities, IT and Telecommunications Failure


Y


As provided by our IT supplier NECS Sarah Lambert


21


Excess Deaths/ Mass Fatalities n/a to ccg


         
       


   
  
        


      
 Assurances from suppliers which could include, 


statements of commitment to BC, accreditation, business 
continuity plans.
• Sharing appropriately once risk assessment(s) 
completed
 


Effective arrangements are in place to respond 
to the risks the organisation is exposed to, 
appropriate to the role, size and scope of the 
organisation, and there is a process to ensure 
the likely extent to which particular types of 
emergencies will place demands on your 
resources and capacity. 


Have arrangements for (but not necessarily 
have a separate plan for) some or all of the 
following (organisation dependent) (NB, this list 
is not exhaustive): 


      
        


    
      


      
     
 the working environment, buildings and 


equipment (including denial of access);
• fuel shortages;
• surges and escalation of activity;
• IT and communications;
• utilities failure;
• response a major incident / mass casualty 
event
• supply chain failure; and
• associated risks in the surrounding area (e.g. 
COMAH and iconic sites)


There is a process to consider if there are any 
internal risks that could threaten the 
performance of the organisation’s functions in 
an emergency as well as external risks eg. 
Flooding, COMAH sites etc. 


Relevant plans:
• demonstrate appropriate and sufficient equipment (inc. 
vehicles if relevant) to deliver the required responses
• identify locations which patients can be transferred to if 
there is an incident that requires an evacuation; 
• outline how, when required (for mental health services), 
Ministry of Justice approval will be gained for an 
evacuation; 
• take into account how vulnerable adults and children 
can be managed to avoid admissions, and include 
appropriate focus on  providing healthcare to displaced 
populations in rest centres;
• include arrangements to co-ordinate and provide mental 
health support to patients and relatives, in collaboration 
with Social Care if necessary, during and after an incident 
as required;
• make sure the mental health needs of patients involved 
in a significant incident or emergency are met and that 
they are discharged home with suitable support
• ensure that the needs of self-presenters from a 
hazardous materials or chemical, biological, nuclear or 
radiation incident are met.
• for each of the types of emergency listed evidence can 
be either within existing response plans or as stand alone 
arrangements, as appropriate.
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Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


22


having a Hazardous Area Response Team 
(HART) (in line with the current national service 


specification, including  a vehicles and 
equipment replacement programme) - see 


HART core standard tab


n/a to ccg


23


 firearms incidents in line with National Joint 
Operating Procedures; - see MTFA core 


standard tab


n/a to ccg


24


Ensure that plans are prepared in line with 
current guidance and good practice which 
includes:


• Aim of the plan, including links with plans of 
other responders
• Information about the specific hazard or 
contingency or site for which the plan has been 
prepared and realistic assumptions
• Trigger for activation of the plan, including 
alert and standby procedures
• Activation procedures
• Identification, roles and actions (including 
action cards) of incident response team
• Identification, roles and actions (including 
action cards) of support staff including 
communications
• Location of incident co-ordination centre (ICC) 
from which emergency or business continuity 
incident will be managed
• Generic roles of all parts of the organisation in 
relation to responding to emergencies or 
business continuity incidents
• Complementary generic arrangements of other 
responders (including acknowledgement of 
multi-agency working)
• Stand-down procedures, including debriefing 
and the process of recovery and returning to 
(new) normal processes


Y


• Being able to provide documentary evidence that plans 
are regularly monitored, reviewed and systematically 
updated, based on sound assumptions:
• Being able to provide evidence of an approval process 
for EPRR plans and documents
• Asking peers to review and comment on your plans via 
consultation
• Using identified good practice examples to develop 
emergency plans
• Adopting plans which are flexible, allowing for the 
unexpected and can be scaled up or down
• Version control and change process controls 
• List of contributors  
• References and list of sources
• Explain how to support patients, staff and relatives 
before, during and after an incident (including counselling 
and mental health services).


Sarah Lambert


25


Arrangements include a procedure for 
determining whether an emergency or business 
continuity incident has occurred.  And if an 
emergency or business continuity incident has 
occurred, whether this requires changing the 
deployment of resources or acquiring additional 
resources.


Enable an identified person to determine 
whether an emergency has occurred
-    Specify the procedure that person should 
adopt in making the decision
-    Specify who should be consulted before 
making the decision
-    Specify who should be informed once the 
decision has been made (including clinical staff) 


Y


• Oncall Standards and expectations are set out
• Include 24-hour arrangements for alerting managers 
and other key staff.


Sarah Lambert


26


Arrangements include how to continue your 
organisation’s prioritised activities (critical 
activities) in the event of an emergency or 
business continuity incident insofar as is 
practical. 


Decide: 
-    Which activities and functions are critical
-    What is an acceptable level of service in the 
event of different types of emergency for all your 
services
-    Identifying in your risk assessments in what 
way emergencies and business continuity 
incidents threaten the performance of your 
organisation’s functions, especially critical 
activities


Y


A Business Impact Analysis process will be put into place to allow this 
information to be collated and kept under review over the next 12 months.


Sarah Lambert


27


Arrangements explain how VIP and/or high 
profile patients will be managed. 


This refers to both clinical (including HAZMAT 
incidents) management and media / 
communications management of VIPs and / or 
high profile management


n/a to ccg


28


Preparedness is undertaken with the full 
engagement and co-operation of interested 
parties and key stakeholders (internal and 
external) who have a role in the plan and 
securing agreement to its content


Y


• Specifiy who has been consulted on the relevant 
documents/ plans etc. 


Exec directors and department Heads of Service Sarah Lambert
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Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


29


Arrangements include a debrief process so as to 
identify learning and inform future arrangements


Explain the de-briefing process (hot, local and 
multi-agency, cold) at the end of an incident. 


Y


Sarah Lambert


Command and Control (C2)


30


Arrangements demonstrate that there is a 
resilient single point of contact within the 
organisation, capable of receiving notification at 
all times of an emergency or business continuity 
incident; and with an ability to respond or 
escalate this notification to strategic and/or 
executive level, as necessary.  


Organisation to have a 24/7 on call rota in place 
with access to strategic and/or executive level 
personnel


Y


Explain how the emergency on-call rota will be set up and 
managed over the short and longer term.


Managed regionally and locally Sarah Lambert


31


Those on-call must meet identified 
competencies and key knowledge and skills for 
staff.


NHS England publised competencies are based 
upon National Occupation Standards .


Y


Training is delivered at the level for which the individual is 
expected to operate (ie operational/ bronze, tactical/ 
silver and strategic/gold).  for example strategic/gold level 
leadership is delivered via the 'Strategic Leadership in a 
Crisis' course and other similar courses. 


Executives on call have been appropriately trained and exec 
representation is offered at regional multi agency events also


Sarah Lambert


32


Documents identify where and how the 
emergency or business continuity incident will 
be managed from, ie the Incident Co-ordination 
Centre (ICC), how the ICC will operate (including 
information management) and the key roles 
required within it, including the role of the loggist 
.


This should be proportionate to the size and scop     


Y


Arrangements detail operating procedures to help 
manage the ICC (for example, set-up, contact lists etc.), 
contact details for all key stakeholders and flexible IT and 
staff arrangements so that they can operate more than 
one control/co0ordination centre and manage any events 
required.


Sarah Lambert


33


Arrangements ensure that decisions are 
recorded and meetings are minuted during an 
emergency or business continuity incident.


Y


Sarah Lambert


34


Arrangements detail the process for completing, 
authorising and submitting situation reports 
(SITREPs) and/or commonly recognised 
information pictures (CRIP) / common operating 
picture (COP) during the emergency or business 
continuity incident response.


Y


managed regionally re winter surge Sarah Lambert


35 Arrangements to have access to 24-hour 
specialist adviser available for incidents 
involving firearms or chemical, biological, 
radiological, nuclear, explosive or hazardous 
materials, and support strategic/gold and 
tactical/silver command in managing these 
events.


Both acute and ambulance providers are 
expected to have in place arrangements for 
accessing specialist advice in the event of 
incidents  chemical, biological, radiological, 
nuclear, explosive or hazardous materials


n/a to ccg


36 Arrangements to have access to 24-hour 
radiation protection supervisor available in line 
with local and national mutual aid arrangements;


Both acute and ambulance providers are 
expected to have arrangements in place for 
accessing specialist advice in the event of a 
radiation incident


n/a to ccg


 Duty to communicate with the public
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Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


37 Arrangements demonstrate warning and 
informing processes for emergencies and 
business continuity incidents.


Arrangements include a process to inform and 
advise the public by providing relevant timely 
information about the nature of the unfolding 
event and about: 
-    Any immediate actions to be taken by 
responders
-    Actions the public can take
-    How further information can be obtained
-    The end of an emergency and the return to 
normal arrangements
Communications arrangements/ protocols: 
- have regard to managing the media (including 
both on and off site implications)
- include the process of communication with 
internal staff 
- consider what should be published on 
intranet/internet sites
- have regard for the warning and informing 
arrangements of other Category 1 and 2 
responders and other organisations. 


Y


• Have emergency communications response 
arrangements in place 
• Be able to demonstrate that you have considered which 
target audience you are aiming at or addressing in 
publishing materials (including staff, public and other 
agencies)
• Communicating with the public to encourage and 
empower the community to help themselves in an 
emergency in a way which compliments the response of 
responders
• Using lessons identified from previous information 
campaigns to inform the development of future 
campaigns
• Setting up protocols with the media for warning and 
informing
• Having an agreed media strategy which identifies and 
trains key staff in dealing with the media including 
nominating spokespeople and 'talking heads'.
• Having a systematic process for tracking information 
flows and logging information requests and being able to 
deal with multiple requests for information as part of 


  


Sarah Lambert
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Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


38


Arrangements ensure the ability to communicate 
internally and externally during communication 
equipment failures 


Y


• Have arrangements in place for resilient 
communications, as far as reasonably practicable, based 
on risk.


Sarah Lambert


Information Sharing – mandatory requirements


39


Arrangements contain information sharing 
protocols to ensure appropriate communication 
with partners.


These must take into account and inclue DH 
(2007) Data Protection and Sharing – Guidance 
for Emergency Planners and Responders or any 
guidance which supercedes this,  the FOI Act 
2000, the Data Protection Act 1998 and the 
CCA 2004 ‘duty to communicate with the 
public’, or subsequent / additional legislation 
and/or guidance. 


Y


• Where possible channelling formal information requests
through as small as possible a number of known routes.  
• Sharing information via the Local Resilience Forum(s) /
Borough Resilience Forum(s) and other groups.
• Collectively developing an information sharing protocol
with the Local Resilience Forum(s) / Borough Resilience
Forum(s).  
• Social networking tools may be of use here.


Sarah Lambert


Co-operation 


40


Organisations actively participate in or are 
represented at the Local Resilience Forum (or 
Borough Resilience Forum in London if 
appropriate) 


Y


Sarah Lambert


41
Demonstrate active engagement and co-
operation with other category 1 and 2 
responders in accordance with the CCA


Y
Sarah Lambert


42
Arrangements include how mutual aid 
agreements will be requested, co-ordinated and 
maintained. 


NB: mutual aid agreements are wider than staff a        
Y


Mutual aid agreements not required due to the agility of the workforce and 
informal opportunities to work from different sites, including home.


Sarah Lambert


43


Arrangements outline the procedure for 
responding to incidents which affect two or more 
Local Health Resilience Partnership (LHRP) 
areas or Local Resilience Forum (LRF) areas.


n/a to ccg


44
Arrangements outline the procedure for responding to incidents which affect two or more regions. n/a to ccg


45


Arrangements demonstrate how organisations 
support NHS England locally in discharging its 
EPRR functions and duties


Examples include completing of SITREPs, 
cascading of information, supporting mutual aid 
discussions, prioritising activities and/or 
services etc. 


Y


Sarah Lambert


46


Plans define how links will be made between 
NHS England, the Department of Health and 
PHE. Including how information relating to 
national emergencies will be co-ordinated and 
shared 


n/a to ccg


47


Arrangements are in place to ensure an Local 
Health Resilience Partnership (LHRP) (and/or 
Patch LHRP for the London region) meets at 
least once every 6 months


n/a to ccg


48
Arrangements are in place to ensure attendance 
at all Local Health Resilience Partnership 
meetings at a director level


Y
Wherever possible though Head of Corporate Services for CCG attends if 
cover is needed.


Sarah Lambert


Training And Exercising


• Attendance at or receipt of minutes from relevant Local 
Resilience Forum(s) / Borough Resilience Forum(s) 
meetings, that meetings take place and memebership is 
quorat.
• Treating the  Local Resilience Forum(s) / Borough 
Resilience Forum(s) and the Local Health Resilience 
Partnership as strategic level groups
• Taking lessons learned from all resilience activities
• Using the  Local Resilience Forum(s) / Borough 
Resilience Forum(s) and the Local Health Resilience 
Partnership  to consider policy initiatives
• Establish mutual aid agreements
• Identifying useful lessons from your own practice and 
those learned from collaboration with other responders 
and strategic thinking and using the Local Resilience 
Forum(s) / Borough Resilience Forum(s) and the Local 
Health Resilience Partnership to share them with 
colleagues
• Having a list of contacts among both Cat. 1 and Cat 2. 
responders with in the  Local Resilience Forum(s) / 
Borough Resilience Forum(s) area







Appendix 3


Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


49


Arrangements include a curent training plan with 
a training needs analysis and ongoing training of 
staff required to deliver the response to 
emergencies and business continuity incidents


• Staff are clear about their roles in a plan 
• A training needs analysis undertaken within 
the last 12 months
• Training is linked to the National Occupational 
Standards and is relevant and proportionate to 
the organisation type. 
• Training is linked to Joint Emergency 
Response Interoperability Programme (JESIP) 
where appropriate
• Arrangements demonstrate the provision to 
train an appropriate number of staff and anyone 
else for whom training would be appropriate for 
the purpose of ensuring that the plan(s) is 
effective
• Arrangements include providing training to an 
appropriate number of staff to ensure that 
warning and informing arrangements are 
effective


Y


Sarah lambert


50


Arrangements include an ongoing exercising 
programme that includes an exercising needs 
analysis and informs future work.  


• Exercises consider the need to validate plans 
and capabilities
• Arrangements must identify exercises which 
are relevant to local risks and meet the needs of 
the organisation type and of other interested 
parties.
• Arrangements are in line with NHS England 
requirements which include a six-monthly 
communications test, annual table-top exercise 
and live exercise at least once every three 
years.
• If possible, these exercises should involve 
relevant interested parties. 
• Lessons identified must be acted on as part of 
continuous improvement.
• Arrangements include provision for carrying 
out exercises for the purpose of ensuring 
warning and informing arrangements are 
effective


Y


Testing of the plans and our 
communications capability will 
take place ove rthe next 12 
months


Sarah lambert 12 months


51


Demonstrate organisation wide (including oncall 
personnel) appropriate participation in multi-
agency exercises Y


Sarah lambert


52


Preparedness ensures all incident commanders 
(oncall directors and managers) maintain a 
continuous personal development portfolio 
demonstrating training and/or incident /exercise 
participation. 


Y


Sarah lambert


• Taking lessons from all resilience activities and using 
the Local Resilience Forum(s) / Borough Resilience 


Forum(s) and the Local Health Resilience Partnership 
and network meetings to share good practice


• Being able to demonstrate that people responsible for 
carrying out function in the plan are aware of their roles
• Through direct and bilateral collaboration, requesting 
that other Cat 1. and Cat 2 responders take part in your 


exercises
• Refer to the NHS England guidance and National 


Occupational Standards For Civil Contingencies when 
identifying training needs.


• Developing and documenting a training and briefing 
programme for staff and key stakeholders


• Being able to demonstrate lessons identified in 
exercises and emergencies and business continuity 


incidentshave been taken forward
• Programme and schedule for future updates of training 


and exercising (with links to multi-agency exercising 
where appropriate)


• Communications exercise every 6 months, table top 
exercise annually and live exercise at least every three 


years







Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and 
not in the EPRR work plan within the next 12 
months. 


Amber = Not compliant but evidence of 
progress and in the EPRR work plan for the 
next 12 months.


Green = fully compliant with core standard.


Action to be taken Lead Timescale


2017 Deep Dive 


DD1 


The organisation's Accountable Emergency 
Officer has taken the result of the 2016/17 
EPRR assurance process and annual work 
plan to a pubic Board/Governing Body meeting 
for sign off within the last 12 months. 


• The organisation has taken the LHRP agreed 
results of their 2016/17 NHS EPRR assurance 
process to a public Board meeting or Governing 
Body, within the last 12 months
• The organisations can evidence that the 
2016/17 NHS EPRR assurance results 
Board/Governing Body results have been 
presented via meeting minutes.


Y


• Organisation's public Board/Governing Body 
report
• Organisation's public website 


DD2
The organisation has published the results of 
the 2016/17 NHS EPRR assurance process in 
their annual report. 


• There is evidence that the organisation has 
published their 2016/17 assurance process 
results in their Annual Report  


Y


• Organisation's Annual Report
• Organisation's public website 


Compliance is generalised in the annual report to 
say we comply with 'all relevant legislative 
requirements' however we do not specify EPRR, 
the assurance process surrounding it or the Civil 
Contingencies Act.  Will ensure this is included in 
next year's annual report in the risk management 
section.  SUGGESTION THAT THE NATIONAL 
ANNUAL REPORT TEMPLATE SPECIFIES 
THIS IS A REQUIREMENT IN FUTURE YEARS 
UNDER RISK MANAGEMENT.  Will endeavour 
to include in future reports.


DD3


The organisation has an identified, active Non-
executive Director/Governing Body 
Representative who formally holds the EPRR 
portfolio for the organisation. 


• The organisation has an identified Non-
executive Director/Governing Body 
Representative who formally holds the EPRR 
portfolio.
• The organisation has publicly identified the Non-
executive Director/Governing Body 
Representative that holds the EPRR portfolio via 
their public website and annual report
• The Non-executive Director/Governing Body 
Representative who formally holds the EPRR 
portfolio is a regular and active member of the 
Board/Governing Body 
• The organisation has a formal and established 
process for keeping the Non-executive 
Director/Governing Body Representative briefed 
on the progress of the EPRR work plan outside of 
Board/Governing Body meetings


Y


• Organisation's Annual Report
• Organisation's public Board/Governing Body 
report
• Organisation's public website 
• Minutes of meetings


process and individuals will be identified in the 
next 12 months.


DD4
The organisation has an internal EPRR 
oversight/delivery group that oversees and 
drives the internal work of the EPRR function 


• The organisation has an internal group that 
meets at least quarterly that agrees the EPRR 
work priorities and oversees the delivery of the 
organisation's EPRR function.


Y


• Minutes of meetings The OD group plans activities including testing of 
the plans and separate meetings have taken 
place with department managers to raise 
awareness of their role.    Rather than creating 
another meeting - Business Continuity will 
become a standard agenda item on the OD 
Group meetings which sit quarterly.  Executive 
Committee oversee and approve plans.


DD5
The organisation's Accountable Emergency 
Officer regularly attends the organisations 
internal EPRR oversight/delivery group


• The organisation's Accountable Emergency 
Officer is a regular attendee at the organisation's 
meeting that provides oversight to the delivery of 
the EPRR work program.
• The organisation's Accountable Emergency 
Officer has attended at least 50% of these 
meetings within the last 12 months.


Y


• Minutes of meetings Yes via the Executive Committee


DD6
The organisation's Accountable Emergency 
Officer regularly attends the Local Health 
Resilience Partnership meetings 


• The organisation's Accountable Emergency 
Officer is a regular attendee at Local Health 
Resilience Partnership meetings
• The organisation's Accountable Emergency 
Officer has attended at least 75% of these 
meetings within the last 12 months.


Y


• Minutes of meetings Yes and a replacement is sent if unavailable in 
the Head of Corporate Services.
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Meeting date: 19 September 2017 
Item No: GBiC/17/19 


 


GOVERNING BODIES IN COMMON 
 DDES CCG AND NORTH DURHAM CCG 


 
Title of report: Governing Body Business Cycle 2017/18 


Author of report: Amanda Coates, Corporate Administrator, North Durham CCG 


Sponsor Director: Nicola Bailey, Chief Operating Officer, DDES CCG and North 
Durham CCG 


Date of report: September 2017 
 


Name of person presenting 
the report at the meeting: 
 


Not required 


Reason for report:   ‘ü’ 
please tick relevant category 
 


§ Information only ü 
§ Development / Discussion  
§ Decision / Action   
  


Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Governing Bodies are asked to receive the Business Cycle 
2017/18 for information, noting that it is subject to amendment 
as and when necessary throughout the financial year. 


Report status:  ‘ü’ please 
indicate relevant category  
 
 


§ Official       ü    
§ 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        


CONFLICTS OF INTEREST 
 


THIS SECTION MUST BE COMPLETED BY THE REPORT 
AUTHOR / SPONSOR DIRECTOR 
 
 


Are any members of the n/a 
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meeting likely to have a 
conflict of interest for this 
agenda item: 
Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 


n/a 


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? 


n/a 
 


 
Purpose of the report and 
summary of key issues: 
 
 


To present the business cycle for the Governing Bodies for 
information, following discussion at the Executives in Common 
on 12 September 2017. 
 
The aim of the business cycle is to ensure key CCG business 
and the reports associated with that are taken through the 
CCGs governance processes at the most appropriate time. The 
Governing Body Business Cycle sits alongside the following 
business cycles: 
 
§ Audit Committees in Common 
§ Executives in Common 
§ Joint Quality Committee 
§ Primary Care Commissioning Committees in Common 
§ North Durham Patient, Public and Carer Engagement 


Committee 
 
The business cycles will be reviewed again in March 2018 for 
the following financial year. 


 
 


Consultation and other 
approval routes (including 
outcomes): 


Meeting/route 
Executives in Common 
(Extended Membership) 
 


Date  
12/09/17 
 


Outcome 
 
 


Governing Bodies in 
Common 


19/09/17  


 
Supporting documents/ 
Appendices: 


§ Appendix 1 - Governing Bodies in Common Business Cycle 
2017/18  
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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: 


(ü) 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? 
ü Both CCGs need to have appropriate governance arrangements in place in order 


to meet their statutory requirements which is a legal obligation. 
ü Are there any resource implications – finance and/or staffing as a result of 


this report? 
 No  
 Has this report taken into account equality and diversity?  
 n/a 
 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? 
 Draft versions of the business cycles have been shared with some key CCG staff 
 Are there any clinical quality/patient safety issues identified in this report? 
 No 
ü Does this report impact on any information governance issues? 
 Yes both CCGs need to have appropriate governance arrangements in place to 


ensure the safe flow of information through the governance structures. 
 Other implications 
 None identified 


 
 
 
 
 


 
 


 
 
 








 
 
 


 
 
 
 
 


Looked After Children Annual Report 
1 April 2016 – 31 March 2017 


 
 
Section 1 - Introduction 
Section 2 - Legislative context and CCG statutory responsibilities 
Section 3 - Local context 
Section 4 - Looked After Team structure and service provision 
Section 5 - Performance 
Section 6 - Developments during 2016 -17 
Section 7 - Planned developments 2017-18 
 
 
Section 1 - Introduction 


The purpose of this report is to provide North Durham Clinical Commissioning Group 
(NDCCG) and Durham, Dales, Easington and Sedgefield Clinical Commissioning Group 
(DDES CCG) and key partners with an overview of the progress and challenges in supporting 
and improving the health of looked after children in County Durham and those placed by other 
authorities in Durham.  It is produced in line with duties and responsibilities outlined in the 
‘Statutory guidance on Promoting the Health of Looked after Children’ (2015).  


The majority of the report covers both North Durham CCG and Durham, Dales, Easington and 
Sedgefield CCG areas, where relevant CCG specific information is highlighted. The report 
covers the period 1 April 2016 to 31 March 2017. 


Section 2 - Legislative context and CCG statutory responsibilities 


2.1 Policy and legislative context 


The NHS has a major role in ensuring the timely and effective delivery of health services to 
looked-after children. The Mandate to NHS England, Statutory Guidance on Joint Strategic 
Needs Assessments and Joint Health and Wellbeing Strategies, together with The NHS 
Constitution for England, make clear the responsibilities of CCGs to looked-after children 
(and, by extension, to care leavers). In fulfilling those responsibilities the NHS contributes to 
meeting the health needs of looked-after children in three ways:  


1. commissioning effective services 
2. delivering through provider organisations 
3. through individual practitioners providing coordinated care for each child.  


Under the Children Act 1989, CCGs and NHS England have a duty to comply with requests 
from a local authority to help them provide support and services to looked-after children. Local 
authorities, CCGs and NHS England can only carry out their responsibilities to promote the 
health and welfare of looked-after children if they cooperate. They are required to do so under 
section 10 of the Children Act 2004.  
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The Health and Social Care Act 2012 places a legal duty on CCGs to work with local 
authorities to promote the integration of health and social care services. The Government’s 
Mandate to NHS England includes an explicit expectation that the NHS, working together with 
schools and children’s social services, will support and safeguard looked-after children (and 
other vulnerable groups) through a more joined-up approach to addressing their emotional, 
mental and physical health needs. 


This report forms part of the CCG governance and assurance process, is a requirement of the 
Safeguarding Vulnerable people in the NHS Accountability and Assurance Framework (NHS 
Commissioning Board, 2013) and is a requirement of the Care Quality Commission (CQC) 
safeguarding and looked after children inspection. 


2.2 CCG commissioning responsibilities 


Statutory Guidance contained within ‘Promoting the Health of Looked After Children’, issued 
jointly by the Department for Education and the Department for Health in 2015, outlines the 
following CCG specific responsibilities in relation to commissioning services for looked after 
children. 


 ‘CCGs and the officers in the local authority responsible for looked-after children’s services 
should: 


• recognise and give due account to the greater physical, mental and emotional health 
needs of looked-after children in their planning and practice, 


• give equal importance (parity of esteem) to the mental and physical health of looked-after 
children and follow the principles in the national document Mental Health Crisis Care 
Concordat – Improving outcomes for people experiencing mental health crisis, 


• agree multi-agency action to meet the health needs of looked-after children in the area,  
• ensure that sufficient resources are allocated to meet the identified health needs of the 


looked-after children population, including those placed in their area by other local 
authorities, based on the range of data available about their health characteristics , 


• take into account the views of looked-after children, their parents and carers, to inform, 
influence and shape service provision, including through Children in Care Councils and 
local Healthwatch where they are undertaking work in this area 


• arrange the provision of accessible and comprehensive information to looked-after 
children and their carers” (Promoting the Health of Looked After Children 2015 pg10). 


In undertaking their commissioning duties CCGs should also ensure: 


· they can access the expertise of a designated doctor and nurse for looked-after 
children.  Where a designated professional is employed by a different NHS 
organisation, this will need to be set out in a local agreement, 


· when looked-after children move placement or move into another CCG area and are 
currently receiving, or on a waiting list for, health services, their treatment continues 
uninterrupted. Looked-after children should be seen without delay or wait no longer 
than a child in a local area with an equivalent need who requires an equivalent service. 
The length of a placement should not affect a child’s access to services, 


· arrangements are in place to ensure a smooth transition for looked-after children and 
care leavers moving from child to adult health services,  


· they commission services where health professionals contributing to the care planning 
cycle for looked-after children have the appropriate skills and competences and 
receive continuing professional development, 


· providers have arrangements in place for relevant training and clinical supervision of 
professionals contributing to the healthcare of looked-after children,  
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· clinical governance and audit arrangements are in place to assure the quality of health 
services for looked-after children’. 


Furthermore where Durham Local Authority places a child out of the local authority area the 
CCG where the child was residing whilst in the care of parents remains the responsible 
commissioner for services for which the CCG is normally required to commission. This 
includes arrangements for the child’s statutory health assessments (see below) and 
secondary services that the child accesses. (NHS England Who Pays: Determining 
responsibility for payments to providers 2013 and NHS National Tariff Payment System 
2016/17) 


In addition to the above although not statutory the CCGs are also required to demonstrate 
compliance with NICE guideline PH 28  Looked- After Children and Young People both in 
terms of how they commission services and monitor providers compliance with the guidance. 


Section 3 - Local context 


3.1 Number and rate of children Looked After 


The tables below and in appendix 1 set out the picture in Durham in relation to looked after 
children and care leavers with a comparison to previous year end data.  


Table 1 Rate of Children Looked After - per year 1st April – 31st March 2012-2016 


Year Number 
Durham 


Durham  
Rates per 10,000 
under 18 years 


North East 
Rates per 


10,000 under 18 
years 


National  
Rates per 10,000 
under 18 years 


2012 655 66 78 59 
2013 630 63 80 60 
2014 605 60 81 60 
2015 620 62 81 60 
2016 680 68 84 60 


Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016 


The number of children in the care of Durham Local Authority has exceeded that of all other 
authorities in the North East.  


When making the comparison with rates per 10,000 under 18 year’s population County 
Durham is second lowest within the North East. Out of twelve local authorities only 
Northumberland has a lower rate per 10,000 under 18 years population. From a national 
perspective both Durham and the North East has a higher rate, except in 2014 when Durham 
reflected the national average. It must also be noted that the above are year-end figures and 
do not reflect the number of children who may enter and leave care within the year as a 
consequence of a short term placement. 


Durham Local Authority also had 170 care leavers (31st March 2016) aged between 19-21yrs 
for which they have responsibility.  


Final numbers 31st March 2016 the number of children being looked after in County Durham 
had risen to 680 with a corresponding rate rise to 68 per10,000 under 18 years population the 
highest for 5 consecutive years. 


From a health perspective the rise in the number of looked after children has implications for 
compliance with statutory health assessments in particular initial health assessments as 
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discussed below in section 5, potential increased demand on Child and Adolescent Mental 
Health Services (CAMHS) and implications for the Special Education Needs and Disability 
(SEND) agenda given the significant number of looked after children that also have additional 
educational needs. The increasing numbers of care leavers will also impact on the capacity of 
providers to complete health passports for care leavers. 


It must also be noted that although this report focuses on the Durham local authority County 
Durham and Darlington NHS Foundation Trust (CDDFT) also cover Darlington Local Authority 
area, whilst their numbers are smaller (205 in care as of April 2016) this has also increased 
the provider cohort for assessments. 


3.2 Children placed into County Durham from other local authorities 


In addition both Durham and Darlington Local Authority areas have a significant number of 
looked after children from other authorities placed into the area that may or may not have 
health needs to be met (although in general it is widely accepted that looked after children 
have additional often unidentified health needs at the point of coming into care and therefore 
more likely than not that they will have additional needs).  


In terms of health assessments the impact is greater in respect of requests for review health 
assessments (RHAs) which are in the main undertaken by the looked after children nursing 
team within CDDFT.   


Table 2 below shows the number of children placed into County Durham during 2012 -2016 
although the numbers cited may not be accurate due to delays in local authorities’ informing 
each other and CCGs of movements into and out of an area. Promoting the health and well-
being of looked-after children 2015 identifies: ‘When a child starts to be looked after, changes 
placement or ceases to be looked after, the responsible local authority should notify, among 
others, the CCG – or, in the case of a placement out of authority, both the originating and the 
receiving CCG and the child’s GP’. 


Over the last 4 years the number has stabilized at around 400 and Durham consistently has 
more children placed into County Durham than it places outside its own boundaries.  During 
April 2016 to March 2017 the LAC nursing team carried out 157 review health assessments 
on behalf of other local authorities. Table 2 Column 2 does not reflect this number as a 
number of children will not require a Review Health Assessment due to the length of time in 
placement also a number of neighboring providers carry out their own review health 
assessments when placed into Durham. 
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Table 2 numbers of children placed into County Durham from other local authorities 


Year 1. 
Number of 
Durham 
children 
placed inside 
Durham local 
authority 
boundary 


2. 
Number of 
children placed 
in Durham from 
other local 
authorities  


3. 
Number of 
children 
placed 
outside local 
authority 
boundary less 
20 miles  


4. 
Number of 
children 
placed 
outside of 
local 
authority 
boundary 
more than 20 
miles  


5. 
Net gain 
(number placed 
in Durham that 
exceeds the 
number placed 
outside by 
Durham LA) 
2-(3+4) = 5 


2012 475 365 95 40 225 
2013 450 400 75 35 290 
2014 465 425 80 35 305 
2015 470 400 90 35 275 
2016 500 410 115 40 255 


Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016 


 


3.3 Age and gender distribution 


Of the children in care of Durham local authority at the 31st March 2016 385 were male and 
295 female. Table 4 below shows the age range for children in care of Durham local authority, 
this age distribution is mirrored regionally and nationally.  


Table 3: Age range of children in care of Durham local authority 31st March 2016  


  Age group (years) Number 
< 1 45 
1-4  120 
5-9 170 
10-1 265 
16+ 85 


Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016   


Please see appendix 1 for further information on the number of children in care by legal status 
and type of placement. 


Section 4 - Looked After Team structure and service provision 


4.1 Team Structure  


The three CCGs employ 1.8 wte designated nurses for safeguarding and looked after children 
hosted by North Durham CCG. As documented in previous papers to the executive 
committees regarding the NHSE LAC bench marking and safeguarding assurance exercises, 
this does not fully comply with the suggested resource as outlined in the respective 
intercollegiate documents (1wte x 70,000 child population each for safeguarding and looked 
after children -  currently child population for County Durham is 113,900 and Darlington 
25,000) .The Care Quality Commission inspection 2016 has also made a recommendation in 
regard to the limited capacity of designated nurse roles in the CCGs to meet national and 
local priorities for strategic development and effective governance.  
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The CCGs also commission CDDFT to provide a Designated Doctor for LAC currently at 2 
sessions per week for County Durham and Darlington, which is again below the 
recommended level in the intercollegiate document for looked after children of 2 sessions a 
week per 400 children in care (March 2016  885 children in care in Durham and Darlington). A 
service specification is in place to support this function with clearly defined outcomes. As 
outlined in Promoting the Health of Looked After Children 2015 both the designated nurse 
and doctor roles are strategic in nature and have no clinical responsibility for individual looked 
after children. 


The CCGs also commission as part of the safeguarding service within CDDFT a team of 3 
wte band7 looked after children nurses together with administrative support for County 
Durham and Darlington. Their role is to administer the health assessment process as set out 
below, quality check review health assessments and care plans, undertake health 
assessments for  both  children placed outside the boundary of County Durham within a 20 
mile radius and those children placed into Durham as highlighted above. The Looked After 
Children nurse team also support the work of various panels such as adoption and 
permanence, are involved with operational Erase meetings for looked after children at risk of 
child sexual exploitation, and provide training and supervision for frontline staff working with 
individual looked after children. In addition to the resource commissioned by the CCG 
Durham Local Authority also commission a further 0.7 wte LAC nurse.  


Within the recently reviewed safeguarding service specifications there are clear outcomes for 
the LAC nurse team with key outcomes relating to health assessments, supervision and 
training being reflected within the local quality requirements. This service specification is 
awaiting agreement and sign off. 


As well as the designated doctor the CCG also commission pediatric sessions to support the 
adoption medicals, initial health assessments and the panel requirements of both the 
adoption and fostering panels.  


4.2 Impact of the 0-19 service contract award to Harrogate District NHS Foundation 
Trust (HDFT) 


Following the award of the above contract in December 2015 discussion between public 
health and CCG commissioners established that the LAC nurse team would remain within 
CDDFT, commissioned as outlined above, and would support the health visitors and school 
nurses employed by HDFT. 


As part of the public health contract 0-19 staff  are commissioned to undertake review health 
assessments (6 monthly for under 5 and yearly for over 5s) for those children in care within 
the boundaries of County Durham including those still in care at the point of leaving full time 
education.  The LAC nurse team will continue to request the member of staff undertake the 
assessment 3 months prior to the due date and forward to the local authority upon 
completion. The LAC nurses will monitor the quality and timeliness of review health 
assessments providing performance data to HDFT via the designated nurse.  


The transfer of 0-19 years’ service to Harrogate District NHS Foundation Trust has resulted in 
two separate commissioners for County Durham and Darlington. In May 2017 the two 
commissioners have been realigning their geographic boundaries around the resident 
population. This realignment has resulted in County Durham children placed in Darlington and 
Darlington children placed in County Durham being identified as out of area placements for 
the provision of Looked After Health Assessments. A solution to this is currently being 
discussed. 
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Currently supervision is provided to HDFT school nurses and health visitors by the LAC nurse 
team on a 6 monthly group basis with 1-1 if required or where a child is on a care order and 
placed with parents as well as provide training to meet the competencies as set out in Looked 
After Children Knowledge, Skills and Competencies for health care staff (RCPCH 2015). 


Section 5 - Performance 


5.1 Local Authority collated performance data 


The tables below show the performance data that requires reporting by the local authority to 
the Department of Education in respect of the outcomes of health assessments, prevalence of 
substance misuse and the administration and results of the strength and difficulties 
questionnaire. 


5.1.1 Outcomes of health assessments  


Table 4:  Outcomes of health assessments for those children in care continuously over a 
12 month period as of 31st March 2016 


Indicator Number  
2015 


Number 
2016 


Total number in Durham Local Authority Care 12 
months or longer 


430 465 


Number with up to date immunisations  410 465 
Number who had been seen by a dentist 420 445 
Number who have had an annual health 
assessment 


400 415 


Of the above number  those aged under 5 years  
and % who had health assessment 


65 
65 out of 65 


100% 


70 
45 out of 70 


64% 
Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016   


As identified in table 5 there has been a significant decrease in compliance from the 100% 
compliance in 2015 to 64% compliance 2016. Comparisons to other authorities in the North 
East region show that Durham is in the third lowest out of 12 local authorities. There are a 
number of factors which have been identified as contributing to this decline, young person 
refusing consent, non-returns with-in timescales, administrative factors, delayed notification of 
movement. Each provider has made changes to process to improve compliance with closer 
monitoring by the local authority to monitor improvements. 


5.1.2. Strengths and Difficulties questionnaire (SDQ) 


For the purpose of the Department for Education’s SSDA903 data collection, the requirement 
is that local authorities administer the above questionnaire for all children who have been in 
care for a period of 12 months or longer and are aged between 4 -16 yrs.  


Scores are banded with a score of 13 and under considered normal, 14-16 a borderline cause 
for concern, and a score of 17 or above a cause for concern that may warrant referral to 
CAMHS/Full circle for support when considered alongside other assessment evidence.   


As well as the above each local authority area has an average score per child which measure 
the overall rate of emotional and behavioral problems in their looked after children population. 
Table 6 below shows the data for the years 2013 – 15. 
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Table 6 outcome of strength and difficulties questionnaire  


Year Number of 
children 5-
16 in care 
for a prio0d 
of 12 
months or 
longer 


Number +% 
with a 
recorded 
score  


% in normal 
range  


% scored 14 
-16 


% scored 
17+ 


LA 
average 
score 


2013 300 190 (64%) 37 14 49 16.3 
2014 320 165 (51%) 39 16 44 15.1 
2015 340 240 (71%) 40 12 48 15.8 
2016 320 165 (52%) 39 16 44 15.8 
Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016   


In interpreting the above figures it must be noted that those young people scoring over 17 
may be the same young people each year depending on length of time in care.  


The SDQ score for an individual child should be reviewed in the context of previous scores as 
one method of assessing the effectiveness of any intervention(s) or of identifying declining 
emotional health and wellbeing.    


SDQ scores for individual children are shared by the local authority with the LAC team and 
uploaded onto SystemOne for inclusion in the child’s review health assessment, with an 
expectation that subsequent reviews will evidence score comparisons and their implications 
for care planning. This feature is now monitored as part of the quality assurance process 
undertaken by the LAC nurses of the assessments competed by health visitors and school 
nurses. The low compliance recorded (Q4 3%) is due to data not yet uploaded onto CDDFT 
systems as it is a new initiative This initiative was commended by the Care Quality 
Commission inspection of Safeguarding and Looked After Children health services in Durham 
2016. However it was identified that only the overall SDQ score was supplied by the local 
authority. Inspectors felt this limited the information being shared in this way created a missed 
opportunity to use the SDQ to inform the health review more meaningfully. The SDQ score 
was also not routinely received by the LAC team in line with the Review Health Assessment 
timeframe and therefore these were not yet informing health assessments and plans to best 
effect. The resulting action plan recommends CDDFT works with the local authority to further 
develop the use of SDQs to better inform the health assessments and health planning for 
looked-after children and young people. 


The Care Quality Commission inspection 2016 has identified an action in relation to the SDQ 
score not being routinely received by the health reviewer in line with the Review health 
Assessment timeframe and therefore not yet informing health assessments and plans to best 
effect. The inspectors also acknowledged good practice around the inclusion of SDQ scores 
and evaluative information being built into the bespoke Review health Assessment proforma. 
See section 5.4 


5.1.3 Incidence of substance misuse amongst looked after children 


There is no national data 2015-16 identified for Durham looked after children who have been 
identified as having a substance misuse problem during the year. Of the twelve regions eight 
collect and report this data. The looked after children health profile once implemented should 
provide richer data in respect of substance and alcohol misuse and hopefully the potential 
links to emotional and behavioral issues such as self-harm. 
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5.2 Initial Health Assessments (IHAs) 


Appendix 4 contains data in relation to the timeliness of Initial Health Assessments and 
compliance with the statutory 20 working day timescale. The data reporting in quarter 4 has 
been amended to improve analysis around the areas of non-compliance to target these areas 
with resulting action plans.   


As can be seen the number of children coming into care each quarter has fluctuated between 
128 - 91. This is a significant increase from 2015-16 which had an average of 70 young 
people coming into care per quarter. This has had an impact on the capacity of the Paediatric 
team to provide clinic slots. This lack of capacity was one factor which resulted in a fall in 
compliance in quarter one to 6.5%. Corrective actions were put in place, increasing clinics 
slots to 600 initial health assessment paediatric clinic slots per year. A process for monitoring 
was not brought and cancellations have been implemented. Looked after administrator has 
been given access to systems and is now able to appoint directly improving efficiency.  
Compliance in quarter four is now 64%. 


The submission of the relevant paperwork by the local authority is the starting point for 
arranging the Initial Health Assessment. Relevant paperwork being received within 7(5) 
working days has fluctuated each quarter and remains below 50%. This delayed submission 
of the paperwork has a direct impact on the ability to achieve compliance with the statutory 20 
day timescale cited above.  


The number seen by a paediatrician within 20 working days if paperwork is received form the 
local authority within 7(5) working days has shown a consistent improvement. From Q1 17.4% 
to Q 4 87% A new time scale of 5 days for the completion of signed paperwork was 
introduced by Durham LSCB in Q 4 within this reporting period. Factors affecting this aspect 
of performance include delays in paperwork after 7/5 days which shortens the time for the 
trust to be able to offer an appointment. There are also some factors which both health and 
the local authority have limited control, young people leaving care before the assessment took 
place, parent/child refusing consent. However these numbers are small and have limited 
impact on compliance. Durham LSCB has included signed paperwork within 5 working days 
in their performance data to monitor compliance at board level. 


In addition to the above metrics the low performance in Q 1 was in part due to limited 
availability of paediatric clinic slots, some lack of forward planning around annual leave and 
an increase in LAC numbers. CDDFT had in 2015/16 available 100 slots/quarter across 
Durham and Darlington to accommodate Initial Health Assessment this has now been 
increased to 600 slots per annum.  


Where children and their carers either do not attend or re-arrange appointments this impacts 
on availability and in many cases results in empty clinic appointments due either to the 
lateness of the cancellation or the lack of contact numbers for foster carers who may be able 
to attend short notice. This will also impact on the ability to re-appoint and see the child within 
the statutory 20 working days.   


High quality health assessments are the joint responsibility of clinicians within the provider 
trust and other professionals in partner agencies. A re-audit of the quality of initial health 
assessments and review of previous audit has been delayed due to changes within LAC 
administrator and capacity. The re-audit will be completed and reported on to ensure 
maintenance of a quality, comprehensive, initial health assessment and to review the 
previous audits recommendations on improving the sources of information informing the 
health assessment and opportunities to capture the voice of the child/young person or 
document how this is happening. 
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Further joint work with the local authority is required to achieve sustained improvement and 
remains a focus for the whole of the LAC service. 


5.3 NHS England benchmarking tool 


The above review of CCG commissioning arrangements have been reported to the respective 
executive committees in September 2016 together with the associated action plan.  Progress 
will continue to be reported on. 


5.4 The Care Quality Commission Inspection November 2016 


The Care Quality Commission (CQC) inspection Review of health services for Children 
Looked After and Safeguarding in County Durham was conducted under Section 48 of the 
Health and Social Care Act 2008. There are no specific judgements on performance within 
the methodology; however the report provides a narrative account of the quality of health 
services for looked after children and the effectiveness of safeguarding arrangements within 
health for all children. The inspection also checked whether healthcare organisations were 
working in accordance with their responsibilities under Section 11 of the Children Act 2004. 
This includes the statutory guidance, Working Together to Safeguard Children 2015 and 
Promoting the health and well-being of looked-after children 2015.The report was published 
on the CQC website on 5th May 2017.  
 
Specifically in relation to Looked after children the CQC tracked cases and reviewed records 
and meet with service users and foster carers, following the experiences of looked after 
children exploring the effectiveness of health services in promoting their well-being. 
 
5.4.1 The inspectors acknowledged areas of good practice,  
 


· In children aged over 10 years, inspectors identified the Initial Health Assessments and 
Review Health Assessments demonstrated young people being given comprehensive 
information about their health assessments, and encouraged to sign consent forms.  


· Initial Health Assessments were identified as having good analysis of what the future 
potential implication of this history might be on the child or young person’s health and 
wellbeing. 


· Initial Health Assessments pertaining to unaccompanied asylum seeking children 
reported to be of a high quality with good sensitivity to the current and potential health 
needs of the young person. 


· The development of a local bespoke documentation for Review Health Assessments 
was identified as good practice.  


· Tees, Esk and Wear Valley (TEWV) had undertaken a thorough bench-marking of its 
services against Not Seen: Not Heard (CQC 2016). 


· Children and young people were being given choices on where and when their Review 
Health Assessment takes place and practitioners were flexible in meeting requests 
whenever possible 


· The facility to include strengths and difficulties questionnaire (SDQ) scores and 
evaluative information had been built into the bespoke Review Health Assessment 
proforma which was a positive initiative. 


· Young people were being engaged in the development of the looked-after child health 
service to a greater degree than in the past. 


 
5.4.2 Areas for improvement and recommendations 
 


· The inspectors acknowledged the improvement in compliance for time scales for 
Review Health Assessments and Initial Health Assessments however the report 
identified this was an area recognised by partners for continued development 
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acknowledging that work had begun between the local authority and the looked-after 
children's health team to align data and improve efficiency in processes. 
 


· The voice of the child was not well developed in most Initial Health Assessments and 
Review Health Assessments.  
Recommendation: Ensure that practitioners hear and record the Voice of The Child 
when undertaking initial and review health assessments, quoting the child whenever 
possible in order that the child’s voice fully informs the assessment and health plan. 
 


· Practitioners undertaking Initial Health Assessments and Review Health Assessments 
for unaccompanied asylum seeking children would benefit from specific training on the 
child’s experience. 
Recommendation: Ensure that practitioners undertaking initial and review health 
assessments of unaccompanied asylum seeking young people have received training 
on the asylum seeking experience. 
 


· There was a positive and clear expectation that GP’s would input to Initial Health 
Assessments and Review Health Assessments and, although where GP information 
had been received in cases the reviewed inspectors identified it was difficult to see on 
the case record how this had informed the looked-after child’s health assessment.  
 


· The SDQ score was not routinely received by the health reviewer in line with the 
Review Health Assessment timeframe and therefore these were not yet informing 
health assessments and plans to best effect. 
Recommendation: Work with Durham County Council to further develop the use of 
strengths and difficulties questionnaires and sharing of information to best inform the 
health assessments and health planning for looked-after children and young people. 
 


· The Review Health Assessments reviewed which had been undertaken by school 
nurses were very variable in quality. 
Recommendation joint CDDFT and HDFT: Ensure that quality assurance for health 
assessments and the resultant health plans for looked-after children is undertaken in 
the relevant frontline services and that arrangements are effective in driving up quality 
and consistency. 


 
· There was a lack of awareness of the heightened vulnerability of looked-after children 


and young people among ED, UCC and MIU staff the voice of the looked-after child 
was weak and appropriate consent for treatment was not clearly or routinely recorded. 
There was limited assurance from the acute service provider on how the LAC team 
were informed of Emergency Department attendances at UHND or the Urgent Care 
Centre and that any health actions following these were being followed up. This was a 
significant gap. 
Recommendation Ensure that practitioners in the emergency department and the 
urgent care centre have a good understanding of the raised vulnerability of looked-after 
children, that appropriate consent to treatment is obtained and appropriate notification 
of the child’s attendance is made to facilitate robust follow-up. 
 


· The implementation of health passports involves the school nurse undertaking the 
Review Health Assessment, and then the LAC nurse meeting the young person for 
health passport development, inspectors felt there was some risk that this approach 
may lead to either duplication or fragmentation of information and might be challenging 
in gaining multiple engagements with the young person. 
Recommendation: Ensure that young people who are looked after are engaged in co-
producing the provision of health passports for care leavers; that the final health 
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reviews of care leavers are comprehensive, aligned with the statutory review and 
subject to effective quality assurance 


 
An Action plan was submitted to CQC, going forward the Designated Nurses will request bi-
monthly updates including those from Public Health providers. Each provider will also report 
on their individual actions via Quality Review Groups within their organisation. The 
improvement work required will span County Durham as well as Darlington, because of the 
relationship with our main providers.  There will be an expectation in any future CQC 
inspection that the recommendations have been implemented across both areas 
 
5.5 Special Educational Needs and Disability (SEND) 
 
Looked after children are four times more likely to have a special educational need (SEN) 
than all children and are almost 10 times as likely to have a statement of special educational 
need or an education, health and care plan (EHC plan). In 2016, 57.3% of children looked 
after had a special educational need, compared to 46.7% of children in need and 14.4% of all 
children, Outcomes for Children Looked After by Local Authorities in England (31 March 
2016). From 1 September 2014 statements were replaced by Education, Health and Care 
plans, with the transition process to be complete by 2016. To support children and young 
people with SEN or disabilities, including those who are looked after or leaving care, local 
authorities and CCGs must commission services jointly. This SEN provision applies to 
children and young people from birth to age 25.  
 
Table 7 Comparison Looked after children and child population SEND  
 Looked After Children Child population 
Special Educational Need (SEN) 57.4% 14.4% 
With a statement of SEN 27% 2.8% 
Without a statement of SEN 30.4% 11.6% 
Outcomes for Children Looked After by Local Authorities in England as at 31 March 2016 DfE 
 
As can be seen from the above table there is a significantly higher proportion of looked after 
children with SEN than found in the national child population. However as can be seen in the 
table below Durham has slightly lower numbers when compared nationally. 


Table 8 Comparison National and Durham for children who have been looked after 
continuously for at least twelve months by special educational needs (SEN), 
2016  


 England North East Durham 
No SEN 42.7% 44.8% 46.6% 
Without a statement of SEN 30.4% 29.8% 26.7% 
With a statement of SEN 27% 25.4% 26.7% 
Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016   
 


The current assurance data set for County Durham review health assessments identifies that 
educational developmental needs and emotional/behavioural needs has been considered and 
documented (see appendix 3). There is high compliance with this data being recorded in the 
review health assessment. The data collected does not specifically identify children with an 
educational health care plan or SEN, although this may be recorded narratively within the 
report. This needs to be considered in future updates of the assurance data completed by 
CDDFT to be able to understand the needs of this group to inform joint commissioning to 
meet needs as discussed above. 
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Local authorities and health professionals are required to ensure that the looked-after child’s 
Educational Health Care plan (EHCP) works in harmony with their care plan. Health and 
education professionals should consider how to co-ordinate assessments and reviews of the 
child’s care plan and EHC plan to ensure that, taken together, they meet the child’s needs 
without duplicating information unnecessarily. The community paediatric team within CDDFT 
contribute to both Initial Health Assessment and EHCP assessments across County Durham 
and Darlington, though for an EHCP the pathway is only progressed if a child/young person 
has been known to the paediatric service within the last 12 months. A retrospective review of 
EHCP requests to the provider trust for Durham was cross referenced with the LAC database. 
Out of a total of 72 children, 1 child had an EHCP requested within 3 months of becoming 
LAC and having an Initial health Assessment.  The appropriate clinician was notified of the 
request for medical advice according to the provider trusts EHCP procedure. The designated 
doctor has liaised with the provider trust to ensure that looked after children are identified and 
flagged within the EHCP processes so medical advice is provided where there are identified 
health outcomes. 


CDDFT looked after team have all attended SEND training in the past year. 


5.4 Serious Case Review Child K 


The above review published in August 2015 considered the multi-agency working 
arrangements in respect of a looked after child who died due to self-strangulation, 
recommendations and action plan being reported to the relevant CCG committees and the 
Local Safeguarding Children Board (LSCB) since publication. 


An outstanding action for the CCG was to deliver training to primary care staff in respect of 
self-harm and its management among young people. The protected learning time events in 
2016 -17 for GPs and practice nurses have covered the topic of self-harm with speakers from 
TEWV, a young person sharing their experiences of being a patient who self-harmed, and a 
parent perspective. The sessions also included presentations on the new self-harm pathway. 
Con-currently the designated nurses delivered a similar themed session to practice 
managers, administration, secretarial staff, and health care assistants using Child Ks story as 
a case study to explore practice responses to looked after children such as records 
management, GP contributions to health assessments, legal status, flagging of records and 
consent issues.    


Section 6 - Developments during 2016-17 


6.1 Pathway for unaccompanied asylum seeking children (UAAS) 


The 2015/16 Looked after children annual report identified the development of a joint pathway 
with the local authority to meet the health needs of unaccompanied asylum seeking children. 
This pathway is now developed and implemented. It has been agreed that CDDFT LAC team 
will retain the Review Health Assessments for this group of children due to the complexities of 
their health needs. 


In 2016-2017 there has been 10 UAAS relocated to Durham.  


The recent The Care Quality Commission inspection 2016 identified Initial Health 
Assessments sampled pertaining to unaccompanied asylum seeking children were of a high 
quality with good sensitivity to the current and potential health needs of the young person. A 
recommendation was made for specific training for staff on the unaccompanied asylum 
seeking child’s experience. This has now been delivered by the designated doctor for looked 
after children. 
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6.2 Care leavers passport 


Young people leaving care had previously been given their health history in the form of a 
letter from the LAC nursing team in CDDFT. 


The development of a care leaver’s passport has been ongoing in 2016/17. A final passport 
was agreed working with young people from the Darlo Care Crew and the Children in Care 
Council in Durham comments from both groups were taken into account in the final 
document. 


The final draft was piloted in April 2016 with a group of young people about to leave care with 
final changes made as a consequence of comments. The passport were been rolled out from 
June 2016 together with a pathway for its completion and circulation as part of the pathway 
planning process. The involvement of young people in the planning and development of the 
passport was acknowledged within the CQC inspection 2016. 


The CQC raised some concern around the process; the school nurse undertakes the Review 
health Assessment, then the LAC nurse meets the young person for health passport 
development, it was suggested that there was some risk that this approach may lead to either 
duplication or fragmentation of information and might be challenging in gaining multiple 
engagements with the young person.  The recommendation; to ensure that the final health 
reviews of care leavers are comprehensive, aligned with the statutory review and subject to 
effective quality assurance. The initial working group has reviewed pathways to ensure there 
is connectivity between the health passports and the final Review Health Assessment and to 
review and agree quality assurance and compliance. 


6.3 Looked after children health profile  


The Designated Doctor has led on the design of an electronic proforma to gather health 
information at a looked after children cohort level to assist in the planning of services that 
meet our local LAC population health needs. This was action identified in the looked after 
children annual report 2015/16.  


The proforma was to be completed by the health visitor or school nurse following the Review 
health Assessment and is based on the areas of health assessed such as emotional health, 
smoking, alcohol consumption etc. The proforma does not identify the individual child but 
enables reports to be run from system 1 that measures the incidence of such issues across 
the looked after children population. The proforma had been uploaded onto the system and 
briefings given for health visitors and school nurses during 2015 -16 with plans to have the 
first data runs being of 2016-17.  


Provider services have requested the Review health Assessment template be embedded into 
the Review Health Assessment report to reduce duplication and make time efficiencies for 
staff. However this has proved to be difficult due to IT systems and the visual appearance of 
the Review Health assessment when this template is embedded. It is not user friendly. The 
young person receives a copy of the Review Health Assessment report. Work is ongoing to 
resolve this issue.  


6.4 Rate my health assessment 


The looked after children nursing team in CDDFT and Harrogate District NHS Foundation 
Trust are reviewing the tool to seek young peoples and carers views/experiences of their 
health assessment. The requirement to seek young people’s views of the LAC service is a 
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requirement of CDDFT service specification and moving forward the CCG will request a report 
from CDDFT on the feedback and any actions taken as a consequence. 


6.5 Review Health Assessments  


A planned development from looked after children annual report 2015/16 was to implement a 
process for reviewing the quality and timeliness of review health assessments that includes 
the GP contribution and the out of area quality assessments. Appendix 3 contains data in 
relation to the quality of Review Health Assessments and compliance with the statutory 20 
working day timescale and GP contributions. The current format of the report does not allow 
the data to be disaggregated to understand in detail the quality and performance for the three 
providers, Harrogate Foundation Trust, CDDFT, Out of Area Providers. This reporting will 
require amendments going forward. 


6.5.1 Review Health Assessments 


Promoting the health and well-being of looked-after children: Statutory guidance for local 
authorities, clinical commissioning groups and NHS England (2015) requires for all children 
and young people in the Looked After System to have a review of their health care plan once 
every six months before their 5th Birthday and annually from their 5th birthday. A review 
health assessment should be carried out by a health professional able to demonstrate the 
competencies set out in Looked after Children: Knowledge Skills and Competencies of Health 
Care Staff: Intercollegiate Role Framework (2015). 


The report measures and reports quarterly on the quality and timeliness of Review Health 
Assessments. The quality measures were developed based on new Review health 
assessment paperwork which was introduced in April 2016 and amended as per 
recommendations from the Q1 and Q2 reports. 


Within Q3 it was identified that there had been a decline in both quality and timeliness of 
Review Health assessments in comparison to Q2.  However, it was identified that in Q2 only 
15% of the completed health assessments were quality assessed in comparison to 50% in 
Q3.  In order to ensure the comparability of reporting going forward 50% of completed Review 
Health assessments are now audited by CDDFT Looked After Health Team. See Appendix 3. 


6.5.2 Quality review of out of area health assessments. 


There is an agreed process for monitoring the quality and timeliness of review health 
assessments undertaken on our behalf by other health trusts where children are placed 
outside the 20 mile radius of County Durham. However as stated above this data cannot be 
extrapolated to report on specifically.  


Such providers are alerted to our quality requirements based on the standards associated 
with the payment by results tariff for review health assessments at the point of request. Poor 
quality assessments are returned to the provider with a rationale for return and the designated 
nurse alerted in order to liaise with finance leads to withhold payment until a satisfactory 
report has been received. 


To date finance has not been withheld however the operation of the protocol will become part 
of the data set regarding the quality and timeliness of review health assessments.  NHS 
England made a national directive in regard to discontinuing the requirement for service level 
agreements for the provision of Review Health Assessments on the basis that there is an 
NHS Standard Contract between the provider and the ‘host’ CCG in which the Looked After 
Child is living the responsible commissioner should be charged for these assessments. The 
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responsible commissioner is established as per the Who Pays 2013 guidance. If the 
responsible commissioner does not have a contract, as it is in out of area placement, then the 
assessment should be charged as non-contract activity, using Who Pays 2013. Following this 
a standard letter has been developed and signed by finance director in CCGs to inform out of 
area providers of the process when an service level agreement is requested.  


6.6 Information from Primary Care for Initial and Review Health Assessments 


The expectation that GPs contribute to the Initial Health Assessment and Review Health 
Assessment process providing summaries of the health history of a looked after child and 
their families where appropriate is expressly stated within the statutory guidance ‘Promoting 
the Health of Looked After Children’ (2015:21). Proformas are now routinely sent to GP to 
include this information in Initial Health Assessments and Review Health Assessments. The 
Initial Health Assessment process had been well established in 2015/16 however the 
requests for information for Review Health Assessments was delayed due to the transfer of 
the 0-19years contact to HDFT and was a recommendation from the previous annual report. 
This has now been implemented and is reported in the quality assurance of Review Health 
Assessment reports. In the two quarters reported on there is a significant improvement in 
requests for GP information however the compliance of GP returns is poor Q 4 33%. This 
requires remedial action going forward. 


 
 
 
 
 
Table 8 GP requests and contribution to Review Health Assessments (RHA). 


 
 
 
 
 
 


Data from CDDFT Review Health Assessment Service Evaluation report quarter 3 2016 and quarter 4 2017. 
 
Section 7 planned developments 2017-18 


 The following are developments or extensions of areas of work for the coming year: 


· To implement and monitor the CQC Action plan. 


· To review pathways to ensure there is connectivity between the health passports and 
the final Review Health Assessment develop a process to monitor quality and 
compliance. 


· To increase compliance from Primary Care for GP information to inform Initial Health 
Assessments and Review health Assessments. 


· To develop and deliver unaccompanied asylum seeking training in partnership with 
Designated Doctor for looked after children team CDDFT. 


· To review the Review Health Assessment quality assurance process and reporting. 


· To work with Durham County Council and designated doctor to further develop the use 
of strengths and difficulties questionnaires. 


 Quarter 3 Quarter 4 
Number of County Durham RHAs where GP 
contribution forms had been requested. 


29 (55%) 64 (95%) 


Number of County Durham RHAs where GP 
contribution forms had been received. 


9 (17%) 22 (33%) 
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· To progress the business case for increased resources into the safeguarding team. 


· To produce the first data from the health profile and begin to compile a report 
comparing Durham to the national picture on issues affecting looked after children and 
where evidence suggests highlight services that may need to be redesigned. 


· To implement the action plan from the benchmarking tool reporting to the CCG 
regularly on progress. 


· To bench mark the LAC service against the recently published report from CQC Not 
Seen Not Heard July 2016.  


  


Author: Marie Baister Designated Nurse Safeguarding and Looked After     
Children 


 
Sponsor:  Gill Findley Director of Nursing  
 
Date:   June 2017. 
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Appendix 1  
Additional demographic data for Looked After Children population.  
Total number of children in the care of Durham local authority 31st March 2016 – 680 
 
Table 1 Number of children by legal status  


Type of Order 2015 
Number  


2016 
Number 


Interim Care Order 35 65 
Care order 330 365 


Placement order granted 60 80 
Section 20 (voluntary) 195 165 


Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016   


 
Table 2 number of children by type of placement  


Type of placement 2015 
Number 


2016 
Number 


Foster care 520 550 
Placed for adoption 25 45 
Placed with parents 20 35 


Children’s homes/hostels/secure/accommodation 50 45 
Source: Office of National Statistics National tables: SFR41/2016 and Local authority tables: SFR41/2016   
 
As can be seen the majority of children are cared for by the local authority on the basis of a 
legal order and within a foster care placement. However during the recent Ofsted inspection 
inspectors commented on the length of time some children were spending in local authority 
care under section 20 of the Children Act 1989 suggesting that some children remained in 
care longer than necessary due to delay in instigating care proceedings. 
 
 
 
 
 







 
 
 


Appendix 2  
Timeliness of Initial Health Assessments 1st April 2016 – 31st March 2017 


 
  


Q1: Mar- June 16 
 
Q2: Jul-Sept 16 
 


 
Q3: Oct-Dec 16 


 
Q4: Jan-Mar 17 


1.1 Total number of young people becoming looked after. 
Of these: 128  91 


 
96 


 
108 


1.1a Total number requiring an initial health 
assessment (IHA) by CDDFT   


 100 (92%) 


1.1b Total number requiring an IHA by an out of area 
Trust   


 5 (5%) 


1.1c Total number leaving care prior to IHA 
paperwork being received   


 3 (3%) 


1.2 Number of LAC IHA paperwork, correctly completed 
and signed, received for children coming into looked 
after care in the quarter (of 105 (1.1a+1.1b). Of these:  


123 (96%) 80 (88%) 
 


91 (95%) 
 


103 (98%) 


1.2a Received from LA within 0-7 working days of 
coming into care. 46 (37%) 29 (32%) 


 
36 (37%) 


 
45 (44%) 


1.2b Received from LA within 8-20 working days of 
coming into care. 


100 (81%) 
Received 0-20 working 


days (so includes figure 
above) 


69 (76%) 
Received 0-20 working 


days (so includes figure 
above 


  83 (86%) 
Received 0-20 working 


days (so includes 
figure above) 


 
47 (46%) 


1.2c Received from LA after 20 working days of 
coming into care.  14 (11%) 


 
20 (22%)  


 
18 (19%)  


 
9 (8%) 


1.2d Remain outstanding at end of quarter 
   


2 (2%) 


1.3 Number of IHA requests processed by LAC admin 
within 2 working days of paperwork being received. 114 (92%) 71 (89%) 89 (98%) 100 (96%) 


 
1.4 Number of children offered IHA appointments within 20 


working days of LAC start date. Of these: 25 (20%) New Indicator 
22 (32%) 


 
54 (65%) 


 
69 (67%) 
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Q1: Mar- June 16 


 
Q2: Jul-Sept 16 
 


 
Q3: Oct-Dec 16 


 
Q4: Jan-Mar 17 


1.4a Number of children offered IHA appointment 
where paperwork was received from LA within 0-
7 working days of coming into care 


  
 44 (98%) 


1.4b Number of children offered IHA appointment 
where paperwork was received from LA within 8-
20 working days of coming into care 


  
 25 (53%) 


 


1.5 Statutory Indicator:  Of the number of children coming 
into care in the quarter; number of children seen by 
paediatrician within 20 working days of coming into 
care. 


8 (6.5%) 18 (20%) 
 


51 (53%) 
STATUTORY 
INDICATOR 


69 (64%) 


1.6 CDDFT Indicator: Number of children offered an IHA 
appointment within 15 working days of health receiving 
paperwork from LA. 
Of these: 


  
 NEW 


INDICATOR 
 85 (87%) 


1.6a Number of children where IHA was completed 
within 15 working days 
 


  
 NEW 


INDICATOR 
85 (87%) 


1.7 Number of DNAs/Were not brought to appointment 
2 New Indicator 


1 (1%) 
 
0 


 
3  
 


1.8 Number of Appointments cancelled and re-arranged   New Indicator 
10 (11%) 


 
3 (6%) 


 
11 


1.9 Number of Unaccompanied Minors into care this 
quarter  New Indicator 


1 
 
0 


 
0 


1.10 Number of IHA requests received by Paediatric Admin 
Team within 5 working days of becoming Looked After 
(from 1.1) LSCB INDICATOR 


 16 (18%) 
 


28 (29%) 
 


23 (22%) 


 
Prev
1.8 


REPLACED BY BREAKDOWN AT 1.6 
Number of possible IHA’s from CDDFT able to be 
completed within timescales (from 1.4).  


17.4% New Indicator  
62% 


 
31 (86%) 
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Appendix 3 
 
Table 1 Number of County Durham children placed by local authority 2016-17 
  Q1 Q2 Q3 Q4 
1.1 Number of children/young people 


requiring RHAs looked after by 
Durham County Council and 
Darlington Borough Council (living in 
and out of area) 


   185 


1.2 Number of RHAs completed by HDFT 
staff and OOA LAC teams 


   134 


1.3 Number of RHAs completed within 
timescale  


   104/134 
(78%) 


1.4 Number of RHAs completed by 
CDDFT LAC Nurses for children 
placed into Durham and Darlington by 
Out Of Area Local Authorities 


   22 


 
 
Table 2 Durham/Darlington Children living OOA (this data is collected 


combined for Durham and Darlington) 
  Q1 Q2 Q3 Q4 
1.1 Number of children/young people 


requiring RHAs looked after by 
Durham County Council and 
Darlington Borough Council (living in 
and out of area) 


   11 


1.2 Number of RHAs completed by HDFT 
staff and OOA LAC teams 


   4 


1.3 Number of RHAs completed within 
timescale  


   2/11 
(18%) 
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Table 3 Review Health Assessment quality assurance data for County Durham 
children 


 


 


  Q1 Q2 Q3 Q4 
1.4 Number of completed RHAs that were 


quality assessed 
   67 (50%) 


1.5 Number of RHAs including newly 
identified health issues. 


   34 
(51%) 


1.6 Any action following identification of 
needs including i.e. referrals, 
immunisations or outstanding health 
appointments  


   37 
(55%) 


1.8 Fully immunised  to date    67 
(100%) 


1.9 Child/young person’s consent for 
assessment. 


   46 
(69%) 


1.10 Number of RHAs where GP 
contribution forms had been requested. 


   64 
(95%) 


 
1.11 Number of RHAs where GP 


contribution forms had been received. 
   22 


(33%) 


1.12 Number of RHAs which include 
evidence that the child/young person 
has been offered opportunity to be 
seen alone and concerns/comments 
had been sought and recorded.  


   51 
(76%) 


1.13 Number of RHAs including dental 
registration and dental date within the 
last year.   


   56 
(84%) 


1.14 Evidence of A& E/UCC/ GP 
attendance.   


   66 
(98%) 


1.15 Number of RHAs including evidence 
that child/young person registered with 
GP in placement area. 


   67 
(100%) 


1.16 Evidence that educational/ 
development needs documented 


   67 
(100%) 


1.17 Evidence of emotional/behavioural 
needs documented 


   62 
(93%) 


1.18 SDQ score/analysis included    4 
(6%) 


1.19 Evidence that lifestyle issues have 
been addressed including smoking, 
substance misuse, sexual health, CSE 
if appropriate 


   52 
(78%) 


1.20 Number of RHAs with SMART 
recommendations. 


   61 
(91%) 


1.21 Practitioners details included    65 
(97%) 
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Appendix 4 


Previous planned developments identified in Annual Report 2016 -2017 


The following are the planned developments identified in the previous Looked after 
children annual report 2015-16: 


· To develop a joint pathway (and potentially individual service pathways) with 
the local authority to meet the health needs of unaccompanied asylum 
seeking children. COMPLETED. 


· One of the designated nurses to focus solely on looked after children for a 
period of six months in response to the LAC benchmarking tool and evaluate 
whether this promotes the looked after children and care leaver agenda 
and/or has a detrimental impact on the safeguarding agenda. COMPLETED. 


· To produce the first data from the health profile and begin to compile a report 
comparing Durham to the national picture on issues affecting looked after 
children and where evidence suggests highlight services that may need to be 
redesigned. INCOMPLETE 


· To implement a process for reviewing the quality and timeliness of review 
health assessments that includes the GP contribution and the out of area 
quality assessments. COMPLETED 


· To implement and be part of initiatives from the national and regional groups. 
COMPLETE however Designated Nurse Safeguarding and Looked After 
Children has now retired. 


· To implement the action plan from the benchmarking tool reporting to the 
CCG regularly on progress. ONGOING 


· To bench mark the LAC service against the recently published report from 
CQC Not Seen Not Heard July 2016. INCOMPLETE 


 








Appendix 4: Responsibilities for safe use of controlled drugs for 
NHS England Area Teams and Clinical Commissioning Groups 
 


 NHS England/Area 
Team  
As lead Controlled 
Drug Accountable 
Officer (CDAO)  


Clinical 
Commissioning 
Group  


DDES CCG 
2016/17 


ND CCG 
2016/17 


1 Appoint a suitably 
experienced and 
qualified person to act 
as the lead CD AO  
 


Name an individual as 
CD Lead to act as a 
focal point for liaison 
with the NHS England 
lead CDAO in relation 
to the safe use and 
management of 
controlled drugs.  


Dr. James 
Carlton – 
medical advisor. 
Deputy is Head 
of Medicines 
Optimisation, 
Kate Huddart.  


Dr. Ian 
Davidson – 
Director of 
Quality and 
Safety. Deputy 
is MO Lead, 
Joan 
Sutherland. 


2 Notify the CQC of the 
CD AO name and 
contact details so this 
can be readily 
accessed on the CQC 
website.  
 


Ensure the Clinical 
Commissioning Group, 
its governing body and 
member practices are 
aware of who 
represents them on the 
Local Intelligence 
Network and how and 
when to raise concerns.  


Included in Annual report to 
Executive in Common and 
subsequent Governing Body for 
each CCG. 
Member practices aware through 
the Locality Prescribing Groups 
which discuss issues relating to 
controlled drugs –see point 4 
below. 
Also highlighted in Durham 
Medicines Bulletin which is sent to 
all prescribers in DDES and ND 
CCG’s. 


3 Formally define Local 
Intelligence Network 
(LIN) geography (and 
sub geography where 
appropriate).  


 


Not applicable to CCG 


4 Set up and run the 
Local Intelligence 
Network determining 
membership and 
agreeing terms of 
reference.  
 


Play an active part in 
the Local Intelligence 
Network, sharing 
intelligence as 
appropriate and taking 
action to improve the 
safe use of controlled 
drugs. 


Kate Huddart or Joan Sutherland 
have attended all meetings of the 
CD LIN in 2016/17. 
Also any relevant information is 
shared with ND Prescribing Sub 
Group , DDES Medicines Policy 
Advisory Group and the three 
Locality prescribing groups so that 
all GP Practices are updated. 
Items have been included within 
the Durham Medicines Bulletin 
circulated to all prescribers. 


5 Provide guidance for 
appropriate intelligence 
sharing and recording.  
 


Follow guidance 
regarding intelligence 
sharing and recording 
with respect to well- 
founded concerns 
reported to any officer 
of the Clinical 


The nominated CD leads and their 
deputies are fully versed with the 
sharing and recording of 
intelligence.  There have been no 
serious concerns regarding 
Controlled Drugs in 2015/16.   







Commissioning Group 
including sharing with a 
responsible body.  


6 Provide guidance as to 
when a controlled drug 
incident should be 
reported as an 
organisational Serious 
Incident.  


Report Serious 
Incidents in line with 
guidance and Serious 
Incident policy.  


All member practices record any 
incident on the safeguard system. 
An automated email is sent for any 
incident involving a medicine to 
the Head of Medicines 
Optimisation/MO lead as well as 
both CCG CD Leads .Support for 
member practices is offered as 
required and further investigation if 
warranted by the nominated CD 
lead and deputy. 


7 Set out requirements 
for sending quarterly 
occurrence reports 
from designated bodies 
to the lead CD AO.  


 


Not applicable to CCG 


8 Convene incident 
panels.  
(The Local Intelligence 
Network must have a 
transparent process for 
establishing an incident 
panel if serious 
concerns are raised. 
The process should 
outline the 
responsibilities of key 
individuals and how the 
panel should be called 
together).  


Take part in incident 
panels where 
appropriate as agreed 
with the Area Team 
Lead CDAO.  


The CCG CD Lead would attend if 
requested and be supported by 
the Head of Medicines 
Optimisation/MO Lead. 


9 Ensure a system is in 
place for learning from 
controlled drug 
incidents and near 
misses and sharing of 
this learning. 


Participate in a system 
for learning from 
controlled drugs 
incidents and sharing 
this learning.  


All member practices record any 
incident on the safeguard system. 
An automated email is sent for any 
incident involving a medicine to 
the Head of Medicines 
Optimisation/MO lead as well as 
both CCG CD Leads .Support for 
member practices is offered as 
required. Also any relevant 
information is shared with ND 
Prescribing Sub Group , DDES 
Medicines Policy Advisory Group 
and the three Locality prescribing 
groups so that all GP Practices 
are updated. 
Shared learning have been 
included within the Durham 
Medicines Bulletin and memos 
circulated to all prescribers. 


10 Analyse NHS and 
private prescribing of 


Practice and prescriber 
level analysis of 


The CCG CD Lead and the Head 
of MO/MO Lead has met four 







CDs using electronic 
Prescribing Analysis 
and Cost (ePACT) and 
examine prescribing 
issues arising from the 
analysis.  
 


controlled drug 
prescribing trends and 
investigation of outliers 
in line with assuring 
appropriate, safe and 
effective prescribing 
within the CCG. Report 
concerns to the Area 
Team CDAO as 
appropriate.  


times within 2016/17 ,with a 
representative of NECS, working 
on behalf of NHS England, to 
monitor controlled drugs 
prescribing data.  From these 
monitoring meetings any 
unexpected or outlying prescribing 
was queried with the prescriber, 
and where appropriate actions 
taken. The monitoring and 
outcomes is then reported through 
DDES CCG Medicines Policy 
Advisory Group and ND CCG 
Prescribing Sub Group. 


11 Request periodic 
declarations or self-
assessments from a 
range of healthcare 
providers regarding 
their management and 
use of CD but who are 
not required to appoint 
a CDAO. This includes 
general medical 
practitioners on a 
medical performers’ 
list, or providers of 
dental, nursing or 
midwifery services. 
Following up any 
concerns raised by 
returns.  


Bring concerns about 
the safe use of 
controlled drugs by 
other healthcare 
providers to the 
attention of the Local 
Intelligence Network or 
Area team CDAO in line 
with intelligence sharing 
agreement.  


The CCG MO team are currently 
undertaking their annual check 
with NECS contracting that the 
standardised contractual 
frameworks have standards within 
that ensure safe management of 
CD’s with providers. 
The CCG MO team have worked 
with a variety of providers 
regarding controlled drugs 
incidents across interfaces.  Any 
learning from these incidents has 
been shared locally through 
distribution of Memo’s to all 
prescribers and discussed at 
prescribing groups as well as 
being shared wider via the CD 
Local Intelligence Network.  
   
 


12 Operate arrangements 
for periodic inspections 
of premises used in 
connection with the 
management or use of 
CDs which are not 
subject to inspection by 
other regulatory bodies 
such as the CQC, or 
GPhC . 


Alert Area Team CDAO 
of intelligence received 
regarding premises 
used in connection with 
the management or use 
of CDs which is not 
subject to inspection by 
other regulatory bodies.  


All current premises were notified 
within the handover from PCTs to 
CCGs.  Any new premises the 
CCG became aware of would be 
notified by the Head of Medicines 
Optimisation to the area team. 


13 Ensure adequate steps 
are taken to protect 
patients and the public 
if there are concerns 
about inappropriate or 
unsafe use of 
controlled drugs by a 
person who is not 
providing services for 
any designated body, 


Support Area Team CD 
AO in ensuring 
adequate steps are 
taken to protect patients 
and the public if there 
are concerns about 
inappropriate or unsafe 
use of controlled drugs 
by a person who is not 
providing services for 


Concerns would be identified 
through intelligence, incidents, 
prescribing data or contract 
performance.   
 







but who provides 
services in the LIN 
area.  
 


any designated body, 
but who provides 
services in the Local 
Intelligence Network 
area.  


14 Authorise sufficient 
fully trained witnesses 
for destruction of 
controlled drugs who 
are subject to a 
professional code of 
ethics, have received 
appropriate training 
and are independent of 
the day-to-day use or 
management of 
controlled drugs.  


 CCG MO Team are authorised to 
destroy GP Practice and GP staff 
Controlled Drugs. 


15 Make arrangements for 
the safe and lawful 
destruction of 
controlled drugs in 
community pharmacies 
and practices.  


 


Not applicable to CCG 


16 Ensure complaints, 
safety and professional 
performance issues 
are effectively linked to 
the NHS England Area 
Team CDAO.  


 


Not applicable to CCG 


17 Form effective 
partnerships with the 
regulators such as 
CQC, General Medical 
Council (GMC), Nurse 
and Midwifery Council 
(NMC) and GPhC to 
share intelligence as 
appropriate.  


 


Not applicable to CCG 


 








NHS England Core Standards for Emergency preparedness, resilience and response
v5.0


The attached EPRR Core Standards spreadsheet has  6 tabs: 
  
EPRR Core Standards tab: with core standards nos 1 - 37 (green tab) 
 
Governance tab:-with deep dive questions to support the EPRR Governance'deep dive'  for  EPRR Assurance 2017 -18(blue) tab) 
 
HAZMAT/ CBRN core standards tab: with core standards nos 38- 51.  Please note this is designed as a stand alone tab (purple tab) 
 
HAZMAT/ CBRN equipment checklist:  designed to support acute and ambulance service providers in core standard 43 (lilac tab) 
 
MTFA Core Standard: designed to gain assurance against the  MTFA service specification for ambulance service providers  only  (orange tab) 
 
HART Core Standards:  designed to gain assurance against the  HART service specification for ambulance service providers  only  (yellow tab). 
  
 
This document is V50.  The following changes have been made :  
 
• Inclusion of EPRR Governance questions to support the 'deep dive'  for  EPRR Assurance 2017-18 







Appendix 4


Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


Governance


1


Organisations have a director level accountable 
emergency officer who is responsible for EPRR 
(including business continuity management)


Y


None - continue with the 
annual work programme


Sarah Lambert


2


Organisations have an annual work programme to 
mitigate against identified risks and incorporate the 
lessons identified relating to EPRR (including details 
of training and exercises and past incidents) and 
improve response.


Lessons identified from your organisation and 
other partner organisations.  
NHS organisations and providers of NHS 
funded care treat EPRR (including business 
continuity) as a systematic and continuous 
process and have procedures and processes in 
place for updating and maintaining plans to 
ensure that they reflect: 
-    the undertaking of risk assessments and any 
changes in that risk assessment(s)
-    lessons identified from exercises, 
emergencies and business continuity incidents
-    restructuring and changes in the 
organisations
    h  i  k  l


Y


continue with the work 
programme


Sarah Lambert


3


Organisations have an overarching framework or 
policy which sets out expectations of emergency 
preparedness, resilience and response.


Arrangements are put in place for emergency 
preparedness, resilience and response which: 
• Have a change control process and version 
control
• Take account of changing business objectives 
and processes
• Take account of any changes in the 
organisations functions and/ or organisational 
and structural and staff changes
• Take account of change in key suppliers and 
contractual arrangements
• Take account of any updates to risk 
assessment(s)
• Have a review schedule
• Use consistent unambiguous terminology, 
• Identify who is responsible for making sure the 
policies and arrangements are updated, 
distributed and regularly tested;
• Key staff must know where to find policies and 
plans on the intranet or shared drive.
• Have an expectation that a lessons identified 
report should be produced following exercises, 
emergencies and /or business continuity 
incidents and share for each exercise or 
incident and a corrective action plan put in 


Y


Sarah Lambert


4


The accountable emergency officer ensures that the 
Board and/or Governing Body receive as appropriate 
reports, no less frequently than annually, regarding 
EPRR, including reports on exercises undertaken by 
the organisation, significant incidents, and that 
adequate resources are made available to enable the 
organisation to meet the requirements of these core 
standards.


After every significant incident a report should 
go to the Board/ Governing Body (or appropriate 
delegated governing group) .
Must include information about the 
organisation's position in relation to the NHS 
England EPRR core standards self 
assessment.


Y


Reference to the cyber attack 
was included in our annual 
report which was approved by 
Management Exec and 
Governing Body.


Sarah Lambert


Duty to assess risk


5


Assess the risk, no less frequently than annually, of
emergencies or business continuity incidents
occurring which affect or may affect the ability of the
organisation to deliver its functions. Y


Sarah Lambert


• Ensuring accountaable emergency officer's commitment to the plans and 
giving a member of the executive management board and/or governing 
body overall responsibility for the Emergeny Preparedness Resilience and 
Response, and  Business Continuity Management agendas
• Having a documented process for capturing and taking forward the 
lessons identified from exercises and emergencies, including who is 
responsible.
• Appointing an emergency preparedness, resilience and response (EPRR) 
professional(s) who can demonstrate an understanding of EPRR principles.
• Appointing a business continuity management (BCM)  professional(s)  
who can demonstrate an understanding of BCM principles.
• Being able to provide evidence of a documented and agreed corporate 
policy or framework for building resilience across the organisation so that 
EPRR and Business continuity issues are mainstreamed in processes, 
strategies and action plans across the organisation.  
• That there is an approporiate budget and staff resources in place to 
enable the organisation to meet the requirements of these core standards.  
This budget and resource should be proportionate to the size and scope of 
the organisation. 


• Being able to provide documentary evidence of a regular process for 
monitoring, reviewing and updating and approving risk assessments
• Version control
• Consulting widely with relevant internal and external stakeholders during 
risk evaluation and analysis stages
• Assurances from suppliers which could include, statements of 
commitment to BC, accreditation, business continuity plans.
      


 


Risk assessments should take into account 
community risk registers and at the very least 
include reasonable worst-case scenarios for:
• severe weather (including snow, heatwave, 
prolonged periods of cold weather and flooding);
• staff absence (including industrial action);
• the working environment, buildings and 


    
  
     
   
  
        


    
        


   


          
      


      
        


    







Appendix 4


Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


6


There is a process to ensure that the risk
assessment(s) is in line with the organisational, Local
Health Resilience Partnership, other relevant parties,
community (Local Resilience Forum/ Borough
Resilience Forum), and national risk registers.


Y


Sarah Lambert


7
There is a process to ensure that the risk
assessment(s) is informed by, and consulted and
shared with your organisation and relevant partners.


Other relevant parties could include COMAH 
site partners, PHE etc. Y


Sarah Lambert


Duty to maintain plans – emergency plans and business continuity plans  


8
Incidents and emergencies (Incident Response 


Plan (IRP) (Major Incident Plan)) Y
Sarah Lambert


9
corporate and service level Business Continuity 


(aligned to current nationally recognised BC 
standards)


Y
Sarah Lambert


10
 HAZMAT/ CBRN - see separate checklist on 


tab overleaf
n/a to ccg


11
Severe Weather (heatwave, flooding, snow and 


cold weather) Y
Sarah Lambert


12
Pandemic Influenza (see pandemic influenza 


tab for deep dive 2015-16 questions) Y
Sarah Lambert


13
Mass Countermeasures (eg mass prophylaxis, 


or mass vaccination)
n/a to ccg


14 Mass Casualties n/a to ccg


15 Fuel Disruption Y Sarah Lambert


16


Surge and Escalation Management (inc. links to 
appropriate clinical networks e.g. Burns, 


Trauma and Critical Care) Y


Sarah Lambert


17 Infectious Disease Outbreak Y Sarah Lambert
18 Evacuation Y Sarah Lambert


19


Lockdown n/a to ccg


20


Utilities, IT and Telecommunications Failure


Y


As provided by our IT supplier NECS Sarah Lambert


21


Excess Deaths/ Mass Fatalities n/a to ccg


22


having a Hazardous Area Response Team 
(HART) (in line with the current national service 


specification, including  a vehicles and 
equipment replacement programme) - see 


HART core standard tab


n/a to ccg


23


 firearms incidents in line with National Joint 
Operating Procedures; - see MTFA core 


standard tab


n/a to ccg


            
       


  
          


    
         


commitment to BC, accreditation, business continuity plans.
• Sharing appropriately once risk assessment(s) completed
 


Effective arrangements are in place to respond to the 
risks the organisation is exposed to, appropriate to the 
role, size and scope of the organisation, and there is a 
process to ensure the likely extent to which particular 
types of emergencies will place demands on your 
resources and capacity. 


Have arrangements for (but not necessarily have a 
separate plan for) some or all of the following 
(organisation dependent) (NB, this list is not 
exhaustive): 


      
        


    
      


      
     
 the working environment, buildings and 


equipment (including denial of access);
• fuel shortages;
• surges and escalation of activity;
• IT and communications;
• utilities failure;
• response a major incident / mass casualty 
event
• supply chain failure; and
• associated risks in the surrounding area (e.g. 
COMAH and iconic sites)


There is a process to consider if there are any 
internal risks that could threaten the 
performance of the organisation’s functions in 
an emergency as well as external risks eg. 
Flooding, COMAH sites etc. 


Relevant plans:
• demonstrate appropriate and sufficient equipment (inc. vehicles if 
relevant) to deliver the required responses
• identify locations which patients can be transferred to if there is an incident 
that requires an evacuation; 
• outline how, when required (for mental health services), Ministry of Justice 
approval will be gained for an evacuation; 
• take into account how vulnerable adults and children can be managed to 
avoid admissions, and include appropriate focus on  providing healthcare to 
displaced populations in rest centres;
• include arrangements to co-ordinate and provide mental health support to 
patients and relatives, in collaboration with Social Care if necessary, during 
and after an incident as required;
• make sure the mental health needs of patients involved in a significant 
incident or emergency are met and that they are discharged home with 
suitable support
• ensure that the needs of self-presenters from a hazardous materials or 
chemical, biological, nuclear or radiation incident are met.
• for each of the types of emergency listed evidence can be either within 
existing response plans or as stand alone arrangements, as appropriate.







Appendix 4


Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


24


Ensure that plans are prepared in line with current 
guidance and good practice which includes:


• Aim of the plan, including links with plans of 
other responders
• Information about the specific hazard or 
contingency or site for which the plan has been 
prepared and realistic assumptions
• Trigger for activation of the plan, including 
alert and standby procedures
• Activation procedures
• Identification, roles and actions (including 
action cards) of incident response team
• Identification, roles and actions (including 
action cards) of support staff including 
communications
• Location of incident co-ordination centre (ICC) 
from which emergency or business continuity 
incident will be managed
• Generic roles of all parts of the organisation in 
relation to responding to emergencies or 
business continuity incidents
• Complementary generic arrangements of other 
responders (including acknowledgement of 


Y


• Being able to provide documentary evidence that plans are regularly 
monitored, reviewed and systematically updated, based on sound 
assumptions:
• Being able to provide evidence of an approval process for EPRR plans 
and documents
• Asking peers to review and comment on your plans via consultation
• Using identified good practice examples to develop emergency plans
• Adopting plans which are flexible, allowing for the unexpected and can be 
scaled up or down
• Version control and change process controls 
• List of contributors  
• References and list of sources
• Explain how to support patients, staff and relatives before, during and after 
an incident (including counselling and mental health services).


Sarah Lambert


25


Arrangements include a procedure for determining 
whether an emergency or business continuity incident 
has occurred.  And if an emergency or business 
continuity incident has occurred, whether this requires 
changing the deployment of resources or acquiring 
additional resources.


Enable an identified person to determine 
whether an emergency has occurred
-    Specify the procedure that person should 
adopt in making the decision
-    Specify who should be consulted before 
making the decision
-    Specify who should be informed once the 
decision has been made (including clinical staff) 


Y


• Oncall Standards and expectations are set out
• Include 24-hour arrangements for alerting managers and other key staff.


Sarah Lambert


26


Arrangements include how to continue your 
organisation’s prioritised activities (critical activities) in 
the event of an emergency or business continuity 
incident insofar as is practical. 


Decide: 
-    Which activities and functions are critical
-    What is an acceptable level of service in the 
event of different types of emergency for all your 
services
-    Identifying in your risk assessments in what 
way emergencies and business continuity 
incidents threaten the performance of your 
organisation’s functions, especially critical 
activities


Y


Sarah Lambert


27


Arrangements explain how VIP and/or high profile 
patients will be managed. 


This refers to both clinical (including HAZMAT 
incidents) management and media / 
communications management of VIPs and / or 
high profile management


n/a to ccg


28


Preparedness is undertaken with the full engagement 
and co-operation of interested parties and key 
stakeholders (internal and external) who have a role in 
the plan and securing agreement to its content Y


• Specifiy who has been consulted on the relevant documents/ plans etc. Exec directors and department Heads of Service Sarah Lambert


29


Arrangements include a debrief process so as to 
identify learning and inform future arrangements


Explain the de-briefing process (hot, local and 
multi-agency, cold) at the end of an incident. 


Y


Sarah Lambert


Command and Control (C2)


30


Arrangements demonstrate that there is a resilient 
single point of contact within the organisation, capable 
of receiving notification at all times of an emergency 
or business continuity incident; and with an ability to 
respond or escalate this notification to strategic and/or 
executive level, as necessary.  


Organisation to have a 24/7 on call rota in place 
with access to strategic and/or executive level 
personnel


Y


Explain how the emergency on-call rota will be set up and managed over 
the short and longer term.


Managed regionally Sarah Lambert


31


Those on-call must meet identified competencies and 
key knowledge and skills for staff.


NHS England publised competencies are based 
upon National Occupation Standards .


Y


Training is delivered at the level for which the individual is expected to 
operate (ie operational/ bronze, tactical/ silver and strategic/gold).  for 
example strategic/gold level leadership is delivered via the 'Strategic 
Leadership in a Crisis' course and other similar courses. 


Executives on call have been appropriately trained and exec 
representation is offered at regional multi agency events also


Sarah Lambert







Appendix 4


Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


32


Documents identify where and how the emergency or 
business continuity incident will be managed from, ie 
the Incident Co-ordination Centre (ICC), how the ICC 
will operate (including information management) and 
the key roles required within it, including the role of 
the loggist .


This should be proportionate to the size and scop     


Y


Arrangements detail operating procedures to help manage the ICC (for 
example, set-up, contact lists etc.), contact details for all key stakeholders 
and flexible IT and staff arrangements so that they can operate more than 
one control/co0ordination centre and manage any events required.


Sarah Lambert


33


Arrangements ensure that decisions are recorded and 
meetings are minuted during an emergency or 
business continuity incident.


Y


Sarah Lambert


34


Arrangements detail the process for completing, 
authorising and submitting situation reports 
(SITREPs) and/or commonly recognised information 
pictures (CRIP) / common operating picture (COP) 
during the emergency or business continuity incident 
response.


Y


managed regionally re winter surge Sarah Lambert


35 Arrangements to have access to 24-hour specialist 
adviser available for incidents involving firearms or 
chemical, biological, radiological, nuclear, explosive or 
hazardous materials, and support strategic/gold and 
tactical/silver command in managing these events.


Both acute and ambulance providers are 
expected to have in place arrangements for 
accessing specialist advice in the event of 
incidents  chemical, biological, radiological, 
nuclear, explosive or hazardous materials


n/a to ccg


36 Arrangements to have access to 24-hour radiation 
protection supervisor available in line with local and 
national mutual aid arrangements;


Both acute and ambulance providers are 
expected to have arrangements in place for 
accessing specialist advice in the event of a 
radiation incident


n/a to ccg


 Duty to communicate with the public
37 Arrangements demonstrate warning and informing 


processes for emergencies and business continuity 
incidents.


Arrangements include a process to inform and 
advise the public by providing relevant timely 
information about the nature of the unfolding 
event and about: 
-    Any immediate actions to be taken by 
responders
-    Actions the public can take
-    How further information can be obtained
-    The end of an emergency and the return to 
normal arrangements
Communications arrangements/ protocols: 
- have regard to managing the media (including 
both on and off site implications)
- include the process of communication with 
internal staff 
- consider what should be published on 
intranet/internet sites
- have regard for the warning and informing 
arrangements of other Category 1 and 2 
responders and other organisations. 


Y


• Have emergency communications response arrangements in place 
• Be able to demonstrate that you have considered which target audience 
you are aiming at or addressing in publishing materials (including staff, 
public and other agencies)
• Communicating with the public to encourage and empower the community 
to help themselves in an emergency in a way which compliments the 
response of responders
• Using lessons identified from previous information campaigns to inform 
the development of future campaigns
• Setting up protocols with the media for warning and informing
• Having an agreed media strategy which identifies and trains key staff in 
dealing with the media including nominating spokespeople and 'talking 
heads'.
• Having a systematic process for tracking information flows and logging 
information requests and being able to deal with multiple requests for 
information as part of normal business processes.
• Being able to demonstrate that publication of plans and assessments is 
part of a joined-up communications strategy and part of your organisation's 
warning and informing work.  


Sarah Lambert







Appendix 4


Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


38


Arrangements ensure the ability to communicate 
internally and externally during communication 
equipment failures 


Y


• Have arrangements in place for resilient communications, as far as 
reasonably practicable, based on risk.


Sarah Lambert


Information Sharing – mandatory requirements


39


Arrangements contain information sharing protocols to 
ensure appropriate communication with partners.


These must take into account and inclue DH 
(2007) Data Protection and Sharing – Guidance 
for Emergency Planners and Responders or any 
guidance which supercedes this,  the FOI Act 
2000, the Data Protection Act 1998 and the 
CCA 2004 ‘duty to communicate with the 
public’, or subsequent / additional legislation 
and/or guidance. 


Y


• Where possible channelling formal information requests through as small
as possible a number of known routes.  
• Sharing information via the Local Resilience Forum(s) / Borough
Resilience Forum(s) and other groups.
• Collectively developing an information sharing protocol with the Local
Resilience Forum(s) / Borough Resilience Forum(s).  
• Social networking tools may be of use here.


Sarah Lambert


Co-operation 


40


Organisations actively participate in or are 
represented at the Local Resilience Forum (or 
Borough Resilience Forum in London if appropriate) Y


Sarah Lambert


41
Demonstrate active engagement and co-operation 
with other category 1 and 2 responders in accordance 
with the CCA


Y
Sarah Lambert


42
Arrangements include how mutual aid agreements will 
be requested, co-ordinated and maintained. 


NB: mutual aid agreements are wider than staff a        
Y


Mutual aid agreements not required due to the agility of the workforce and 
informal opportunities to work from different sites, including home - 
confirmed through testing.


Sarah Lambert


43


Arrangements outline the procedure for responding to 
incidents which affect two or more Local Health 
Resilience Partnership (LHRP) areas or Local 
Resilience Forum (LRF) areas.


n/a to ccg


44
Arrangements outline the procedure for responding to incidents which affect two or more regions. n/a to ccg


45


Arrangements demonstrate how organisations 
support NHS England locally in discharging its EPRR 
functions and duties


Examples include completing of SITREPs, 
cascading of information, supporting mutual aid 
discussions, prioritising activities and/or 
services etc. 


Y


Sarah Lambert


46


Plans define how links will be made between NHS 
England, the Department of Health and PHE. 
Including how information relating to national 
emergencies will be co-ordinated and shared 


n/a to ccg


47


Arrangements are in place to ensure an Local Health 
Resilience Partnership (LHRP) (and/or Patch LHRP 
for the London region) meets at least once every 6 
months


n/a to ccg


48
Arrangements are in place to ensure attendance at all 
Local Health Resilience Partnership meetings at a 
director level


Y
Wherever possible though Head of Corporate Services for CCG attends if 
cover is needed.


Sarah Lambert


Training And Exercising


49


Arrangements include a curent training plan with a 
training needs analysis and ongoing training of staff 
required to deliver the response to emergencies and 
business continuity incidents


• Staff are clear about their roles in a plan 
• A training needs analysis undertaken within 
the last 12 months
• Training is linked to the National Occupational 
Standards and is relevant and proportionate to 
the organisation type. 
• Training is linked to Joint Emergency 
Response Interoperability Programme (JESIP) 
where appropriate
• Arrangements demonstrate the provision to 
train an appropriate number of staff and anyone 
else for whom training would be appropriate for 
the purpose of ensuring that the plan(s) is 
effective
• Arrangements include providing training to an 
appropriate number of staff to ensure that 
warning and informing arrangements are 
effective


Y


Sarah lambert


• Attendance at or receipt of minutes from relevant Local Resilience 
Forum(s) / Borough Resilience Forum(s) meetings, that meetings take place 
and memebership is quorat.
• Treating the  Local Resilience Forum(s) / Borough Resilience Forum(s) 
and the Local Health Resilience Partnership as strategic level groups
• Taking lessons learned from all resilience activities
• Using the  Local Resilience Forum(s) / Borough Resilience Forum(s) and 
the Local Health Resilience Partnership  to consider policy initiatives
• Establish mutual aid agreements
• Identifying useful lessons from your own practice and those learned from 
collaboration with other responders and strategic thinking and using the 
Local Resilience Forum(s) / Borough Resilience Forum(s) and the Local 
Health Resilience Partnership to share them with colleagues
• Having a list of contacts among both Cat. 1 and Cat 2. responders with in 
the  Local Resilience Forum(s) / Borough Resilience Forum(s) area


• Taking lessons from all resilience activities and using the Local Resilience 
Forum(s) / Borough Resilience Forum(s) and the Local Health Resilience 


Partnership and network meetings to share good practice
• Being able to demonstrate that people responsible for carrying out 


function in the plan are aware of their roles
• Through direct and bilateral collaboration, requesting that other Cat 1. and 


Cat 2 responders take part in your exercises
• Refer to the NHS England guidance and National Occupational Standards 


For Civil Contingencies when identifying training needs.
• Developing and documenting a training and briefing programme for staff 


and key stakeholders
• Being able to demonstrate lessons identified in exercises and 


emergencies and business continuity incidentshave been taken forward
• Programme and schedule for future updates of training and exercising 


(with links to multi-agency exercising where appropriate)
• Communications exercise every 6 months, table top exercise annually and 


live exercise at least every three years







Appendix 4


Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and not in the EPRR work 
plan within the next 12 months. 


Amber = Not compliant but evidence of progress and in the EPRR 
work plan for the next 12 months.


Action to be taken Lead Timescale


50


Arrangements include an ongoing exercising 
programme that includes an exercising needs analysis 
and informs future work.  


• Exercises consider the need to validate plans 
and capabilities
• Arrangements must identify exercises which 
are relevant to local risks and meet the needs of 
the organisation type and of other interested 
parties.
• Arrangements are in line with NHS England 
requirements which include a six-monthly 
communications test, annual table-top exercise 
and live exercise at least once every three 
years.
• If possible, these exercises should involve 
relevant interested parties. 
• Lessons identified must be acted on as part of 
continuous improvement.
• Arrangements include provision for carrying 
out exercises for the purpose of ensuring 
warning and informing arrangements are 
effective


Y


Sarah lambert


51


Demonstrate organisation wide (including oncall 
personnel) appropriate participation in multi-agency 
exercises Y


Sarah lambert


52


Preparedness ensures all incident commanders 
(oncall directors and managers) maintain a 
continuous personal development portfolio 
demonstrating training and/or incident /exercise 
participation. 


Y


Sarah lambert


            
          


       
           


        
            


       
           


      
           


  
          


       
           


      
           


      







Core standard Clarifying information


C
C


G
s


Evidence of assurance


Self assessment RAG


Red = Not compliant with core standard and 
not in the EPRR work plan within the next 12 
months. 


Amber = Not compliant but evidence of 
progress and in the EPRR work plan for the 
next 12 months.


Green = fully compliant with core standard.


Action to be taken Lead Timescale


2017 Deep Dive 


DD1 


The organisation's Accountable Emergency 
Officer has taken the result of the 2016/17 
EPRR assurance process and annual work 
plan to a pubic Board/Governing Body meeting 
for sign off within the last 12 months. 


• The organisation has taken the LHRP agreed 
results of their 2016/17 NHS EPRR assurance 
process to a public Board meeting or Governing 
Body, within the last 12 months
• The organisations can evidence that the 
2016/17 NHS EPRR assurance results 
Board/Governing Body results have been 
presented via meeting minutes.


Y


• Organisation's public Board/Governing Body 
report
• Organisation's public website 


DD2
The organisation has published the results of 
the 2016/17 NHS EPRR assurance process in 
their annual report. 


• There is evidence that the organisation has 
published their 2016/17 assurance process 
results in their Annual Report  


Y


• Organisation's Annual Report
• Organisation's public website 


Compliance is generalised in the annual report to 
say we comply with 'all relevant legislative 
requirements' however we do not specify EPRR 
or the assurance process surrounding it.  Will 
ensure this is included in next year's annual report 
in the risk management section.


DD3


The organisation has an identified, active Non-
executive Director/Governing Body 
Representative who formally holds the EPRR 
portfolio for the organisation. 


• The organisation has an identified Non-
executive Director/Governing Body 
Representative who formally holds the EPRR 
portfolio.
• The organisation has publicly identified the Non-
executive Director/Governing Body 
Representative that holds the EPRR portfolio via 
their public website and annual report
• The Non-executive Director/Governing Body 
Representative who formally holds the EPRR 
portfolio is a regular and active member of the 
Board/Governing Body 
• The organisation has a formal and established 
process for keeping the Non-executive 
Director/Governing Body Representative briefed 
on the progress of the EPRR work plan outside of 
Board/Governing Body meetings


Y


• Organisation's Annual Report
• Organisation's public Board/Governing Body 
report
• Organisation's public website 
• Minutes of meetings


SUGGESTION THAT THE NATIONAL ANNUAL 
REPORT TEMPLATE SPECIFIES THIS IS A 
REQUIREMENT IN FUTURE YEARS UNDER 
RISK MANAGEMENT.  Will endeavour to include 
in future reports.


DD4
The organisation has an internal EPRR 
oversight/delivery group that oversees and 
drives the internal work of the EPRR function 


• The organisation has an internal group that 
meets at least quarterly that agrees the EPRR 
work priorities and oversees the delivery of the 
organisation's EPRR function.


Y


• Minutes of meetings The OD group plans activities including testing of 
the plans and separate meetings have taken 
place with department managers to raise 
awareness of their role.    Rather than creating 
another meeting - Business Continuit will become 
a standard agenda item on t he OD Group 
meetings which sit quarterly.  Executive 
Committee oversee and approve plans.


DD5
The organisation's Accountable Emergency 
Officer regularly attends the organisations 
internal EPRR oversight/delivery group


• The organisation's Accountable Emergency 
Officer is a regular attendee at the organisation's 
meeting that provides oversight to the delivery of 
the EPRR work program.
• The organisation's Accountable Emergency 
Officer has attended at least 50% of these 
meetings within the last 12 months.


Y


• Minutes of meetings Yes via the Executive Committee


DD6
The organisation's Accountable Emergency 
Officer regularly attends the Local Health 
Resilience Partnership meetings 


• The organisation's Accountable Emergency 
Officer is a regular attendee at Local Health 
Resilience Partnership meetings
• The organisation's Accountable Emergency 
Officer has attended at least 75% of these 
meetings within the last 12 months.


Y


• Minutes of meetings Yes and a replacement is sent if unavailable in 
the Head of Corporate Services.
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Meeting date: 19 September 2017 
Item No: GBIC/17/24 


 
GOVERNING BODIES IN COMMON 


DDES CCG AND NORTH DURHAM CCG 
 


Title of report: Safeguarding Children Annual Report 2016/17 


Author of report: Marie Baister, Designated Nurse Safeguarding and Looked 
Children, North Durham CCG 


Sponsor Director: Gillian Findley, Director of Nursing 


Date of report: September 2017 
 


Name of person presenting 
the report at the meeting: 
 


Gillian Findley, Director of Nursing 


Reason for report:   ‘ü’ 
please tick relevant category 
 


§ Information only ü 
§ Development / Discussion 
§ Decision / Action   
  


Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Governing Bodies are asked to receive the report for 
information.  


 
 


Report status:  ‘ü’ please 
indicate relevant category  
 
 


§ Official  ü         
§ 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        
 


CONFLICTS OF INTEREST 
 


THIS SECTION MUST BE COMPLETED BY THE REPORT 
AUTHOR / SPONSOR DIRECTOR 
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Are any members of the 
meeting likely to have a 
conflict of interest for this 
agenda item: 
 


 
None identified.  


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


 
n/a 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
No   
 
 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 


 
n/a 


 
Purpose of the report and 
summary of key issues: 
 
 


§ To provide the CCGs with assurance that safeguarding 
children responsibilities have been met during the year 
2016/17. 


 
Summary of key points 
§ The CCGs have maintained leadership in safeguarding 


children via the Director of Nursing and the designated 
nurses continued to contribute effectively to a number of 
multi-agency partnerships. 


§ Improvement has been seen in the involvement of 
designated nurses in all aspects of commissioning. 


§ The CCGs have implemented the recommendations from a 
number of serious case reviews within timescale. 


§ Update on Care Quality Commission inspection. 
 


 
Consultation and other 
approval routes (including 
outcomes): 
 
 


Meeting/route 
North Durham 
CCG Quality 
Review and 
Innovation 
Committee 
 
Executives in 
Common 
(DDES CCG 
and North 
Durham CCG) 
 
Governing 
Bodies in 
Common 


Date  
1 August 2017 
 
 
 
 
 
1 August 2017 
 
 
 
 
 
19 September 2017 


Outcome 
Approved 
 
 
 
 
 
Approved 
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Supporting documents/ 
Appendices: 


Safeguarding Children Annual Report 2016/17 
 


 
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: 


(ü) 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 
 No 
 Has this report taken into account equality and diversity?  
 No 
 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? 
ü   The report provides assurance that the CCGs are meeting their commissioning 


responsibilities. 
 Does this report impact on any information governance issues? 
 No 
 Other implications 
 None identified 
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Meeting date: 19 September 2017 


Item No: GBIC/17/26 


 
GOVERNING BODIES IN COMMON 


DDES CCG AND NORTH DURHAM CCG 
 


Title of report: Medicines Optimisation Annual Report 2016-17 


Author of report: Kate Huddart, Head of Medicines Optimisation, DDES CCG 
Joan Sutherland, Medicines Optimisation Lead, North Durham 
CCG 


Sponsor Director: Dr James Carlton, Medical Adviser DDES CCG 
Dr Ian Davidson, Director of Clinical Quality and Safety, North 
Durham CCG 


Date of report: September 2017 
Name of person presenting 
the report at the meeting: 
 


Dr James Carlton, Medical Adviser, DDES CCG 
Dr Ian Davidson, Director of Clinical Quality and Safety, North 
Durham CCG 


Reason for report:   ‘ü’ 
please tick relevant category 
 


§ Information onlyü 
§ Development / Discussion  
§ Decision / Action  
  


Recommendations:  
(i.e. action being sought 
from the meeting) 


The Governing Bodies are asked to: 
§ receive the report. 
 


Report status:  ‘ü’ please 
indicate relevant category  
 
 


§ Official  ü          
§ 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 
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Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


N/A 


 
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? 
 
‘ü’ please indicate relevant 
category 
 


The conflicted member(s):   
§ Can attend because there is no financial information included in the 


paper that could influence or benefit any conflicted member. 
§ Can attend but must refrain from taking part in the discussion 
§ Can attend and take part in the discussion but should not be involved 


with any decision making 
§ Must leave the room for the agenda item 
 


 
Purpose of the report and 
summary of key issues: 
 
 


The purpose of this report is to give Governing Bodies in 
Common a final end of year position on the prescribing budgets 
and an overview of the main work streams and actions 
undertaken by the medicines optimisation team. This includes 
the work undertaken with Controlled Drugs and The Controlled 
Drugs Local Intelligence Network (CD LIN). 
 
§ The underspend for the financial year 2016/17,  including all 


supplementary budgets such as Y codes was -1.4% North 
Durham CCG (ND) and -1% Durham Dales, Easington and 
Sedgefield CCG (DDES), equating to -£607,172, against a 
budget of  £44,154,714 for North Durham and -£536,254 
against a budget of  £55,061,876 for DDES. 


§ The highest cost impacts on the prescribing budget were in 
diabetes, pain management, stoma, dressings and the 
novel oral anticoagulant medications. 


§ North Durham and DDES medicines optimisation Quality, 
Innovation, Productivity and Prevention (QIPP) 2016 to 
2017 exhibited very strong, over delivery with the MO QIPP 
in North Durham delivering £1,557,366 against an agreed 
figure of £814,496 and DDES delivering £2,623.625 against 
an agreed figure of £942,096.   


§ Continued focused work on diabetes has produced a 
programme of work based on best value medication and 
patient medication reviews in line with the updated guideline 
and revised formulary drug choices for testing strips for 
blood glucose and ketones. 


§ Continued reduction in antibiotic prescribing rates in both 
CCGs and the achievement of the Antibiotic Quality 
Premium Targets. 


§ Practice Prescribing Support reviewed 10,367 patients in 
North Durham and 17643 patients in DDES, answered 2034 
queries and generated savings of £794,560 and £1,516,659 
respectively in each CCG. 


§ Progress against the medicines optimisation three year 
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strategy. 
§ Activity of key medicines committees and meetings 


undertaken in 2016 to 2017, and training developed and 
delivered to medical, non-medical prescribers as well as 
healthcare assistants on key topics. 


§ A summary of the significant work to support the pilot sites 
for clinical pharmacists in GP practices and the prescribing 
incentive scheme and the work to support communication of 
safe medicines practice through newsletters, memos and 
GPTeamnet. 


§ An overview of the regional and pan CCG work undertaken 
by North East Commissioning Support (NECS) medicines 
optimisation. 


§ Actions taken by both CCGs to support their responsibilities 
for the safe use of controlled  drugs 


 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting/route 
Executives in 
Common 


Date 
11.7.17 


Outcome 
Received the report, 
discussed the 
contents of the report 
and acknowledged 
the work streams 
that had been 
undertaken by the 
MO team to drive 
forward the MO 
agenda within the 
two CCGs. 
Recommended that 
the report be shared 
with the Governing 
Body of each CCG. 


Governing 
Bodies in 
Common 


19.9.17  


 
Supporting documents/ 
Appendices: 


§ Medicines Optimisation Annual Report 2016 to 2017 
§ Appendix 1 The Key Strategic Objectives and Targets 
§ Appendix 2 Area Prescribing Committee Annual Report 


2016 to 2017 
§ Appendix 3 County Durham and Darlington Drug and 


Therapeutic Clinical Advisory Group Annual Report 2016 to 
2017 


§ Appendix 4 Responsibilities for safe use of controlled drugs 
for NHS England Area Teams and Clinical Commissioning 
Groups 
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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: 
 
 


(ü) tick as 
appropriate 


Impact area 


ü Does this report identify a risk for the CCG? 
 The financial balance of the CCG is at risk if the prescribing budget overspends  
 Does this report impact on the environment/sustainability of the CCG? 
 
 


No 


ü Does this report have legal implications? 
 Medication is prescribed within a legal framework and an additional legal 


framework surrounds the prescribing of controlled drugs. 
 


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


 No 
 


 Has this report taken into account equality and diversity?  
 No 


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


(QIPP) 
 This report outlines medicines optimisation QIPP delivery for 2016/17. 


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


clinical) with regard to the content of the report? 
 Wide consultation with clinicians, stakeholders and patient representative groups 


was undertaken as part of the medicines optimisation strategy development. 
 


ü Are there any clinical quality/patient safety issues identified in this report? 
 The report details work undertaken by MO to support the quality and safety of 


prescribing including that of controlled drugs. 
 
 


 Does this report impact on any information governance issues? 
 No 


 
 Other implications 
 None identified 
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Medicines Optimisation Annual Report 2016 to 2017 
 
 
1. Budgets 


 
1.1 End of Year Budget Position 2016 to 2017 


When all supplementary codes and practice elements of the prescribing budget are taken into 
consideration, a total budget of £44,154,714(North Durham CCG) and £56,660,023 (DDES 
CCG) were allocated. There was an overall -1.4% underspend in North Durham CCG and -
1% underspend in DDES CCG, equating to -£607,172 and -£536,254 respectively  
 
Table 1 End of Year Position on Prescribing Budget March 2016 to 2017 
 


-1.4% (-£767,722)


£46.26 per ASTRO-PU


2.6%
1.94 Items per ASTRO-PU


-0.6% (-£251,883)
0.8% (£355,272)


ND CCG
-1.4% (-£607,172)


3.7%
2.22 Items per ASTRO-PU


DDES CCG
-1% (-£536,254)Actual expenditure %


Weighted per capita prescribing costs
Weighted per capita prescribing frequencies
Item Growth (%)


£49.71 per ASTRO-PU


Cost Growth (%)
Budget uplift (%) -0.4% (-£231,487)


 
 
 


1.2 Northern CCG Financial Headlines March 2017 
Figure 1 and 2 below are the dashboard summaries from the Regional Drug and Therapeutics 
Centre March 2017 report that bench mark the CCG’s against other CCGs in the North East 
with regard to prescribing costs. 
 
Both CCGs have significantly reduced cost growth of prescribing and are exhibiting negative 
cost growth.  DDES has reduced cost growth from 4.6% in 15/16 to -1.4%, whilst North 
Durham cost growth is also negative at -0.6%.   Item growth has reduced in both CCGs but is 
still above the England average of 1.98%.  DDES item growth is 3.7% and North Durham item 
growth is 2.6%. 
 
DDES CCG no longer has the highest weighted per capita costs regionally.  These have 
reduced from £50.96 to £49.71 cost per ASTRO-PU.  
The prescribing budget for 2016 to 2017 was allocated to practices based on fair shares. 
However not all CCGs followed the same budget setting methodology nor do they assign the 
same budget uplifts – this should be held in mind when making comparisons between CCGs. 
 
 
 
 
 
 
 
 







Official 


 
 


 
 


 
 
 


Figure 1 North Eastern CCG Financial Headlines March 2017 – North Durham CCG 
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0.8% (£355,272)


Full BNF BNF minus appendices


North Durham - March 2017


Hover cursor over this cell for user instructions
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Data Summary
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Dataset title Comparative budgetary performance based on projected 
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magnitude of any over/underspend will depend on the budgetary 
uplift, and any budget contingency held. Details of the latter are not 
routinely available to us and it should be noted that the projected 
outturn and budget uplift percentage may not truly reflect a CCG’s 
financial position. Furthermore, local arrangements, such as cost 
improvement programmes, will have an impact on financial 
performance, and will have been taken into account locally when 
budgets were set.


The cost and frequency charts now allow users to assess the impact of local supply arrangements 
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Figure 2 North Eastern CCG Financial Headlines March 2017 – DDES CCG 
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budgets were set.
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1.3 Factors Contributing to Cost Growth 
 
Pressures in 2016/17 continued from the growth in diabetes, pain management prescribing 
costs, dressings and stoma appliances plus accessories. This is evident within Figures 3 and 
4 below. 
 
When generic drugs are in short supply, e.g. manufacturing problem or change in demand, 
the price of Category C drugs can rise significantly within the national drug tariff.  Alternatively 
contractors have to dispense an equivalent product that is only available at above the Drug 
Tariff set price, The Pharmaceutical Services Authority then apply to the Department of 
Health for either a ‘No Cheaper Stock Obtainable’ (NCSO) or a set price concession to be 
granted for that particular month.  For 2016/17 prices of certain key medicines had significant 
budgetary impact. Two examples are Nefopam and Trazadone.  Nefopam is a centrally acting 
analgesic and has a different mechanism of action to other analgesics. However, there is 
limited evidence for effectiveness in both acute and long-term pain conditions. By October 
2016 Nefopam had increased to a treatment cost of £131 per month.  This has resulted in an 
additional year on year spend in North Durham CCG of £426,714 and DDES of £258,514. 
Trazadone is an anti-depressant and due to shortages, both capsules and liquid increased 
significantly in price.  This resulted in an additional spend of £100,000 for North Durham CCG 
and of £79,000 in DDES CCG. 
 
Additionally there were significantly less opportunities from patient expiries than in previous 
years.  The juristical action by Pfizer continued throughout 2016/17 which meant that CCGs 
were advised by NHSE to continue to prescribe pregabalin for pain relief as Lyrica®.  This 
obviously had a budgetary impact on CCGs.  Pregabalin prescribing costs and items 
increased in both CCGs and pregabalin become the top ranking drug cost for both CCGs in 
2016/17.  DDES CCG spent £2,364,887 and North Durham CCG spent £1,783,417 in 
2016/17. 
 
Pregabalin, inhaled fluticasone, and tiotropium were the top 3 ranking drug costs. 
There has been a significant reduction in inhaled fluticasone spend in 2016/17. In North 
Durham CCG costs reduced by 16% (-£287,275) and DDES CCG reduced costs of 
fluticasone by 23% (-£602,941). 
 
Respiratory Prescribing continued to be a significant area of cost accounting for over 7% of 
the total prescribing spend which equated to £3.1 million in North Durham CCG and 4.1 
million in DDES CCG.  Both CCG spends are reductions on the previous financial year and 
with respiratory prescribing exhibits negative cost growth, it is hoped that this element of the 
prescribing budget will be reduced further. 
 
Analgesics cost growth has also reversed and now is negative.  There were 27,494 less 
paracetamol items in County Durham which saved £392,855.   
 
Diabetes is the top cost BNF section for cost for both CCGs and is still showing growth of 
2.6%(North Durham) and 4.15% (DDES).  The England average is 2.8% and regional 
average is only 1.1%. 
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Anticoagulants have seen a large increase in the number of items prescribed year on year 
which is a trend across all CCGs in the NE and Cumbria. This is predominately for Atrial 
Fibrillation and the prescribing of Apixaban and Rivaroxaban. Growth for North Durham CCG 
was 36% and DDES was slightly lower at 22%.  This area will continue to see growth with the 
focus on ensuring all Atrial Fibrillation patients are identified and treated within primary care. 
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Figure 3 Top 50 Drugs in terms of current spend April 2016 to March 2017 – ND CCG 
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Figure 4 Top 50 Drugs in terms of current spend April 2015 to March 2016 – DDES CCG 
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2. Rebate Schemes 


Primary care rebate schemes are contractual arrangements offered by pharmaceutical 
companies, or third party companies, which offer financial rebates on practice based 
prescribing expenditure for particular medicines. Such schemes need to be managed in a 
consistent, transparent and robust process. Both CCGs were supported to do this by the 
regional Primary Care Rebate Scheme Assessment Panel. This panel follow a set of 
principles, established by pharmacy procurement specialists, and facilitated robust scrutiny, 
identification, adoption and implementation of primary care rebate schemes judged to offer 
genuine benefits to the NHS and to patients. The panel them make recommendations with 
regard to any schemes to be discussed and considered for agreement to the CCGs.  


For 2016 to 2017 North Durham and DDES CCGs had rebate schemes in place that had 
been through the regional primary care rebate scheme assessment panel for: Apidra Insulin, 
Contour next Test strips, Degarelix, , GlucoRX Nexus Test Strips and Lancets, Insuman 
Insulin and Seretide. Additionally both CCGs agreed to a rebate scheme for edoxaban and 
Spiolto from February 2017. 


Due to the delay in epact data the annual values of these schemes are not yet validated, but 
the totals for the agreed scheme for the first three quarters of 2016 to 2017 are £137,357 for 
DDES and £103,430 for North Durham. 


 


3.  QUALITY, INNOVATION, PRODUCTIVITY AND PREVENTION (QIPP) 


3.1 MO QIPP 


Core MO QIPP 
The North Durham and DDES medicines optimisation QIPP 2016 to 2017 exhibited very 
strong, over delivery with the MO QIPP in ND delivering £1,557,366 against an agreed figure 
of £814,496 and DDES delivering £2,623.625 against an agreed figure of £942,096.  Strong 
delivery is due to the structured and supportive approach to developing and realising 
information and resources to support QIPP delivery in a very structured and timed way as well 
as excellent engagement with practices and prescribers with the medicines optimisation QIPP 
agenda.  
Both North Durham and DDES have performed strongly in some key areas of QIPP, notably 
oxycodone , lidocaine, paracetamol and respiratory, with the reduction in the number of 
antibiotics prescribed also contributing to QIPP. The reduction in these key prescribing areas 
is demonstrated in Figure 5 below.  Neither CCG generated significant savings from erectile 
dysfunction prescribing, with North Durham CCG increasing prescribing cost. DDES delivered 
significantly more pregabalin savings than North Durham, with North Durham delivering 
significantly more SIP feed and gluten free prescribing savings. It is thought that the gluten 
free savings may have been higher due to patients being reviewed as they transferred back 
from the community pharmacy scheme, and the reduction in SIP feeds was supported by the 
nutritional champion work that was undertaken in North Durham. 
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Figure 5 – Reduction in Key QIPP Prescribing areas across the CCGs in 2016/17. 
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There was considerable work done with regard to the preparation and structuring of appliance 
use reviews in a pilot that both CCGs approved  to work with Coloplast in order to improve 
quality of care for patients and identify any  prescribing cost efficiencies within the system. 
Five practices in each CCG were identified for the first phase of the pilot. Monitoring data 
shows that from nine practices 115 patients have been seen with projected savings of over 
£20k across both CCGs. This workstream was slower in delivering due to many factors 
including the need for strong patient and practice engagement, and issues with 
communications from another provider contracted to CDDFT, who decided to contact 
practices individually offering their services to review patients without an agreement in place, 
are now very keen to work in collaboration with both CCGs in a similar pilot. The need to 
resolve the issues raised by the other provider and proactively manage the situation took a 
significant amount of MO and NECS SPR time. 
 
Many of the extended QIPP workstreams transferred to core QIPP for delivery, e.g. 
recharging of vaccines not funded by the NHS, implementation of grey list and Do Not 
Prescribe list. 
 
Promotion of electronic repeat dispensing to reduce managed repeats has been moved 
forward as a Regional MO QIPP project with North Durham and DDES CCGs leading the 
workstream and through the initiation of six  ‘early adopter’ practices across both CCGs the a 
start was made on developing resources that will support deliver of QIPP in 2017 to 2018 and 
beyond. 
The approach that North Durham and DDES took to reducing the prescribing of paracetamol 
for acute pain in adults was shared with the regional MO forum, and they developed this 
workstream to regionally develop a self care approach to support the delivery of QIPP in 2017 
to 2018.  
It was also agreed to look at a regional approach to gluten free prescribing on a regional basis 
and restrict the quantity an products of GF products available further. 
 
The prescribing software decision software tool Optimise Rx that supports cost effective 
quality prescribing was operational in all but one practice within North Durham CCG, with 
another North Durham practice only mobilising the tool at the start of 2017. The savings 
reported through the Optimise Rx system for 2016 to 2017 were £972,042 for DDES and 
£448,654 for North Durham. It has been identified that the feedback loop for some of the 
major cost savings on EMIS is complicated, especially with regard to pregabalin. There are 
more practices in North Durham that use EMIS that DDES, and it has been flagged to 
Optimise that such complete loops have contributed to lower savings being realised. Work is 
ongoing to try and address this through the local working group.  
 
Areas where there is thought to be further prescribing efficiencies to be made either through 
stronger delivery of different approach have been transferred to 2017 to 2018 MO QIPP plan. 
 
 
 
3.2   Optimise Rx 
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OptimiseRx is a prescribing decision software tool that supports evidence based safe, cost 
effective, and quality prescribing and is operational in all practices within DDES CCG and in 
all but one practice within North Durham CCG. The actualised savings for 2016 to 2017 were 
£972,042 for DDES CCG and £448,654 for North Durham CCG.  The CCGs meet with 
OptimiseRx on a quarterly review basis to help support the configuration of OptimiseRx in 
order to assist with delivery against our local objectives. 


 
 


4.  High Cost Drugs 


These are the drugs that are administered within the hospital setting , often as day cases, that 
the CCGs who are responsible for commissioning are then recharged for. The annual cost is 
approximately £12 million, and stands to increase as newer high cost drugs are approved 
nationally for use. There are some cost efficiencies that were realised in 2016 to 2017 through 
the collaborative work led by the Area Prescribing Committee’s High Cost Drugs sub group. 
The MO team in CDDFT worked hard to support the preparation for implementation of the 
gain share for biosimilars, and for 2016 to 2017 QIPP savings delivered for infliximab and 
entanercept were £50,921 in DDES and £35,449 for North Durham. Clinical engagement is 
now higher and it is anticipated that more QIPP savings will be delivered in the second year of 
the gain share agreement with CDDFT. 
 
 
 
5.   Diabetes 


Prescribing cost growth in diabetes has started to reduce in 2016/17.  North Durham CCG 
and DDES CCG cost growth has decreased to 2.60 % and 4.15% respectively.  Diabetes 
continues to be the top area of prescribing spends for both CCGs, with North Durham 
spending £4,318,208 and DDES spending £5,398,628 in 2015/16.  Figure 6 below shows the 
weighted prescribing costs for diabetes prescribing in the North East and Cumbria.  Both 
CCGs are significantly higher than the North East and Cumbria average. England average 
prescribing costs are significantly higher than the North East.  However many CCGs in the NE 
and Cumbria spend significantly less than North Durham and DDES CCG’s and achieve 
better outcomes for diabetic patients. 


Figure 6 
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As part of the diabetes project the CCG MO team have provided significant medicines 
optimisation support and expertise, working in collaboration with Primary and Secondary Care 
Diabetes Leads.  This has involved the implementation of a prescribing guideline with agreed 
formulary choices for diabetic type 2 medications.  This guidance was further updated with 
target considerations for vulnerable adults.  Guidance on blood glucose and ketone test strips 
has been developed with patient participation from both Type 1 and Type 2 diabetic patients.  
The programme of work looking at best value medication for diabetes as well as ensuring 
comprehensive patient medication reviews against NICE guidance will continue in 2017/18. 


 


 


6.   Antibiotics 


Antibiotic resistance is a national priority and CCGs are performance managed by NHSE via 
the Quality Premium Dashboard. There were two targets for antibiotics for CCGs to achieve 
within 2016/17:-  
 
Part a) reduction in the number of antibiotics prescribed in primary care. The required performance in 2016/17 must either be: 


· A 4% (or greater) 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) number of co-amoxiclav, cephalosporins and quinolones as a proportion of the total number of selected antibiotics 
prescribed in primary care to either: 


· to be equal to or lower than 10%, OR 
· to reduce by 20% from each CCG’s 2014/15 value 


 
Both DDES and North Durham CCGs have both met the requirements for these two 
indicators. 


The CCG MO team have continued to work closely with local microbiologists and infection 
control to reduce our overall antibiotic prescribing. 
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Both CCGs showed continued reduction in the number of antibiotic items prescribed when 
analysing a rolling 12 month comparison of March 15 vs March 16 and this resulted in both 
CCG’s being significantly below NHSE targets.   


Table 2 – Total Antibiotic figures (Items/STAR-PU) values. 


 Target value by 
end of March 17 


Rolling 12 months to 
March 16 


Rolling 12 months to 
March 17 


DURHAM DALES, EASINGTON AND 
SEDGEFIELD 


1.374 1.356 1.311 


NORTH DURHAM 1.221 1.225 1.198 


 


The reduction year on year for Antibacterial items is evident in the Graph 7 below which 
illustrates the reduction in most CCGs across the North East when comparing Q4 16/17 with 
Q4 15/16. 


 


 


 


 


However both CCGS still have high prescribing of antibiotics and are significantly above the 
England average as indicated in Quarter 4 2016/17 graph below.   


At the end of 2016/17, DDES CCG had the thirteenth highest antibiotic prescribing rates 
within England. North Durham CCG was the Fifty- eighth highest nationally.  (See figure 8 
below).  This is an improvement from 7th and 28th at the start of 2016-17. 


Graph7 
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Figure 8. 


 


 


With Broad spectrum antibiotics (which are those that are potentially linked to Healthcare 
acquired infections such as C. Difficile), both CCGs performed well and are below the 
England average and have also reduced year on year as seen in table 3. 


 


Table 3 - % of Broad spectrum Antibiotic prescribing values 


 Target value by 
end of March 17 


Rolling 12 
months to 
March 16 % 


Rolling 12 
months to 
March 17 % 


DURHAM DALES, EASINGTON AND 
SEDGEFIELD 


Below 10 6.81 6.31 


NORTH DURHAM Below 10 9.47 5.44 


 


Work has continued in-line with NICE NG 15 – Antimicrobial stewardship: systems and 
processes for effective antimicrobial medicine use, with an update against these guidelines 
planned for early 17/18.  Work around the new 2017-19 Quality Premium has also started 
towards the end of 16/17, and will continue into the new financial year.  This will involve 
working across boundaries with secondary care, Public Health teams and Infection 
Prevention and control teams.  This will build on previous work to reduce antibiotic 
consumption.  It will also focus on the national priority to reduce gram negative bacteraemias, 
especially those associated with urine infections. 


 


7.   Medicines Optimisation Strategy 


The MO strategy outlines how North Durham and DDES CCGs are going to optimise the use 
of medicines from 2015-2018 and optimise the value of medication interventions for patients, 
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and provides a context for Medicines Optimisation locally, detailing the vision and six key 
objective which are: 


1. Supporting patients with their medicines  
2. Improving the quality and safety of medicines use  
3. Reducing inappropriate variations in Primary Care Prescribing  
4. Medicines Optimisation integrated across Health and Social Care  
5. Managing the clinical and financial risks associated with medicines  
6. Developing the workforce to deliver the strategy 
 


The Mo Team with partners have progressed in many key areas outlined in the strategy.  
Achievement to date is summarised in Appendix 1.  One of the main concerns continues to be 
the need to further increase pharmacist resources within general practice, whoever this needs 
to be balanced with the financial situation the NHS is currently working within.  It is hoped that 
commissioning of the system Bluteq is progressed regionally this year as regional 
procurement would reduce costs. 


 


8.   Practice Based Prescribing Support 


In 2016 to 2017 the organisation, oversight and monitoring of practice based prescribing 
support was carried out by the MO team. All practices in both CCGs received pharmacist 
practice based prescribing support, allocated on a fair shares basis, and delivered through 
eleven independent providers contracted until March 2017. The work streams delivered by 
these providers were focussed on quality, cost effective and evidence based prescribing 
decisions. The workplan for 2016 was set by the MO team in agreement with local prescribing 
groups and based on CCG priority areas, including: 
 


- Reinforcing key messages to reduce inappropriate antibiotic prescribing  
- Delivery of cost effective prescribing choices 
- Working with practices and care homes to reduce waste 
- Management of medication changes following hospital discharge 
- Supporting practices with Electronic Prescribing Services and Electronic Repeat 


Dispensing 
 
 
Pharmacists report monthly on work progress identifying the number of patients reviewed, 
queries answered for practices and cost savings identified of which a summary is shown 
within table 4 below. 
 
As part of their work, the practice pharmacists also support the medication safety agenda and 
undertake the following: 


· reviewing prescribing of unlicensed “specials” products. 
· audits around specific therapeutic areas e.g. the prescribing of liothyronine, tapentadol, 


nefopam  
· review of adherence to national and local guidelines e.g. antibiotic use, anti-diabetic 


therapies, lidocaine prescribing 
· safety concerns that arise during the year, e.g. symbicort MDI 
· Medication reviews 
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· Complex prescribing queries 
 
Table 4 – DDES and North Durham CCGs Practice Pharmacist Summary 


 


 DDES CCG 
North 


Durham 
CCG 


Totals 


No. patients 
reviewed 17643 10367 28010 


No. queries 1523 511 2034 


Total savings 
identified 
(in financial year) 


£1,516,659.62 £794,560.40 £2,311,220.03 


 
The savings reported by practice based prescribing support at locality level in both CCGs are 
detailed in Tables 5 and 6 


 
 
 
Table 5 DDES CCG savings reported via work plan by locality:  


 


 
In-year saving Annualised saving 


Dales £580,665.91 £1,299,394.80 
Easington £390,834.30 £865,126.80 


Sedgefield £545,159.41 £1,077,951.53 
Totals £1,516,659.62 £3,242,473.13 


 
 


Table 6 North Durham CCG savings reported via work plan by locality: 
 


 In-year saving Annualised saving 
Derwentside £318,724.99 £672,640.08 


Durham £276,736.06 £534,497.36 
CLS £199,099.35 £415,664.52 


Totals £794,560.40 £1,622,802.96 
 
 
The performance monitoring of these work plans was monthly through the North Durham 
Prescribing and Medication Safety Sub Group, and bimonthly through DDES Medicines Policy 
and Advisory Group.  All practices also received at least bi - monthly reporting via providers.  
 
All practices were offered the opportunity to participate in a Survey Monkey about their 
practice pharmacist support for the financial year 2016-17.  Practices were asked to provide 
an overall rating of various aspects of the service, and were also given the opportunity to add 
comments where applicable. 


A total of twenty seven practices across DDES and North Durham CCGs completed the nine 
question survey; fourteen in DDES and thirteen in North Durham.  
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Overall, the responses were extremely positive, with practices being keen to indicate the 
value added by the service and by individual pharmacists.  


Many respondents also submitted comments regarding the overall practice pharmacist 
service and the benefit of the service to the practice.  Themes identified, include: 


· the value of practice pharmacists being part of the practice team 
· good communication between pharmacists and the practice / GPs 
· the value of practice pharmacists attending practice meetings or running specific 


meetings regarding prescribing and medicines optimisation 
· efficiency of the pharmacists 
· the ability of pharmacists to work both autonomously and as part of the practice 


team. 
 
 
 
 
 
 
 


There were many extremely positive comments made about individual pharmacists, for 
example: 


‘excellent pharmacist….very knowledgeable’ – comment from GP 


‘xxx is an excellent asset in the surgery’ – comment from nurse practitioner 


‘present pharmacist very efficient and hands over work done in a meaningful manner’ – comment 
from GP 


‘xxx is an excellent pharmacist and provides invaluable support to the practice’ – comment from GP 


‘very efficient considering time allotted’ – comment from GP 


‘xxx is a fantastic colleague and makes a huge contribution to improving the practice prescribing 
performance’ – comment from practice manager 


 


The only issues that were raised were with regards to gaps in service and switching of 
pharmacists which will be investigated further by the MO team and all efforts will be made in 
order to improve this with providers for the coming financial year.  


 


9.  Medicines Optimisation Committees 


Northern Treatment Advisory Group (N-TAG) met four times in 2016 to 2017 and gave 
regional positions to more specialist high cost low volume medication decisions.  
 
County Durham and Darlington Area Prescribing Committee (APC) met bimonthly throughout   
2016 to 2017. It addressed and ratified prescribing decisions between primary care, 
secondary care and the local authority, and considered recommendations made by the 
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formulary sub group for drugs to be included in the County Durham and Darlington joint 
prescribing formulary. The APC Annual Report is detailed in Appendix 2. 
 
The Cumbria and North East Prescribing Forum were tasked by the Northern CCG forum to 
make recommendation on medicines optimisation work streams that were best approached 
on a regional basis. A significant amount of work was undertaken at the start of 2017 by CCG 
MO staff to lead and develop the electronic repeat dispensing work stream to support the 
delivery of medicines optimisation QIPP for 2017 to 2018 on a regional footprint. 
 
Drugs and Therapeutics Clinical Advisory Group (D&T CAG) met five times in 2016 to 2017 
and addressed primary care medication issues across the three County Durham and 
Darlington CCGs. The group’s draft annual report is detailed in Appendix 3. 
 
In North Durham CCG the Prescribing and Medication Safety sub  group met eleven times 
throughout 2016 to 2017 and undertook the role of strategic oversight of allocation and work 
streams of practice based prescribing support and made recommendations to the Quality 
Research and Innovation committee with regard to prescribing engagement schemes, 
antimicrobial stewardship, and locally commissioned community pharmacy schemes. Practice 
prescribing budgets were discussed and reviewed and prescribing  data was compiled to 
compare practices’ prescribing patterns in order to reduce variation and allocations,  work and 
reports for the practice pharmacists were approved and reviewed.  


In DDES each of the three locality prescribing groups met six times during the year (bi 
monthly) to discuss issues relating to local primary care prescribing. Progress on the practice 
pharmacist workplans and practice budgets was reviewed, and a brief education/update 
presented. 


The Medicines Policy Advisory Group (DDES) met bi-monthly in advance of the LPGs to 
determine medicines policy, review prescribing data and identify actions needed within 
practices as well as confirming prescribing budgets, rebate schemes and reviewing 
antimicrobial use. 


 


10.   Community Pharmacy 


Members of the MO team met with representatives of the Local Pharmaceutical Committee 
(LPC) eight times through the in the Joint Working with Community Pharmacy Group. These 
meetings facilitated joint working, and enabled the joint working group to ensure that all 
community pharmacies within ND and DDES were signed up to a memorandum of 
understanding with regard to managed repeats, and through collaborative work this group has 
encouraged community pharmacies adjacent to support the initial phase of increasing 
electronic repeat dispensing. Additionally discussions took place with regard to the 
Community Pharmacy forward view, the ongoing commissioning of the minor ailments 
scheme and the links that community pharmacy have with the changed architecture of out of 
hours appointments in DDES CCG. 


 


11.   Training 
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11.1 FebriDx Training 


Both CCGs agreed to support research and innovation with FebriDx® pilot.  FebriDx is a 
rapid, point of care test that uses a capillary blood sample to help 
identify a clinically significant immune response to Acute Respiratory Infection and 
differentiate viral from bacterial infection. 17 practices in DDES CCG and 9 practices in North 
Durham CCG took part in the pilot. 
Eight training events were arranged County Durham wide for healthcare assistants and 
nurses to be trained. Over 40 healthcare assistants/nurses attended these sessions where 
they received the FebriDx stock and all supporting guidelines. An evaluation tool has been 
developed with the research and development GP clinical lead. A clinical guideline on 
FebriDx Near patient testing was also approved by both CCG clinical leads. 
 


11.2 Other Training 


The MO team have produced and delivered training in relation to Atrial Fibrillation and the use 
of NOACs and Warfarin in patients. The training was delivered by one of the senior 
pharmacists at two separate federation time outs and was well received by both GPs and 
nurses in that field.   


As part of the Bi-monthly Locality Prescribing Groups there is time dedicated to a education 
session delivered via case studies with peer review.  These are produced and delivered by 
members of the CCG MO Team and link into the latest clinical evidence available.  Topics 
covered ranged from Pain Management, Type 2 Diabetes, Asthma, Unitary Tract Infections, 
Proton Pump Inhibitors and Acute Kidney Injury.  The CCG Medicines Optimisation Team 
produced and promoted ‘sick day’ cards for patients taking certain medicines with advice on 
how to prevent Acute Kidney Injury.  These have been distributed by GPs, nurses and 
community pharmacists when carrying out medication reviews with patients. 


11.3 Non Medical Prescriber Training and Support 


Due to an identified gap in support and feedback of prescribing data for non-medical 
prescribers employed by member practices, the MO team took on the role of planning and 
delivering education sessions in both CCGs from 2015. Sessions delivered in 2016/17 
covered recent changes to guidance and current issues and featured updates on 
antimicrobial prescribing, Urinary Tract Infections, asthma and diabetes.  Although the 
sessions have evaluated positively, they only had attendance of 20-30 non-medical 
prescribers per session which equates to around 14% of both CCGs non-medical prescribers.  
Due to the sessions being resource intensive the MO Team are looking at different methods of 
reaching a wider audience over the coming year. 


The MO team, in conjunction with the RDTC, has continued to update a database for non-
medical prescribers to access their prescribing data via GP teamnet using their unique PIN 
code to see what they have prescribed in the last six months. This information has been used 
to support employers and non-medical prescribers with continued personal development and 
appraisals. 
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12.   NHSE Clinical Pharmacist Pilot 


Two federations within DDES were successful in gaining pilot site funding for two of the 73 
pilot sites on the NHS England national pilot for clinical pharmacist in GP practices aimed at 
embedding clinical pharmacists within GP practices to facilitate pharmacists taking on patient 
caseloads, and managing long term conditions.  The Pharmacists commenced in April 2016 
and the MO team gave significant support with the induction of the pharmacists to ensure 
continuity of support to practices.  The approach taken to combine the CCG funded support 
sessions with the pilot sessions to give continuity of support to the practices involved has 
been recognised by other CCGs are an example of good practice that other CCGs with pilot 
sites are following in Wave 2. 


 


 


13.   Prescribing Incentive Scheme 


The annual prescribing incentive scheme concluded in March 2017. Throughout the year, the 
scheme promoted both cost effective prescribing in line with national and local agreements 
and focused on antibiotic prescribing rates, Paracetamol volume, Lidocaine Patches, 
Respiratory formulary choices as well as the volume of pregabalin prescribing.  


Nominated clinical leads from every practice attended T.A.R.G.E.T education sessions (Treat 
Antibiotics Responsibly, Guidance, Education, Tools) which were developed by the Royal 
College of General Practitioners to promote the awareness of Antimicrobial resistance.   Five 
education events were organised across County Durham by the MO team in June 2016 with 
local key microbiologists and a national lead as speakers. These were attended by 93 
clinician’s and 99% of clinician's rated the antibiotics education session as either very good or 
good.  The most valued part of the session was the three case studies that were discussed.  
Practices leads then had to feedback learning in a practice led session and formulate action 
plans. 


Additionally practices undertook an audit on Unitary Tract Infections (UTIs) looking at key 
aspects of prescribing practice and shared their findings, and best practice, as a result of 
these audits to further improve quality of patient care.  


 


 


14.   North of England Commissioning Support Medicines Optimisation 


Both CCGs have continued to contract medicines optimisation support from North of England 
Commissioning Support in areas where there are benefits in taking a pan CCG approach to 
medicines optimisation. The work undertaken by NECS MO for 2016 to 2017 included support 
to antimicrobial stewardship through attending antimicrobial team meetings and revision of 
the regional antibiotic guidelines, validation of high cost drugs data from the foundation trusts, 
support to the diabetes work stream programme, revision of the drug monitoring guidelines, 
production of the monthly practice level prescribing report and evaluation of the right care 
prescribing data. 
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15.   Communications  


The MO Team has continued to utilise the Medicines Optimisation GP Teamnet portal which 
provides an area for the upload and signposting of resources. The portal encourages greater 
collaboration between providers of practice based prescribing support as well as a distribution 
network for the medicines optimisation newsletter and prescribing memos. GP Teamnet also 
hosts the practice based prescribing support pharmacist work plans, diary and meeting 
schedule which allows for prompt remote access to current information. The site also links 
directly to the NECS medicines optimisation website and to neighboring CCG guidelines and 
shared care agreements, as well as key national medication websites to support safe and 
effective prescribing practice.  


Medication safety is fundamental to all work carried out by the medicines optimisation team. 
The MO team produced six editions of The Durham Medicines Bulletin, a bi-monthly 
newsletter, sent to all practices via email and uploaded through GP Teamnet, These 
newsletters highlighted local and national safety alerts/ incidents and supported shared 
learning to reduce risk associated with medications and promote patient safety.  


Patient Safety is further supported by the MO team through the preparation and dissemination 
of prescribing memos that highlight any key safety messages that were classed as high 
priority. In 2016 to 2017 the MO team wrote and disseminated 12 prescribing memos covering 
items such as warfarin monitoring, influenza vaccine ordering, branded generic switches, the 
new diabetes model and drugs with abuse potential. 


 


 


16.   Controlled Drugs 


Both CCG Controlled Drug Leads and their deputies have met quarterly with a representative 
of NECS, working on behalf of NHS England, to monitor controlled drugs prescribing data in 
both CCG’s.  From these monitoring meetings any unexpected or outlying prescribing was 
queried with the prescriber, and where appropriate actions taken and reported back to NHSE 
and also through ND CCG Prescribing and Medication Sub Group and Quality Research and 
Innovation Committee and DDES Medicines Policy Advisory Group. 


The MO team attends the Controlled Drug Local intelligence Network which is now a NE wide 
meeting.  This meeting is for Controlled Drug Accountable officers to share learning from 
incidents and any intelligence to prevent the misuse of controlled drugs within our health 
system. 


The CCG MO team have undertaken training, assessment and been authorised by the NHSE 
Accountable officer for Controlled Drugs to undertake destruction of Controlled drugs within 
GP Practices.  The team has undertaken nine destructions within GP practices through 
2016/17. 
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Appendix 4 outlines the responsibilities for safe use of controlled drugs for NHS England Area 
Teams and Clinical Commissioning Groups and the actions North Durham and DDES CCG 
have taken in 2016 to 17. 


 
 
 
Author: Kate Huddart, Head of Medicines Optimisation,  DDES CCG 


Joan Sutherland, Medicines Optimisation Lead, North Durham CCG 
 
Sponsor: Dr James Carlton, Medical Adviser, DDES CCG 


Dr Ian Davidson, Director of Clinical Quality and Safety, North Durham CCG  
 
 
Date:  June 2017 
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GOVERNING BODIES IN COMMON 


DDES CCG AND NORTH DURHAM CCG 
 


Title of report: Care Quality Commission (CQC) Review of health services 
for Children Looked After and Safeguarding in County 
Durham 


Author of report: Marie Baister, Designated Nurse Safeguarding and Looked 
After Children, North Durham CCG 


Sponsor Director: Gill Findley, Director of Nursing 


Date of report: September 2017 
 


Name of person presenting 
the report at the meeting: 
 


Gill Findley, Director of Nursing 


Reason for report:   ‘ü’ 
please tick relevant category 
 


§ Information only ü 
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§ Decision / Action  
  


Recommendations:  
(i.e. action being sought 
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The Governing Bodies are asked to receive the report for 
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Report status:  ‘ü’ please 
indicate relevant category  
 
 


§ Official   ü        
§ Official Sensitive: Commercial 
§ Official Sensitive:  Personal  
 


Is this report confidential? 
please delete as appropriate 
 


No 
§ Report is published on the CQC web site.    
§ Action Plans are not published and are therefore not 


included. 
 


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 
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meeting likely to have a 
conflict of interest for this 
agenda item: 
 


None identified.  


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


 
n/a 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
No   
 
 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 


 
n/a 


 
Purpose of the report and 
summary of key issues: 
 
 


The purpose of the report is to provide the CCGs with an 
update following the CQC Review of health services for 
Children Looked After and Safeguarding in County Durham 
following the review of health services in the geographical area 
of Durham during the week 14 November – 18 November 
2016. 
 
The report covered Durham Dales, Easington and Sedgefield 
(DDES) CCG and North Durham CCG. Provider services 
reviewed were County Durham and Darlington NHS 
Foundation Trust (CDDFT); Tees, Esk and Wear Valleys NHS 
Foundation Trust (TEWV); Harrogate and District NHS 
Foundation Trust (HDFT); Lifeline provider for adult and child 
substance misuse. 
 
This review was carried out under section 48 of the Health and 
Social Care Act 2008. There are no specific judgements on 
performance within the methodology, but the report provides a 
narrative account of the quality of health services for looked 
after children and the effectiveness of safeguarding 
arrangements within health for all children. 
 
A draft report was received on 2 March 2017 and a number of 
comments relating to the factual inaccuracy of the report were 
submitted to the CQC, most of which were accepted. 
 
A Pre-publication copy of the report was received on  
29 March 2017 it was embargoed until 9am on Thursday  
6 April 2017 when the CQC advised it would be publishing the 
report. 
 
The report was subsequently published on 5 May 2017and is 
attached for information. 
 
A meeting was held on 10 April 2017 between providers 
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(CDDFT, HDFT, TEWV) and commissioners to consider a 
number of combined actions. Providers were asked to 
complete their single agency action plans and to submit these 
before Friday 28 April 2017.  
 
The final action plan was approved by the Director of Nursing 
and was submitted to the CQC on 2 May 2017. The CQC has 
responded advising some areas require strengthening for the 
action plan to be an effective tool to help drive improvement. 
Providers were requested to provide tangible examples of 
impact and evidence of improved outcomes in relation to the 
final ‘Evidence’ column within the action plan. The amended 
action plan was submitted on 29 June 2017 to the CQC and 
was accepted. 
 
It has been agreed going forward for the Designated Nurses to 
request bi-monthly updates including those from Public Health 
providers. Each provider has also been asked to report on their 
individual actions via the Quality Review Group (QRG) 
meetings.   The CQC does not require any further updated 
action plans following the initial reported action plan. However 
any future inspections will request a copy of the action plan 
with progress and evidence.  
 
A reactive press statement was agreed with North of England 
Commissioning Support (NECS) and by the communications 
department and leads in HDFT, Durham County Council, 
CDDFT and TEWV. 
 
This report has already been considered by North Durham 
CCG Governing Body at its meeting held in July 2017 and is 
now being presented for DDES CCG Governing Body 
members. 
 


 
North Durham consultation 
and other approval routes 
(including outcomes): 
 
 


Meeting 
Executives in Common 
 
North Durham CCG Governing 
Body 
 
Governing Bodies in Common 


Date 
25/7/17 
 
26/7/17 
 
 
19/9/17 


Outcome 


 
Supporting documents/ 
Appendices: 


Care Quality Commission report: Review of health services for 
Children Looked After and Safeguarding in County Durham 
(14 November to 18 November 2016) 
 
 


 
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: 
 


(ü) tick as Impact area 
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appropriate 
ü Does this report identify a risk for the CCG? 
 Action plans are required in order to meet all aspects of safeguarding and looked 


after children assurance requirements 
 Does this report impact on the environment/sustainability of the CCG? 
 No  
 Does this report have legal implications? 
 No  
ü Are there any resource implications – finance and/or staffing as a result of 


this report 
 The resources/capacity within the Multi-Agency Safeguarding Hub (MASH) and 


Designated Nurses may have finanical implications for the both CCGs 
 Has this report taken into account equality and diversity?  
 No  
 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  
ü Are there any clinical quality/patient safety issues identified in this report? 
 See recommendations on pages 48-52 


 
 Does this report impact on any information governance issues? 
 No  
 Other implications 
 None identified 
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 AUTHOR / SPONSOR DIRECTOR 
Are any members of the 
meeting likely to have a 
conflict of interest for this 
agenda item: 
 


 
None identified.  


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


 
n/a 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
No   
 
 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
 


 
n/a 


 
Purpose of the report and 
summary of key issues: 
 
 


To provide the CCGs with assurance that Looked After 
Children responsibilities have been met during the year 
2016/17. 
 
Summary of key points: 
§ the report sets out the statutory responsibilities of the CCGs 


in relation to Looked After Children; 
§ comparisons are made in respect of the number/rate and 


profile of the Durham Looked After Children population with 
the national and regional picture; 


§ performance in respect of initial health assessments is 
discussed and the factors that inhibit performance; 


§ developments implemented during the reporting period are 
outlined; 


§ developments for 2017-18 are listed. 
 


 
Consultation and other 
approval routes (including 
outcomes): 
 
 


Meeting/route 
North Durham CCG Quality 
Review and Information 
Committee 
 
Executives in Common –
extended 
 
Governing Bodies in Common 


Date  
01/08/17 
 
 
12/09/17 
 
 
19/09/17 


Outcome 
Received 


 
 


Received 
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§ Appendix 1: Additional demographic data for Looked After 


Children population 
§ Appendix 2: Timeliness of Initial Health Assessments 1 April 


2016 – 31 March 2017 
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§ Appendix 3: Data in relation to quality 
§ Appendix 4: Previous planned developments identified in 


Annual Report 2016 -2017 


 
 
Impact Assessment and Risk Management Issues 
 


(ü) 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 
 No 
 Has this report taken into account equality and diversity?  
 No 
 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? 
ü   The report provides assurance that the CCGs are meeting their commissioning 


responsibilities. 
 Does this report impact on any information governance issues? 
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Safeguarding Children Annual Report  
1 April 2016 – 31 March 2017 


 


 
Section 1 - Introduction 
Section 2 - National and local context 
Section 3 - Leadership 
Section 4 - Governance 
Section 5 - Robust Commissioning 
Section 6 - Training 
Section 7 - Serious Case Review (SCRs) and Learning Lessons Reviews 
Section 8 - Developments during 2016 -17 
Section 9 - Priorities for 2017-18 
 
 
Section 1 Introduction 
 
The following annual report focuses solely on safeguarding children with issues pertaining to 
looked after children being covered in a separate report. The report covers the time period 
above and is a summary of previous reporting to Quality, Research and Innovation (QRI) 
committee in North Durham CCG, the executive committees of both North Durham CCG and 
Durham Dales, Easington and Sedgefield (DDES) CCG, and the Clinical Quality, Finance and 
Performance (CQFP) Committee in DDES CCG.  
 
Section 2 National and local context 
 
The tables below set out the picture in Durham in relation to multi-agency safeguarding 
activity with a comparison to previous year end data. National comparative data for year end 
March 2017 have not yet been released by the Department of Education. 
 
Table 1 Referrals to local authority children’s services during year ending 31 March 


 Rate per 10,000 children aged under 18 yrs 
 2012 2013 2014 2015 2016 
England 533.5 520.7 573.0 548.3 532.2 
North East 591.8 587.6 659.8 596.1 622.6 
Durham 310.4 436.2 649.0 558.3 603.9 


Source: Office of National Statistics National tables: Characteristics of children in need SFR41/2015 
 


As can be seen the regional referral rate has been consistently higher than that nationally 
since 2012. In respect of Durham rates were significantly lower than both national and 
regional until year end 2014 where rates for all rose significantly with Durham exceeding the 
national rate a position that has continued to year end 2016. A rise in the number of referrals 
impacts on all local agencies in terms of requests to cooperate under section 10 of the 
Children Act 2004.  
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Table 2 Child in need – per year 1 April – 31 March  


 Rate per 10,000 children aged under 18 yrs 
 2012 2013 2014 2015 2016 
England 651.9 645.8 680.5 674.4 667.1 
Regional 896.6 912.5 885.7 886.0 822.2 
Durham 858.5 856.3 748.8 661.5 666.3 


Source: Office of National Statistics National tables: Characteristics of children in need SFR41/2015 
 


As can be seen for those children identified as being in need the rate/10,000 population on a 
regional level although peaking as of 31 March 2013 has remained relatively stable but 
consistently above the England value.  


Nationally the trend over the last five years remains relatively stable however Durham rates 
have fallen year on year since 2012 until 2016 when it has shown a slight increase, Durham 
has been consistently and significantly below the regional rate. There are multi-faceted 
complex influences on reducing children in need the impact of any new strategies cannot be 
viewed in isolation however the Early Help Strategy implemented in Durham in 2014 may be 
having some impact on the lived experiences of children and young people in Durham. This 
strategy implemented a process which resulted in a number of referrals being re-directed to 
early help services which when coordinated result in problems being resolved without local 
authority intervention.  


 Table 3 Children subject to a child protection plan per year 1 April – 31 March 
 Rate per 10,000 children aged under 18 yrs 
 2012 2013 2014 2015 2016 
England 37.8 37.9 42.1 42.9 43.1 
Regional 53.6 51.5 59.3 59.5 59.6 
Durham 45.4 40.7 45.1 37.6 34.9 


Source: Office of National Statistics National tables: Characteristics of children in need SFR41/2015 
 


For those subject to a child protection plan however the picture for Durham is one of rise 
followed by a fall, a consistent rate below that of region throughout the time period but above 
that of the England rate for 2012 – 2014 falling below as of 31 March 2015. 


Of children who were the subject of a child protection plan at 31 March 2016, 61.7% were 
under the category of Neglect. Child poverty in County Durham is higher than the England 
average, with 22.5% of children under 16 years living in poverty. 
 


Domestic Abuse 


With regard to domestic abuse the following tables show the number of incidents reported to 
the police and the number of cases discussed at Multi-agency Risk Assessment Conference 
(MARAC).  


Table 4 Number of domestic abuse incidents reported to Durham Constabulary 
across Durham 1 April-31 March 


 2015 – 16 2016 -17 
Number of incidents 12088 12,580 
Source: Safe Durham Partnership, Domestic Abuse & Sexual Violence Performance 
Report 2016 
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Table 5 Number of cases discussed at MARAC Durham and Darlington  
MARAC Cases heard 2012-13 2013-14 2014-15 2015/16 2016/17 
Q1 - 70 128 137 116 
Q2 - 84 120 175 124 
Q3 41 91 140 161 129 
Q4 82 102 142 184 149 
total 123 347 530 657 548 
Source: Domestic abuse coordinator CDDFT  


 
MARAC provides a multi-agency risk assessment and management process for those cases 
deemed to be a high risk of further violence/serious injury the ultimate aim being to reduce the 
number of domestic homicides, of which Durham has had several in previous years. The 
number of cases discussed at MARAC has seen more than a 100% increase over the 
preceding years, levelling off in 2016/17. This increase in service demand has been absorbed 
following the reconfiguration of CDDFT safeguarding team, (See section 5.3).  
 
Section 3 Leadership 
 
The Director of Nursing has continued as the executive lead for safeguarding children across 
both North Durham CCG and DDES CCG during the reporting period.  
 
3.1 Designated Nurse Capacity 
 
Designated nurse capacity is 1.8 wte across Durham and Darlington, this was initially divided 
into three 0.6wte posts across the three CCGs. The designated nurse for North Durham CCG 
retired at the end of March 2016 and although the post was recruited into the new post holder 
did not take up post until the 1 August 2016 resulting in a decrease in resource over a 4 
month period. In April 2017 the designated nurse for DDES CCG retired. The remaining two 
designated nurses increased their wte absorbing the hours. Darlington designated nurse 
increased to 0.8wte with 0.2wte ring-fenced to North Durham and DDES CCGs and the 
designated nurse North Durham increased to 1 wte covering North Durham and DDES CCGs. 
 
Prior to retirement the Designated Nurse DDES CCG focused on the Looked After Children 
agenda for 6 months to improve some of the compliance issues with Initial and Review Health 
Assessments it was also intended to provide a greater focus on the Looked After Children 
agenda. 
 
North CCG Safeguarding Assurance Process Report 2016 and CQC Safeguarding and 
Looked After Children Inspection 2016 both made recommendations around the capacity of 
the team to deliver on both Safeguarding and Looked After Children agenda. The Designated 
Nurses have historically provided leadership for both the Safeguarding and Looked After 
Children’s agenda. This is becoming increasingly difficult because of an intense focus on 
looked after children and a high number of serious case reviews. For this reason the Director 
of Nursing is to develop a business case for additional capacity within the team. 
 
3.2 Named GP Capacity 
 
The Named GP (1 session) for the Durham Dales locality retired in January 2017 and the 
Named GP (2 sessions) for North Durham in April 2017. An Expression of interest was 
advertised in June 2017 with no response. To resolve this reduced capacity the current 
Named GP for North Durham CCG increased sessions to three and the Named GP for DDES 
CCG increased sessions to two. These increases along with the current post holder for one 
session in DDES have resulted in Durham having six sessions in total and are fully resourced. 
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As the safeguarding team provides cover across the whole of County Durham and Darlington 
vacancies in each area will impact on the resources of other localities. A vacant Named GP 
post within Darlington has been managed to some extent by the Darlington Designated nurse 
and the Durham Named GPs. However this is unsustainable in the long term particularly in 
light of the discussions in section 3.1. 
 
3.3 Contribution to multi-agency partnerships 
 
The Director of Nursing has continued in her role as vice chair of the Local Safeguarding 
Children Board (LSCB) as well as chairing the Quality and Performance sub group.  This 
requires the Director of Nursing to submit a report to each meeting on behalf of the sub group.  
 
The Designated nurses have attended 100% of LSCB meetings. Additionally the designated 
nurse for North Durham became vice chair of the Self-Harm Subgroup now disbanded 
February 2017. The designated nurses have continued to attend all the LSCB sub groups 
where possible although capacity has been affected by the gaps in resource mentioned 
above and the number of serious case reviews either ongoing or commenced during the 
reporting period. 
 
The designated nurses, together with colleagues from the adult safeguarding team, have also 
maintained attendance at a number of other multi-agency partnership meetings such as the 
Multi-Agency Public Protection Arrangements (MAPPA) Strategic Management Board, the 
Domestic Abuse Forum Executive Group (DAFEG), the Child Death Overview Panel and the 
MARAC board, the Multi-Agency Safeguarding Hub (MASH) Board. 
 
Section 4 Governance 
 
Both CCGs have continued to receive regular reports with bi-annual reports in November and 
a separate safeguarding and looked after children annual report in September/October 2016. 
These reports were delayed due to the safeguarding team capacity as discussed earlier. 
Exception reporting regarding the progress and implementation of serious case reviews and 
their recommendations and Care Quality Commission (CQC) inspection November 2016, 
together with monthly slides to the executive committee within the clinical quality report. 
 
4.1 The Care Quality Commission Inspection November 2016 
 
The Care Quality Commission (CQC) inspection: Review of health services for Children 
Looked After and Safeguarding in County Durham, was conducted under Section 48 of the 
Health and Social Care Act 2008. There are no specific judgements on performance within 
the methodology; however the report provides a narrative account of the quality of health 
services for looked after children and the effectiveness of safeguarding arrangements within 
health for all children. The inspection also checked whether healthcare organisations were 
working in accordance with their responsibilities under Section 11 of the Children Act 2004. 
This includes the statutory guidance, Working Together to Safeguard Children 2015 and 
Promoting the health and well-being of looked-after children 2015. 
 
The inspection was completed on the week of 14 to 18 November 2016. The report was 
subsequently published on the CQC website on 5th May 2017. An exception report has been 
submitted to the Health and Well Being Board and DDES executive committee in May/June 
2017. 
 
Following receipt of the final report individual Action Plans were developed and combined into 
one report and submitted to the CQC on 4 May 2017 in line with statutory guidelines. The 
CQC responded making a request for more tangible examples of impact and evidence of 
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improved outcomes in relation to the final ‘Evidence’ column within the action plan. An 
updated action plan was subsequently submitted and accepted.  
 
Monitoring of action plan will be led by the Designated Nurse for Safeguarding and Looked 
After Children in North Durham CCG and undertaken on a bi-monthly basis. Providers will 
also provide assurance through reporting progress to commissioners within their respective 
Quality Review Groups. The improvement work required will span County Durham as well as 
Darlington, because of the relationship with our main providers.  There will be an expectation 
in any future inspections that the recommendations have been implemented across both 
areas. 
 
There are five recommendations for primary care 


1. Improve the quality and comprehensiveness of referrals to First Contact and MASH.  
Actions: Guidance for GPs developed and uploaded onto GP TeamNet. Named GP is 
now a member of quality assurance group with LA partners. Training is to be rolled out 
to GP Safeguarding leads in September 2017 as part of session on professional 
challenge. A process is to be established for feeding back any concerns about poor 
quality to the referring GP. 


2. Increase GPs direct participation on child protection case conferences making best use 
of technology to promote engagement. 
Actions: Explore the feasibility of IRO contacting GP pre-conference to discuss their 
own report and any other health related issues for clarification. 


3. GPs to make effective use of child sexual exploitation risk assessment tools to identify 
children and young people who may be at risk of exploitation. 
Actions: To include CSE risk assessment tool within the practice checklist during 
Named GP assurance visits ensuring they are aware of the tool how to access and use 
it. 


4. Promote accuracy of terminology in relation to child protection procedures. 
Action: Glossary to be uploaded onto GP TeamNet address on an individual basis 
when issues arise. 


5. Ensure that patient records are complete; inclusive of Children In Need child 
protection, plans reports and conference minutes to best inform primary care 
safeguarding practice and in line with DH and intercollegiate guidance. 
Action: To include within the practice checklist during Named GP assurance visits and 
comms to be sent out to all practices with FAQ attached. 


 
The report commended the named GPs as being committed and enthusiastic; providing good 
safeguarding leadership to primary care services across County Durham. 
 
There were two specific recommendations for CCGs. 


1. Ensure there is sufficient capacity in the designated roles for safeguarding and looked-
after children to meet national and local priorities for strategic development and 
effective governance. Discussed in section 3.1 of this report. 


2. Work with Multi Agency Safeguarding Hub (MASH) partners to ensure there is 
sufficient health professional capacity in the MASH and that the role is utilised to best 
effect within the arrangements. Discussed in Section 5.4 of this report. 
 


Both of these recommendations have subsequently had a business case developed by the 
Director of Nursing Durham Dales, Easington and Sedgefield CCG and North Durham  CCG 
and Head of Safeguarding Children Harrogate District NHS Foundation Trust a decision is 
awaited. 
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4.2 Section 11 submission 
 
The CCGs fulfilled their requirements and submitted an annual self-assessment (known as a 
section 11 audit) to the LSCB in October 2016. There were two actions both have been 
completed. Update the Safeguarding Children Policy to include a section on e-safety and 
confirming the requirement for DBS on change of post to ensure each person who would 
warrant a DBS check has had one. 
 
4.3 Policy development 


 
During 2016-17 the following polices/guidance have been developed, reviewed and approved 
by both CCGs: 
 


· Safeguarding and Looked After Children Policy. 
· Safeguarding Strategy (awaiting ratification) 
· Safeguarding Training Strategy (awaiting ratification) 
· Multi-Agency Public Protection Arrangements(MAPPA) for GPs 
· Guidance for GP Practices in relation to the disclosure by the Public Protection Unit 


about registered sex offenders who are currently registered with the GP Practice. 
(draft) 


 
Section 5 Robust Commissioning 
 
5.1 Provider Performance 
 
Our provider organisations continue to experience difficulties in achieving the required 
compliance around safeguarding training for both adults and children. The CCGs are working 
with the providers to understand the barriers to achieving the requirements and to ensure that 
we have key groups of staff appropriately trained to meet the needs of our vulnerable people. 
Compliance with the figures is reviewed at every quality review group meeting and action 
plans have been produced. There has been progress over the year with providers evidencing 
improvements following implementation of action plans. 
 
5.2 Local Quality Requirements 2016/2017 
 
The designated nurses for safeguarding children and adults have been involved in the 
development of the local quality requirements for the 2016/2017 contracts for all NHS Trust 
providers and have ensured that the same standards are applied in all such contracts. 
 
Work commenced alongside managers from CDDFT in December 2016 to review reporting 
mechanisms and information flows for 2016/17. These have now been agreed with CDDFT 
amending the content of the safeguarding report to QRG to ensure that it covers all quarterly 
reporting timescales. An amended reporting format developed by CDDFT Associate Director 
of Nursing provides clearer quarterly reporting to Quality Review Group. Revision to the 
requirements will be necessary during 2016/17 to take account of the award of the 0-19 
contract to Harrogate District NHS Foundation Trust (HDFT) from 1 April 2016.  
 
Quality requirements for Tees, Esk and Wear Valleys NHS Foundation Trust (TEWV) The 
content of the TEWV safeguarding children report to Quality Review Group (QRG) was 
predominately in accordance with the local quality requirements. 
 
The designated nurses are members of the respective quality review groups and attend 
where possible however due to the resource issues highlighted above this has not always 
been possible during 2016/17. Where attendance has not been possible the designated 
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nurses have reviewed the safeguarding papers raising any matters of concern, matters for 
clarification, or matters that need to be added to agendas with the Director of Nursing. 
 
The designated nurses were members of the safeguarding steering groups of CDDFT and 
TEWV however recently the terms of reference for these groups have been reviewed 
internally and CCG is no longer a member of these groups. The CCG has been informed that 
assurance will be provided by the formal Quality and Review Groups for the respective 
providers. A separate meeting is to be established between TEWV and CDDFT and the 
designated nurses children and adults to provide a forum for more detailed discussion around 
service provision and reporting. Safeguarding Vulnerable People in the NHS – Accountability 
and Assurance Framework 2015 requires CCGs to “demonstrate that their Designated 
Clinical Experts (children and adults), are embedded in the clinical decision making of the 
organisation, with the authority to work within local health economies to influence local 
thinking and practice.” 
 
The designated nurse continues to attend the North Tees steering group where audit, 
performance and plans for development are shared. This form of assurance provision, 
although less formal than Quality Review Groups or contract monitoring arrangements, is in 
line with the NHS Safeguarding Accountability and Assurance Framework (NHS England 
2015).   
 
5.3 Award of the 0-19 contract to Harrogate District NHS Foundation Trust (HDFT) 
 
The award of the 0-19 contract to HDFT by public health from 1 April 2016 has been 
implemented this has impacted on the safeguarding and looked after service commissioned 
by the 3 CCGs from CDDFT. As part of the transition public health formed a mobilisation 
board and a safeguarding sub group of the mobilisation board was also formed to manage the 
transition of safeguarding services and staff to HDFT. Within County Durham 1.5 wte senior 
nurses safeguarding children and 1 wte senior nurses safeguarding children (MASH) TUPEd 
to HDFT on 1st July 2016. 
 
 A service level agreement was developed between HDFT and CDDFT for the provision of 
safeguarding support from CDDFT safeguarding children team for the transition period April 
2016 to July 2016  when the safeguarding staff TUPEd to HDFT. The transition is now 
complete. The remaining CDDFT safeguarding team has needed to reorganize service 
delivery being a primarily an acute based service and domestic abuse coordinator. The 
Looked after children team are discussed in a separate report. 
 
There remains an interconnected relationship between CDDFT and HDFT currently CDDFT 
attend all MAPPA meetings on behalf of HDFT. This requires information to be shared from 
each organisations record. CDDFT has access to HDFT SystenOne records. To support this 
process an interim Information Sharing Agreement (ISA) was developed and agreed. 
However following the TUPE of the safeguarding team in July 2016 this ISA required updating 
and still remains in draft with some issues around access to systems being negiotiated 
between the two trusts. 
 
Two business cases to increase resources for the Domestic Abuse coordinator and senior 
nurse safeguarding within the MASH were in the process of being submitted to the CCG by 
CDDFT were put on hold in this transition period. Following the reconfiguration of CDDFT 
safeguarding children team it was agreed that the remaining team would absorb the Domestic 
Abuse Coordinator increase workload (discussed in section2). The senior nurse safeguarding 
children within the MASH is provided by HDFT and their capacity remains an issue. This lack 
of resource with the MASH was also identified by the Care Quality Commission 2016 
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inspection. A business case has subsequently been submitted to the CCG in January 2017 by 
HDFT (see section 5.4). 
 
The impact and issues pertaining to looked after children are covered in a separate report. 
 
5.4 Durham Multi-agency Safeguarding Hub capacity (MASH)  
 
The resource transferred from CDDFT to HDFT for the MASH was the current staffing of 1wte 
b7 and 1wte b3 given that the business case for resource increase from CDDFT had not been 
received or considered by the CCG prior to the 0-19 contract award to HDFT.  CDDFT has 
implemented a single point of access arrangement to review information relating to services 
left at CDDFT. This has reduced some of the workload concerns, however there continue to 
be concerns about capacity within the MASH. 


 
Following the CQC inspection in November 2016 a recommendation was received for an 
increase in health resources into the MASH. Following this on 23 January 2017 a business 
case was submitted to the CCG from HDFT for 1wte b7 safeguarding nurse and 0.4wte b3 
admin support. This is currently being considered by the CCGs. Any additional resource 
agreed will fund the recovery and transfer of information from CDDFT and HDFT only. There 
remains a gap in terms of information from the GPs involved in the families or from other 
Foundations trusts involved with the child (such as North Tees and Hartlepool NHS 
Foundation Trust and City Hospitals Sunderland NHS Foundation Trust (CHSFT). The 
Children Act 2004 – places a duty on key people and bodies to make arrangements to ensure 
that their functions are discharged with regard to the need to safeguard and promote the 
welfare of children including protection from harm and neglect. The current resources within 
the MASH are insufficient to allow all cases to be processed using the above information to 
inform the MASH risk assessment this and could potentially present a risk to children.  
 
5.5 Designated Nurse input into new/revised service specifications 
 
Safeguarding Vulnerable People in the NHS – Accountability and Assurance Framework 2015 
states that, “Designated Professionals must be consulted and able to influence at all points in 
the commissioning cycle to ensure all services commissioned meet the statutory requirement 
to safeguard and promote the welfare of children”.  
 
Over the past year the designated nurse has commented on specifications relating to the 
ophthalmic contract, GP extended access and Urology/Male Sexual Dysfunction Service 
contracts. 
 
5.6 Review of the Paediatric Safeguarding Service 
 
A working group commenced consultations in 2016 to develop a proposal for a block 
paediatric contract. On-going work to understand costs and bring service costs in line with the 
available budget progressed through 2016/17.During this process it was identified that 
CDDFT had not received appropriate reimbursement for the Designated Doctor hours 
commissioned by the CCG. In May 2017, the CCGs agreed to provide funding for 5 sessions 
of a Designated Doctor to be provided by CDDFT.  The clarification in the paediatrician 
sessions for the designated doctor is now in line with intercollegiate guidelines for the 
population of County Durham and Darlington. It has also been agreed the consultant led 
Rapid response service will have 2 consultant paediatric sessions and the historic child sex 
abuse service will have 2 consultant paediatric sessions. 
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Section 6 Training 
 
6.1 Level 3 Protected learning time events  
 
The theme for the 2016/17 round of Protected Learning Time (PLT) sessions was self-harm 
following the development of a self-harm pathway and a serious case review published 
August 2015. This themed PLT session was deferred from the previous year to allow the 
development of the self-harm pathway.  All agencies are requested to demonstrate to the 
LSCB how their single agency training links to the LSCB priorities of which self-harm is one. 
 


Table 8: Breakdown of the numbers who attended by location 
Level 3 Protected Learning Events 2016/17 


Location  GP  
attendance  


Practice Nurse 
attendance 


Total  
attendance  


North Durham  
20.04.2017 


52 32 84 


Derwentside 
20.10.2016 


62 41 103 


Durham Dales 
18.01.2017 


34 42 76 


Easington 
12.04.2017 


27 8 35 


Sedgefield 
14.04.2016 


41 16 57 


 
Following negative comments in 2015/16 around combining Derwentside and Durham PLT 
events in 2016/17 these were delivered separately. In total 355 staff were trained across 5 
sessions.  
 
6.2 Level 2 Protected learning time events. 
 
The 2016/17 round of PLT sessions has this year been divided into level 3 and level 2 with 
bespoke training for level 2 being developed to mirror the level 3 events on self-harm but 
making it more targeted to level 2 administrative staff. This has been developed in response 
to staff preferring face to face training rather than e-learning. This new approach has 
evaluated well with an overwhelming majority preferring the method of delivery. It has also 
allowed the inclusion of specific issues for administrators such as improving the quality of 
referrals a recommendation of the CQC inspection and safeguarding templates. 
 


Table 9 Breakdown of the numbers who attended by location 
Level 2 Protected Learning Events 2016/17    
Location  Admin HCA Practice 


Manager/
nurse 


Receptionist 
secretary 


other Total  
attendance 


North Durham 
20.01.2017   


25 8 0 25 5 63 


Derwentside 
20.10.2016 


11 6 7 33 4 61 


Durham Dales 
18.01.2017 


25 16 2 48 10 61 


Easington      No level 2 
Sedgefield 
14.04.2016 


     unavailable 
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6.3 Safeguarding Leads Training and Development Sessions 
 
The provision of GP practice safeguarding leads development sessions has continued during 
2016/17 and has been well attended as set out below: 
 


Table 10 Safeguarding Leads Training and Development Sessions 
Date  Topic  Attendance  
10TH June 2016 Learning from SCR’s 30 
9th Sept 2016 MAPPA 46 
9TH Dec 2016 ERASE 31 
10th March 2017 LAC 28 


 
6.4 Development sessions for provider safeguarding children professionals 
 
The programme of quarterly development sessions has continued for provider safeguarding 
children professionals across Durham and Darlington and has been well attended. 
 
Section 7 Serious case reviews (SCR) and learning lessons reviews 
 
From April 2016 – March 2017 a serious case review which was commenced during 2014-15 
was completed and published on the LSCB website October 2016. The delay was due to 
sentencing adjournments.  A further serious case was published in August 2016 this delay 
was due to a parallel Multi Agency Public Protection Arrangements (MAPPA) SCR.  
 
In addition two further reviews were commenced during the year and have been signed off by 
the LSCB they have not be published on LSCB web site. 
 
Both CCGs have been updated on a regular basis in respect of progress and implementation 
of the recommendations.  The majority of recommendations for the CCG were implemented in 
timescale however there was some delay in respect of training for self-harm due to the need 
to develop a pathway however this has now been developed and the training delivered as 
discussed in section 6.   
 
It is the intention in 2016/17 that the named GPs will during the course of their practice visits 
assess how well the recommendations have been embedded within respective practices. 
 
The capacity of the designated nurses and named GPs to complete serious case reviews is 
limited and has required the CCG to fund extra hours to be able to complete the required 
management reviews. In 2017/18 there has been discussion around commissioning serious 
case review training for interested parties to identify a pool of individual management review 
authors. 
 
Section 8 Developments during 2016/17 
 
8.1 AuditOne (CCG internal audit) Audit of Safeguarding Arrangements  
 
AuditOne our internal audit providers carried out an audit of our safeguarding arrangements in 
November 2016. The aim of this internal audit is to evaluate the design and test the 
application of controls put in place to manage safeguarding arrangements with partner 
Clinical Commissioning Groups and other stakeholders. The CCGs were required to evidence 
that contracts/policies/job descriptions are in place which ensure staff know what their 
responsibilities are, that the CCG receives information from providers to gain assurance on 
safeguarding, and also that there is full engagement with safeguarding boards and sub-
groups to fulfil wider safeguarding duties.  
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The report was received 31 January 2017, it reported that governance, risk management and 
control arrangements provide a good level of assurance and a high level of compliance with 
the control framework some minor remedial action was identified: 
• Safeguarding and Looked After Children Strategic Plans for 2017 to be completed. 


(Completed see below) 
• Safeguarding Work Programme for designated nurses needed to be updated. 


(completed see below) 
• MOU between 3 CCGs required updating. (completed see below) 
 
8.2 Combined Safeguarding Children and Adults Strategy 
 
A combined Safeguarding Children and Adults Strategy has been developed. The strategy is 
in draft form and due to be submitted at the next relevant quality and performance groups 
across the two CCGs for sign off. The strategy sets out the vision and direction in respect of 
safeguarding children, looked after children and vulnerable adults for the next 2 years from 
2017 to 2019. The strategy is applicable for staff of the North Durham CCG and Durham 
Dales, Easington and Sedgefield CCG. It should be read in conjunction with the CCGs 
declaration in respect of safeguarding, the respective CCG safeguarding children and adult 
policies, the CCG Safeguarding Children and Adults Training Strategy, and the Clinical 
Quality Strategy.  
 
8.3 Safeguarding Training Strategy 
 
A combined Safeguarding Children and Adults Training Strategy has been developed. All 
health organisations have a legal duty under Section 11 of the Children Act 2004 to ensure 
that their staff are trained to be alert to potential indicators of abuse and neglect of children 
and to be able to respond appropriately to their role in addressing such concerns for the care 
and safety of a child. The Intercollegiate Documents: Safeguarding Children and Young 
People: Roles and Competencies for Health Care Staff 2014 and Looked After Children: 
Knowledge, Skills and Competencies of health care Staff  2015 provides clear guidance on 
the competencies required for all healthcare staff in order to safeguard children and young 
people. 
 
All services provided by or commissioned by the CCG must make arrangements to collate 
training attendance and will provide reports on this at the request of the Director of Nursing.  
Following the development of the Training Strategy a Training Needs Analysis has 
commenced to review CCGs training compliance. Work has commenced with the Designated 
Nurses and NECS to ensure all CCG staff are trained in accordance with the training strategy. 
Staff lists and training compliance are currently out of date. 
 
8.4 Development of Safeguarding Work Programme 
 
The development of a work programme for the designated nurses safeguarding and looked 
after children has identified and prioritised the work of the safeguarding children team. 
 
8.5 Memorandum of Understanding (MoU) 
 
The three CCGs share safeguarding resources and have a Memorandum of Understanding 
(MoU) which sets out the working arrangement in place to ensure that the clinical 
commissioning groups are able to meet their statutory responsibilities. North Durham CCG is 
the designated host CCG for the safeguarding teams. The MoU has been updated to reflect 
changes in national guidance and agreed local working arrangements and has been signed 
off May 2017.  
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8.6  Updated Job descriptions 
 
CCG job descriptions have been updated to include a statement of accountability and 
safeguarding responsibilities.  
 
8.7 Update to Safeguarding Children Policy 
 
The CCG safeguarding children policy has been revised to include a section on e-safety. This 
was an action following the LSCB section 11 audit. 
 
8.8 Multi-Agency Public Protection Arrangements (MAPPA) protocol for GPs 
 
The purpose of MAPPA is to help reduce the re-offending behaviour of sexual and violent 
offenders in order to protect the public and previous victims from serious harm. Information 
sharing that is proportionate, relevant and justified is crucial in this process. Offenders are not 
always aware of their MAPPA status. GP information had not routinely been shared to inform 
this process. GP information will assist in the development of a risk management plan. 
 
The development of this protocol has been led by the adult safeguarding team. The process 
now developed and agreed by the CCG and the MAPPA strategic board. The process was 
implemented from the 1st November 2016. Implementation has been supported by training to 
the Safeguarding Leads within primary care in September 2016 and via primary care 
newsletters. Evaluation of the process is planned for the end of May 2017. 
 
8.9 Domestic Abuse recording 
 
Recording of domestic abuse guidance for GPs has been revised following legal advice that 
incidents of domestic abuse should be flagged on perpetrator and any relevant children or 
vulnerable adults’ records. 
 
8.10 Was Not Brought guidance 
 
Following a Serious Case Review recommendation a Was Not Brought (WNB) protocol is 
being developed to ensure that partners work together to identify and consider the 
safeguarding issues when a child or young person is not brought to medical appointments. A 
number of individual protocols are currently in place across some providers however they 
have no connectivity with each other. A working group met in April 2017 chaired by Associate 
Director of Nursing Patient Experience and Safeguarding to consider how individual providers 
can co-ordinate their responses to WNB. 
 
8.11 Child Protection - information sharing system 
 
This is a national project sponsored by NHSE to link the IT systems of NHS unscheduled care 
settings with those of social care child protection teams in order to share information on 
unborn babies and children with a child protection plan and Looked After Children. Durham 
County Council went live with CP-IS on 27th July 2015. UHND is live with the system in 
maternity services, safeguarding and the ED departments.  Further work is taking place with 
the Paediatric services and Urgent Care Centres. CDDFT CP-IS policy has been developed 
and was updated following CQC inspection raising concerns around the lack of flagging of 
Looked After Children in CDDFT. 
  
The functionality and success of this system is dependent on all agencies nationally signing 
up to it. Locally, Darlington Memorial Hospital is not live as the Local Authority is not live due 
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to recent changes in their IT system. North Tees and Hartlepool NHS Foundation Trust is not 
live and there are no clear indications about implementation plans. City Hospital Sunderland 
NHS Foundation Trust is not live.  South Tyneside NHS Foundation Trust is not live however 
plans are in place for the local authority to implement in August 2017 and the trust have 
indicated that they will be live ‘soon after’ the Local Authority. Nationally there are 31% Local 
Authorities live and 15% Healthcare Organisations live. 
 
8.12 Durham LSCB Development day 
 
Durham LSCB held a development day on 17th February 2017. The aims of the development 
session were for the Safeguarding Children Board to consider the progress of the key 
priorities in 2016/17, and to agree priorities for the Business Plan 2017/18 and to review the 
governance arrangements of the LSCB.  
 
The key priorities for 2017/18 were agreed and the following sub groups established  
• Neglect: The aim is to reduce neglect and the impact of neglect and ensure help and 


support is provided at the earliest opportunity. 
• Empowering Young People: the aim is to create a clearer focus on the needs and 


experience of children and young people. 
• Working Together: The aim is to achieve excellent partnership working across all 


areas.  
• Child Sexual Exploitation: the aim is for children and young people to be free from the 


risk and harms of sexual exploitation. 
• Quality and Performance:  the aim is to monitor and report overall effectiveness of 


LSCB work and partner activity. 
• Child Death Overview Panel will continue 
 
The Joint Targeted Area Inspection for May to December 2017 is focused on children 
between seven and 15-years-old who have been neglected. Identifying a LSCB sub-group 
specifically for Neglect will support the targeted work with this group of children within County 
Durham. 
 
The Training Development and Communication sub-group and the Learning and 
Improvement sub-group have been disbanded. The responsibilities of these two groups will 
now be managed by the LSCB Business team. 
 
8.13 Child Protection Strategy teleconferencing 
 
Following a successful small scale pilot which introduced the ability to hold child protection 
strategy meetings via teleconference in cases where a face to face meeting was not deemed 
necessary, it was agreed to implement the facility across County Durham from September 
2016.  
 
The potential of extending this to primary care to improve multi-agency working and timely 
information sharing was immediately clear.  Following consultation with the Named GPs it was 
agreed to roll this out to GPs from January 2017 a briefing was sent to GP practices advising 
them of the process. The success of this development will require review; initial findings are 
that GPs are not being contacted. Further discussions are to be held with the Local Authority 
Strategic manager to explore the issues blocking this process. 
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8.14 Pilot to develop multi-agency supervision for cases of Neglect  
 
There is a significant body of evidence relating to neglect and how professionals respond to it. 
The National Institute  for health and Care Excellence (NICE) child abuse and neglect 
guideline February 2017, draft out currently for consultation, advises professionals to think 
critically and analytically about cases not relying solely on protocols, proformas and electronic 
recording systems to support professional thinking and planning, considering organisational 
factors which support and hinder effective multi-agency work and professional judgement. 
Chronic Neglect has been a factor in a number of recent County Durham Serious Case 
Reviews (SCR) and another case which did not meet the threshold for SCR but also had 
issues around chronic Neglect. As discussed earlier the Joint Targeted Area Inspection will 
also focus on Neglect. 
 
A proposal to develop a new approach to working together has been suggested. Whilst 
Serious Case Reviews have an important role to play in helping professionals and agencies 
learn lessons where children have been harmed and there are concerns about multi agency 
working, it is recognised that these reviews happen after the harm has occurred. The 
approach being proposed is a different way of thinking about how to try and improve 
identification of these cases and facilitate multi-agency supervision to work together in a 
proactive way to support practitioners to re think their approach to the case. A multi-agency 
working group has met to develop this proposal which will include health visitors; school 
nurses; teachers and GPs and social workers. A small multi agency working group of senior 
managers would initially take responsibility for facilitating the supervision using a hybrid Kolb 
and Morison’s 4x4x4 model of supervision. The proposal will be piloted in one locality in 
County Durham. It is hoped that following the pilot this will be supported/facilitated by team 
leads within areas and rolled out across County Durham and Darlington. 
 
8.15 Notification of Sex Offenders to GP Practices 
 
A joint working group of the Designated Nurses Safeguarding Adults and Children and the 
Public Protection Unit (PPU) have been working on Guidance for GP Practices to receive 
disclosures from the PPU about registered sex offenders who are registered with the GP 
Practices.  
 
A  Pilot was introduced in one locality feedback from the pilot was positive resulting in GP 
practices developing risk management plans, some jointly with the PPU. It was agreed to roll 
out the process to County Durham and Darlington. A County wide procedure has been 
developed and is currently out for consultation with practices. 
 
8.16 Update on The Children and Social Work Act  
 
The Children and Social Work Act received Royal Assent on 27th April 2017. There is a 
shortage of supporting information on the timescales for introduction of the different elements 
of the Act and as yet no supporting guidance that supports these changes. In relation to 
safeguarding the Act includes provision about: 


· Establishment of a Child Safeguarding Practice Review Panel to identify serious child 
safeguarding cases in England which raise issues that are complex or of national 
importance. This will replace the current local arrangements for Serious Case Reviews 
however it is not yet clear if any local arrangements will be put in place. 


· Abolition of Local Safeguarding Children Boards, and introduction of local 
arrangements for safeguarding and promoting the welfare of children. The 
safeguarding partners for a local authority area are the local authority, clinical 
commissioning group and the chief officer of police.  
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· Child death reviews - the child death review partners for a local authority area in 
England must make arrangements for the review of each death of a child normally 
resident in the area. 


 
Priorities for 2017/18  
 
The following will determine the planned areas of work for the designated professionals in the 
coming year: 
 


1. Training needs analysis against intercollegiate guidance to be completed on staff 
employed by all 3 CCGs. 


2. To monitor and review CQC Action plan bi-monthly. 
3. To prepare for joint targeted inspection by reviewing evidence in relation to service 


provision in respect of children between seven and 15-years-old who have been 
neglected. 


4. To continue to disseminate the learning from the ongoing and any new serious case 
reviews and deliver on the subsequent action plans. 


5. To work with partner agencies in the implementation of revised statutory guidance 
which may be issued in response to the governments acceptance of the Wood report 
and changes to the functioning of LSCB and Child Death Overview panels 


6. To develop and implement process for notification of sex offenders to GP practices. 
7. To progress the business case for increased resources into the safeguarding children 


as per CQC and NHSE assurance action plans. 
8. Complete LSCB section 11 audit and any resulting actions. 


 
 
 
Author:  Marie Baister Designated Nurse Safeguarding and Looked After Children 
 
Sponsor: Gillian Findley Director of Nursing  
 
Date:  17th July 2017 
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1.0 Purpose of this report 
 
This report provides the CCG with an overview of workforce data for the 2016-17 financial 
year being the period from 1st April 2016 to 31st March 2017.  This report provides 
information on those staff who are paid via payroll and includes all permanent, fixed term, 
full-time, part-time and bank staff. 
 
2.0 Workforce Overview 
 
At the end of Q4 the CCG had a headcount of 56 with a WTE of 40.69, a decrease in 
headcount of two from the end of the last financial year. 
 
During the final quarter there were three new hires processed onto the payroll and one 
member of staff left the organisation. 
 
As at the end of the quarter Q1 Q2 Q3 Q4 
Total Headcount 54 53 54 56 


Total Full Time Equivalent (FTE) 39.35 38.91 39.49 40.69 


Fixed Term Staff (headcount) 6 5 4 4 


Fixed Term Staff (FTE) 4.06 3.45 2.13 2.13 


Quarterly Turnover Rate 0% 3.73% 3.70% 1.82% 


Turnover Rate (rolling 12 months) 12.86% 12.84% 12.92% 11.09% 
 
Activity during the quarter  Q1 Q2 Q3 Q4 
New Hires 0 0 2 3 
New Hires FTE 0 0 1.9 2.5 
Leavers 0 2 3 1 
Leavers FTE 0 1.28 2.4 0.1 
Maternity & Adoption Leave 1 1 0 0 
Paternity Leave 0 0 0 0 


 
The turnover rate for the 12 month period ending on 31st March 2017 is calculated at 11.09% 
of the workforce.  The reasons for leaving throughout the year are summarised below: 
  
 Reason  # of Leavers 


Dismissal – Capability 0 
End of Fixed Term Contract 1 
Redundancy 0 
Voluntary Resignation 5 
Retirement 0 


 
A full staff list of those people on the CCG’s payroll as at the end of the year is attached at 
Appendix A.  
 
The CCG is encouraged to review this staff list for accuracy and to discuss any potential 
discrepancies with your HR Business Partner. 
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3.0 Equality & Diversity 
 
The Equality and Diversity data shown in the graphs below is taken from the workforce 
profile as at 31st March 2017. 
 
The graphs below show that the CCG has a predominantly female workforce, with a near 
even split of part-time and full-time working hours for female staff, but  with more male staff 
working part-time hours than full-time hours. 
 
The CCG has a predominantly White British workforce, although a high number of staff have 
chosen not to declare or specify their ethnic origin, the reasons for which are unknown. 
 
There is a fairly broad spread of ages within the CCG, although the majority of staff 
employed are aged between 36 and 55 years.  No employees are aged under 20 years.  
 
Gender by Employee Category (Measure=Headcount) 
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Gender by Pay Band (Measure=Headcount) 


 
 
Age Band (Measure=Headcount) 
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Ethnicity (Measure=Headcount) 


 
 
 
4.0 Professional Registrations 
 
The staff list attached in Appendix A includes the professional registration details of 
individuals. On a monthly basis NECS HR monitor professional registrations to ensure 
compliance. There are no known lapsed registrations. 
 
The CCG is again encouraged to review the registration information to ensure all roles 
requiring registration have been identified. Potential omissions or queries should be raised to 
your HR Business Partner.  
 
5.0 Sickness Absence 
 
The CCG’s annual sickness absence rate as at the end of this financial year was 1.86%. 
Generally throughout the year the monthly sickness absence rate has remained on a par 
with or below the regional absence rate. 
 
Long term sickness absence peaked in June 2016.  Long term sickness absences showed 
an increase again in Q3, but both long term and short term sickness absences have 
decreased since then.  
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The main reasons for sickness absence in the CCG were Anxiety, Stress & Depression 
(38.67%), Genitourinary & Gynaecological (26.93%) and Gastrointestinal problems (16%).  
 
A summary of the details of each employee on sickness absence during the rolling year are 
attached at Appendix B, in confidence, for the attention of the CCG Chief Officer only. 
 
Sickness Absence (rolling year)   
Annual Sickness Absence Rate 1.86% 
Total Calendar Days Lost 375 
Average days lost per FTE  9.22 
Estimated Cost £32,009.96 


 
CCG Absence 


(% FTE) 


 


Organisation 2 0.12% 
Organisation 9 1.19% 
Organisation 10 1.36% 
Organisation 6 1.41% 
DDES CCG 1.86% 
Organisation 7 2.79% 
Organisation 8 3.07% 
Organisation 5 3.21% 
Organisation 1 3.58% 
Organisation 4 3.74% 
Organisation 11 3.81% 
Average 2.84% 


 
Monthly Sickness Absence Timeline (% of available FTE) 


 
  
 
 


0.00%
0.50%
1.00%
1.50%
2.00%
2.50%
3.00%
3.50%
4.00%
4.50%


12 Month Rolling Absence % (FTE) 
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Sickness Absence (% of available FTE) split by Short Term / Long Term 


 
 
Absence Reason by Days Lost 


 
 
6.0 HR Activity 
 
6.1 Employment Relations 
 
No formal disciplinary, grievance, sickness or performance management cases have 
occurred in the CCG during Q4.  However, HR advice and support was provided in respect 
of a potential capability issue, which has now been resolved.   
 
HR advice and support has been provided in respect of long term sickness absence, 
workplace stress risk assessment and contractual matters, as well as other informal issues 
across a range of day-to-day management areas. 
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6.2 Transactional Activity 
 
 Q1 


2016/17 
Q2 


2016/17 
Q3 


2016/17 
Q4 


2016/17 Comments 


O
cc


up
at


io
na


l H
ea


lth
 No. of 


Occupational 
Health 
referrals 
 


0 3 0 0  


No. of Health 
and 
Wellbeing 
events from 
OH provider 


0 0 0 0  


R
ec


ru
itm


en
t 


Adverts 
placed on 
NHS Jobs 


2  0 5 2  


Adverts 
placed 
anywhere 
other than 
NHS Jobs 


0 0 0 0  


Jo
b 


Ev
al


ua
tio


n 


No. of job 
descriptions 
received 


0 2 6 0 


 


No. of 
evaluations 
completed 


0 0 6 0 


Avg. 
Turnaround 
time of 
completed 
evaluations 
(days) 


0 0 9 0 


H
R


 T
ra


in
in


g 


No. of 
attendees for 
HR Training 


0 0  0 0 


 Overall 
summary of 
evaluation 
feedback 


N/A  N/A N/A N/A 


Pa
yr


ol
l 


ac
tiv


ity
 


No of payroll 
transactions 
processed 


1 9 25 10  


 
 
6.3 HR Service & Developments 
 
HR Business Partner Support 
 
The CCG continues to have a dedicated HR Business Partner who provides day to day HR 
advice and support on HR matters. The HR Business Partner spends a minimum of one day 
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per month at the CCG and managers are able to book appointments during these times. 
Where the CCG has required additional on-site support, this has been accommodated. 
 
Further support is provided by an HR Manager who oversees the provision of the HR service 
to the CCG ensuring the delivery of a consistent and quality service.  
 
In addition there is a clear support infrastructure in place for the HR Manager and Business 
Partners which enables the provision of a proactive and comprehensive service. The HR 
shared services team provide a range of services to support the delivery of a responsive HR 
Business Partner service. 
 
CCG Reference Group 
 
HR facilitate a quarterly CCG HR reference group with a view to coordinate HR employment 
practice across the North of England CCGs, influence the HR service delivered to CCGs and 
share HR best practice. Through this group and the CCG Partnership Forum (see below) HR 
has continued to facilitate the development of new and existing HR policies for the CCG.  
Further work on policies will continue during the next financial year with a view to including 
representatives from the CCG workforce in specific policy sub-groups. 
 
CCG Partnership Forum  
 
The CCG Partnership Forum has continued in helping to facilitate and promote partnership 
working across all CCGs. The meeting has provided a platform to enable meaningful 
consultation, negotiation and communication between staff side and management 
representatives.  
 
CCG HR Policy Working Group 
 
An HR Policy Working Group has been established with representatives invited from each 
CCG to formulate and discuss both new policies and revisions to existing policies.  The 
working group meets 8 times per year and following formulation of final draft policies.  These 
are put forward to the CCG Reference Group and CCG Partnership Forum for discussion 
and ratification. 
 
A programme of work has been established in order to support the timely revision and 
renewal of HR policies and also to plan the research and development of new policies which 
are of interest to CCGs. 
 
Pay Benchmarking 
 
Work has been undertaken to update nationally and locally collated pay benchmarking 
information for CCGs for use by Remuneration Committees. We continue to review this and 
consider how the information can be further developed to be of value to the CCGs. 
 
HR Training 
 
A number of half day workshops/training courses are available to CCG managers and 
supervisors and can be delivered as and when a specific need is identified. The topics 
available are: 
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· Recruitment and Selection 
· Equality and Diversity 
· Key Terms and Conditions of Employment 
· Organisational Change (including TUPE) 
· Managing Employment Relations Investigations 
· Managing Performance and Sickness Absence 


 
We are also able to develop and deliver bespoke HR training to CCGs subject to individual 
CCG requirements. Further information can be sought from your HR Business Partner or by 
emailing necsu.hr@nhs.net.  
 
 
ESR Employee Self Service and Total Reward Statements 
 
CCG employees continue to have access to their Electronic Staff Record through Employee 
Self Service which enables the workforce to view their personal record and change on line 
basic personal information. 
 
NECS HR have facilitated the continued provision of on line Total Reward Statements to 
staff via the self-service functionality, including details of pension benefits and other related 
staff benefits offered as part of the employment package. 
 
NECS HR are exploring options for rolling out further Employee Self Service functionality in 
2017/18 including online payslips. 
 
Pensions Automatic Enrolment 
 
In July 2017 the CCG will be required to offer an auto enrolment pension for all staff. Whilst 
the NHS Pension Scheme meets this requirement for the majority of staff, there will be some 
staff, most noticeably staff who have retired and returned, who meet the auto enrolment 
requirement, but are no longer eligible for the NHS Pension Scheme.  
 
In order therefore to meet the auto enrolment requirements NECS HR are working with the 
CCG to scope and implement an appropriate alternative pension scheme.  It is proposed 
that the CCG will introduce the NEST pension scheme and this will be implemented and 
operated in conjunction with the CCGs payroll provider. 
 
IR35 & Off Payroll Workers 
 
IR35 is the generic name for HMRC legislation around off payroll workers; in particular those 
who have set up their own company (a personal services company). The legislation is in 
place to ensure that people carrying out work that is the same as that being carried out by 
employees, are paying the same tax, and not a reduced amount by putting the work through 
their company.  
 
Recent changes to the legislation mean that those who are personally providing services to 
the CCG under a contract for services, may still need to be paid via the payroll for PAYE 
purposes only.  NECS HR have been working with finance leads and HR links to support any 
processes required and will be issuing managers guidance and a process document to 
CCGs shortly. 
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7.0 Key Performance Indicators 
 
Description of KPI Q1 Q2 Q3 Q4 


1. Emails sent to central NHS mail necsu.hr@nhs.net and telephone messages to be 
acknowledged within 72 hours       


2. Changes to terms and conditions of service will be confirmed within one month of the HR 
team being notified     


3. HR Performance reports on workforce information provided quarterly   4 day 
delay  


4. Ad hoc reports provided within agreed timescales (ordinarily 10 working days)     


5. Statistical returns to be completed within the time limits imposed by outside agencies e.g. 
DoH, NHS CB     


6. Recruitment process to be undertaken in accordance with the recruitment and selection 
policy including adhering to relevant timescales     
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8.0 Benchmarking 
 
Comparison of monthly sickness absence rates (% FTE for each month) 
 
Organisation 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02 2017 / 03 


Organisation 1 1.93% 3.04% 2.86% 3.79% 4.02% 3.58% 4.38% 2.91% 5.55% 4.27% 3.19% 3.16% 
Organisation 2 0.00% 0.00% 0.20% 0.00% 0.00% 0.00% 0.62% 0.00% 0.00% 0.00% 0.00% 0.61% 
DDES CCG 0.84% 1.47% 3.94% 3.38% 1.49% 0.94% 2.66% 3.60% 3.50% 0.00% 0.54% 0.00% 
Organisation 4 7.41% 7.13% 8.18% 10.18% 6.85% 2.42% 0.30% 0.31% 1.30% 0.13% 0.00% 0.16% 
Organisation 5 3.50% 3.03% 3.36% 4.29% 2.83% 4.35% 4.09% 3.38% 1.29% 2.54% 3.02% 3.13% 
Organisation 6 0.22% 0.13% 0.77% 2.46% 1.34% 0.68% 0.68% 0.62% 1.31% 2.80% 4.99% 1.16% 
Organisation 7 1.91% 0.67% 0.27% 1.32% 0.65% 0.31% 1.56% 8.11% 7.95% 5.42% 2.84% 2.24% 
Organisation 8 3.48% 3.72% 2.54% 1.13% 2.46% 0.00% 1.48% 4.04% 4.90% 5.48% 4.23% 3.26% 
Organisation 9 0.00% 0.22% 1.17% 3.88% 3.84% 3.04% 0.69% 0.07% 0.49% 1.35% 0.00% 0.00% 
Organisation 10 1.38% 0.84% 1.43% 0.72% 0.58% 2.44% 1.28% 0.00% 4.44% 0.52% 1.45% 1.08% 
Organisation 11 3.32% 4.30% 4.69% 1.42% 2.23% 2.78% 1.79% 2.74% 4.35% 4.38% 7.17% 7.23% 
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Engagement Committee 
JQC – Joint Quality Committee 
GB – Governing Body 
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1.0 Purpose of this report 
 
This report provides the CCG with an overview of workforce data for the 2016-17 financial 
year being the period from 1st April 2016 to 31st March 2017.  This report provides 
information on those staff who are paid via payroll and includes all permanent, fixed term, 
full-time, part-time and bank staff. 
 
2.0 Workforce Overview 
 
At the end of Q4 the CCG had a headcount of 67 with a WTE of 44.50, an increase in 
headcount of five from the end of the last financial year. 
 
During the final quarter there were two new hires processed onto the payroll and two staff 
left the organisation. 
 
As at the end of the quarter Q1 Q2 Q3 Q4 
Total Headcount 66 65 65 67 


Total Full Time Equivalent (FTE) 42.59 42.29 42.60 44.50 


Fixed Term Staff (headcount) 20 18 18 20 


Fixed Term Staff (FTE) 7.56 6.16 6.26 8.26 


Quarterly Turnover Rate 6.03% 4.57% 3.08% 3.06% 


Turnover Rate (rolling 12 months) 19.76% 20.83% 21.65% 16.90% 
 
Activity during the quarter  Q1 Q2 Q3 Q4 
New Hires 9 2 2 2 
New Hires FTE 2.16 1.1 1 1.5 
Leavers 4 3 2 2 
Leavers FTE 2.5 1.8 1 0.86 
Maternity & Adoption Leave 0 1 1 1 
Paternity Leave 0 0 0 0 


 
The turnover rate for the 12 month period ending on 31st March 2017 is calculated at 16.90% 
of the workforce.  The reasons for leaving throughout the year are summarised below. 
 
 Reason  # of Leavers 


Dismissal - Capability 0 
End of Fixed Term Contract 0 
Redundancy 0 
Voluntary Resignation 8 
Retirement 3 


 
A full staff list of those people on the CCG’s payroll as at the end of the year is attached at 
Appendix A.  
 
The CCG is encouraged to review this staff list for accuracy and to discuss any potential 
discrepancies with your HR Business Partner. 
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3.0 Equality & Diversity 
 
The Equality and Diversity data shown in the graphs below is taken from the workforce 
profile as at 31st March 2017. 
 
The graphs below show the CCG has a predominantly female workforce.  The male staff 
group appears to have a near even split of part-time to full-time working hours, whilst the 
female staff group has more working part-time hours than full-time hours. 
 
The CCG has a predominantly White British workforce, although a high number of staff have 
chosen not to declare or specify their ethnic origin, the reasons for which are unknown. 
 
The age ranges of staff employed by the CCG indicate an ageing workforce. The CCG may 
wish to consider longer term workforce planning strategies, such as talent management and 
succession planning, to reduce the effects of loss of experienced staff. 
 
Gender by Employee Category (Measure=Headcount) 
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Gender by Pay Band (Measure=Headcount) 


 
 
Age Band (Measure=Headcount) 
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Ethnicity (Measure=Headcount) 


 
 
 
4.0 Professional Registrations 
 
The staff list attached in Appendix A includes the professional registration details of 
individuals. On a monthly basis NECS HR monitor professional registrations to ensure 
compliance. There are no known lapsed registrations. 
 
The CCG is again encouraged to review the registration information to ensure all roles 
requiring registration have been identified. Potential omissions or queries should be raised to 
your HR Business Partner.  
 
5.0 Sickness Absence 
 
The CCG’s annual sickness absence rate as at the end of this financial year was 1.41%. 
Generally throughout the year the monthly sickness absence rate has remained on a par 
with or below the regional absence rate. 
 
There were increases in short term absence in July 2016 and in Q4. 
 
The main reason for sickness absence in the CCG is stress, anxiety & depression (40.07%).  
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A summary of the details of each employee on sickness absence during the rolling year are 
attached at Appendix B, in confidence, for the attention of the CCG Chief Officer only. 
 
Sickness Absence (rolling year)   
Annual Sickness Absence Rate 1.41% 
Total Calendar Days Lost 297 
Average days lost per FTE  6.67 
Estimated Cost £27,758.28 


 
CCG Absence 


(% FTE) 


 


Organisation 2 0.12% 
Organisation 9 1.19% 
Organisation 10 1.36% 
North Durham 
CCG 1.41% 
Organisation 3 1.86% 
Organisation 7 2.79% 
Organisation 8 3.07% 
Organisation 5 3.21% 
Organisation 1 3.58% 
Organisation 4 3.74% 
Organisation 11 3.81% 


Average 2.84% 
 
Monthly Sickness Absence Timeline (% of available FTE) 


 
 
  
 
 
 


0.00%
0.50%
1.00%
1.50%
2.00%
2.50%
3.00%
3.50%
4.00%
4.50%


12 Month Rolling Absence % (FTE) 
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Sickness Absence (% of available FTE) split by Short Term / Long Term 


 
 
Absence Reason by Days Lost 


 
 
6.0 HR Activity 
 
6.1 Employment Relations 
 
There has been limited formal HR employee relations activity during 2016/17 and no formal 
disciplinary, grievance, sickness or performance management cases have occurred. 
 
HR advice and support has been provided in respect of other informal issues across a range 
of day-to-day management areas, including advice around contractual matters, long term 
sickness absence, workplace risk assessment, maternity leave and secondment 
arrangements. 
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6.2 Transactional Activity 
 
 Q1 


2016/17 
Q2 


2016/17 
Q3 


2016/17 
Q4 


2016/17 Comments 


O
cc


up
at


io
na


l 
H


ea
lth


 


No. of referrals  1  1 0 0  


No. of Health and 
Wellbeing events 
from OH provider 


0 0 0 0  


R
ec


ru
itm


en
t Adverts placed on 


NHS Jobs 1 2 1 3  


Adverts placed 
anywhere other 
than NHS Jobs 


0 0 0 0  


Jo
b 


Ev
al


ua
tio


n 


No. of job 
descriptions 
received 


0 0 0 0 


 No. of evaluations 
completed 0 0 0 0 
Avg. Turnaround 
time of completed 
evaluations (days) 


N/A N/A N/A N/A 


H
R


 T
ra


in
in


g No. of attendees 
for HR Training 0  0 0 0 


 Overall summary 
of evaluation 
feedback 


N/A  N/A N/A N/A 


Pa
yr


ol
l 


ac
tiv


ity
 


No of payroll 
transactions 
processed 


9 13 15 15  


 
6.3 HR Service & Developments 
 
HR Business Partner Support 
 
The CCG continues to have a dedicated HR Business Partner who provides day to day HR 
advice and support on HR matters. The HR Business Partner spends a minimum of one day 
per month at the CCG and managers are able to book appointments during these times. 
Where the CCG has required additional on-site support, this has been accommodated. 
 
Further support is provided by an HR Manager who oversees the provision of the HR service 
to the CCG ensuring the delivery of a consistent and quality service.  
 
In addition there is a clear support infrastructure in place for the HR Manager and Business 
Partners which enables the provision of a proactive and comprehensive service. The HR 
shared services team provide a range of services to support the delivery of a responsive HR 
Business Partner service. 
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CCG Reference Group 
 
HR facilitate a quarterly CCG HR reference group with a view to coordinate HR employment 
practice across the North of England CCGs, influence the HR service delivered to CCGs and 
share HR best practice. Through this group and the CCG Partnership Forum (see below) HR 
has continued to facilitate the development of new and existing HR policies for the CCG.  
Further work on policies will continue during the next financial year with a view to including 
representatives from the CCG workforce in specific policy sub-groups. 
 
CCG Partnership Forum  
 
The CCG Partnership Forum has continued in helping to facilitate and promote partnership 
working across all CCGs. The meeting has provided a platform to enable meaningful 
consultation, negotiation and communication between staff side and management 
representatives.  
 
CCG HR Policy Working Group 
 
An HR Policy Working Group has been established with representatives invited from each 
CCG to formulate and discuss both new policies and revisions to existing policies.  The 
working group meets 8 times per year and following formulation of final draft policies.  These 
are put forward to the CCG Reference Group and CCG Partnership Forum for discussion 
and ratification. 
 
A programme of work has been established in order to support the timely revision and 
renewal of HR policies and also to plan the research and development of new policies which 
are of interest to CCGs. 
 
Pay Benchmarking 
 
Work has been undertaken to update nationally and locally collated pay benchmarking 
information for CCGs for use by Remuneration Committees. We continue to review this and 
consider how the information can be further developed to be of value to the CCGs. 
 
HR Training 
 
A number of half day workshops/training courses are available to CCG managers and 
supervisors and can be delivered as and when a specific need is identified. The topics 
available are: 
 


· Recruitment and Selection 
· Equality and Diversity 
· Key Terms and Conditions of Employment 
· Organisational Change (including TUPE) 
· Managing Employment Relations Investigations 
· Managing Performance and Sickness Absence 


 
We are also able to develop and deliver bespoke HR training to CCGs subject to individual 
CCG requirements. Further information can be sought from your HR Business Partner or by 
emailing necsu.hr@nhs.net.  
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ESR Employee Self Service and Total Reward Statements 
 
CCG employees continue to have access to their Electronic Staff Record through Employee 
Self Service which enables the workforce to view their personal record and change on line 
basic personal information. 
 
NECS HR have facilitated the continued provision of on line Total Reward Statements to 
staff via the self-service functionality, including details of pension benefits and other related 
staff benefits offered as part of the employment package. 
 
NECS HR are exploring options for rolling out further Employee Self Service functionality in 
2017/18 including online payslips. 
 
Pensions Automatic Enrolment 
 
In July 2017 the CCG will be required to offer an auto enrolment pension for all staff. Whilst 
the NHS Pension Scheme meets this requirement for the majority of staff, there will be some 
staff, most noticeably staff who have retired and returned, who meet the auto enrolment 
requirement, but are no longer eligible for the NHS Pension Scheme.  
 
In order therefore to meet the auto enrolment requirements NECS HR are working with the 
CCG to scope and implement an appropriate alternative pension scheme.  It is proposed 
that the CCG will introduce the NEST pension scheme and this will be implemented and 
operated in conjunction with the CCGs payroll provider. 
 
IR35 & Off Payroll Workers 
 
IR35 is the generic name for HMRC legislation around off payroll workers; in particular those 
who have set up their own company (a personal services company). The legislation is in 
place to ensure that people carrying out work that is the same as that being carried out by 
employees, are paying the same tax, and not a reduced amount by putting the work through 
their company.  
 
Recent changes to the legislation mean that those who are personally providing services to 
the CCG under a contract for services, may still need to be paid via the payroll for PAYE 
purposes only.  NECS HR have been working with finance leads and HR links to support any 
processes required and will be issuing managers guidance and a process document to 
CCGs shortly. 
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7.0 Key Performance Indicators 
 
Description of KPI Q1 Q2 Q3 Q4 


1. Emails sent to central NHS mail necsu.hr@nhs.net and telephone messages to be 
acknowledged within 72 hours       


2. Changes to terms and conditions of service will be confirmed within one month of the HR 
team being notified     


3. HR Performance reports on workforce information provided quarterly   4 day 
delay  


4. Ad hoc reports provided within agreed timescales (ordinarily 10 working days)     


5. Statistical returns to be completed within the time limits imposed by outside agencies e.g. 
DoH, NHS CB     


6. Recruitment process to be undertaken in accordance with the recruitment and selection 
policy including adhering to relevant timescales     
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8.0 Benchmarking 
 
Comparison of monthly sickness absence rates (% FTE for each month) 
 
Organisation 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02 2017 / 03 
Organisation 1 1.93% 3.04% 2.86% 3.79% 4.02% 3.58% 4.38% 2.91% 5.55% 4.27% 3.19% 3.16% 
Organisation 2 0.00% 0.00% 0.20% 0.00% 0.00% 0.00% 0.62% 0.00% 0.00% 0.00% 0.00% 0.61% 
Organisation 3 0.84% 1.47% 3.94% 3.38% 1.49% 0.94% 2.66% 3.60% 3.50% 0.00% 0.54% 0.00% 
Organisation 4 7.41% 7.13% 8.18% 10.18% 6.85% 2.42% 0.30% 0.31% 1.30% 0.13% 0.00% 0.16% 
Organisation 5 3.50% 3.03% 3.36% 4.29% 2.83% 4.35% 4.09% 3.38% 1.29% 2.54% 3.02% 3.13% 
North Durham CCG 0.22% 0.13% 0.77% 2.46% 1.34% 0.68% 0.68% 0.62% 1.31% 2.80% 4.99% 1.16% 
Organisation 7 1.91% 0.67% 0.27% 1.32% 0.65% 0.31% 1.56% 8.11% 7.95% 5.42% 2.84% 2.24% 
Organisation 8 3.48% 3.72% 2.54% 1.13% 2.46% 0.00% 1.48% 4.04% 4.90% 5.48% 4.23% 3.26% 
Organisation 9 0.00% 0.22% 1.17% 3.88% 3.84% 3.04% 0.69% 0.07% 0.49% 1.35% 0.00% 0.00% 
Organisation 10 1.38% 0.84% 1.43% 0.72% 0.58% 2.44% 1.28% 0.00% 4.44% 0.52% 1.45% 1.08% 
Organisation 11 3.32% 4.30% 4.69% 1.42% 2.23% 2.78% 1.79% 2.74% 4.35% 4.38% 7.17% 7.23% 
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The Key Strategic Objectives and Targets:- 
1. Supporting Patients with their medicines  
Indicators Baseline 2014/15 Target by April 2018 Achievement by March 2017 


ND CCG DDES CCG ND CCG DDES CCG ND CCG DDES CCG 
% of practices that are 
transmitting prescriptions 
electronically 


80.65% 34.15% 90% 90% 100%  
(range from 
21% to 100% 
of 
prescriptions 
at practice 
level) 


100%  
(range from 
38% to 98% 
of 
prescriptions 
at practice 
level) 


% of practices using patient 
specific decision aids that are 
integrated into the GP 
software systems 


0 0 100% 100% 100% - 
available 
through APC 
websites/GP 
team net 


100% - 
available 
through APC 
websites/GP 
Team net 
and Ardens 


2. Improving the quality and safety of medicines use  
Indicators Baseline 2014/15 Target by April 2018 Achievement by March 


2017 
ND CCG DDES CCG ND CCG DDES CCG ND CCG DDES CCG 


% if nursing home residents that 
have a documented medication 
review that addresses 
polypharmacy and involves the 
patient and/or their relatives. 


Not Known Not Known 100% 100% Currently awaiting NHS 
BSA to release Epact 2 to 
enable data to be 
available.  Anticipated Dec 
2017. 


Reduction in volume of 
antimicrobial prescribing 
(Target of 2% reduction in 
items antibacterial specific 
therapeutic age-sex related 
prescribing unit [STAR PU])  


 


1.31 1.47 1.28 1.44 1.22 1.32 


3. Reducing inappropriate variations in Primary Care Prescribing  
Indicators Baseline 2014/15 Target by April 2018 Achievement by March 


2017 
ND CCG DDES CCG ND CCG DDES CCG ND CCG DDES CCG 


% of GP practices 
participating in the 
prescribing incentive scheme  


 


100% 100% 100% 100% 100% 100% 


Reduction in gap between 
highest and lowest 
performing practices within 
the CCG in terms of 
prescribing costs (cost per 
ASTRO PU) 
*Please note ASTROPU costs 
have been changed 
nationally 


 


Highest £2.54 
Lowest £1.07 
 
Gap is £1.47 
 
Percentage 
difference is 
137% 
 


Highest £2.82 
Lowest £1.22 
 
Gap is £1.60 
 
Percentage 
difference is 
131% 
 
 


Reduce the 
gap to £1.03 
 
 
Reduce the 
percentage 
difference to  
96% 


Reduce the 
gap to £1.16 
 
 
Reduce the 
percentage 
difference to 
95% 


Highest is 
£54.68 
Lowest is 
£25.68 
Gap is 
£29.00 
Percentage 
difference 
is 113% 


Highest is 
£61.54 
Lowest is 
£33.46 
Gap is 
£28.08 
Percentage 
difference 
is 83% 


4. Medicines Optimisation integrated across Health and Social Care  
Indicators Baseline 2014/15 Target by April 2018 Achievement by March 


2017 
ND CCG DDES CCG ND CCG DDES CCG ND CCG DDES CCG 


Quarterly Area Prescribing 
Committee meetings that are 
quorate 


 


100% 100% 100% 100% 100% 100% 


% of High Cost Drug invoices 
that have been validated 
using the Bluteq reporting 
system 


 


0% 0% 80% 80% 0% 
Awaiting 
regional 
decision 


0% 
Awaiting 
regional 
decision 


5. Managing the clinical and financial risks associated with medicines  
Indicators Baseline 2014/15 Target by April 2018 Achievement by March 


2017 







ND CCG DDES CCG ND CCG DDES CCG ND CCG DDES CCG 


% of NICE approved new 
drugs(or indications) that 
have been considered by 
the Area Prescribing 
Committee and an 
implementation plan 
agreed  
 


  


Awaiting 
confirmation 


Awaiting 
confirmation 


100% 100% 100% 100% 


Management of CCG 
prescribing budgets within 
agreed allocation  


 


0% 0% 80% 80% 100% 100% 


%of NICE approved drugs that are 
added to the formulary within 
three months of publication 


Awaiting 
confirmation 


Awaiting 
confirmation 


100% 100% 100% 100% 


6. Developing the workforce to deliver the strategy  
Indicators Baseline 2014/15 Target by April 2018 Achievement by March 


2017 
ND CCG DDES CCG ND CCG DDES CCG ND CCG DDES CCG 


Number of practices 
with  a minimum of 2 
sessions (0.2WTE)  per 
week of clinical 
pharmacist support  


   


Awaiting 
confirmation 


50% 100% 100% 13 
Practices 
 
42% 


27 
practices 
 
71% 


 





		The Key Strategic Objectives and Targets:-






1 
 


 
 
NHS Durham Dales, Easington and Sedgefield Clinical 


Commissioning Group  
Summary of Complaint Activity  
1 April 2016 to 31 March 2017 


 
1 Purpose of Report 
 
The NHS North of England Commissioning Support Unit (NECS) provides 
complaints management to NHS Durham Dales, Easington and Sedgefield Clinical 
Commissioning Group (DDES CCG) as part of the Clinical Quality Service. 
 
The purpose of this report is to provide a summary of the complaints and concerns 
handled by the NECS Complaints Team on behalf of the CCG during the period       
1 April 2016 to 31 March 2017.   
 
The report also provides a summary of service improvements identified as a result of 
investigations and within the complaints handling process. 
 
2 NECS Process 
 
Complaints about NHS services received by CCGs can be categorised as follows: 
 
· Complaints relating to services commissioned by the CCG -  These are 


normally referred to the service provider for initial investigation, with oversight 
from the Complaints Team and/or the CCG  


· Multi-agency complaints that involve issues from two or more providers 
commissioned by the CCG -  These may be coordinated by the Complaints 
Team to ensure that a single response is received either from a named provider 
who takes the lead for the complaint response or by the CCG  


· Complaints relating to primary care services -  Complaints which involve a 
primary care provider (ie GP practice, community pharmacy, dental practice, 
optician) are referred to NHS England in accordance with their complaints 
management process 


· Complaints about the CCG or decisions made by the CCG -  These are 
coordinated and managed on behalf of the CCG by the Complaints Team, with 
input from the relevant technical experts within the CCG/NECS 


· NECS corporate complaints - Complaints regarding the actions of NECS 
officers or NECS corporate functions are managed and led by NECS  


 
In addition to the co-ordination of formal complaints handled under the NHS 
complaints procedure, the Complaints Team also manages queries and concerns 
which are raised on an informal basis. 







2 
 


 
Each case is considered individually by the Complaints Team and the complainant to 
identify the most appropriate method for handling and resolving a query, concern or 
complaint.  A case may be resolved through the provision of advice to the enquirer, 
for example advice on the NHS complaints procedure.  Some cases are resolved 
without the need for processing under the NHS complaints procedure, examples 
include concerns which require immediate intervention or a problem solving 
approach by the Complaints Team and/or other CCG/NECS colleagues.  
 
3 CCG Complaints Activity  
 
It should be noted that this report provides a breakdown only for complaints which 
are received direct by the CCG or the Complaints Team. The majority of complaints 
regarding provider organisations are made direct with the service provider.  
Complaint reports from provider organisations which detail trends, themes and 
lessons learned relating to their services are reviewed as part of the Clinical Quality 
Review Group for that provider. 
 
During the reporting period, across the eleven CCGs the Complaints Team handled 
a total of 754 cases from patients or their representatives compared to 713 in the 
previous year.  A total of 51 cases were handled on behalf of NHS DDES CCG (66 in 
the previous year).  As shown in the chart below, this equates to 6.7% of the cases 
handled overall.  The number of cases handled during the year across North East 
and Cumbria CCGs ranged from 145 to 28 per CCG, though it should be noted that 
the populations of these CCGs vary considerably.  In 14 cases, the patients’ CCG 
details were not available or the complaint related to an out of area patient.   
 


 


CCG not 
specified, 0.7% 


17.6% 


3.5% 


NHS DDES 
CCG, 6.7% 


7.6% 


19.2% 9.9% 


7.8% 


4.6% 


7.4% 


5.1% 


8.4% 


Out of area 
CCG, 1.0% 


Comparison of activity across all CCGs 
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No formal complaints led by the CCG were carried forward from the previous year. 
 
Four CCG cases were reopened during the reporting period as a result of contact 
from enquirers or complainants with outstanding issues following the previous 
response to their concern/complaint.   
 
3.1 Grade of Cases 
 
A breakdown of the cases by grade is shown in the table below. 
 


 Cases relating to residents of  
NHS DDES CCG 


Overall number handled by NECS 
Complaints Team 


Grade 
Number in 
Reporting 


Period 


Lead Organisation 
2016 


to 2017 
2015  


to 2016 
2014  


to 2015 
NHS 


DDES 
CCG 


Other 
organisation 


Formal complaint  
Handled in line with the NHS 
Complaints Procedure 


33 18 15 449 403 281 


Advice 
Advice provided to 
patient/relative on NHS 
Complaints Procedure or 
other process 


3 0 3 85 116 91 


Concern  
Resolution reached via an 
informal process 


11 3 8 189 166 132 


MP issue  
Correspondence received by 
Complaints Team and, 
following triage, passed to 
Communications Team for 
processing/response 


2 0 2 5 8 9 


Outside of NHS 
Complaints 
Procedure  
Handled as a complaint but 
outside of the criteria 
specified by NHS Complaints 
Procedure 


2 2 0 5 7 20 


Compliment 
Shared with the NECS 
Complaints Team for 
recording purposes 


0 0 0 21 13 13 


Total 51 23 28 754 713 546 
 
3.2 Acknowledgement of Complaints 
 
All cases handled in the year on behalf of the CCG were acknowledged within three 
working days.   
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3.3 Organisations Involved 
 
The following organisations led on the investigation and response.  
  


Organisation Name or Type Number of Cases 
County Durham and Darlington NHS Foundation Trust 12 
Independent Provider 2 
Newcastle Upon Tyne Hospitals NHS Foundation Trust 2 
NHS DDES CCG 23 
Non-NHS 1 
North of England Commissioning Support Unit 8 
Out of area provider 1 
Primary Care Contractor/NHS England 2 


Total 51 
 
3.4 Categories of Cases 
 
The CCG-led complaints/concerns were categorised as follows. 
 


Category Number of Cases 
Continuing Healthcare – ‘Current’ process 3 
Continuing Healthcare – Restitution 11 
Commissioning: 


1 · Children’s services 
· Out of Hours services 1 
· Patient transport 2 
· Specialist physiotherapy 1 


Communication 1 
Individual Funding Request process 1 
Staff attitude 2 


Total 23 
 
3.5 Outcomes  
 
The outcomes of the formal CCG-led complaints were as follows. 
 


Outcome Type Number of Cases 
Complaint withdrawn 2 
Not upheld 8 
Ongoing as at 31 March 2017 1 
Partially upheld 4 
Upheld 3 


Total 18 
 
Following investigation, the 2 cases which fell outside of the remit of the NHS 
complaints procedure were both partially upheld. 
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3.6 Parliamentary and Health Services Ombudsman 
 
During the reporting period, the NECS Complaints Team received communication 
from officers at the Parliamentary and Health Services Ombudsman (PHSO) or Local 
Government Ombudsman (LGO) regarding the following CCG cases. 
 
Ref Category Comments on request/outcome 
679 CHC restitution – outcome 


challenged 
Following investigation, the PHSO informed the CCG in Q1 
that this complaint was partially upheld.  However, there were 
no actions for the CCG as the issue identified in the 
investigation findings related to historic actions of the former 
Primary Care Trust. 


1133 CHC restitution – outcome 
challenged 


In Q2, the PHSO requested copies of complaint and CHC 
records in order to consider whether to investigate the 
complaint.  This was actioned accordingly. 


 
4 Themes in Complaints Received 
 
Continuing Healthcare (CHC) funding decisions and processes were the subjects 
most frequently reported in all CCG complaints and concerns coordinated by NECS 
during the reporting period; a total of 274 cases across all CCGs related to these 
topics.  The key themes identified were challenges to CHC funding decisions 
(particularly restitution claims) and delays and communication regarding the CHC 
review and reimbursement processes.  
 
No other themes were identified in complaints/concerns which the CCG led on. 
 
5 Continuous Improvement  
 
5.1 Continuing Healthcare 
 
The investigations into CHC complaints have identified a number of areas for 
improvement examples of which are shown below.  
 
Appeals process - The CHC Teams across the region continue to work jointly to 
implement a modified process for appeals to deliver an improved, standardised 
service.   
 
Communication – The CHC Teams have continued in the year to improve 
timeliness and accuracy of communication with patients/representatives.  Examples 
include: processes for quality assuring documentation and correspondence and 
continuity of service when officers leave their post.   
 
Specific improvements have been introduced with regard to the communication in 
the restitution process including: updates to claimants regarding the length of time 
for concluding their claim; greater clarification within outcome letters of the reason 
why a claim has been declined; ensuring that correspondence is sent to the 
appointed representative (where applicable).   
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Internal communication has also been the subject of recommendations following 
complaint investigations, for example: improvements in handover between CHC 
Teams and the interface between the CHC Team and Finance Team with regard to 
reimbursement payments.  
 
Responsible commissioner – The process for clarifying the responsible 
commissioner following transfer of patient between CCG areas has been reinforced 
with staff and this has formed the subject of discussion at NHS England’s Regional 
CHC Network. 
 
Family involvement – Following issues raised in complaints, extra care is now 
taken by CHC staff to ensure that families understand the explanations provided with 
regard to care records and CHC documentation. Improvements have also been 
made in communication with family members regarding CHC meetings, including 
communication of any changes to date/time and involvement of families in multi-
disciplinary team meetings.  Where decisions are delayed at the panel stage, 
updates to families are provided promptly. 
 
Restitution process – A number of lessons have been identified for consideration in 
the management of CHC restitution claims by the CCG going forward.  Examples 
include: thorough checks should be made of claims to identify any unassessed 
periods of care prior to these being closed down; care records should be requested 
from providers in a timely manner to avoid the risk of these being destroyed before 
the patient’s needs can be reviewed; dates of periods of care specified within claims 
should be screened to identify that these fall within NHS England’s agreed date 
range for reviewing previous periods of unassessed care.   
 
5.2 Complaints Handling  
 
A number of controls are in place which are audited and reviewed by the Head of 
Clinical Quality to ensure compliance with the NHS complaints procedure. Examples 
of service improvements in the complaints process introduced during 2016/2017 are 
as follows: 
 
· The CCG’s Complaints Policy was reviewed and updated during 2016 to add 


actions required in relation to complaints containing Safeguarding concerns and 
an update with regard to unplanned, face to face meetings with complainants 


· A mail merge facility has been introduced within the Safeguard, Incident and Risk 
Management System (SIRMS) for use in generating complaint correspondence  


· A change was introduced to the process for identifying investigating officers for 
CHC complaints which is aimed at streamlining and removing delays from this 
stage in the complaints process and training provided by the Complaints Team on 
this role  


· An improved process has been developed to support the team in identifying and 
tracking contacts from the PHSO 


· Information contained on NECS and CCG websites about the complaints process 
has been reviewed and updated 


· Guidance for the Complaints Team has been reviewed and updated to reflect 
latest guidance with regard to actions required in handling complaints which 
include concerns of a safeguarding nature 







7 
 


· Guidance and wording has been developed for use by the Complaints Team in 
requesting the involvement of other organisations involved in multi-agency 
complaints.  This will assist in ensuring that all parties involved provide their 
findings to NECS in the required format 


· The complaint response template letters have been revised to include details of 
whether the complaint is upheld, partially upheld or not upheld.   


· A review of the interface between the Individual Funding Request (IFR) process 
and complaints process has taken place to ensure compliance with national 
guidance and, in accordance with legal advice, draft template letters are being 
used to avoid adversely impacting on any appeal 


· Regular audits of complaints handling are undertaken to assess process 
compliance and record keeping and the learning from these audits is built into the 
Complaints Team’s development plan   


 
Author 
Katharine Humby 
Senior Clinical Quality Officer (Complaints) 
North of England Commissioning Support Unit 
 
Approved by 
Anne Greenley 
Head of Clinical Quality  
North of England Commissioning Support Unit 
 
12 April 2017 
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Meeting date: 19 September 2017 
Item No: GBIC/17/32 


 
GOVERNING BODIES IN COMMON 


DDES CCG AND NORTH DURHAM CCG 
 


Title of report: Annual Human Resources (HR) Performance Report  
for 2016/17 
 


Author of report: Sarah Lambert, Head of Corporate Services, DDES CCG 


Sponsor Director: Nicola Bailey, Chief Operating Officer, DDES CCG and North 
Durham CCG 


Date of report: September 2017 
 


Name of person presenting 
the report at the meeting: 
 


Nicola Bailey, Chief Operating Officer, DDES CCG and North 
Durham CCG 


Reason for report:   ‘ü’ 
please tick relevant category 
 


§ Information only 
  


Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Governing Bodies are asked to receive the Annual Human 
Resources (HR) Performance Reports for 2016/17 for both 
Durham Dales Easington and Sedgefield (DDES) CCG and 
North Durham CCG for information. 
 


Report status:  ‘ü’ please 
indicate relevant category  
 
 


§ Official         


Is this report confidential? 
please delete as appropriate 
 


       
§ No   
 


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 


     
§ n/a        
 


CONFLICTS OF INTEREST 
 


n/a 
 


Are any members of the 
meeting likely to have a 


 
NO   
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conflict of interest for this 
agenda item: 
 


 
 


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


Not applicable  


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


Not applicable 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘ü’ please indicate relevant 
category 
 


Not applicable 


 
Purpose of the report and 
summary of key issues: 
 
 


The HR performance reports provide the CCGs with an 
overview of workforce data for the 2016/17 financial year.  They 
include information on those staff who are paid via payroll and 
includes all permanent, fixed term, full-time, part-time and bank 
staff. 
 
DDES CCG key issues:  
 
§ 6 people left the CCG during 2016/17, 
§ Our workforce remains predominantly female, 
§ the CCG sickness rate was 1.86% and has generally 


remained at or below the regional average throughout the 
year, 


§ the estimated annual cost of sickness is £32,009.96. 
 
The main areas to highlight from the North Durham report are: 
 
§ at the end of Q3 the CCG’s headcount was 67 with a whole 


time equivalent of 44.5, 
§ the staff turnover rate for the year was calculated as being 


16.9% of the workforce, 
§ the annual sickness rate was 1.41%, 
§ throughout the year the monthly sickness absence rate 


remained on a par with or below the regional absence rate, 
§ there have been 297 calendar days lost to sickness this 


year at an estimated cost of £27,758, 
§ recent changes to IR35 the generic name for HMRC 


legislation around off payroll workers. 
 


 







 
 


3 
 


 
DDES and ND consultation 
and other approval routes 
(including outcomes): 
 
 


Meeting/route 
 
North Durham 
Management 
Executive 
Committee 
 
DDES 
Executive 
Committee 
 
DDES 
Governing 
Body 
 
Governing 
Bodies in 
Common 
 


Date  
 
09/05/17 
 
 
 
 
30/05/17 
 
 
 
11/07/17 
 
 
 
19/09/17 
 


Outcome 
 
Received 
 
 
 
 
Received 
 
 
 
Received 
 


 
Supporting documents/ 
Appendices: 


§ Appendix 1 Annual Human Resources (HR) Performance 
Report for 2016/17 – DDES CCG 


§ Appendix 2 Annual Human Resources (HR) Performance 
Report for 2016/17 – North Durham CCG 
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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: 
 


(ü) 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? 
 No 


 
 Has this report taken into account equality and diversity?  
 Not necessary  


 
 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? 
 Not necessary 


 
 Are there any clinical quality/patient safety issues identified in this report? 
 No 


 
 Does this report impact on any information governance issues? 
 No. 


Note: the report sent to the Chief Operating Officer included an  
Appendix A – staff list, 
Appendix B – staff sickness report (12 month detail), 
These have not been circulated as they included Official Sensitive: personal 
information. 
 


 Other implications 
 None identified. 


 
 


 
Author:  Sarah Lambert, Head of Corporate Services, DDES CCG 
 
Sponsor:  Nicola Bailey, Chief Operating Officer, DDES CCG and North Durham  


CCG 
 
Date:   12 September 2017 
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NHS North Durham Clinical Commissioning Group  
Summary of Complaint Activity  
1 April 2016 to 31 March 2017 


 
1 Purpose of Report 
 
The NHS North of England Commissioning Support Unit (NECS) provides 
complaints management to NHS North Durham Clinical Commissioning Group 
(CCG) as part of the Clinical Quality Service. 
 
The purpose of this report is to provide a summary of the complaints and concerns 
handled by the NECS Complaints Team on behalf of the CCG during the period       
1 April 2016 to 31 March 2017.   
 
The report also provides a summary of service improvements identified as a result of 
investigations and within the complaints handling process. 
 
2 NECS Process 
 
Complaints about NHS services received by CCGs can be categorised as follows: 
 
· Complaints relating to services commissioned by the CCG -  These are 


normally referred to the service provider for initial investigation, with oversight 
from the Complaints Team and/or the CCG  


· Multi-agency complaints that involve issues from two or more providers 
commissioned by the CCG -  These may be coordinated by the Complaints 
Team to ensure that a single response is received either from a named provider 
who takes the lead for the complaint response or by the CCG  


· Complaints relating to primary care services -  Complaints which involve a 
primary care provider (ie GP practice, community pharmacy, dental practice, 
optician) are referred to NHS England in accordance with their complaints 
management process 


· Complaints about the CCG or decisions made by the CCG -  These are 
coordinated and managed on behalf of the CCG by the Complaints Team, with 
input from the relevant technical experts within the CCG/NECS 


· NECS corporate complaints - Complaints regarding the actions of NECS 
officers or NECS corporate functions are managed and led by NECS  


 
In addition to the co-ordination of formal complaints handled under the NHS 
complaints procedure, the Complaints Team also manages queries and concerns 
which are raised on an informal basis. 
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Each case is considered individually by the Complaints Team and the complainant to 
identify the most appropriate method for handling and resolving a query, concern or 
complaint.  A case may be resolved through the provision of advice to the enquirer, 
for example advice on the NHS complaints procedure.  Some cases are resolved 
without the need for processing under the NHS complaints procedure, examples 
include concerns which require immediate intervention or a problem solving 
approach by the Complaints Team and/or other CCG/NECS colleagues.  
 
3 CCG Complaints Activity  
 
It should be noted that this report provides a breakdown only for complaints which 
are received direct by the CCG or the Complaints Team. The majority of complaints 
regarding provider organisations are made direct with the service provider.  
Complaint reports from provider organisations which detail trends, themes and 
lessons learned relating to their services are reviewed as part of the Clinical Quality 
Review Group for that provider. 
 
During the reporting period, across the eleven CCGs the Complaints Team handled 
a total of 754 cases from patients or their representatives compared to 713 in the 
previous year.  A total of 75 cases were handled on behalf of NHS North Durham 
CCG (67 in the previous year).  As shown in the chart below, this equates to 9.9% of 
the cases handled overall.  The number of cases handled during the year across 
North East and Cumbria CCGs ranged from 145 to 28 per CCG, though it should be 
noted that the populations of these CCGs vary considerably.  In 14 cases, the 
patients’ CCG details were not available or the complaint related to an out of area 
patient.   
 


 
 


CCG not 
specified, 0.7% 


17.6% 


3.5% 


6.7% 


7.6% 


19.2% 


NHS North 
Durham CCG, 


9.9% 


7.8% 


4.6% 


7.4% 


5.1% 


8.4% 


Out of area 
CCG, 1.0% 


Comparison of activity across all CCGs 
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Three formal complaints led by the CCG were carried forward from the previous 
year; these related to Continuing Healthcare (CHC) decisions/processes; of these 
one complaint was subsequently withdrawn and two were upheld following 
investigation. 
 
Nine CCG cases were reopened during the reporting period as a result of contact 
from enquirers or complainants with outstanding issues following the previous 
response to their concern/complaint.   
 
3.1 Grade of Cases 
 
A breakdown of the cases by grade is shown in the table below. 
 


 Cases relating to residents of  
NHS North Durham CCG 


Overall number handled by NECS 
Complaints Team 


Grade 
Number in 
Reporting 


Period 


Lead Organisation 
2016 


to 2017 
2015  


to 2016 
2014  


to 2015 
NHS 


North 
Durham 


CCG 


Other 
organisation 


Formal complaint  
Handled in line with the NHS 
Complaints Procedure 


46 32 14 449 403 281 


Advice 
Advice provided to 
patient/relative on NHS 
Complaints Procedure or 
other process 


5 3 2 85 116 91 


Concern  
Resolution reached via an 
informal process 


18 9 9 189 166 132 


MP issue  
Correspondence received by 
Complaints Team and, 
following triage, passed to 
Communications Team for 
processing/response 


0 0 0 5 8 9 


Outside of NHS 
Complaints 
Procedure  
Handled as a complaint but 
outside of the criteria 
specified by NHS Complaints 
Procedure 


1 0 1 5 7 20 


Compliment 
Shared with the NECS 
Complaints Team for 
recording purposes 


5 0 5 21 13 13 


Total 75 44 31 754 713 546 
 
3.2 Acknowledgement of Complaints 
 
All cases handled in the year on behalf of the CCG were acknowledged within three 
working days.   
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3.3 Organisations Involved 
 
The following organisations led on the investigation and response.  
  


Organisation Name or Type Number of Cases 
City Hospitals Sunderland NHS Foundation Trust 2 
County Durham and Darlington NHS Foundation Trust 13 
Gateshead Health NHS Foundation Trust 1 
Newcastle Upon Tyne Hospitals NHS Foundation Trust 2 
NHS North Durham CCG 44 
North of England Commissioning Support Unit 10 
Primary Care Contractor/NHS England 2 
Tees, Esk and Wear Valleys NHS Foundation Trust 1 


Total 75 
 
3.4 Categories of Cases 
 
The CCG-led complaints/concerns were categorised as follows. 
 


Category Number of Cases 
Continuing Healthcare – ‘Current’ process 4 
Continuing Healthcare – Restitution 23 
Commissioning:  


· Brain injury rehabilitation 1 
· Children’s services 1 
· Mental health services 1 
· Patient transport 3 
· Podiatry 1 
· Referral management system 2 
· Transfer between care homes  1 
· Wheelchair services 2 


Individual Funding Request process 5 
Total 44 


 
3.5 Outcomes  
 
The outcomes of the formal CCG-led complaints were as follows. 
 


Outcome Type Number of Cases 
Complaint withdrawn 1 
Not upheld 18 
Ongoing as at 31 March 2017 3 
Partially upheld 7 
Upheld 2 
For information purposes only (Local Government Ombudsman 
report) 


1 


Total 32 
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3.6 Parliamentary and Health Services Ombudsman 
 
During the reporting period, the NECS Complaints Team received communication 
from officers at the Parliamentary and Health Services Ombudsman (PHSO) or Local 
Government Ombudsman (LGO) regarding the following CCG cases. 
 


Ref Category Comments on request/outcome 
1295 CHC 


restitution – 
outcome 
challenged 


In Q1 the PHSO requested copies of CHC records in order to consider 
whether to investigate the complaint.  This was actioned accordingly. 


1664 CHC 
restitution – 
outcome 
challenged 


In Q4 the PHSO requested the complaint file and CHC record, which were 
provided accordingly. 


1812 CHC 
restitution – 
outcome 
challenged 


In Q4 an informal query was received and responded to from PHSO. 


 
4 Themes in Complaints Received 
 
Themes identified in CCG-led complaints/concerns were Continuing Healthcare 
(CHC) processes/decision and Individual Funding Requests (IFR). 
 
CHC funding decisions and processes were the subjects most frequently reported in 
all CCG complaints and concerns coordinated by NECS during the reporting period; 
a total of 274 cases across all CCGs related to these topics.  The key themes 
identified were challenges to CHC funding decisions (particularly restitution claims) 
and delays and communication regarding the CHC review and reimbursement 
processes.  
 
5 Continuous Improvement  
 
5.1 Continuing Healthcare 
 
The investigations into CHC complaints have identified a number of areas for 
improvement examples of which are shown below.  
 
Appeals process - The CHC Teams across the region continue to work jointly to 
implement a modified process for appeals to deliver an improved, standardised 
service.   
 
Communication – The CHC Teams have continued in the year to improve 
timeliness and accuracy of communication with patients/representatives.  Examples 
include: processes for quality assuring documentation and correspondence and 
continuity of service when officers leave their post.   
 
Specific improvements have been introduced with regard to the communication in 
the restitution process including: updates to claimants regarding the length of time 
for concluding their claim; greater clarification within outcome letters of the reason 
why a claim has been declined; ensuring that correspondence is sent to the 
appointed representative (where applicable).   
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Internal communication has also been the subject of recommendations following 
complaint investigations, for example: improvements in handover between CHC 
Teams and the interface between the CHC Team and Finance Team with regard to 
reimbursement payments.  
 
Responsible commissioner – The process for clarifying the responsible 
commissioner following transfer of patient between CCG areas has been reinforced 
with staff and this has formed the subject of discussion at NHS England’s Regional 
CHC Network. 
 
Family involvement – Following issues raised in complaints, extra care is now 
taken by CHC staff to ensure that families understand the explanations provided with 
regard to care records and CHC documentation. Improvements have also been 
made in communication with family members regarding CHC meetings, including 
communication of any changes to date/time and involvement of families in multi-
disciplinary team meetings.  Where decisions are delayed at the panel stage, 
updates to families are provided promptly. 
 
Restitution process – A number of lessons have been identified for consideration in 
the management of CHC restitution claims by the CCG going forward.  Examples 
include: thorough checks should be made of claims to identify any unassessed 
periods of care prior to these being closed down; care records should be requested 
from providers in a timely manner to avoid the risk of these being destroyed before 
the patient’s needs can be reviewed; dates of periods of care specified within claims 
should be screened to identify that these fall within NHS England’s agreed date 
range for reviewing previous periods of unassessed care.   
 
5.2 Complaints Handling  
 
A number of controls are in place which are audited and reviewed by the Head of 
Clinical Quality to ensure compliance with the NHS complaints procedure. Examples 
of service improvements in the complaints process introduced during 2016/2017 are 
as follows: 
 
· The CCG’s Complaints Policy was reviewed and updated during 2016 to add 


actions required in relation to complaints containing Safeguarding concerns and 
an update with regard to unplanned, face to face meetings with complainants 


· A mail merge facility has been introduced within the Safeguard, Incident and Risk 
Management System (SIRMS) for use in generating complaint correspondence  


· A change was introduced to the process for identifying investigating officers for 
CHC complaints which is aimed at streamlining and removing delays from this 
stage in the complaints process and training provided by the Complaints Team on 
this role  


· An improved process has been developed to support the team in identifying and 
tracking contacts from the PHSO 


· Information contained on NECS and CCG websites about the complaints process 
has been reviewed and updated 
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· Guidance for the Complaints Team has been reviewed and updated to reflect 
latest guidance with regard to actions required in handling complaints which 
include concerns of a safeguarding nature 


· Guidance and wording has been developed for use by the Complaints Team in 
requesting the involvement of other organisations involved in multi-agency 
complaints.  This will assist in ensuring that all parties involved provide their 
findings to NECS in the required format 


· The complaint response template letters have been revised to include details of 
whether the complaint is upheld, partially upheld or not upheld.   


· A review of the interface between the Individual Funding Request (IFR) process 
and complaints process has taken place to ensure compliance with national 
guidance and, in accordance with legal advice, draft template letters are being 
used to avoid adversely impacting on any appeal 


· Regular audits of complaints handling are undertaken to assess process 
compliance and record keeping and the learning from these audits is built into the 
Complaints Team’s development plan   


 
Author 
Katharine Humby 
Senior Clinical Quality Officer (Complaints) 
North of England Commissioning Support Unit 
 
Approved by 
Anne Greenley 
Head of Clinical Quality  
North of England Commissioning Support Unit 
 
12 April 2017 
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Annual Report 


2016 - 2017 
 


Chairman’s Report 
The Area Prescribing Committee has now been 


established for six years. 


It continues to be well attended by 


representatives from all member organisations 


who to work together to address their shared 


agenda. 


It has an established position of influence and 


authority on medicine related issues throughout 


the local health economy. 


 
Dr Ian Davidson 


Director of Quality and Safety 


North Durham CCG 


Area Prescribing Committee Chair 


 


Meeting Attendance 
The County Durham and Darlington APC serves 


the following participating organisations:  


• NHS Darlington CCG 


• North Durham CCG 


• NHS Durham Dales, Easington & 


Sedgefield CCG 


• County Durham and Darlington NHS 


Foundation Trust (CDDFT) 


• Tees,   Esk   and   Wear   Valleys   NHS 


Foundation Trust (TEWV) 


• County Durham Local Authority 


• Darlington Local Authority 


Membership of the APC comprises a wide variety 


of professional, clinical, commissioning, 


managerial and organisational backgrounds. A 


full list of members is published on the County 


Durham & Darlington APC webpage at:  


http://medicines.necsu.nhs.uk/committees/durha


m-darlington-committees/ 


The full terms of reference of the committee can 


be found on the same website: 


http://medicines.necsu.nhs.uk/committees/durha


m-darlington-committees/ 
 


The committee meets in Durham on a bi-monthly 


basis, with meetings occurring on the first 


Thursday of every other month between April 


2016 and March 2017 the Committee met six 


times. 


All APC and its sub-group members complete a 


Declarations of Interest Form on an annual basis 


and update the chair on any potential conflicts of 


interest at each meeting. 
 


Ratified Documents 
Guidelines: 


 Erectile Dysfunction (May 2016) 


 Regional Antimicrobial Guidelines for Primary 


Care (May 2016) 


 Type 2 Diabetes Guidelines (May/Nov 2016) 


 FATS7 Lipid Management (July 2016) 


 Local Drug Monitoring Guidelines (Sep 2016) 


 ADHD Treatment Algorithm (Nov 2016) 


 Management of Chronic Constipation (Nov 


2016) 


 Sacubitril/Vasartan Pathway (Jan 2017) 


 COPD (Jan 2017) 


 Magnesium Supplements in Primary Care (Mar 


2017) 


 Blood Glucose Testing (Mar 2017) 
 


Shared Care Guidelines: 


 Riluzole (May 2016) 


 Lisdexamfetamine (January 2017) 
 


Other:  


 APC Guidelines Checklist 


 Local guidance on Letrozole & DEXA scans 


 Do Not Prescribe List (Sep 2016) 


 Grey List (Nov 2016) 


 Patient Decision Aids Resource (Sep 2016) 


 Ciclosporin eye drops leaflet for GPs 


 Nutilis Clear Thickener Switch Guideline 


 TEWV Transfer of Prescribing Document  
 


New Drug Applications Considered 
 Nefopam – removed from formulary May 2016 


 Invicorp® - not approved May 2016 



http://medicines.necsu.nhs.uk/committees/durham-darlington-committees/

http://medicines.necsu.nhs.uk/committees/durham-darlington-committees/

http://medicines.necsu.nhs.uk/committees/durham-darlington-committees/

http://medicines.necsu.nhs.uk/committees/durham-darlington-committees/
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 Nutilis Clear Thickener – approved May 2016 


 Guanfacine – approved May 2016 


 Ciclosporin 0.1% eye drops – approved July 


2016 


 Pivmecillinam – approved July 2016 


 Prednisolone 30mg tablets – not approved July 


2016 


 Grazax – approved Sept 2016 


 Sublingual sufentanil – approved Sept 2016 


 Alendronate 70mg effeverscent – not approved 


Sep 2016 


 Alliance Calcium Syrup – approved Nov 2016 


 Enstilar® Cutaneous foam – approved Nov 


2016 


 Ivermectin cream 1% - approved Nov 2016 


 Insulin Degludec 100iu/ml – approved Jan 


2017 


 Spiriva Respimat® - approved Jan 2017 


 Tiotropium Braltus® - approved Jan 2017 


 Spiolto Respima®t – approved Jan 2017 


 


Subgroups 
Formulary Subgroup 


The formulary subgroup comprises of 


representatives from each of the local CCGs, 


TEWV, CDDFT and the Regional Drug and 


Therapeutics Centre. It has met on alternate 


months throughout 2015-16 to progress the work 


of the group and the APC. 


It continues to develop and maintain the joint 


County Durham & Darlington Formulary which 


can be found at: http://formulary.cdd.nhs.uk/ 


With the support of the RDTC regular horizon 


scanning is undertaken, and compliance with 


NICE Technology Appraisals and Northern 


Treatment Advisory Group recommendation is 


ensured. The group also updates the formulary 


with MHRA Drug Safety Updates as necessary. 


 


Associated Committees 
The APC has close links with other committees in 


order to foster an integrated approach to 


developing guidance and advice on medicines 


related issues. These groups include: 
 


 Local Primary Care Prescribing Groups 


 CDDFT Clinical Standards & Therapeutics 


Committee 


 TEWV Drug & Therapeutics Committee 


 Local High Cost Drugs Subgroup 
 


Communication 
The North of England Commissioning Support 


Unit, Medicines Optimisation Website contains a 


section for the APC: 


http://medicines.necsu.nhs.uk/committees/durha


m-darlington-committees/ 


 


http://medicines.necsu.nhs.uk/guidelines/durham-


darlington-guidelines/ 
 


The website was developed to improve 


communication and make key documents more 


accessible to stakeholders and has open access 


for prescribing guidelines, APC minutes and key 


documents, All prescribing guidelines, shared 


care guidelines and prescribing memos ratified by 


the committee are available on the website. 


 


APC decisions and feedback is a standing 


agenda item on TEWV’s Drug and Therapeutics 


Committee agenda. Prescribing decisions and 


agreements are disseminated throughout TEWV 


via the Safe and Effective Medicines Bulletins. 
 


Plans for the future 
 Regional Medicine Optimisation Committees -  


The APC chair is contributing to discussions 


on these proposals and the APC role may 


change if and when these proposals progress 


from April 2017. 


 To continue to maintain an effective Area 


Prescribing Committee that proactively delivers 


safe and efficient use of medicines within the 


County Durham and Darlington health 


economy. 



http://formulary.cdd.nhs.uk/

http://medicines.necsu.nhs.uk/committees/durham-darlington-committees/

http://medicines.necsu.nhs.uk/committees/durham-darlington-committees/

http://medicines.necsu.nhs.uk/guidelines/durham-darlington-guidelines/

http://medicines.necsu.nhs.uk/guidelines/durham-darlington-guidelines/
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Meeting date: 19 September 2017 


Item No: GBIC/17/28 


GOVERNING BODIES IN COMMON 
 DDES CCG AND NORTH DURHAM CCG 


 
Title of report: Emergency Planning, Resilience and Response (EPRR) 


Self-assessment and Statement of Compliance 
North Durham CCG and DDES CCG 


Author of report: Sarah Lambert, Head of Corporate Services, DDES CCG 


Sponsor Director: Nicola Bailey, Chief Operating Officer, DDES CCG and North 
Durham CCG 


Date of report: September 2017 
 


Name of person presenting 
the report at the meeting: 
 


Nicola Bailey, Chief Operating Officer, DDES CCG and North 
Durham CCG 


Reason for report:   ‘ü’ 
please tick relevant category 
 


§ Information only  


Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Governing Bodies are asked to receive the report for 
information noting that: 
 
§ the EPRR self-assessment and Statement of Compliance 


for North Durham CCG and DDES CCG was approved by 
Executives in Common on 22 August 2017, 


§ the same were subsequently submitted to NHS England on 
24 August 2017. 


 
Report status:  ‘ü’ please 
indicate relevant category  
 
 


§ Official           
 


Is this report confidential? 
please delete as appropriate 
 


        
§ No   
 


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 


    
§ n/a        
 


CONFLICTS OF INTEREST 
 
 


n/a 
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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 


 
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? 
 
‘ü’ please indicate relevant 
category 
 


§ n/a 
 


 
Purpose of the report and 
summary of key issues: 
 
 


CCGs are required to submit a self-assessment against the 
national EPRR (Emergency Planning, Resilience and 
Response) Core Standards each year as set by NHS England. 
 
This provides assurance that the CCGs have the systems and 
processes in place to be able to respond appropriately to a 
major incident affecting day to day business for the CCGs or in 
primary care. 
 
The attached Statements of Compliance were approved at 
Executives in Common on 22 August 2017 and have 
subsequently been submitted to NHS England. 
  
§ DDES CCG is at a substantial compliance level having one 


core standard not in place.  This is the Mutual Aid 
agreement which is felt not to be required due to the agile 
way we work already across sites and across organisations.  
The CCG has informal arrangements in place already for 
staff to work at different locations and so the need for a 
formal mutual aid agreement is not there.  This was 
confirmed after a communications test in September 2016. 


 
§ North Durham CCG is at a partial level of compliance 


having six or more of the EPRR core standards outstanding.  
These are highlighted Amber in the self-assessment 
spreadsheet/action plan for North Durham with subsequent 
actions and timescales for completion identified alongside. 
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Consultation and other 
approval routes (including 
outcomes): 
 
 


Meeting/route 
Executives in Common 
 
 
 
Governing Bodies in 
Common 


Date  
22.8.17 
 
 
 
19.9.17 
 


Outcome 
Approved for 
submission to 
NHSE 
 


 
Supporting documents/ 
Appendices: 


§ Appendix 1 Statement of Compliance North Durham CCG 
§ Appendix 2 Statement of Compliance DDES CCG 
§ Appendix 3 Self-assessment and Action plan North Durham 


CCG 
§ Appendix 4 Self-assessment and action plan DDES CCG 


 
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: 
 


(ü) tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
ü Yes – without adequate Business continuity measures in place the CCG is at risk 


of being unable to fulfil its day to day duties for prolonged periods of time 
 Does this report impact on the environment/sustainability of the CCG? 
ü 
 


Yes – sustainability could be affected without robust emergency planning in place 


 Does this report have legal implications? 
ü Yes – NHS Organisations are required to comply with the Civil Contingencies Act. 


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


this report 
ü Yes if there were an incident affecting the CCG, staffing and resource would be 


required to coordinate the response. 
 Has this report taken into account equality and diversity?  
 No 


 
 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? 
ü Business  continuity and the approval of plans are a requirement of the annual 


Information Governance Toolkit submission 
 Other implications 
 None identified 
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