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    Additional Formal Executive Committee 


11 April 2017 
 


CONFIRMED MINUTES 
 


Present: 
Stewart Findlay  Chief Clinical Officer 
Nicola Bailey   Chief Operating Officer   
Gill Findley   Director of Nursing 
Joseph Chandy  Director of Primary Care, Partnerships and Engagement 
Sarah Burns   Director of Commissioning 
 
 
In Attendance: 
Winny Jose    Locality Lead – Sedgefield 
Colin Scott   Locality Lead - Sedgefield 
Robin Armstrong  Locality Lead – Easington 
Dilys Waller   Locality Lead – Durham Dales 
Sue Humpish  Executive Assistant – Minutes 
Margaret Coyle  Executive Assistant 
 
Apologies:  
Mark Pickering  Chief Finance Officer 
James Carlton  Medical Adviser / Locality Lead – Durham Dales 
Lesley Jeavons  Director of Integration 
  


Item No 
 


 Action 


1. Chronic Pain Management – Update 
 
The paper provided an update on the progress against the ‘critical path’ 
deliverables in relation to the development of the chronic pain management 
pathway and the current position of acupuncture, TENS and Bowen 
procedures. 
 
Within the project plan critical path, CDDFT had been tasked with re-
establishing the community pain service in line with the existing service 
specification by 31 March 2017.  However, this had not been achieved and 
the delay had an adverse impact on the entire project. 
 
Notification of the intention to re-procure was issued on 4 April 2017. The 
Trust the belatedly submitted proposed models, but it was felt that the CCGs 
would be exposed to increased risk and cost.  Because CDDFT had not 
fulfilled its agreed obligations, it was proposed that the re-procurement 
exercise continue. 
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Should the group opt to procure, timescales would mean that the new 
contract would be awarded by October 2017 and a gap in service provision 
would need to be addressed.  Colleagues discussed the different options set 
out in the report and reviewed the numbers of patients awaiting treatment. 
 
A discussion took place including: Clinical leads were clear that patients on 
the waiting list should receive NICE-compliant acupuncture only and that 
Bowens procedure would not be funded; GPs having direct access to 
service; additional pain management clinics in the community; the number of 
DDES patients on the waiting list; funding arrangements (block contract); 
and the expectation that the new arrangements would minimise follow ups 
which were high in acute care. 
 
The Executive Committee:  


 noted the content of the report; 


 agreed to re-procure the chronic pain management service and enact the 
procurement plan;  


 agreed to continue community clinics until October; 


 agreed that the CCG will only pay for NICE compliant procedures. 
 


 


 


 


Signed:  
 
Title: Chief Clinical Officer 
 
Date: 2.5.2017 
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   DDES AND NORTH DURHAM CCGs 
EXECUTIVES IN COMMON 


 


21 February 2017 
Boardroom, Rivergreen Centre 


 


CONFIRMED MINUTES 
 


Present:   


Stewart Findlay  Chief Clinical Officer (Chair) DDES CCG 


Sarah Burns  Director of Commissioning DDES CCG 
Gill Findley  Director of Nursing DDES and North Durham CCGs 
Joseph Chandy Director of Primary Care, Partnerships and 


Engagement / Director of Primary Care 
Development and Innovation (non-clinical) 


DDES and North Durham CCGs 


Michael Houghton Director of Commissioning and 
Development 


North Durham CCG 


Richard Henderson Chief Finance Officer North Durham CCG 
   


In Attendance:   
Sarah Lambert Head of Corporate Services DDES CCG 
Sue Humpish Executive Assistant (Minutes) DDES CCG 
Kate Huddart (part) Head of Medicines Optimisation DDES CCG 
Rob Milner (part) Head of Service DDES CCG 
Keith Allan Public Health Representative Durham County Council 
David Smart Clinical Chair North Durham CCG 
Jill Matthewson Head of Corporate Services North Durham CCG 
Lesley Jeavons Director of Integration North Durham and DDES CCGs 
Greg Burke (part) Secretary Local Prescribing Group 
Rob Pitt (Part) Vice Chair Local Prescribing Group 
   
Apologies:   
James Carlton Medical Advisor DDES CCG 
Mark Pickering Chief Finance Officer DDES CCG 
Nicola Bailey  Chief Operating Officer DDES and North Durham CCGs 
Ian Davidson Director of Quality and Safety North Durham CCG 
Neil O’Brien Chief Clinical Officer North Durham CCG 
Mike Brierley  Director of Corporate Programmes, 


Delivery and Operations 
North Durham CCG 


Patrick Ojechi Director of Primary Care, Development  
and Innovation (Clinical) 


North Durham CCG 


 


Item No 
 


 Action 


EIC/16/117 Apologies for absence 
 


Colleagues were welcomed to the meeting and apologies noted. 
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EIC/16/118 Declarations of Conflicts of Interest 
 
JCh and DS declared an interest in the following agenda items because 
they were practice manager and partner respectively in DDES/North 
Durham practices that would be affected by any decisions made.  As a 
result they would be involved in discussions, but not in any decision 
making.  These items were: EIC-16-122, 125, 126, 132, 133, 134, 135, 139 
and AOB item about GP federations. 
 


 


EIC/16/119 Minutes of the meeting held on 17 January 2017 
 
The minutes were accepted as a true record. 
 


 


EIC/16/120 Matters arising from the meeting held on 17 January 2017 
 
There were no matters arising. 
 


 


EIC/16/121 Review of action log 
 
The action lot was reviewed and updated. 
 


 


EIC/16/122 Prescribing Engagement Scheme 2017/18 Proposal 
 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
 
Kate Huddart attended the meeting to speak to the report which set out a 
proposed prescribing engagement scheme for 2017/18 which was aligned 
with national priorities including NHS England Quality Premium and a local 
review of Right Care data. 
 
The scheme focussed on financial outcomes and quality and it was 
expected that with the Right Care measures, the scheme could be 
implemented with no adverse effect on the health and wellbeing of the 
population. 
 
Colleagues discussed potential savings and feedback from some practices 
about the financial aspects of the scheme.  The difference between the two 
CCGs was around how this would be funded.  In DDES this would form 
part of the practice target funding.  In North Durham it had been suggested 
to fund all practices at 75p per head, though this needed to be confirmed. 
 
The non-conflicted members of the Executives in Common: 


 approved the Prescribing Engagement Scheme for 2017/18 
 
ACTION: RH to confirm North Durham CCG’s funding arrangements. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


RH 
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EIC/16/123 (Pilot) Out of hours specialist helpline / Marie Curie Hospice 
 
The report detailed the rationale to pilot an out of hours professional advice 
line for end of life and palliative care across County Durham funded via a 
fair share approach for 12 months. 
 
The proposed pilot would allow capping of out of area placement spend 
and was expected to be a significant step towards 24/7 cover for end of life 
and palliative care in line with NICE recommendations.  It would be robustly 
evaluated including around demand and financial pressures. 
 
It was noted that paragraph one of the report should state £150k not £150. 
 
A question was raised as to why this advice was not being provided 
regionally through 111 and the response was made that that it was a 
specialist advice line that was not available through 111, though during the 
pilot year a regional approach could be considered with Marie Curie. 
 
Colleagues discussed the proposed funding arrangements and how usage 
differed between CCGs.  
 
The Executives in Common: 


 agreed that SF would check regionally if this pilot would duplicate other 
regional schemes; 


 agreed that if this was NOT a duplication, that the CCGs would support 
the pilot for 12 months; 


 agreed that rather than a fair share arrangement between the County 
Durham and Darlington CCGs, costs would be split based on historical 
activity levels with a reconciliation to be performed at the end of the 
year to compare to actual activity levels. 


 
ACTION: SF to check regionally if this pilot would duplicate any 
existing schemes. 
 
ACTION: SF to raise the question of whether 111 could provide this 
advice service in the future and if it was likely that it could happen in 
the coming financial year. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SF 
 
 
SF 
 


EIC/16/124 Revised Memorandum of Understanding between North Durham, 
DDES and Darlington CCGs relating to the hosting and financial 
arrangements of the safeguarding children and adult teams 
 
As part of the action plan resulting from the Audit One review of 
safeguarding children and adults arrangements across the three CCGs, the 
Memorandum of Understanding had been revised to reflect changes in 
national guidance and legislation, responsibilities for securing the services 
of professionals, oversight of designated doctors and team structures.  
There were no financial implications. 
 
The Executives in Common: 


 Approved the revised Memorandum of Understanding. 
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EIC/16/125 GP Choices comparison with the new national GP Health Service 
 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
 
NHS England had launched a new GP health service to provide a free and 
confidential service for GPs and GP trainees working or looking to return to 
clinical practice in England who were suffering with a mental health 
concern, including stress or depression. 
 
The report highlighted the difference between this scheme and local 
schemes commissioned by CCGs and indicated that there was an 
opportunity to decommission those local schemes to realise savings. 
 
A discussion took place covering: Funding of GP Choices was not 
mandated and was not provided by other CCGs; the gap analysis between 
the two schemes determined that GP Choices covered GPs, practice staff 
and dentists but the NHSE service would not include Locum services that 
were provided by GP choices; practices should perhaps be required to pay 
for their own occupational health service; a full impact assessment had not 
been carried out. 
 
It was pointed out that the NHS England scheme was only for GPs and 
practices would have to ensure that they had access to alternative 
occupational health schemes for their other employed staff.  Nurses in 
particular would be a vulnerable group over the coming years as numbers 
reduced. 
 
The non-conflicted members of the Executives in Common: 


 agreed that impact assessments were required before a final decision 
could be made. 


  The preferred option was to decommission GP choices as soon as 
feasible; 


 agreed to add to the agenda for the next month’s meeting for a final 
review of the proposals with the impact assessment completed. 


 
ACTION: MB/NB to undertake impact assessments of 
decommissioning the scheme and report back on proposals at the 
next meeting. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MB/NB 
 


EIC/16/126 Managed Repeats by Community Pharmacy Update 
 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
  
Greg Burke, Rob Pitt and Kate Huddart were present for the item. 
 
The report provided an update on last 6 month’s work with the County 
Durham LPC regarding managed repeats by community pharmacies. 
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There had been 13 incidents reported involving 9 pharmacies across the 
two CCGs so far, with a concentration in Consett and Stanley.  At the date 
of the EIC meeting, 95% of pharmacies had signed up to the Memorandum 
of Understanding with just seven outstanding. 
 
Work was being done to look at default intervals for on demand drugs to 
ensure that they were suitable.  In light of paperless prescribing, practices 
would need to ensure that patients received any messages that would 
normally be included.  This could be done via the pharmacy. 
 
The non–conflicted members of the Executives in Common: 


 noted the progress made with the MOU with community pharmacies 
and sign up to date; 


 acknowledged the direction of travel by the NE prescribing Forum on 
managed repeats; 


 noted that DDES CCG had been nominated to lead on managed 
repeats and addressing repeat prescribing waste across the North East 
(resulting in resource implications for the MO Team); 


 agreed that once the deadline for signing the MOU had passed, that the 
names of all community pharmacies not signed up would be notified to 
all member practices requesting them not to accept third party ordering 
from them; 


 agreed that the LPC would be made aware of the ‘offending’ 
pharmacies in order that support could be provided to rectify the 
situation.  This would be done in the form of high level trends rather 
than confidential incident information and after three reportable 
incidents. 


 


EIC/16/127 Local Quality Requirements for DDES CCG ‘Small Contracts’ 
 
The item was deferred to the next meeting. 
 


 


EIC/16/128 Domestic Violence in the workplace 
 
The policy ensured that both victims and perpetrators of domestic abuse 
were aware of the support available within the CCGs and provided 
guidance to line managers supporting staff.  The Safeguarding Team had 
requested an extension of the review date to 2020. 
 
The Executives in Common: 


 Approved the request to review the extension of the policy. 
 


 


EIC/16/129 Human Resources (HR) Policies report 
 
The report outlined changes to two HR policies as agreed by the HR 
Reference Group and HR Partnerships Forum on 16 December 2016. 
 
Freedom to Speak Up (previously whistleblowing) 
Amended and renamed as a result of new guidance.  Committed CCGs to 
investigating any concerns raised by employees and other workers who 
had reasonable belief of malpractice in the organisation and were 
encouraged to feel confident in raising their concerns. 
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DDES had appointed David Taylor-Gooby as its Freedom to Speak Up 
guardian. 
 
ACTION: JM/DS to ensure that North Durham appointed its Freedom 
to Speak Up Guardian. 
 
Other Leave Policy 
Amended to include staff entitlements should they wish to have time off 
work to be a volunteer. 
 
The Executives in Common: 


 received the update report; 


 noted that David Taylor-Gooby was DDES CCG’s Freedom to Speak 
Up Guardian, and that North Durham was yet to appoint; 


 agreed to ratify the Freedom to Speak Up and Other Leave policies; 


 agreed to share the policies with staff. 
 


ACTION: SL and JM to share the Freedom to Speak Up and Other 
Leave policies with staff and publish on GP TeamNet and CCG 
websites. 
 


 
 
 
 


JM/DS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SL/JM 


EIC/16/130 Local policy and procedures for the management of general 
practitioner professional performance 
 
Revisions to the policy had been made to reflect changes to: revised 
statutory conflicts of interest guidance for CCGs; NECS representation in 
the terms of reference; date of publication of Medical Profession 
(responsible officer) amendment regulations; and inclusion of the 
performance referral form template. 
 
The Executives in Common: 


 approved the revised policy for adoption by DDES and North Durham. 
 


 


EIC/16/131 Learning Disability Transforming Care update 
 
The CCGs were currently subject to rigorous scrutiny regarding the 
discharge of patients with learning disabilities by the end of March, 
including weekly phone calls with NHS England. 
 
There were nine North Durham and 10 DDES patients in the discharge 
cohort and plans were in place for each individual but the process was 
complex to manage and had to be closely monitored to ensure the needs 
of the patients were being met safely. 
 
It was highlighted that the inpatient facilities opening shortly to provide 
living accommodation to people with learning disabilities did not appear to 
have centralised gatekeeping arrangements to ensure that the scheme 
released inpatient beds as per the transformation plan. 
 
ACTION: GF to speak to Nicola Bailey to ensure that this was picked 
up in the transforming care agenda.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GF 
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It was understood that the possible issues around the local authority 
support to discharge arrangements for one particular patient had been 
addressed. 
 


EIC/16/132 Community Hubs update 
 
This item was discussed as part of a confidential meeting. 
 


 


EIC/16/133 Future Direction of Community Pharmacy 
 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
 
Kate Huddart, Rob Pitt and Greg Burke were present for the item. 
 
An update was provided on the future direction of travel of community 
pharmacies and how they could best be utilised to support commissioners 
to respond to the financial and operational pressures facing the NHS as 
well as enabling more integrated care for the population. 
 
The recommendations made in the Community Pharmacy Clinical Services 
Review undertaken by the Kings Fund gave further structure about how 
best to use services within community pharmacy to enable their expertise 
to benefit patients. 
 
The LPC had so far been unsuccessful in its attempts to engage in the STP 
process and a request for assistance from the CCGs was made.  The LPC 
was, however, involved in the regional Urgent and Emergency Care 
Network and the Local A&E Delivery Board. 
 
ACTION: LJ, MH, GB and RP to discuss Team Around Practice and 
pharmacy links. 
 
ACTION: LJ to ensure that a pharmacy representative was invited 
onto the Out of Hospital group. 
 
The Executives in Common: 


 received the report for information. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


LJ, MH, 
GB, RP 


 
LJ 


EIC/16/134 Community Pharmacy Minor Ailments Scheme DDES and North 
Durham CCGs Evaluation Report September to December 2016 
 
Kate Huddart, Greg Burke and Rob Pitt were present for the item. 
 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
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The report provided an update on activity and spend on the minor ailments 
scheme for September to December 2016 since changes were made to the 
scheme and outlined potential options for the future.   
 
The group discussed the decrease in spend and consultations and it was 
noted that 7,066 GP appointments had been avoided over a six month 
period.   
 
The majority of users of the minor ailments scheme were families and 
children and that the new under 5s app should encourage more self-
treatment.  Anecdotally, the current media campaign about using the 
pharmacy for colds had not had any noticeable impact and it was not 
possible to fundamentally change behaviours.  There were differences 
between different parts of each CCG’s populations in terms of levels of 
self-treatment. 
 
A request was made that the CCGs consider extending the minor ailments 
formulary and the LPC offered to assist with this.  The CCGs recognised 
that there was scope to look at the scheme, but also to learn from other 
CCGs rather than redesign the scheme – especially given that a new 
national scheme was on the horizon. 
 
The Executives in Common:  


 Received the report. 
 


EIC/16/135 Cumbria and North East Medicines Optimisation Forum 
 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
 
Kate Huddart was present for the item. 
 
The report shared the draft Terms of Reference for the Forum that had 
been tasked with developing regional medicines optimisation workstreams 
including regional QIPP.  Its current workstreams were: reduce gluten free 
prescribing; reduce over the counter medications supplied at NHS expense 
for acute analgesia and hay fever; and to reduce waste.  The group 
discussed membership of the Forum and its decision making authority. 
 
It was indicated at this point that a number of the bigger QIPP savings 
relied upon certain decisions and actions being taken by the Value Based 
Commissioning Group.  However, the CCGs had not received a plan with 
milestones and there was a concern that if decisions were delayed, some 
of the QIPP savings would not be realised.  If the CCGs were made aware 
that some savings would not be made, they could shift focus elsewhere.  In 
return, it was commented that the group looked at formulary changes and if 
not all CCGs agreed to proposed changes, it could be a time consuming 
process.  Because of this, North Durham and DDES had in place its own 
QIPP plans for Medicines Optimisation which did not rely on the Forum. 
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There was a call for more regional decisions to be made, though it was 
noted that there was an element of disconnect between CCG strategic 
decisions and the officers attending the Forum.  These needed to be 
aligned. 
 
ACTION: RH to write to SF and NO’B with his concerns about the 
possible delays in Value Based Commissioning decisions. 
 
The non-conflicted members of the Executives in Common: 
 


 Considered the report and acknowledged the terms of reference for the 
Cumbria and North East Medicines Optimisation Forum; 


 Acknowledged the workstreams identified as regional medicines 
optimisation QIPP, and recommend to commissioners, with CCGs 
being the commissioning decision makers. 


 


 
 
 
 
 


RH 
 
 


EIC/16/136 Durham County Council Public Health Team CCG workplan 
 
An update on ongoing collaborative work between the Public Health Team 
and CCGs was shared and colleagues were asked to raise any areas in 
which thy wished to work together further. 
 
ACTION: KA to update the table of work areas to correctly reflect the 
areas where Public Health collaborated with DDES CCG. 
 
ACTION: LJ to talk to Andy Graham about details on integration to be 
incorporated into the document. 
 
ACTION: KA to note that Public Health was involved in supporting 
better health for people with learning disabilities (around needs data, 
inequalities and health checks). 
 


 
 
 
 
 
 


KA 
 
 


LJ 
 
 


KA 
 
 


EIC/16/137 Right Care 
 
The item was removed from the agenda and updates would be shared 
separately at each CCGs Executive Committee / Management Executive. 
 


 


EIC/16/138 Cancer Services update 
 
Rob Milner joined the meeting to discuss the paper which provided an 
overview of the current issues affecting compliance with cancer waiting 
time standards and the ongoing work to improve quality in respect of 
patient safety, clinical effectiveness and patient experience. 
 
Attention was drawn to the key content of the report, including the South 
Tees appointment of a new manager to lead on cancer work who was 
having a positive impact, and work being done on pathways in a number of 
areas. 
 
The group was pleased to note the positive work that was happening.  
There was currently a lot of pressure being applied by NHS England to 
achieve targets.  Unfortunately this was in an area where one patient 
missing an appointment could have a massive impact on performance 
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data, so hopefully the Macmillan Nurses’ ongoing work with patients with 
learning difficulties would have a positive effect on performance. 
 
ACTION: RM to provide SF and GF with wording to be sent from the 
Accountable Officers regarding the release of data in order that SF 
could speak to Sue Jacques about patient data being shared with 
McMillan nurses to help patients through the system. 
 
The Executives in Common:  


 considered the content of the report: 


 noted the current issues and actions taken to improve cancer waiting 
times. 


 


 
 
 
 


RM 


EIC/16/139 North Durham CCG Rapid Specialist Opinion update 
 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
 
The report provided an update of the North Durham Rapid Specialist 
Opinion Service which went live on 17 October 2016 and which was used 
by all but one practice in North Durham.  The positive impact on referrals 
so far was noted. 
 
The Executives in Common: 


 noted the impact of the North Durham CCG Rapid Specialist Opinion 
Scheme. 


 


 


EIC/16/140 Personal Health Budgets 
 
The report provided an update on how the provision of Personal Health 
Budgets was progressing and plans to enable CCGs to increase their offer 
to other communities.  It was noted that the report requested funding for a 
Band 6 post to support the implementation. 
 
Colleagues discussed the proposed appointment and it was pointed out 
that the local authority had a dedicated team to deal with personal budgets.  
There was a suggestion made that consideration of the post should be 
picked up under the Continuing Health Care integration work. 
 
The Executives in Common: 


 received the report for information; 


 agreed not to make a decision on the Band 6 post, but to refer this to 
the CHC Integration Group. 


 


 


EIC/16/141 Confirmed minutes to receive 
 
The following confirmed minutes were received for information: 
a)  Joint North Durham and DDES IT Steering Group quarterly meeting:        


13 October 2016 
b)  Northern CCG Forum 1 December 2016 
c)  Northern CCG Forum 5 January 2017 
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EIC/16/142 Any other business 
 
National Days and Events 
ACTION: KA to send JM and SL a calendar of national days for the 
CCGs to publicise in the most appropriate way. 
 
Federations 
JCh and DS declared an interest in the item because they were practice 
manager and partner respectively in DDES/North Durham practices that 
would be affected by any decisions made.  As a result they would be 
involved in discussions, but not in any decision making. 
 
JCh indicated that he had been tasked by both CCGs to review 
Federations and he outlined some of the areas that he would look at 
including: funding; sustainability and feasibility; their role in primary care; 
and clarity of roles. 
 
Colleagues noted that from April 2017, North Durham did not intend to fund 
its Federations, but would allow some budget slippage from the current 
year.  In DDES, the suggestion of 50p per head next year had already 
been highlighted as an issue by the Federations. 
 
Executives in Common meetings 
It was suggested in light of the meeting’s heavy agenda that the meetings 
change to fortnightly.  The situation would be monitored over the coming 
months. 
 


 
 
 
 KA 


 Next meeting 
 
Tuesday 21 March 2017 at 10.00 – 12.00noon at Sedgefield Community 
Hospital. 
 


 


 


Signed:  
 
Title:   Stewart Findlay, Chief Clinical Officer 
 
Date:   27 March 2017 
 








 
 


   DDES AND NORTH DURHAM CCGs 
EXECUTIVES IN COMMON 


 
17 January 2017 
10.00 – 10.30am 


Sedgefield Community Hospital 
 


CONFIRMED MINUTES 
 
Present:   
Stewart Findlay  Chief Clinical Officer (Chair) DDES CCG 
Sarah Burns  Director of Commissioning DDES CCG 
Gill Findley  Director of Nursing DDES and North Durham CCGs 
Nicola Bailey  Chief Operating Officer DDES and North Durham CCGs 
Joseph Chandy Director of Primary Care, Partnerships 


and Engagement / Director of Primary 
Care Development and Innovation (non-
clinical) 


DDES and North Durham CCGs 


Neil O’Brien Chief Clinical Officer North Durham CCG 
Michael Houghton Director of Commissioning and 


Development 
North Durham CCG 


Mike Brierley  Director of Corporate Programmes, 
Delivery and Operations 


North Durham CCG 


Richard Henderson Chief Finance Officer North Durham CCG 
Ian Davidson Director of Quality and Safety North Durham CCG 
Patrick Ojechi Director of Primary Care Development 


and Innovation (clinical) 
North Durham CCG 


   
In Attendance:   
Sue Humpish  Executive Assistant (minutes) DDES CCG 
Anne Greenley Acting Account Director NECS 
David Smart Clinical Chair North Durham CCG 
Jill Matthewson Head of Corporate Services North Durham CCG 
Lesley Jeavons Director of Integration North Durham and DDES CCGs 


 
Apologies:   
James Carlton Medical Advisor DDES CCG 
Mark Pickering Chief Finance Officer DDES CCG 
Sarah Lambert  Head of Corporate Services DDES CCG 
 
Item No 


 
 Action 


EIC/16/109 Apologies for absence 
 
Colleagues were welcomed to the meeting and apologies noted. 
 


 


1 
 







EIC/16/110 Declarations of Conflicts of Interest 
 
There were no declarations made in relation to the agenda. 
 


 


EIC/16/111 Minutes of the meeting held on 20 December 2016 
 
ACTION: ID to ask KH and JS to amend the item about branded 
generic medicines in order to include more specific detail.   
 
The minutes were approved as a true record subject to the above 
amendment being made to ID’s satisfaction. 
 


 
 
ID 
 


EIC/16/112 Review of action log 
 
The action log was reviewed and updated. 
 
Gluten Free Prescribing 
Despite North Durham and DDES CCGs having the view that a number of 
options could be considered in relation to gluten free prescribing, it was 
recommended at the Regional Prescribing Forum that in line with 
Northumberland and North Tyneside, the quantities of gluten free 
prescribing would be reduced.  It was noted that this was already in place 
in Durham.  The group discussed that there were a number of other options 
that could be considered, for example personal health budgets or a 
voucher scheme.  It was agreed that NO’B and SF would raise this at the 
Northern CCG Forum in February and a suggestion made that it may be 
more appropriate to introduce a voucher scheme or personal health 
budgets rather than prescribing gluten free food. 
 
It was also suggested that Medicines Optimisation leads would investigate 
voucher schemes in place in other areas to identify if there was a best 
practice model. 
 
ACTION: NO’B, SF and NB to raise the issue of gluten free prescribing 
and express North Durham and DDES CCGs’ preferences to cease 
this service.  Or, if this was to continue, to suggest use of personal 
health budgets or voucher schemes instead. 
 
ACTION: KH/JS to review voucher schemes in place in other areas to 
identify best practice models. 
 
Outline of proposed value-based commissioning / quality scheme 2017/18 
It was suggested that once DDES CCG had ratified the Executives in 
Common Decision of 20 December 2016 and discussed at the Directors’ 
Away Day on 23 January, SF and NO’B should discuss before the next 
LMC meeting in order to gain a full understanding of each CCG’s position 
and likely differences.  The practice based budget scheme implemented in 
DDES was also discussed by the group. 
 
ACTION: After 23 January and before the LMC meeting, NOB and SF 
to discuss both CCGs’ positions and likely differences. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NO’B, 
NB, SF 
 
 
 
JS/KH 
 
 
 
 
 
 
 
 
 
 
SF/NOB 
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ACTION: MP to give a presentation at the next Execs in Common 
about DDES CCG’s practice based budget scheme including details 
of the model and how successful it had been. 
 
Creating an Accountable Care Partnership approach for learning 
disabilities services across Durham, Darlington and Teesside 
It was stated that work had already started on scoping, costing and the 
case for change.   
 


 
MP 


EIC/16/114 Learning Disability Transforming Care update 
 
The report provided an update in relation to the transformation programme 
which aimed to provide high quality, locally-based health and care services 
for the greater benefit of patients with learning disabilities in the North 
Durham and DDES localities. 
 
Attention was drawn to the key content of the report, including: prevalence 
of learning disabilities in the North East; case for change; current spend; 
dowries; patient issues and commissioning a new model of care. 
 
An example was shared whereby a patient had been discharged to their 
family situation and over the Christmas period, the family indicated that 
they were finding things too difficult and asked for the patient to be 
returned to hospital.  Because some effective inter-agency planning had 
already been done, this situation had been anticipated.  Instead of the 
patient being taken back to hospital at high financial cost, they were 
booked into a hotel with care staff at a lower cost.  The family were 
provided with the break that they needed and the patient was then returned 
to the family – all parties had benefited from this piece of work. 
 
The issue of dowries for patients who has been in hospital for more than 
five years had not yet been resolved and work was being done with TEWV 
to resolve the situation.  Dowries are designed to fund patient who need 
social care after significant periods as inpatients. Ideally the money for 
inpatient beds would be released and would fund social care, but clearly it 
is difficult to release the funding from inpatient units. 
 
ACTION: GF to speak to Donna Owens about the role and remit of the 
Strategic Group and how this had been reflected in the report.  Once 
this was clarified GF would discuss with MB. 
 
ACTION: GF to arrange for NO’B and SF to shadow care and 
treatment reviews for complex cases in their CCG area. 
 
The Executives in Common: 
• noted the content of the report, considering areas of development and 


reporting. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GF 
 
 
 
 


GF 
 
 
 
 
 


EIC/16/115 Confirmed minutes to receive 
 
The IT Steering Group minutes of 20 April and 11 July 2016 were received 
for information. 


 


3 
 







EIC/16/116 Any other business 
 
MIG progress 
DDES and North Durham practices had signed up to the information 
sharing gateway and the next step was to implement the MIG, so each 
trust was working on ensuring that their organisation to integrate the MIG 
into their systems in order to receive the patient data.  This should be done 
by the end of March after which point primary care data would be viewable 
in A&E and urgent care in line with the original Urgent and Emergency 
Care Vanguard scope. 
 
There was an emerging issue that in some trusts the information could be 
accessed wider than A&E and urgent care and was therefore over exposed 
- this was being looked into.  It was commented that data sharing relied on 
patient consent and that trusts would follow their Information Governance 
processes to ensure security of data.  Incidentally, not all practices had an 
IG policy and some data quality issues were being exposed.  This could be 
due to how the IT systems integrated, or possibly flaws in the quality of 
primary care data itself). 
 
Data custody and patient consent was discussed further and it was 
suggested that the topic should be discussed with Patient Reference 
Groups.  If a patient consented to a new clinician accessing their data, then 
that new clinician was the data owner and should comply with IG rules.  
The same principle applied between primary and secondary care. 
 
ACTION: NO’B to speak to Mark Dornan about the situation and 
potential conflicts in terms of different solutions being worked on. 
 
ACTION: MB to speak to Gareth about the issues and feed back to 
NO’B and SF.  
 
ACTION: MB to examine the wording of the MIG scope in order that 
checks can be made that the information is shared in the appropriate 
parts of Trusts.  If necessary, consider what needed to be changes in 
the agreement signed by practices. 
 
Winter 
Foundation trusts had asked primary care to support them through the 
current difficulties in A&E.  CDDFT and NSEC had already initiated their full 
capacity protocols whereby when A&E was full, patients would be moved 
onto wards.  It was expected that this pressure would last for some time. 
 
It was pointed out that the number of intermediate care beds in CDDFT had 
been increased, but that the trust did not have the adequate number of 
therapists to care for patients.  The trust had been asked to make therapy 
and nursing staff permanent in order to tackle recruitment and retention 
issues, but had then help vacancies, hence the current difficulties. 
 
Both CCGs had agreed to the patient choice policy, though it was noted 
that this did not appear to be being used. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NO’B 
 
 
MB 
 
 
 
MB 
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ACTION: GF to arrange to find out why the patient choice policy was 
not being used and whether the deterioration had started since the 
brokerage service ceased.  LJ to be copied into information. 
 
Transformation Bids 
Bids had been received as part of the STP and had been circulated around 
a number of different groups and the Executives in Common would be 
asked to provide support. 
 
IAPT Bid 
A bid had been received from CDDFT asking for a large amount of 
recurrent funding.  Although the initial bid was not felt to be appropriate for 
submission it was important that a bid was submitted.   A suggestion had 
been made that the bid be rewritten to include provision of backfill resource 
for the clinical and service review of IAPT. 
 
Integration 
Feedback had been received from federations that they had not been party 
to discussions and had not agreed to the configuration of hubs.  It was 
confirmed that even if they had not agreed, federations had been 
consulted. 
 
ACTION: LJ to find out what federations had said about the 
consultation and arrangements for hubs and report back to the CCGs. 
 
A conversation ensued about the hubs and the potential misalignment of 
hubs and federations – though it was highlighted that it was actually a 
practice decision on the formation of the hubs and for the practices to 
ensure that they worked.  In addition, the lack of communication between 
practices and the federations was noted.   
 
An integration leadership session had been arranged to address the issues 
and chief officers would need to be clear on their expectations.  In addition, 
JCh would need to support LJ in promoting closer working between 
federations and practices and a comment was made that this may need to 
be incentivised. 
 


GF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LJ 


 Next meeting 
 
Tuesday 21 February 2017 at 10am in the Boardroom, Sedgefield 
Community Hospital. 
 


 


 


Signed:  
 
Title: Dr Stewart Findlay, Chief Clinical Officer 
 
Date:    21 February 2017 
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FORMAL EXECUTIVE COMMITTEE MEETING  
(Commissioning, Quality, Finance & Performance Theme) 


 
Tuesday 24th January 2017 


2.00pm till 3.15pm 
Boardroom, DDES CCG, TS21 3EE 


 


Confirmed Minutes 


 


Present: 
Mark Pickering (Chair) Chief Finance Officer 
Gillian Findley Director of Nursing/Nursing Advisor  
James Carlton Medical Adviser (Arrived at 2.15pm) 
Joseph Chandy Director of Primary Care, Partnerships and Engagement 
Sarah Burns Director of Commissioning 
 
In Attendance: 
Clair White  Head of Service - Commissioning 
Daniel Webber Senior Clinical Quality Officer, NECS 
Ella Fielding  Senior Commissioning Support Officer, NECS (Agenda item  


CQFP/16/125 only) 
Gail Linstead  Head of Service – Primary Care 
Helen Moore Locality Lead – Sedgefield (Arrived at 2.10pm) 
Helen Muscroft Commissioning Manager – Provider Management, NECS 
Kate Huddart Medicines Optimisation Lead (Arrived at 2.30pm) 
Keith Allan Public Health Representative, Durham County Council 
Kim Lawther Head of Service – Clinical Quality 
Mark Booth Head of Service – Finance 
Rob Milner Quality and Development Manager  
Sarah Paylor (Minute-taker) PA to Director/Head of Commissioning  
 
Apologies: 
Stewart Findlay  Chief Clinical Officer 
Nicola Bailey Chief Operating Officer 
Anne Greenley Acting Account Director/Head of Clinical Quality, NECS 
Becky Haynes Commissioning Manager 
Rushi Mudalagiri  Locality Lead – Easington  
Sarah Lambert Head of Corporate Services  
 
Not Present: 
Andrew Rowlands Commissioning Manager, NECS 
Carol Hardy Locality Lead - Easington 
Deborah Jordinson  Team Leader - Demand Management 
Dilys Waller Locality Lead – Durham Dales 
Gail Cobb Communication & Engagement Officer, NECS 
Laura Kirkup  Commissioning Support Officer – Demand Management 
Lesley Jeavons Director of Integration 
Lorrae Rose Commissioning Manager – Service Planning & Reform, NECS 
Lyndsey Jones-George Commissioning Support Officer 
Robin Armstrong Locality Lead – Easington 
Winny Jose Locality Lead – Sedgefield 
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Item No. 
 


Item  Action 
By 


Deadline 
Date 


CQFP/16/119 Apologies for Absence  
 
As stated above. 
 


  


CQFP/16/120 Declarations of Conflicts of Interest 
 
There were no declarations of conflicts of interest raised.  
 


  


CQFP/16/121 Minutes of the Meeting Held on 20 December 2016 
 
The meeting minutes held on 20 December 2016 were 
agreed and approved as an accurate record of the meeting. 
 


  


CQFP/16/122 Matters Arising from the Meeting held on 20th December 
2016 
 
There were no items for matters arising.  
 


  


CQFP/16/123 Review of Action Log 
 
The action log was reviewed and updated accordingly. 
 


  


CQFP/16/124 Update Report on SEND (Statement of Special 
Educational Needs and/or Disability) CCG 
Responsibilities 
 
The report outlined CCG statutory obligations, to be compliant 
with the Children’s and Families Act 2014 and the SEND 
“Code of Practice”. 
 
The recommendations proposed to the group were; 


 Amend service specifications and key performance 


indicators within relevant paediatric contracts to ensure 


providers are fully compliant with SEND reforms    


 Determine resources within NECS to undertake quarterly 
reports, highlighting service activity data for CAMHS, 
Paediatric Occupational therapy, Physiotherapy and 
Speech and Language Therapy services (SALT) to ensure 
relevant services are being commissioned and any issues 
with waiting times identified. 


 
The group were provided with some background on the 
SEND “Code of Practice” and explained the main changes. 
 
Gail Cobb, DDES CCG’s aligned NECS Communications 
Officer is supporting SEND Multiagency Workplan by 
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arranging 1 of 12 workshops planned to promote/explain 
SEND reforms which details will follow. 
 
It was agreed that the work being undertaken in relation to 
SEND should be discussed at the Integration Board, 
particularly in relation to joint commissioning and lack of 
health input toward education health and care plans (EHCP).   
 
This paper was also presented at ND CCG Executive 
Committee Meeting earlier today. There has been a lot of 
pressure placed onto the CCGs frm the Local Authority to 
increase the health input to this agenda. At the North Durham 
meeting it was agreed that Mike Brierley would lead a piece 
of work looking at how NECS could increase support. The 
high importance of this statutory requirement will be 
highlighted. 
 
It was confirmed it is quite a task to amend service 
specifications and KPIs within relevant paediatric contracts 
with each provider. It was suggested that 1 or 2 sentences 
are agreed to be incorporated into the services specification 
in the provider contracts.  
 
It was confirmed there will be no financial implications to add 
a few extra lines to the contracts as the providers have a legal 
responsbility to be compliant if they are involved or contribute 
to children’s services. So the wording would be about 
providing assurance to the CCG.   
 
It was agreed recruitment is not required for this additional 
resource within NECS it will be absorbed within current 
resources. 
 
ACTION: MP to check that SEND is included in the 
service specification for Joint Commissioning of 
NECS/SLA. 
 
ACTION: KL to confirm wording requirements for service 
specifications and KPIs.  HMu to liaise with contract 
managers to ensure service specifications and KPIs are 
amended as required. 
 
The Formal Executive Committee CQFP; 


 Accepted the report for information  


 Agreed the contents 


 Aware of upcoming local area inspection framework  


 Acknowledged further work is needed to streamline 
current processes across agencies, which will require 
further workforce and pathway development. 


 Agreed recommendation; 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MP 
 
 
 
KL/HMu 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
21/02/17 
 
 
 
21/02/17 
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o Amend service specifications and key performance 


indicators within relevant paediatric contracts to 


ensure providers are fully compliant with SEND 


reforms.   


 


 Understand resource is required but need to check Joint 
Commissioning of NECS Service Specification/SLA before 
this recommendation can be approved; 


o Determine resources within NECS to undertake 
quarterly reports, highlighting service activity data 
for CAMHS, Paediatric Occupational therapy, 
Physiotherapy and Speech and Language Therapy 
services (SALT) to ensure relevant services are 
being commissioned and any issues with waiting 
times identified. 


 


CQFP/16/125 DDES CCG Commissioning Highlight Report December 
2016 
 


The report provided a summary position on QIPP progress 
delivered to date in DDES CCG. The paper also reports on 
progress against individual projects on the DDES CCG Work 
Plan delivered by the Commissioning and Delivery Team.  
 
There are no red but several amber issues to report.  


 


Diabetes - Prescribing 


The final protocol is scheduled to be agreed at the Diabetes 


Governance Board Meeting on 25th January 2017, however, 


the algorithm still needs to be approved which delays the 


production of the standard SOP for practice pharmacists to 


implement savings.  


It was fedback to the group that Sara Sheldon attended the 


Sedgefield Federation Meeting last week and a consultant 


present had suggested they were not agreeing to the 


algorithm. 


ACTION: KHu to find out who the consultant was at the 


Sedgefield Federation Meeting and SB will feed back to 


Gemma Handley and the Diabetes Governance Board 


Meeting tomorrow, 25 January 2017.  


 


Volunteer Driving Scheme 


SB had a telephone conversation with a company called 


Supportive, a volunteering organisation last week who are 


interested in providing support for the Volunteering Drivers 


Scheme.   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


KHu 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
24/01/17 
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Ella Fielding has a Volunteers Drivers Provider Meeting with 


Durham County Council tomorrow afternoon.  


 


All agreed and approved report. 


 


The Formal Executive Committee CQFP; 


 Noted progress and acknowledged work in delivery from 


the DDES delivery team. 


 


CQFP/16/126 QIPP Update from Directors 
 
There is a meeting taking place with a CDDFT 
Ophthalmology Clinical Lead on 26 January 2017 to outline 
and discuss commissioner proposals. 
 


  


CQFP/16/127 DDES CCG QIPP Report 
 
This paper is covered in the DDES CCG Commissioning 
Highlight Report: December 2016.   
 
This agenda item in future will be merged with the highlight 
report. 
 


  


CQFP/16/128 Quality Performance and Finance Report 
 
The report provided a summary overview of the Quality 
Performance and Finance of DDES CCG including; 


 At a glance summary of the key indicators for the NHS 
constitution, quality outcomes and clinical quality. 


 Detail on the indicators that are in breach along with 
identified actions to mitigate risk of continued breach 


 
The standards that the CCG are monitoring itself against are 
replicated in the quarterly balanced scorecard developed by 
NHS England.  The Executive Summary on slide 4 provides 
the headlines for the report. 
 
HMu highlighted the NHS Constitution Performance Summary 
2016/17 slide (slide 11) which stated indicator performance 
percentages by national average, CCG and each provider.  
Those indicators that are in red are shown in exception 
reports that are incorporated in the presentation stating what 
actions are in place to improve performance.  
 
Referral to Treatment Access Times 
The CCG and providers were all achieving RTT performance 
target in November 2016. However, the group were notified 
the perfomance has decreased.  The figures have just come 
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in and do not have full details yet.  DDES CCG are reporting 
just below target at 91.9%. 
 
There are pressures from increased numbers of first 
attendances. There are recovery plans in place and BAGH is 
being utilised so we should see an improvement next month. 
 
Diagnostic Waits 
The CCG, CDDFT and CHS all achieved Diagnostic 
performance target in November 2016, although NTH did not 
achieve. It is believed to be due to the number of ECHOs.   
ACTION: HMu to circulate detail why NTH are below 
target for Diagnostic Waits in November 2016. 
 
A&E Waits 
NTH have achieved A&E waits target for November 2016.  It 
was reported that CDDFT have failed to hit targets in October 
and November 2016 for 4-hour waits. CDDFT performance in 
December 2016 is also lower than the national target. This is 
to due to patient flow and patients length of stay being longer. 
Further information is located in the Exception Reports of this 
presentation. 
 
Ambulance Handovers 
The group were notified that ambulance handover 
performance has deteriorated.  
 
It was reported that ambulance handover delays at UHND 
and DMH have increased compared to this time last year and 
actions to address this are captured in the Exception Report 
of the presentation. 
 
MRSAs 
The following breaches have been reported and root cause 
analysis are being produced; 


 1 MRSA breach at NTH 


 3 MRSA breaches for DDES CCG 


 5 cases at CHS. 
 
Cancer 
It was identified that there are pressures within cancer 
including continued issues with Breast Symptomatic Clinics in 
CDDFT.  When the Breast Clinic opens at QE this will 
address any issues via additional capacity. 
 
It was highlighted that CDDFT are achieving 62 day cancer 
waits but other providers are not achieving target.   
 
The group were informed NHSE have requested DDES CCG 
focus on cancer performance.  


 
 
 
 
 
 
 
 
 
 
 
HMu 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
21/02/17 
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DDES CCG have received feedback from Governing Body 
members and NHSE that they would like the constituational 
standards information to be clearly broken down to state what 
the actions are, any new actions and what is in place to 
achieve these actions. 
ACTION: HMu to relook at formatting of the Quality, 
Finance & Performance Report to clearly identify what 
the constitutional standards are, their actions, new 
actions and what is place. 
 
It appears performance overall has deteriorated in December 
2016. 
 
The group were informed a meeting took place recently with 
RM, Yvonne Anderson – MacMillian Nurse and Sarah Perkins 
– CDDFT to discuss 62 day cancer wait issues and it was 
suggested the Primary Care MacMillian Nurses supported  
where patients have not attended for diagnostics. 
 
The lung cancer pathway has been revised at CDDFT to 
ensure that patients with a suspicious x-ray can undergo the 
CT scan as soon as possible in the pathway rather than 
having to be referred back to the GP before the test. 
 
Finances 
DDES CCG are trying to crystalise forecast outturn for NHSE.  
DDES CCG have calculated a £9million overspend for acute 
services.  The savings have leveled for the last two months in 
prescribing. CHC has seemed to plateaued.  
 
ACTION: HMu to ask Fred Chambers to confirm which 
report he provided MP for CDDFTs forecast position.  
 
All agreed and approved report. 
 
The Formal Executive Committee (CQF&P) ; 


 Received current performance report; 


 Noted the progress of performance management 
processes 


 


 
 
 
 
 
 
HMu 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HMu 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
21/02/17 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
21/02/17 
 
 
 
 
 
 
 
 
 


CQFP/16/129 Mental Health Clinical Quality Quarterley Clinical Update  
 
The report provided Durham Dales, Easington and Sedgefield 
Clinical Commissioning Group (DDES CCG) with a Mental 
Health Services Quarterly Clinical Quality Update which 
headlines the key issues and provides assurance that actions 
are being undertaken where appropriate. The report is based 
on the Clinical Commissioning Groups (CCG) main providers 
of Mental Health services: Tees, Esk and Wear Valley 
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NHSFT (TEWVFT) and Northumberland Tyne and Wear 
NHSFT (NTWFT). 
 
Tees, Esk and Wear Valley NHS Foundation Trust 
(TEWVFT) 
NHS Safety Thermometer: Data published in December 
shows that TEWVFT are performing better than the national 
average for harm free care, with the exception of falls.  
 
The number of falls has increased. TEWV have improved 
submitting Serious Incident Forms in the timeframe required. 
 
Staffing: Previous recruitment drives for consultants have 
received a poor response and the Trust are now looking at 
new proposals to encourage applicants.  


 
Northumberland Tyne and Wear NHS Foundation Trust 
(NTWFT) 
NHS Safety Thermometer: Data for November 2016 showed 
that the Trust remained consistently above the national 
average. For overall harm free care  but  have a greater 
proportion of falls with harm compared to the national 
average. 
 
The number of falls has increased. The majority of falls were 
low harm and took place on elderly wards. We have been 
informed that Serious Incident Forms are not produced for 
low level harm falls. The trust is reporting the same amount of 
Serious Incidents quarter on quarter.  They have no 
outstanding Serious Incidents and performance is good. 
 
NHSI Oversight Framework has replaced Monitor risk ratings. 
There are four criteria.  These ratings updates will be on a 
monthly basis and easier for providers when they have CQC 
visits.  
 
It was recognised that if the figures do not improve next 
month for Safeguarding Children Training then a formal notice 
will be required.  The trust has already been given guidance 
on what they need to do to achieve targets. 
 
It was noted there can be a delay with Serious Incident 
reports if they are required to go through the Coroners. GF 
and Diane Murphy have been invited to director panels to 
investigate further following route cause analysis. 
 
ACTION: DW to find out why TEWV do not include 
Serious Incidents in action plans but NTW do.  
 
All agreed and approved report. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DWe 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
21/02/17 
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The Formal Executive Committee CQF&P; 


 Received and considered the report 


 Agreed that necessary actions being taken forward with 
the respective organisations to improve quality and 
experience for patients 


 


 
 


CQFP/16/130 Items for NECS SLA Meeting on 30th January 2017 
 
As stated under agenda item CQFP/16/124 Update Report on 
SEND (Statement of Special Educational Needs and/or 
Disability) CCG Responsibilities; MP to check that SEND is 
included in the service specification for Joint Commissioning 
of NECS/SLA. 
ACTION: MP to raise SEND at the NECS SLA Meeting on 
30/01/17. 
 


 
 
 
 
 
 
 
MP 


 
 
 
 
 
 
 
30/01/17 


CQFP/16/131 Risk Round Up 
 
The group were informed that at the DDES CCG Directors 
Away Day on 23 January 2017 we considered the risks in the 
current Corporate Risk Register.  MP will be doing a piece of 
work to amalgamate some of the risks and will require risk 
updates from risk owners as part of that work.  
 


  


CQFP/16/132 Confirmed Minutes  
 
The following confirmed minutes were approved; 
a)   Quality Review Group CDDFT 11.11.16 
b)   Quality Review Group CHSFT  15.9.16 
c)   Quality Review Group CHSFT  10.11.16 
d)   Quality Review Group TEWV 21.10.16. 
 


  


CQFP/16/133 Any Other Business 
 
There were no items raised under any other business. 
 


  


 
 


Next Meeting 
 
The next Formal Executive Committee (CQF&P Theme) 
Meeting is scheduled for Tuesday 28 February 2017 at 
2.00pm in the Boardroom at Sedgefield Community Hospital.  
The deadline for reports is 21 February 2017. 
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Signed:   
 
Title:   Mark Pickering, Chief Finance Officer 
 
Date:   28.2.17 
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FORMAL EXECUTIVE COMMITTEE MEETING  
(Commissioning, Quality, Finance & Performance Theme) 


 
Tuesday 28th February 2017 


2.00pm till 3.45pm 
Boardroom, DDES CCG, TS21 3EE 


 
Confirmed Minutes 


 


Present: 
Mark Pickering (Chair) Chief Finance Officer 
Stewart Findlay  Chief Clinical Officer 
Nicola Bailey Chief Operating Officer 
Joseph Chandy Director of Primary Care, Partnerships and Engagement (arrived at 3.25pm) 
 
In Attendance: 
Daniel Webber Senior Clinical Quality Officer, NECS 
Dilys Waller Locality Lead – Durham Dales (left at 3.20pm) 
Ella Fielding  Senior Commissioning Support Officer, NECS (agenda item  CQFP/16/142 


only) 
Helen Muscroft Commissioning Manager – Provider Management, NECS (arrived at 2.05pm) 
Kate Huddart Medicines Optimisation Lead (arrived at 2.15pm) 
Rob Milner Quality and Development Manager  
Robin Armstrong Locality Lead – Easington 
Rushi Mudalagiri  Locality Lead – Easington (arrived at 2.30pm) 
Sarah Lambert Head of Corporate Services  
Winny Jose Locality Lead – Sedgefield (arrived at 2.25pm) 
Sarah Paylor (Minute-taker) PA to Director/Head of Commissioning  
 
Apologies: 
Becky Haynes Commissioning Manager 
Clair White  Head of Service - Commissioning 
Deborah Jordinson  Team Leader - Demand Management 
Gillian Findley Director of Nursing/Nursing Advisor  
James Carlton Medical Adviser  
Keith Allan Public Health Representative, Durham County Council 
Kim Lawther Head of Service – Clinical Quality 
Lesley Jeavons Director of Integration 
Mark Booth Head of Service – Finance 
Sarah Burns Director of Commissioning 
 
Not Present: 
Anne Greenley Acting Account Director/Head of Clinical Quality, NECS 
Carol Hardy Locality Lead - Easington 
Gail Cobb Communication & Engagement Officer, NECS 
Gail Linstead  Head of Service – Primary Care 
Laura Kirkup  Commissioning Support Officer – Demand Management 
Lorrae Rose Commissioning Manager – Service Planning & Reform, NECS 
Lyndsey Jones-George Commissioning Support Officer 
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Item No. 
 


Item  Action 
By 


Deadline 
Date 


CQFP/16/134 Apologies for Absence  
 
As stated above. 
 
The group were notified that the meeting was not quorate to 
make decisions until another Director was present in the 
meeting.  However, the agenda today does not have any 
reports that require decisions to be made.  
 


  


CQFP/16/135 Declarations of Conflicts of Interest 
 
There were no declarations of conflicts of interest raised. 
 


  


CQFP/16/136 Minutes of the Meeting Held on 24 January 2017 
 
The meeting minutes held of 24 January 2017 were agreed 
and approved as an accurate record of the meeting.  
 


  


CQFP/16/137 Matters Arising from the Meeting Held on 24th January 
2017 
 
There were no items for matters arising. 
 


  


CQFP/16/138 Review of Action Log including QIPP Update 
Attachment 
 
The action log reviewed and updated accordingly.  
 


  


CQFP/16/139 Clinical Quality Assurance Report 
 
The report provided the Formal Executive Committee CQFP 
with information and assurance on the quality of services 
that are either commissioned by NHS Durham Dales, 
Easington, Sedgefield Clinical Commissioning Group (CCG) 
or that the CCG has a legal duty to support with regard to 
quality improvement.  The NECS Clinical Quality Team 
continues to provide the quality assurance and actions in 
relation to our acute providers, mental health and learning 
disability providers and ambulance service provider. 
 
The group were notified that the content in this report is also 
contained in the Quality, Finance & Performance Report.  
 
The group were informed the NHSI rating table has replaced 
Monitor ratings and will be updated every month and will be 
shown in future quarterly reports and Governing Body 
reports.  The group felt it would be useful to provide some 
explanation of the new ratings to improve understanding. 
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The report states that NTH FT are an outlier for Summary 
Hospital Level Mortality Indicator (SHMI) and below 
standard for cancelled operations.  A quarterly report on 
mortality as a whole will be presented at QRG Meetings.  
 
The group were informed that there are currently 30 Serious 
Incident reports ongoing, however, there is a Serious 
Incident Panel Meeting scheduled later this week for all 
trusts and a majority of these cases should be signed off.  
 
Unfortunately the group were informed that CDDFT have 
experienced another Never Ever Event which totals to 8 
cases to date for this financial year. CDDFT have the 
highest number of Never Events reported in England.  An 
action plan is to be submitted to CQC and monitored at 
QRG Meetings.   
 
It was noted that a telephone call has taken place between 
Gillian Findley and Alison Smith from NHSI and there are 
concerns with the duplication of work between NECS and 
NHSI. 
 
The group were notified that all 3 hospices have met the 
milestones for their CQUIN measures for the quarter. 
 
The Formal Executive Committee CQFP: 


 Received, considered and approved the report for 
submission to the Governing Body Meeting on 14 March 
2017. 


 


CQFP/16/140 Macmillan Two Week Wait Choose and Book Audit 
 
The purpose of the audit was to determine how much 
information patients receive when referred to secondary 
care for a two week appointment.   
 
The audit ran for one calendar month from 1 November to 
30 November 2016.  A total of 66 questionnaires were 
completed and returned by Choose and Book staff.  The 
audit and questionnaire was designed by the Macmillan 
Primary Care Nursing team on behalf of Durham Dales, 
Easington and Sedgefield CCG. 
 
The key findings from the audit were that: 


 Less than half of the patients (37%) received a 2 week 
wait information leaflet 


 Several patients reported that they were unaware that 
they were being referred under a 2 week wait 
appointment  
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 33% of patients were offered  more than one hospital site 
to attend  


 
In response to the findings DDES CCG are providing 
additional education to GPs at the collaborative time out 
event on 23 March 2017.  This will include encouraging GPs 
to use the information leaflet.  It would be labour intensive if 
all DDES practices were visited individually.  If there are any 
particular issues with specific DDES practices this is 
discussed in the DDES Clinical Champions Meeting.  
 
The audit report has also been shared at the cancer locality 
meeting in January 2017 which includes patient 
representatives, NHS providers, Public Health England, 
Local Authority Public Health, Macmillan GP leads and CCG 
Quality leads. 
 
The group were informed that the results of the 
questionnaire identified that the information leaflet that is a 
national document is not being used when referring patients 
to a 2-week wait appointment.   
 
We have been made aware the Choose & Book Team are 
having discussions with patients regarding the urgency of 
their appointment, whereas these discussions would more 
appropriately take place at referral stage.  
 
Therefore, it appears that some patients do not understand 
the urgency of their referral, leading to the initial 
appointment not taking place as quickly as possible. 
 
It was suggested the information leaflet is printed off for the 
Choose & Book Team to provide guidance to patients when 
booking their secondary care appointment, however, DDES 
CCG have been informed this is not allowed. 
 
It was highlighted to the group that this indicator was part of 
the incentive scheme for DDES practices last year but isn’t 
this year.  
 
It was noted that James Carlton has asked Rob Milner to 
arrange sessions as part of the DDES CCG Collaborative 
Time Out on 23 March 2017 between DDES GPs and 
Macmillan Nurses and Cancer UK. 
 
DWa raised the potential for the 62 day timescale to be 
printed on patient letters to raise awareness, and that she 
has raised this issue with CDDFT and is awaiting a 
response.  
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The group were informed that RA raises this issue in 
relevant forums and Cancer Group Meetings he attends. 
 
The Formal Executive Committee CQFP: 


 Received the report for information; 


 Noted the actions taken in response to the findings; 


 Approved the report for submission to the Governing 
Body Meeting on 14th March 2017. 
 


CQFP/16/141 Quality Performance and Finance Report: February 2017 
 
The report provided a summary overview of the Quality 
Performance and Finance of DDES CCG including: 


 At a glance summary of the key indicators for the NHS 
constitution, quality outcomes and clinical quality. 


 Detail on the indicators that are in breach along with 
identified actions to mitigate risk of continued breach 


 
The standards that the CCG are monitoring itself against are 
replicated in the quarterly balanced scorecard developed by 
NHS England. The Executive Summary on slide 4 provides 
the headlines for the report. 
 
The group were highlighted to the NHS Constitution 
Indicators by Month – DDES CCG slide (slide 11): 
 
Referral to Treatment Access Times 
It was reported that DDES CCG have breached percentage 
of patients waiting for initial treatment on incomplete 
pathways within 18 weeks at 91.9% against threshold of 
92%.  
 
There has been a communication error with all three 
providers. CDDFT have reported they are utilising BAGH 
100% and confirmed they have seen an improvement in 
January 2017.  It appears that all providers performance has 
improved in January 2017. 
 
Diagnostics 
It was reported that DDES CCG have breached percentage 
of patients waiting more than 6 weeks from referral for a 
diagnostic test at 1.76% against threshold of 1.00%.   
 
This is due to increasing pressures at CHS within Cardiology 
and Orthopaedics and additional resource has been put in 
place to accommodate the increased number of referrals.  
 
It was reported that NTH have breached in November and 
December 2016 due to staff vacancies and sickness.  The 
provisional figures for January 2017 show the performance 
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has improved.  
 
A&E Performance 
It was reported that CDDFT have failed A&E 4-hour wait in 
December 2016 and is lower than the STF projectory. 
 
The group were informed that CDDFT are hoping to achieve 
a perfect month in March 2017 with additional resource in 
place and aiming to achieve the 95% target. 
  
It was reported that CHS have failed A&E 4-hour target in 
December 2016 also and have actually failed target for the 
last 6 months.  
 
Ambulance Response Times 
It was reported that Category A response time performance 
in December 2016 has improved and hopefully this is a 
reflection of additional staff in place.  
 
Ambulance Handovers 
It was reported that ambulance handovers in CDDFT were 
high, CHS figure has almost doubled and NTH is higher than 
the previous month but still relatively low. 
ACTION: HMu to double check ambulance handover 
delays figures as the numbers appear to have doubled 
for CDDFT and CHS in December 2016 and remain high 
in January 2017. 
 
Cancer 
It was reported that DDES CCG have breached percentage 
of patients receiving subsequent treatment for cancer within 
31 days – surgery at 91.3% against threshold of  94% and 
percentage of patients treated for cancer within 62 days of 
an urgent GP referral from an NHSE Cancer Screening 
Service at 87.5% against threshold of 90.0%. 
 
However, there has been an improvement for percentage of 
patients treated within 62 days of an urgent GP referral for 
suspected cancer at 86.8% against threshold of 85.0%. 
ACTION: HMu to investigate why DDES CCG have failed 
2016/17 Quarter 3 for percentage of patients treated 
within 62 days of an urgent GP referral for suspected 
cancer and feedback to SF. 
 
Diabetes Prescribing 
The group were notified of concerns with diabetes 
prescribing in Easington.  The difficulties Easington 
pharmacists are experiencing has been logged.  One of the 
consultants had agreed with switching diabetes drugs but 
their appeared to be some communication issues with this 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HMu 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HMu 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
21/03/17 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
21/03/17 
 
 
 
 
 
 
 
 
 
 







Page 7 of 11 
SP 01.03.17 


decision consistently reaching the rest of the team.  KHu is 
awaiting confirmation if this is a single consultant issue or a 
wider locality issue. The protocol was agreed by the 
Diabetes Governance Board at the end of January 2017. 
 
KHu requires clinicians on board for this to work. KHu has a 
list of practices that has issues with prescribing alterative 
drug.   
 
It was discussed that there appeared to be no incentative for 
DDES practices to prescribe this alterative drug.  However, 
the Diabetes Governance Board will receive the impact of 
any prescribing savings, to enable that group to influence 
the decisions of best value reinvestment. 
 
It was confirmed there are no issues within the Durham 
Dales or Sedgefield localities.  
ACTION: KHu to raise issues with Diabetes Prescribing 
in Easington at the next Diabetes Governance Board 
Meeting.  
 
The group were informed the Medicines Optimisation Team 
continue to be working hard at delivering Diabetes QIPP 
savings.  
 
The Formal Executive Committee CQFP: 


 Received current performance report; 


 Noted the progress of performance management 
processes; 


 Approved the report for submission to the Governing 
Body meeting on 14th March 2017. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KHu 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
09/03/17 


CQFP/16/142 DDES CCG Commissioning Highlight Report: January 
2017 
 
The report provided a summary position on QIPP progress 
delivered to date in DDES CCG. The paper also reports on 
progress against individual projects on the DDES CCG 
Work Plan delivered by the Commissioning and Delivery 
Team.  
 
There is one red and twelve amber issues to report.  
 
Prescribing 
It was noted that although overall QIPP savings are rag 
rated red, but prescribing is actually over delivering its QIPP 
savings target.  
 
Back Pain  
It was commented that the regional Back Pain Pathway is 
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not live for DDES CCG even though aware it is live for 
Darlington.  Therefore the rag rating may need to be 
revised. 
ACTION: Ella Fielding to query if DDES CCG Back Pain 
Pathway is live. 
 
Respiratory  
The group were made aware this service was stopped at 
the end of June 2016 and there has been no service 
delivered by CDDFT since that date.  The LES has no 
impact on COPD care. DDES CCG were aware there was 
some issues with the service specification.  CDDFT have 
stated that the service has been decommissioned; however, 
they have continued to receive and accept ongoing funding 
which is at odds with this statement.  
ACTION: HMu to request funding back from CDDFT that 
they have accepted for a Respiratory Service that has 
not been delivered since June 2016. 
ACTION: HMu to check with Mark Booth if DDES CCG 
have received funding from AHSN for a Respiratory 
Service. 
 
The Formal Executive Committee CQFP: 


 Noted progress and acknowledged work in delivery from 
the DDES delivery team. 
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CQFP/16/143 QIPP Update from Directors 
 
The group received a QIPP update under DDES CCG 
Commissioning Highlight Report: January 2017. 
 
It was confirmed Rightcare is included in QIPP plans for 
2017/18 and overlaps into 2016/17. 
 
ACTION: MP to ask Sarah Burns to share Rightcare 
information with Clinical Locality Leads.  
 
The QIPP Plan has leads identified for each QIPP area and 
directors input their updates into this report.  
 
ACTION: SP to ask Mags Wells to remove ‘QIPP Update 
from Directors’ agenda item from agenda planner for 
future meetings. 
 
ACTION: MP to work with Ella Fielding to tweak DDES 
CCG QIPP summary report to ensure it includes 
Director alignment to QIPP schemes.  
 
It was raised that the VAWAS contract needs to be 
changed.  It appears the VAWAS Nurses are restricted what 
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they can do compared to District Nurses and are working 
differently instead of together and work is being duplicated. 
ACTION: MP to liaise with Sarah Burns regarding the 
potential to review the VAWAS Nurses contract.   
 


 
 
MP 


 
 
21/03/17 


CQFP/16/144 Ambulance Service Clinical Quality Update  
 
The report provided Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group (DDES CCG) with 
an Ambulance Services Quarterly Clinical Quality Update 
which headlines the key issues and provides assurance that 
actions are being undertaken where appropriate. The report 
is based on the Clinical Commissioning Groups (CCG) main 
providers of Ambulance Service: North East Ambulance 
Service NHSFT (NEASFT). 
 
Emergency Care Performance  
December 2016 saw a decrease in emergency care 
performance. Although Red 2 performance decreased 
significantly to 52.86%, Red 1 performance saw an increase 
of 2.54% to 67.40%. There were decreases also in 
performance against all Green and Urgent priorities. 
 
Clinical Effectiveness Dashboard 
The group were highlighted to the Clincial Effectiveness 
Dashboard. The green ratings indicate that performance 
has improved and the red indicates the performance has 
deteriorated. It was stated the ratings are not against the 
national targets, it is comparing peformance against the 
previous month.  
 
Ambulance Handover Delays  
NEASFT stated in their January performance report 
presented to their Board on 27 January 2017 that as well as 
increased demand, vehicle availability was reduced due a 
sharp increase in hospital handover delays. Time lost to 
handover delays increased by 440 hours between 
November and December 2016 to reach 983 hours lost. 
 
It was confirmed this report is received directly from NEAS.   
 
It was noted there have been discrepancies when the exact 
timings are recorded in hospitals.  
 
The group were highlighted to the see and treat figures 
comparison against local CCGs as this is the first time this 
data has been available. The see and treat and hear and 
treat figures have increased over the last few months. 
ACTION: DWe to request further information regarding 
the time taken for the see and treat and hear and treat 
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data from Jo Dobson or Gary Collier and feedback to 
SF. 
 
Serious Incidents 
The group were informed it has been agreed between 
Gillian Findley and NEAS that the current Serious Incidents 
with NEAS are closed off and monitored through action 
plans.  
 
Workforce 
It was reported there is a bank of student paramedics and 
are recruiting internationally. 
 
PTS continues to have the highest sickness levels of the 
three service lines; however they have achieved a 0.9% 
reduction since November 2016.   
 
The group were informed the NECS Business Intelligence 
Team have requested more detail to the reasons why staff 
are on sick leave. 
 
Complaints 
NEAS are internally achieving response time frames to 
complaints.  
 
The Formal Executive Committee CQF&P: 


 Received and considered the report; 


 Agreed that necessary actions are being taken forward 
with the respective organisations to improve quality and 
experience for patients. 


 


  
 
 
 
 
 


CQFP/16/145 Commissioner Assurance Visit (CAV) Programme Q3 
2016/17 Update 
 
The report provided the CCGs with assurance that visit 
recommendations are being implemented and where 
actions remain outstanding these are reported by exception.   
 
The report also provides an overview of the number of visits 
undertaken during the reporting period as well as any 
themes or trends identified. 
 
There is a meeting arranged for next week to discuss next 
year’s Commissioner Assurance Visits schedule. 
 
The Formal Executive Committee CQF&P: 


 Received and considered the report; 


 Noted the actions being taken forward with the respective 
organisations to improve quality, safety and patient 
experience. 
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CQFP/16/146 Risk Round Up 
 
There were no new risks identified throughout the meeting.   
 
It was noted that the achievement of the Constitutional 
Standards Indicators are already recorded as a risk on 
Corporate Risk Register.  
 


  


CQFP/16/147 Confirmed Minutes  
 
The following confirmed minutes were approved; 
a)  Quality Review Group CDDFT 20.12.16 
b)  Quality Review Group NEAS 25.11.16 
c)  Quality Review Group NTH 18.8.16 
 


  


CQFP/16/148 Any Other Business 
 
There were no items raised under any other business.  
 


  


 
 


Next Meeting 
 
The next Formal Executive Committee (CQF&P) Theme 
Meeting is scheduled for Tuesday 28 March 2017 at 2.00pm 
in the Boardroom at Sedgefield Community Hospital.  The 
deadline for reports is 21 March 2017. 
 


  


 


Signed:   
 
Title:   Mark Pickering, Chief Finance Officer 
 
Date:   28.3.17 
 
 








 


North Durham and Durham Dales Easington and Sedgefield Clinical 
Commissioning Groups 


 Clinical Quality Governing Body Report April 2017 


Mental Health Report 


 
Purpose of the report 
 
The purpose of this report is to provide North Durham and Durham Dales Easington 
and Sedgefield Clinical Commissioning Groups (ND CCG and DDES CCG) 
Governing Body with an exception report which headlines the key areas of concern 
within the CCGs’ commissioned mental health services and provides assurance that 
actions are being undertaken where appropriate. This paper reflects the position as 
at the end of March 2017 
 
Introduction 
 
This report is one of six reports which will be produced for the Governing Body 
across the financial year 2017/18. The areas that this suite of reports will cover are 
the clinical priority areas which are: 


• Mental Health 
• Learning Disabilities and Special Educational Needs and Disability (SEND) 
• Maternity 
• Urgent Care 
• Cancer 
• Diabetes 


 
This report provides information relating to the CCGs’ position and that of its main 
mental health care providers with an NHS contract: 
Tees, Esk and Wear Valleys NHS Foundation Trust (TEWVFT) 
Northumberland Tyne and Wear NHS Foundation Trust (NTWFT) 
Where appropriate independent sector providers are also included. 
 
Quality Update  
 
Key points to note: 
 
Tees Esk and Wear Valleys NHS Foundation Trust 


• Falls remain a focus of improvement of the Trust including a Falls project 
which is being led by the Director of Nursing. 


• Serious Incident (SI) reporting is showing a downward trend with 90 incidents 
reported in 2016/17. In 2015/16 there were 117 SIs reported to 
Commissioners. 
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• The quality of the Serious Incident root cause analysis reports and the 
governance around lessons learnt and shared remains under discussion with 
the provider. 


• National reporting and learning system reporting is demonstrating 
improvement. 


• Compliance with required rates of staff appropriately trained in Safeguarding 
practices and processes is not being achieved and there is currently a lack of 
assurance being provided by the Trust. A performance notice will be issued to 
address this 


 
 
Northumberland Tyne and Wear NHS Foundation Trust 


• Serious Incidents (SI) reporting shows an increase of SIs reported in 2016/17 
with 101 being reported compared to 94 in 2015/16. 


• Use of restraint: The Trust has worked on reducing numbers of violent 
incidents in response to national benchmarking of use of restraint figures.  


• Physical health of patients with a mental health and learning disability 
• National Reporting and Learning System (NRLS) 
 


 
 
Tees Esk and Wear Valleys NHS Foundation Trust (TEWVFT) 
 


1. Serious Incident Reporting 
 


Reporting; investigating and manging serious incidents are undertaken in line with 
the NHS England national Serious Incident Framework 2015. This requires providers 
of NHS care to follow due process within agreed timescales to manage serious 
incidents. All serious incidents are reported to the Commissioners of the service via 
the national reporting system called StEIS within two days of identification of the 
incident; an interim report should be produced within 72 hours and a further root 
cause analysis report within 60 days of the incident being reported. Duty of candour 
must also be undertaken in line with national guidance and within legal frameworks. 


Tees Esk and Wear Valleys NHS Foundation Trust (TEWVFT) have faced a number 
of workforce challenges within their patient safety team during 2016/17 and have at 
times struggled to achieve the associated submission dates and time scales.  


The graph below outlines the serious incidence compliance which the Trust has 
achieved in 2016/17. 


TEWVFT 72hr reports due received 2016/17 


 


 
 
 
 
 
 
 


72hr Reporting Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Trend Sparkline
% Rec'd in Timeframe 100% 100% 100% 85% 85% 33% 100% 33% 100% 74% 40%


No of Reports Due 12 3 4 7 7 6 0 7 3 4 4 5
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TEWVFT 60 day RCA reports received 2016/17 


 


Timeliness of reporting and action implementation is important in reducing the 
potential for repeated occurrences. 


In March 2017 the Trust had a total of 138 open serious incidents of which 19 open 
cases related to DDES CCG and 19 to North Durham CCG. There were also 51 
cases which predate April 2016. All of these incidents are in various stages of the 
process from not yet due to awaiting completed actions. It is also worthy of note that 
when a mental health homicide occurs this is subject to an external review and can 
therefore take a number of months/years in some instances to reach conclusion and 
enable commissioners to close the incident. 


In addition to the challenges which the Trust has faced in compliance with reporting 
timescales and process there is also a concern in relation to the quality of the 
serious incident root cause analysis reports  and associated action plans submitted 
to commissioners for review and closure.  The Trust have recently implemented an 
amended process to ensure the monitoring of actions to closure is improved by 
providing a dedicated resource focussed solely on gaining assurance that the 
actions have been delivered. The Clinical Quality Team work closely with the Trust to 
monitor serious incidents to completion and will challenge the Trust to gain 
assurance on behalf of the CCG. The Clinical Quality Team; the CCG Director of 
Nursing and Quality and CCG Quality Leads review all root cause analysis reports 
on behalf of the CCG and feedback/challenge the Trust accordingly to drive 
improvement in the level of detail and exposure of root cause where they exist. The 
CCG Director of Nursing is currently in discussion with NHSE to source some expert 
advice on root cause analysis investigations relating to mental health as there 
appears to be some incidents where TEWV are stating there are no lessons to be 
learned and the CCG feels this is not correct. It is likely that an external review of 
TEWV incidents will be commissioned. 
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The most frequently reported incidents for the Trust can be seen in the graph below. 


 


Apparent/actual/suspected self-inflicted harm meeting SI criteria remains the most 
frequently reported type of serious incident followed by slips/trips and falls. The 
number of self harm incidents does not hit the official figures that constitute and 
“cluster” but the CCG is working with TEWV to identify any trends. North Durham is 
about to start a suicide response team following the suicide of a young person in 
Derwentside. 


During 2016/17 there were 16 falls recorded by date reported which is an increase 
compared to 2015/16 when there were 12 reported. Prior to 2015/16 there were no 
falls recorded as serious incidents by the Trust.  This could potentially indicate that 
recognition and reporting of slips/trips and falls has improved. This increasing trend 
can be seen in the graph below and should be viewed as positive reporting culture. 
The CCG will reviews actions being taken at the next assurance visit. 
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1.2. National Reporting and Learning System (NRLS) 


The NRLS is a central database of patient safety incidents. Information submitted by 
provider organisations is analysed to identify hazards; risks and opportunities to 
continuously improve the safety of patient care. The latest release of NRLS data 
April 2016- September 2016 (released in March 2017) shows that the Trust are in 
the mid 50% for number of incidents reported which is an improvement from the 
previous six monthly position where they were in the lower 25%. The Trust did report 
data anomalies earlier in the year which they were working through with the NRLS 
data team to regain a reflective position.  


1.3 Patient Safety - Reducing Harm. 


Harm Minimisation 


The Trust has implemented a quality strategy which aims to reduce harm to a 
minimum that people who use their services suffer.  The Trust is aiming to reduce 
the harm to people using their services by 10% per year. The Trust is also aiming to 
use the learning from incidents; complaints and audits to inform changes to service 
delivery. 


The trust has implemented a harm minimisation project. Harm minimisation is an 
approach to proactively identifying, assessing, evaluating, reducing and 
communicating risk in order to maximise safety for all parties involved in the care 
and treatment of our service users and carers. Clinical risk assessment and 
management in practice provides a protective process within which to promote the 
principles of recovery. Traditionally, approaches to risk management for people 
within mental health and learning disability services have been concerned with 
protecting individuals and those around them from danger and reducing harm. 


During 2015/16 the Trust undertook a review of their approach to risk assessment 
and management practices and identified that it had become almost a ‘tick box’ 
exercise leading to poor risk identification. There was an emerging picture of 
disconnection with identification of risk and subsequent development of a plan to 
mitigate and manage the risk. A cultural shift was therefore required towards 
recovery focused harm minimisation and safety planning based on shared decision 
making and the joint development of personal safety plans. Recovery-orientated 
approach to harm minimisation is concerned with the development of hope, 
facilitation of a sense of control, choice, autonomy and personal growth, and the 
provision of opportunities for the service user rather than risk averse practice which 
may be detrimental to the service users recovery and rehabilitation. 


The Trust have included ‘Harm Minimisation in the Quality Account priorities across 
the 2016/17 and have identified the following areas for development: 
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• Complete a review of the current Harm Minimisation and Risk Management 
practice across the Trust by Q1 2016/17.  


 
• Develop and agree Harm Minimisation principles including engagement 


guidelines by Q1 2016/17.  
 


• Develop and complete Harm Minimisation training materials and training plan 
which will include a Recovery focused approach by Q2 2016/17.  


 
• Commence face to face training which includes expert by experience input / 


delivery by Q2 2016/17.  
 


• Develop an e-learning package which will include a competency framework by 
Q3 2016/17.  


 
• Have sufficient staff trained in priority areas by Q4 2016/17.  


 
• Evaluate the project and develop options for future delivery by Q4 2016/17.  


 


2. Falls 
 
The latest Safety Thermometer published data in March 2017 (February 2017 data) 
shows that, although TEWVFT are performing above (better than) the national 
average for overall harm free care, they do show a higher rate of falls with harm.  
The falls data has shown to be on an increasing trend throughout quarter four. 
 
The Trust has a falls project underway which aims to reduce the number of patient 
falls where harm to the patient occurs.  This work links with work also being 
undertaken in the Mental Health Services for Older Peoples (MHSOP); which is 
aimed at improving physical health and the management of frailty.  


During 2016 the Trust developed their frailty clinical link pathway for Mental Health 
Services for Older People in-patient services to identify, assess and treat any of the 
five frailty syndromes of falls; immobility; delirium; incontinence and susceptibility to 
medication side effects. A screening tool has been developed and is in use and 
incorporates the National Institute Health and Care Excellence (NICE) guidance and 
patient safety alerts for falls reduction.  Falls risk assessment tools are in place and 
crib sheets have been developed to assist with screening and assessment of 
patients. These actions will be reviewed at the next commissioner assurance visit. 


 
3.  Safeguarding Training  
 
The Trust is required to ensure that staffs are adequately trained to the correct level 
in safeguarding procedures. The Trust reports quarterly compliance against local 
quality requirement targets. 
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The latest data can be seen in the graphs overleaf which demonstrate both Children 
and Adult compliance rates as of 31 December 2016. Despite providing the CCG 
with an action plan the position has not improved and therefore a performance notice 
will be issued at the next QRG. 


 
 


 
 


4. 2016 NHS Staff Survey 


Possible scores range from 1 to 5, with 1 indicating that staff are poorly engaged 
(with their work, their team and their trust) and 5 indicating that staff are highly 
engaged. The trust’s score of 3.88 was above (better than) average when compared 
with trusts of a similar type. 


 
  


7 
 







Northumberland Tyne and Wear NHS Foundation Trust (NTWFT) 
 
1. Serious Incident Reporting 


 
Reporting, investigating and manging serious incidents are undertaken in line with 
the NHS England national Serious Incident Framework 2015. This requires providers 
of NHS care to follow due process within agreed timescales to manage serious 
incidents. All serious incidents are reported to the Commissioners of the service via 
the national reporting system called StEIS within two days of identification of the 
incident; an interim report should be produced within 72 hours and a further root 
cause analysis report within 60 days of the incident being reported. Duty of candour 
must also be undertaken in line with national guidance and within legal frameworks. 


Northumberland Tyne and Wear have been consistent in submission of RCAs 
throughout 2016/17. 


NTWFT 72hr reports due received 2016/17 


 


NTWFT 60 day RCA reports received 2016/17 


 


In March 2017 NTWFT had a total of 47 open serious incidents, only 1 open case is 
related to DDES CCG. The rest of the cases relate to patients outside of the Durham 
area. 
 
 


 


 


 


 


72hr Reporting Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Trend Sparkline
% Rec'd in Timeframe 66% 30% 75% 75% 93% 77% 22% 60% 56% 44% 50% 12%


No of Reports Due 9 13 8 12 15 9 9 10 9 9 6 8
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The most frequently reported incidents for the Trust can be seen in the graph below. 


 
 


Apparent/actual/suspected self-inflicted harm remains the most frequently reported 
type of serious incident during 2016/17.  


 


1.1 National Reporting and Learning System (NRLS) 


Data released in March 2017, for the period April to September 2016 shows the 
Trust in the middle 50% of reporters. The Trust report a higher rate of moderate 
harms compared with other mental health organisations, and have a higher rate of 
self-harming behaviour incidents. This could be as a result of the types of services 
that the organisation provides and the way in which the Trust classifies the level of 
patient harm. 


 
2. Use of Restraint  


NHS Benchmarking Network latest data collection (August 2015) has highlighted that 
the Trust is 3rd highest overall user of restraint with an average of 7.6 instances per 
10 beds compared with the national average of 2.8.  The highest reported incidences 
of restraint within the Trust are primarily from within Learning Disability and Child 
Adolescent Mental Health Services.   


The Trust has a model underpinning their safe and positive care strategy “Six Core 
Strategies for the reduction of restraint”.  Leadership towards organisational change, 
use of data to inform change, workforce development, use of prevention tools, 
patient centred approaches and post incident support and learning.  The Trust’s 
year-end forecast for 2016/17 is expected to show a 9% reduction in violence and 
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aggression overall – approximately 500 fewer incidents.  However, there has been a 
small increase seen in patient and staff assaults although this now appears to be 
plateauing. This will be monitored at the CQRG. 


 


3. Physical health of patients with a mental health and learning disability 


The nature of mental health and learning disabilities means that children, young 
people and adults are more at risk of developing long term physical health problems 
and complications.  As a result NTWFT is trying to focus attention on downstream 
work and intervene earlier before patients access NTWFT’s specialist services, i.e. 
working with people coming through local authorities, schools and community 
services. 


 
4. 2016 NHS Staff Survey 


 
Possible scores range from 1 to 5, with 1 indicating that staff are poorly engaged 
(with their work, their team and their trust) and 5 indicating that staff are highly 
engaged. The trust’s score of 3.87 was above (better than) average when compared 
with trusts of a similar type. 


 


5. Friends and Family Test  


Patient FFT response rates had decreased in Quarter 3 16/17 by 15% in comparison 
to the previous quarter (Q2) with 621 responses. There had been a small decrease 
in the “recommend” score from last quarter – from 78% to 76%. A new format for the 
Points of You (PoY) experience survey was recently agreed, incorporating the 
Friends and Family test into a universal survey suitable for use by both service users 
and carers. In January 2017 a centralised mailshot process had been implemented 
by the Trust whereby service users would be posted PoY surveys.  Replicating the 
mailshot process for carers was currently being explored.  The mailshot coincided 
with the introduction of the refreshed forms in inpatient and other clinical areas. The 
PoY survey was also available online. To support the feedback cycle a PoY 
dashboard was in development to enable clinical services to monitor the patient 
experience related to their service. Guidance for staff, service users and carers was 
now available on the NTWFT intranet. 
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Areas of Good Practice 
 


• Northumberland, Tyne and Wear NHS Foundation Trust is one of only two 
Mental Health Trusts in the country to be rated as outstanding by the CQC 
and has been chosen by NHS England to be a ‘Global Digital Exemplar’.   The 
Trust is one of seven mental health organisations across England which will 
receive £5m additional funding for three years to develop and innovate digital 
solutions to improve patient experience, such as the development of online 
assessments and consultations as well as improved secure information 
sharing. 


• NTWFT have agreed to submit data to the Mental Health Safety 
Thermometer, with the aim of the first submission to the end of Quarter 1 
2017/18.  


• Engagement with staff on PREVENT is incorporated into the Trust’s 
safeguarding training.  Over 90% of staff have completed the training, against 
the 85% standard.  NTWFT is the second highest referrer into PREVENT in 
the North East. 


 
 
Report produced by: 
 
Daniel Webber, Senior Clinical Quality Officer, NECS 
Helen Osborn, Senior Clinical Quality Officer, NECS 
Liz Ward, Senior Clinical Quality Manager, NECS 
 
18th April 2017. 
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Formal Executive Committee 
21 February 2017 


Boardroom, Rivergreen Centre 
 


CONFIRMED MINUTES 
 
Present: 
Stewart Findlay  Chief Clinical Officer 
Mark Pickering  Chief Finance Officer 
Gill Findley   Director of Nursing 
Joseph Chandy  Director of Primary Care, Partnerships and Engagement 
Sarah Burns   Director of Commissioning 
 
In Attendance: 
Sarah Lambert  Head of Corporate Services 
Lesley Jeavons  Director of Integration 
Sue Humpish  Executive Assistant – Minutes 
 
Apologies:  
Nicola Bailey   Chief Operating Officer  
James Carlton  Medical Adviser 
Keith Allan   Public Health representative, Durham County Council 
 
Item No 


 
 Action 


FEC/16/291 Apologies for absence 
 
Colleagues were welcomed to the meeting and apologies noted. 
 


 
 


FEC/16/292 Declarations of conflicts of interest 
 
There were no declarations made in relation to the agenda items. 
 


 


FEC/16/293 Minutes of the meeting held on 7 February 2017 
 
The minutes were accepted as a true record. 
 


 
 


FEC/16/294 Matters arising from the meeting held on 7 February 2017 
 
There were no matters arising. 
 


 
 


FEC/16/295 Review of Action Log 
 
The action log was reviewed and updated. 
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FEC/16/286 Adult Individual Packages of Care Report: December 16 
At the previous day’s High Cost Case Panel meeting, the group had 
reviewed the schedule of panel reviews and found a significant 
difference between when the reviews were due and when they were 
actually done.  The panel was to scrutinise this schedule on a monthly 
basis in order to ensure that these unacceptable delays were 
addressed.   
 
It was added that the high cost case review delays had been discussed 
at the Audit and Assurance Committee and it had been noted that 
although the delays were a concern, the needs of the patient did not 
necessarily change frequently and should not generate significant 
funding changes. 
 
Colleagues discussed work being done with the local authority to 
improve the CHC service and the assurances that the local authority had 
needed regarding the demands on its budget and staff resources.  A 
menu of options was being drawn up for consideration ranging from 
separate organisational working through to full integration.  A report 
would be formulated in due course for the Committee. 
 


FEC/16/297 Governing Body Report: Risk Management update 
 
The report provided the updated CCG risk register and a summary of 
the current CCG-wide risks for consideration and review.   
 
At the last Directors’ Away Day, colleagues had agreed to review the 
register in order to amalgamate risks and remove those no longer 
needed.  This report reflected those changes and colleagues discussed 
the new format. 
 
The Executive Committee: 
• received the risk register; 
• considered the content of the risk register; 
• noted that the internal risk management development work was an 


ongoing process and would continue to progress to embed a positive 
risk management culture across the CCG; 


• approved the report for submission to the Governing Body on 14 
March 2017. 


 


 


FEC/16/297 Governance Assurance Report and Governance Work Programme 
Quarter 3 2016/2017 position 
 
The summary of governance activity aimed to provide assurance in 
relation to the CCG’s governance processes which ensured the safe and 
effective management of risk in the organisation. 
 
The key content of the report was highlighted, including: streamlining of 
policies; testing of the Business Continuity Plan; SIRMS incident 
reporting and annual report governance statement and the preparations 
for the submission of the IG Toolkit. 
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ACTION: SL to ask NECS to undertake a review of EDS2 Equality 
and Diversity activity. 
 
The Executive Committee: 
• discussed the content of the report. 
 


FEC/16/298 Outstanding audit recommendations 
 
The report captured the three remaining actions from the Audit One 
recommendations, and these were all on track for completion by the end 
of March 2017. 
 
The Executive Committee: 
• considered the list of outstanding audit recommendations. 
 


 


FEC/16/299 Right Care 
 
The CCG was due to submit its Right Care Plan by the end of February.  
Activity had been split between two years and provided a potential level 
of opportunity of £17m. 
 
Year One 
Respiratory (non-elective, elective and day case, prescribing) 
Trauma and injury for adults (non-elective) 
Musculoskeletal (elective, day cases, non-elective, prescribing) 
Endocrine (prescribing) 
 
Year Two 
Cancer (elective, day case, non-elective and prescribing) 
Mental Health (prescribing) 
Circulation (elective, day case, non-elective and prescribing) 
Genito-Urinary (non-elective) 
 
Work was already being done for most of the year one items and aligned 
to the prescribing incentive scheme.  Some exploratory work would be 
required prior to year two. 
 
A summary of Right Care areas being reviewed in DDES, North Durham 
and the Southern STP was being prepared.  There was correlation 
between DDES and the other CCGs in the area so there may be 
opportunities to work at scale. 
 
ACTION: SB to provide a summary to include in the Chief Clinical 
Officer’s report to the next Governing Body. 
 
ACTION: LJ to add an update on Discharge to Assess work to the 
Chief Clinical Officer’s report for the next Governing Body. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SB 
 
 


LJ 


FEC/16/300 Risk round up 
 
ACTION: MP to include Right Care in the risk register. 
  
 


 
 


MP 
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FEC/16/301 Any other business 
 
QIPP 
The CCG had a £12m QIPP savings target for the coming financial year 
and colleagues discussed confidence levels in achieving the savings 
half of which would be delivered through the contract team and on 
schemes such as prescribing and half on activity related items. 
 
ACTION: SH to add to the agenda for the Directors’ Away Day for 
MP to lead on discussions. 
 
ACTION: MP to highlight to SF the activity areas which were 
causing concern as they could be adversely affected by other 
factors e.g. delays in value based commissioning decisions. 
 


 
 
 
 
 
 
 
 


SH 
 
 


MP 


 Next meeting 
 
Tuesday 7 March 2017 at 2pm in the Boardroom, Sedgefield Community 
Hospital. 
 


 


 
 
 
 


Signed:  
 
Title:   Stewart Findlay, Chief Clinical Officer 
 
Date:   8 March 2017 
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		CONFIRMED MINUTES






Official 
 


   
 


 
Meeting date: 9th May 2017 


Item No: GB 17 020 


 
GOVERNING BODY 


 
Title of report: Mental Health Report  


 
Sponsor Director: Gill Findley, Director of Nursing     


Date of report: 18/04/2017 
 


Name of person presenting 
the report at the meeting: 
 


Gill Findley, Director of Nursing 


Reason for report:   ‘’ 
please tick relevant category 
 


• Information only  
• Development / Discussion 
• Decision / Action   


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


The Governing Body is asked to: 
• Receive the GB Mental Health report for information 


 
 


Report status:  ‘’ please 
indicate relevant category  
 
 


• Official            
• Official Sensitive: Commercial      
• Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


No            


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 
 


n/a            


Potential conflicts of 
interest: 
 


n/a 
 
 
 


 


 
 
 







 
 


Purpose of the report and 
summary of key issues: 
 
 


The primary areas of interest, concern or risk for DDES CCG 
are as follows:  


 
Tees Esk and Wear Valleys NHS Foundation Trust 


• Falls remain a focus of improvement of the Trust 
including a Falls project which is being led by the 
Director of Nursing. 


• Serious Incident (SI) reporting is showing a downward 
trend with 90 incidents reported in 2016/17. In 2015/16 
there were 117 SIs reported to Commissioners. 


• The quality of the Serious Incident root cause analysis 
reports and the governance around lessons learnt and 
shared remains under discussion with the provider. 


• National reporting and learning system reporting is 
demonstrating improvement. 


• Compliance with required rates of staff appropriately 
trained in Safeguarding practices and processes is not 
being achieved and there is currently a lack of 
assurance being provided by the Trust. 


 
Northumberland Tyne and Wear NHS Foundation Trust 


• Serious Incidents (SI) reporting shows an increase of 
SIs reported in 2016/17 with 101 being reported 
compared to 94 in 2015/16. 


• Use of restraint: The Trust has worked on reducing 
numbers of violent incidents in response to national 
benchmarking of use of restraint figures.  


• Physical health of patients with a mental health and 
learning disability 


• National Reporting and Learning System (NRLS) 
 


 
 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting: 
 
Formal 
Executive 
Committee 
CQFP 
 
Governing 
Body 
 


Date: 
 
24.4.17 
 
 
 
 
9.5.17 


Outcome: 
 
Approved for 
Governing Body 


 
Supporting documents/ 
Appendices: 


Governing Body Mental Health Report April 17 
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Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 
 


() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
  


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


 


 Does this report have legal implications? 
  


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


this report 
  


 
 Has this report taken into account equality and diversity?  


  
 


 Does this report impact on Quality, Innovation, Productivity and Prevention 
(QIPP) 


   
 


 Has there been any consultation/engagement (patient, public, stakeholder, 
clinical) with regard to the content of the report? 


  
 Are there any clinical quality/patient safety issues identified in this report? 


 This report contains Patient Safety Issues which have been identified through 
QRGs and published data/reports. It also contains data on Clinical Quality, 
Patient Experience and Clinical Effectiveness of Mental Health Trusts who 
provide care to DDES residents. 
 


 Does this report impact on any information governance issues? 
  


 
 Other implications 
  


 
 
Author:  Daniel Webber, Senior Clinical Quality Officer  
 
Sponsor:  Gill Findley, Director of Nursing / Nurse Advisor   
 
Date:   April 2017 
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Official 
 


   
 


 
Meeting date: 9th May 2017 


Item No: GB 17 019 


 
GOVERNING BODY 


 
Title of report: Acute and Community Clinical Quality Quarterly Update 


Report 
 


Sponsor Director: Gill Findley, Director of Nursing      


Date of report: 20/03/2017 
 


Name of person presenting 
the report at the meeting: 
 


Gill Findley, Director of Nursing 


Reason for report:   ‘’ 
please tick relevant category 
 


• Information only  
• Development / Discussion 
• Decision / Action   


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


The Governing Body is asked to: 
 


• Receive the Acute and Community Quarterly report for 
information 
 


Report status:  ‘’ please 
indicate relevant category  
 
 


• Official            
• Official Sensitive: Commercial      
• Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


No            


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 
 


n/a            


Potential conflicts of 
interest: 
 


n/a 


 


 
 
 







 
 


Purpose of the report and 
summary of key issues: 
 
 


The primary areas of interest, concern or risk for DDES CCG 
are as follows:  


 
County Durham and Darlington NHS Foundation Trust 
(CDDFT): 


• Serious Incidents - CDDFT have reported 10 Never 
Events in 2016/17 to date. 


• Healthcare Associated Infections (HCAI) - The latest 
unpublished data shows CDDFT reported one case of C. 
difficile in February. 


• NHS Safety Thermometer - The latest published data 
in February (January data) shows CDDFT continue to 
remain better than the national average (94.2%) for 
Harm Free care. 


• Safer Staffing - Latest reported Safer Staffing data 
shows that day care staffing at, Sedgefield Community 
Hospital (71% against a target of 75%). 
 


City Hospitals Sunderland NHS Foundation Trust (CHSFT): 
• Serious incidents (SI) - CHSFT have reported 6 SIs in 


Q4 to date which include 3 Never Events. 
• Health Care Associated Infections (HCAI) - Year to 


date, CHSFT have reported 5 cases of MRSA which 
have been validated via the post infection review (PIR) 
process. 


• Mortality – The Trust presented a Mortality report at the 
QRG in March which highlighted that the Trust are low 
with regards to Palliative care reporting which may have 
a negative impact on the HSMR. 
 


North Tees & Hartlepool NHSFT (NTHFT): 
• Serious Incidents (SI) – The Trust have reported 21 


SIs in Q4 to date, 7 of these being Slips/Trips/Falls. 
NTHFT reported 1 Never Event in Q2 16/17 involving 
wrong site surgery. 


• Healthcare Associated Infection (HCAI) - The latest 
published data shows the Trust have reported 35 cases 
of C. difficile to date  against a target of 12. 


• NHS Safety Thermometer - The Trust submitted data in 
February which is inconclusive, due to errors in the 
submission. 
 


 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting: 
 
Formal 
Executive 
Committee 
CQFP 
 
Governing 
Body 
 


Date: 
 
28th March 2017 
 
 
 
 
9th May 2017 


Outcome: 
 
Approved 
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Supporting documents/ 
Appendices: 


Acute and Community Clinical Quality Quarterly Update Report 
March 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: 
 
 


() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
  


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


 


 Does this report have legal implications? 
  


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


this report 
  


 
 Has this report taken into account equality and diversity?  


  
 


 Does this report impact on Quality, Innovation, Productivity and Prevention 
(QIPP) 


   
 


 Has there been any consultation/engagement (patient, public, stakeholder, 
clinical) with regard to the content of the report? 


  
 Are there any clinical quality/patient safety issues identified in this report? 


 This report contains Patient Safety Issues which have been identified through 
QRGs with CDDFT, CHSFT and NTHFT. It also contains data on Clinical Quality, 
Patient Experience and Clinical Effectiveness of Acute Trusts providing services 
to DDES patients. 
 


 Does this report impact on any information governance issues? 
  


 
 Other implications 
  


 
 
Author:  Daniel Webber, Senior Clinical Quality Officer  
 
Sponsor:  Gill Findley, Director of Nursing / Nurse Advisor   
 
Date:   March 2017 
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Acute and Community Services 
Quarterly Clinical Quality Update  


March 2017 


Produced by Anna Pickford – Principal Intelligence Analyst 
a.pickford@nhs.net 


Dan Webber – Senior Clinical Quality Officer 



mailto:a.pickford@nhs.net





Acute and Community services 
County Durham and Darlington NHS Foundation Trust (CDDFT) 


PATIENT SAFETY 
• Serious incidents (SI) - CDDFT have reported 10 Never Events from 1 April 2016 to date.  Two wrong tooth extractions, a wrong 


site nerve block, wrong implant (mismatched knee), incorrect procedure to correct an eye squint, 2 wrong lesion removals, a 
retained object and 2 Surgical SIs. CDDFT have presented a complete action plan to CQC regarding 7 of these Never Events.  


• SI Performance Monitoring - There is a financial penalty in the 2016/17 contract for late submission of reports should the CCG 
wish to impose this. The performance against SI’s will continue to be monitored via the SI panel and the CQRG. CDDFT have 
seen an improvement in both reporting of SIs within 2 days (93% in Q4 16/17) and 90% of all 72hr reports have been submitted 
within the timeframe in Q4 to date. There has been a slight decrease in the submission of RCAS within 60 days (62.5% in Q4 to 
date). 


• Healthcare Associated Infections (HCAI): The latest unpublished data shows CDDFT reported one case of C. difficile in 
February meaning the Trust remain better than trajectory with a total of 15 reported cases so far in 2016/17 against a target of 17.  
The Trust has five reported cases of MRSA since 01 April 2016. 


• NHS England Quality Dashboard - The latest NHS England Quality Dashboard received in February indicates CDDFT are 
flagged as an outlier for their CQC  inspection rating of ‘Requires Improvement’. The Trust have also been identified as below 
standard (90%) for Cancer 62 day wait (urgent screening service referrals at 66.7%). CDDFT are below standard (95%) in 
February’s data for A&E 4 hour waits at 89.5%.  


• NHS Safety Thermometer: The latest published data in February (January data) shows CDDFT continue to remain better than 
the national average (94.2%) for Harm Free care. CDDFT reported a rate of falls resulting harm greater than the national average 
(0.56%). The Trust were highest within the region in January 2017. 


• Ambulance Handover Delays -Ambulance Handover delay calculations were changed by NEAS in December 2016, resulting in a 
drastic reduction in performance. Provider Management are aware of this situation and the issue is being discussed with the 
provider.  


• 2016 NHS Staff Survey Results – CDDFT score of 3.68 was below  (worse than) average when compared with trusts of a similar 
type (3.80 for Acute & Community Trusts) 
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Acute and Community services 
County Durham and Darlington NHS Foundation Trust, CDDFT 


PATIENT SAFETY 
• Safer Staffing - Latest reported Safer Staffing data shows that day care staffing at, Sedgefield Community Hospital (71% against 


a target of 75%) was reported as significantly below planned levels.  There are no concerns with other CDDFT sites.  Exceptions 
continue to be monitored through the CQRG. 


CLINICAL EFFECTIVENESS 
• Pressure Ulcers – CDDFT show as being below the national average in February NHS Thermometer data. However the 


performance over the last 12 months has remained consistent.  
• Sentinel Stroke National Audit Programme (SSNAP) - CDDFT previously advised of issues submitting their latest Clinical Audit. 


Published findings are currently invalid.  
 


PATIENT EXPERIENCE 
• Inpatient Friends & Family Test (FFT) - The Inpatient response rate for this Trust was below the national and regional average in 


December 2016.  The response for Bishop Auckland Hospital remained low but the response for Shotley Bridge Hospital reduced 
to 0% This may be an issue with submission at this site.  Darlington Memorial (DMH) continue to report a rate similar to the 
regional average and slightly lower than national. The overall findings of the survey are deemed to not be representative of the 
overall patient population due to the low response rates.  


• FFT A&E - The response rate remains better than average for all sites. The proportion of patients stating that they would 
recommend the Trust remains similar to national and regional average, although University Hospital North Durham is shown to be 
consistently lower.  
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Acute services 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 


PATIENT SAFETY 
 
• Serious incidents (SI) - CHSFT have reported 6 SIs in Q4 to date. There has been a substantial decrease in the amount of SI’s 


reported by CHSFT in Q2, Q3 and Q4 of 2016/17 compared to the previous year. Two Never Events were reported in the month of 
February 2017. CHSFT reported one Never Event which involved the administration of oral Oramorph liquid intravenously. CHSFT 
has reported two further Never Events in March 2017, one involving a retained swab and the second a patient who was listed for 
transobturator tape and the operator inadvertently made initial suprapubic stab incisions for Tension-free Vaginal Tape (TVT). 


• SI Performance Monitoring - The late submission of 60 day RCAs is monitored by CCG and NECS.  There have been significant 
improvements in the timeliness of reporting in 2 days, 72hr report submission and RCA submission in Q3. However, the number of 
SIs reported has dropped of the last financial year. 


• Health Care Associated Infections (HCAI): Year to date, CHSFT have reported 5 cases of MRSA which have been validated via 
the post infection review (PIR) process. The Trust have 28 validated cases of C difficile, with one further case awaiting validation 
(above trajectory). 9 cases have been upheld at panel in 2016/17 taking the actual number of validated cases to 17, which is below 
trajectory. 


• NHS Safety Thermometer: Data to January 2017 shows a static position for overall harm free care, with the Trust just below the 
national average. This appears to be due to an increase in the % of pressure ulcers. 


• NHS England Quality Dashboard (February 2017 data release) -The data produced in February shows the Trust as an outlier 
for MRSA,  Hospital Standard Mortality Ratio (HSMR) and Weekend HSMR Non-Elective. CHSFT are also showing below 
standard (85%) for Cancer 62 day wait (urgent GP referrals) at 83.5%. The Trust are also showing below standard (1%) for 
Diagnostics over 6 week waits at 4.5% in February. A&E 4 hour waits continues to be below the standard (95%) at 91% and 
Cancelled Ops 28 day target at 15.3%.  


• Safer Staffing - The actual vs planned ratio for staffing at Sunderland Royal Hospital and  Sunderland Eye Infirmary was reported 
as being above the 75% target.  


• Ambulance Handover Delays -Ambulance Handover delay calculations were changed by NEAS in December 2016, resulting in a 
drastic reduction in performance. Provider Management are aware of this situation and the issue is being discussed with the 
provider. This does not necessarily reflect poor performance or quality issues.   


• 2016 NHS Staff Survey Results – The trust’s score of 3.81 was above (better than) average when compared with trusts of a 
similar type (3.81 for Acute Trusts). 


• Mortality – The Trust presented a Mortality report at the QRG in March which highlighted that the Trust are low with regards to 
Palliative care reporting which may have a negative impact on the HSMR which is potentially contributing to why they are outliers. 
There is a meeting planned with palliative care team to review coding to address this matter. The Trust are also outliers in mortality 
related to stroke and pneumonia and clinical teams are to attend the Mortality review Group to highlight changes in practice and 
discuss what improvements are to be made. 
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Acute services 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
CLINICAL EFFECTIVENESS 
• CQUIN 2016/17 - All applicable indicators achieved, with the exception of sepsis in ED – screening (partial achievement), sepsis in 


ED – treatment (not achieved) and cirrhosis (not achieved). Targets for sepsis (inpatient) for Q4 were agreed. 
• Sentinel Stroke National Audit Programme (SSNAP) - The latest SSNAP report shows that the overall clinical audit performance 


has gone up from E to D in the period of Aug-Nov 16. Discharge has moved from D to A in this period. 
PATIENT EXPERIENCE 
• Inpatient Friends and Family Test (FFT) - The response rate for this Trust is below national average. Both sites remain low but 


Sunderland Eye Infirmary is worse than the Royal Hospital. The proportion recommending is unlikely to be representative of the 
overall patient population due to the low response rate but both sites were reported as above regional and national average.  


• FFT A&E - The Trust reported a lower than average response rate for A&E, with Sunderland General and Walk in Centres lowest. 
Sunderland Eye Infirmary was reported a reduction in response rate over the last two months and are now also below average. All 
sites reported a higher than average proportion of patients recommending the site/Trust. However due to the low response rates, 
are not likely to be representative of an overall patient population 
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Acute and community services 
North Tees & Hartlepool NHS Foundation Trust, NTHFT 


PATIENT SAFETY 
• Serious Incidents (SI) – The Trust have reported 21 SIs in Q4 to date, 7 of these being Slips/Trips/Falls. NTHFT reported 1 


Never Event in Q2 16/17 involving wrong site surgery. 
• SI Performance Monitoring - NTHFT has made some improvement however further work is required in order to maintain high 


levels of compliance with reporting RCA timescales. However, only 1 of the 21 SIs reported in Q4 have met the 2 day reporting 
timeframe. Performance will continue to be monitored via the SI panel process and CQRG.  


• Healthcare Associated Infection (HCAI): The latest published data shows the Trust have reported 35 cases of C. difficile to date  
against a target of 12. There has been one reported case of MRSA in 2016/17 to date.   


• NHS England Quality Dashboard - The latest dashboard received in February shows NTHFT as outliers for Summary Hospital-
level Mortality Indicator (SHMI), PROMS: Groin hernia - Adjusted average health gain, and CQC rating. They are also showing as 
below standard (1%) for Diagnostics – over 6 week waits at 2.4%. A&E 4 hour waits continues to be below the 95% standard at 
90.7%.  


• NHS Safety Thermometer: The Trust submitted data in February which is inconclusive, due to errors in the submission. 
• 2016 NHS Staff Survey Results – The trust’s score of 3.82 was above (better than) average when compared with trusts of a 


similar type. 
 


 
CLINICAL EFFECTIVENESS 
• Sentinel Stroke National Audit Programme (SSNAP) - The latest SSNAP report shows that the overall clinical audit 


performance has moved to C from D for the period Aug - Nov 2016.  There has been improvements in 6 of the 10 areas including 
Discharge. 
 


PATIENT EXPERIENCE 
• Inpatients Friends & Family Test inpatient (FFT) - The response rate for this Trust in December 2016 was similar to the regional 


average but lower than national. The University Hospital of Hartlepool have a better response rate than the University Hospital of 
North Tees but experience regular extreme fluctuations suggesting that the number of responses may be small. The proportion 
recommending the Trust was highlighted as above average. 


• FFT A&E -The A&E response rate remains below national and regional average. The response rate for the walk in centres and 
Minor injury unit was again reported as 0% this is due to no responses being submitted.  The proportion recommending the Trust 
overall was reported as better than average.  
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CHSFT CDDFT GHFT NTHFT STHFT STFT 


HSMR 


SHMI 


CUSUM – Triggered a score of 5 
 
 
 


Ambulance Handovers 


Cdiff 


MRSA 


Harm Free care 


Falls 


Pressure Ulcers 


VTEs 


UTI’s with Catheter  


Safer Staffing 


Inpatient FFT – Response  


Maternity FFT - Response 


A&E FFT - Response 







Ambulance Handover Delays 


8 


 
Patient Safety 


Indicators 
 


Please note, Ambulance Handover delay calculations were changed by NEAS in December 2016, resulting in a drastic reduction in 
performance. Provider Management are aware of this situation and the issue is being discussed with the provider. This does not 
necessarily reflect poor performance or quality issues.   


% of Ambulance handovers completed within 30mins 







 
Patient Safety 


Indicators 
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The following graphs show the number of C-difficile cases for CDDFT, CHSFT & NTHFT January 2017.  
 


Healthcare Acquired Infection (HCAI) C-Difficile 


CHSFT is currently in line with their YTD target of 28 cases of Cdiff.  
 
NTHFT continue to report more cases of C-diff than expected and have 
breached their annual target. Year to date, the Trust have reported 33 
cases against an expected 11, with another two awaiting validation. The 
annual target for this trust was set at 13. 
 
CDDFT were all reported as below their year to date trajectories.  







HEALTHCARE ACQUIRED INFECTION 
(HCAI) MRSA  
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Year to date, the six trusts within this report have reported 16 cases of MRSA. CHSFT have reported 5 all of which have been 
validated via the PIA process.  
CDDFT have also reported 5 cases, 3 have been validated via the PIA process, another 2 are awaiting confirmation.  
NTHFT have reported 1 cases year to date. 


 
Patient Safety 


Indicators 
 


01/06/2016 06/07/2016 03/08/2016 07/09/2016 05/10/2016 02/11/2016 07/12/2016 04/01/2017 01/02/2017 01/03/2017 04/04/2017 03/05/2017


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
YTD 


(Published)
YTD 


(Actual)


City Hospitals Sunderland NHS Foundation Trust 1 1 0 0 1 1 1 0 0 0 0 0 5 5


County Durham And Darlington NHS Foundation Trust 0 0 0 1 0 0 1 1 0 2 0 0 3 5


Gateshead Health NHS Foundation Trust 0 0 0 0 0 0 0 0 0 0 0 0 0 0


North Cumbria University Hospitals NHS Trust 0 0 0 0 0 0 0 0 0 0 0 0 0 0


North Tees And Hartlepool NHS Foundation Trust 0 0 0 0 0 1 0 0 0 0 0 0 1 1


Northumbria Healthcare NHS Foundation Trust 0 2 0 1 0 0 0 0 0 0 2 0 3 5


South Tees Hospitals NHS Foundation Trust 0 0 0 1 2 1 2 0 0 1 0 0 6 7


South Tyneside NHS Foundation Trust 0 0 0 0 0 0 0 0 0 0 0 0 0 0


The Newcastle Upon Tyne Hospitals NHS Foundation Trust 0 0 2 0 0 0 3 0 0 0 0 0 5 5


University Hospitals Of Morecambe Bay NHS Foundation Trust 0 0 0 0 0 0 0 0 0 0 0 0 0 0


Other Trusts 13 26 20 13 26 27 24 20 27 89 30 0 196 315


Publication date of latest download 01/02/2017MRSA Incidents Assigned to Trust Following PIR Process                            
(unshaded columns contain unpublished data which will be 


recorded against trusts until the PIR process has taken place.)







NHS Safety Thermometer HARM 
FREE CARE 
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One day each month Trusts check to see how many patients suffered certain types of harm whilst in their care.  The safety 
thermometer looks at four harms: pressure ulcers, falls, blood clots and urine infections for those patients who have a urinary 
catheter in place.  The most recent release of data for January 2016 shows that the England average for patients who did not 
experience any of the four harms was 94.2%.  The chart below shows the level of harm free care for all Acute Trust within the 
North East and Cumbria and how CDDFT, CHSFT, GHFT, STFT, STHFT and NTHFT compares. 


NTHFT appear to have experienced a glitch in their reporting.  
GHFT appear performance appears to have been amended following a few months of 0 returns and are better than average. The other trusts 
within this report all were shown as similar to national average, with little monthly variation demonstrated over the previous months.  


 
Patient Safety 


Indicators 
 







NHS Safety Thermometer - FALLS 
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The proportion of patients reporting a fall resulting in 
harm nationally was 0.56% in January 2016.  
 
Both CHSFT reported an extreme increase in the 
proportion of falls resulting in harm in December but 
reduced again in January 2017. CHSFT is currently 
below national average. 
 
CDDFT reported a rate of falls resulting harm greater 
than the national average. The Trust were highest 
within the region in January 2017.  
 
NTHFT there appears to be an issue with the data 
submitted from this Trust.  
  
 


The charts below shows the level of falls with harm for 
all Acute Trust within the North East and Cumbria and 
how CDDFT, CHSFT and NTHFT compares. 


 
Patient Safety 


Indicators 
 







NHS Safety Thermometer - PRESSURE 
ULCERS 


 13 


CDDFT and NTHFT  were all reported as below national average for the proportion of patients with a pressure ulcer in January 
2017. The performance of these three trusts has remained relatively consistent for the last 12 months, with the exception of a 
large spike in January 2016.  
 
CHSFT continue to report vast fluctuations monthly, this is most likely attributable to low numbers within the reporting inclusion. 
However the Trust is above national average.   


The charts below shows the level of pressure ulcers for all Acute Trust within the North East and Cumbria and how CDDFT, 
CHSFT and NTHFT compares.   


 
Patient Safety 


Indicators 
 







NHS Safety Thermometer - VTE 
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Four  of the six trusts within this report were shown to have a lower than national average rate of new VTEs in January 2016.  
 
CDDFT were higher than average.  
 
Please note that the data is volatile due to small numbers.  


The charts below shows the level of new VTEs for all Acute Trust within the North East and Cumbria and how CDDFT 
CHSFT and NTHFT compares. 


 
Patient Safety 


Indicators 
 







NHS Safety Thermometer - UTI’s in patients 
with a urinary catheter 
 


15 


CDDFT continue to have a greater proportion of 
patients with a urinary catheter and a UTI in 
January 2017. This high rate has been 
consistent for the last 12 months.  
 
 
All other trusts were reported as below national 
average.  
 


The charts below shows the level of UTIs for all 
Acute Trust within the North East and Cumbria 
and how CDDFT, CHSFT and NTHFT compares. 


 
Patient Safety 


Indicators 
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CDDFT - NUMBER OF SERIOUS INCIDENTS REPORTED BY QTR 


Total No of Never Events Reported 
2015/16 
Q1 2015/16 misplaced nasogastric tube 


NOTE: Q4 16/17 figures contain data up to 17 March 2017 


 
Patient Safety 


Indicators 
 


Total No of Never Events Reported 2016/17 
Q1 2016/17 wrong tooth removed 
Q1 2016/17 wrong side pain block 
Q1 2016/17 wrong implant inserted (knee) 
Q2 2016/17 wrong tooth extraction 
Q2 2016/17 wrong squint surgery 
Q2 2016/17 wrong lesion removal 
Q3 2016/17 wrong lesion removal 
Q4 2016/17 retained instrument 
Q4 2016/17 surgical error 
Q4 2016/17 surgical error 
 


Incident Type 2015-16 
Q4


2016-17
Q1


2016-17 
Q2


2016-17
Q3


2016-17
Q4 Trend Sparkline


Adverse Media Coverage 1 0 0 0 0
Apparent/actual/suspected Self Harm Incident 1 0 0 0 0
Diagnostic Incident Including Delay Meeting 3 9 1 3 2
Disruptive/aggressive/violent Behaviour 0 1 0 0 0
HCA/Infection Control Incident 1 0 1 0 1
Maternity/Obstetric Incident (Baby Only) 1 0 2 0 0
Maternity/Obstetric Incident (Mother Only) 0 1 0 0 1
Maternity/Obstetric Incident (Mother And Baby) 0 1 1 0 0
Medical Equipment/devices/disposables 1 0 0 0 0
Medication Incident 2 1 1 0 0
Pending Review 1 0 0 0 0
Pressure Ulcer 3 3 4 3 1
Screening Issues 0 0 1 0 0
Slips/Trips/Falls 6 8 5 8 3
Sub-Optimal Care Of Deteriorating Patient 0 2 1 3 1
Surgical/invasive Procedure 1 6 3 1 3
Treatment Delay 0 0 2 2 3


Totals 21 32 22 20 15
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CDDFT - SERIOUS INCIDENTS PERFORMANCE MONITORING  


Issues - There is a financial penalty in the contract for late submissions of RCA reports however this is yet to be applied.  The 
performance against SI’s will be monitored by CCG and NECS.  Since February 2014 CDDFT is also required to submit interim 
72 hours reports as part of their quality requirements. CDDFT have achieved 100% compliance on this measure for October. 
The Trust’s performance is monitored via the SI panels and CQRG. 


NOTE: Q4 16/17 figures contain data up to 17 March 2017 


72hr Reporting Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Trend Sparkline
% Rec'd in Timeframe 100% 85% 100% 92% 100% 100% 86% 80% 100% 66% 100% 100% 80%


No of Reports Due 6 7 7 12 13 4 14 5 10 3 7 6 5
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Never Events Reported  
2015/16 - In July CSHFT reported a misplaced naso-gastric tube. The RCA for 
this SI has been received and listed for Oct SI panel for review. 
2015/16 - In February 2016 there was a reported; Misplaced guidewire during 
surgery. 60 day RCA due in May 2016. 
2016/17- Two Never Events were reported in the month of February 2017. 
CHSFT reported one Never Event which involved the administration of oral 
Oramorph liquid intravenously. CHSFT has reported two further Never Events 
in March 2017, one involving a retained swab and the second a patient who 
was listed for transobturator tape and the operator inadvertently made initial 
suprapubic stab incisions for Tension-free Vaginal Tape (TVT)  
 


CHSFT - NUMBER OF SERIOUS INCIDENTS REPORTED BY QTR 


Learning from serious incidents: 
The Rapid Review Group continues to meet 
weekly to review serious and moderate 
incidents as well as commissioning the 
associated root cause analysis investigations. A 
weekly news headline message is sent out via 
the intranet from the group to staff across the 
Trust to ensure awareness of lessons learned. 
 
(Data source : CHSFT Quality, Risk and 
Assurance  Report)  


NOTE: Q4 16/17 figures contain data up to 17 March 2017 


Incident Type Q4
15/16


Q1
16/17


Q2
16/17


Q3
16/17


Q4
16/17


Trend
Sparkline


Apparent/actual/suspected Self Harm Incident 2 1 0 0 0
Diagnostic Incident Including Delay Meeting 0 1 0 1 0
HCA/Infection Control Incident 1 0 0 0 0
Maternity/Obstetric (Baby only) 0 0 1 1 0
Medical Equipment/devices 0 0 1 0 0
Medication Incident 0 0 0 0 2
Pressure Ulcer 11 6 1 2 0
Slips/Trips/Falls 8 5 0 0 0
Surgical/invasive Procedure 5 1 2 1 2
Treatment Delay 2 2 0 1 0


Totals 29 16 5 6 6
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CHSFT - SERIOUS INCIDENTS PERFORMANCE MONITORING 


Issues - The late submission of RCAs is monitored by CCG and NECS.  CHSFT has made some improvement 
however further work is required in order to achieve target of 100% compliance.  Performance will continue to be 
monitored via the SI panel process and CQRG. 


NOTE: Q4 16/17 figures contain data up to 17 March 2017 


72hr Reporting Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Trend Sparkline
% Rec'd in Timeframe 0% 69% 83% 66% 80% 100% 100% 100% 100% 100% 100% 67%


No of Reports Due 9 13 6 3 5 0 3 2 1 2 3 1 3
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Never Events Reported  
Q4 13/14 which was a wrong site surgery 
Q4 14/15 chest drain inserted into wrong side of patients chest 
Q2 15/16 Retained Instrument 
Q4 15/16 Wrong side nerve block 
Q2 16/17 Wrong site Surgery 


NTHFT- NUMBER OF SERIOUS INCIDENTS REPORTED BY QTR 
NOTE: Q4 16/17 figures contain data up to 17 March 2017 


Incident Type Q4
15/16


Q1
16/17


Q2
16/17


Q3
16/17


Q4
16/17


Trend 
Sparkline


Abuse/Alleged Abuse Child Patient by 3rd Party 0 0 0 1 1
Accident eg Collision/scald (not Slip/trip/fall) 0 0 0 1 0
Confidential Information Leak 0 0 1 0 0
Diagnostic Incident Including Delay Meeting 1 4 1 0 3
HCA/Infection Control Incident 1 0 0 0 0
Maternity/Obstetric Incident (Baby Only) 0 0 0 1 0
Maternity/Obstetric Incident (Mother Only) 0 0 0 1 0
Maternity/Obstetric Incident (Mother & Baby Only) 0 0 0 0 1
Medical Equipment/devices/disposables 0 0 1 0 0
Medication incident 0 0 1 0 1
Pending Review 0 0 0 0 1
Pressure Ulcer 6 1 1 0 3
Slips/Trips/Falls 2 1 2 1 7
Sub-Optimal Care Of Deteriorating Patient 3 1 1 0 1
Surgical/invasive Procedure 1 0 3 1 2
Treatment Delay 0 0 0 2 1


Totals 14 7 11 8 21
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NTHFT - SERIOUS INCIDENTS PERFORMANCE MONITORING 


Issues - NTHFT has made some improvement however further work is required in order to maintain 
100% compliance with reporting timescales.  Performance will continue to be monitored via the SI panel 
process and CQRG.  


NOTE: Q4 16/17 figures contain data up to 17 March 2017 


72hr Reporting Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Trend 


Sparkline
% Rec'd in Timeframe 100% 100% 66% 0% 100% 100% 100% 100% 100% 100% 100% 100% 100%


No of Reports Due 5 1 3 1 3 1 4 6 2 2 5 4 11
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Safer staffing data 
 


22 


  


Safe planned’ ward staffing is defined as the 
agreed staffing that the Trust wants on every 
ward to ensure high quality and safe care for 
patients and as defined by the ward budgeted 
establishments. It is not the minimum staffing 
levels required for every ward.  If the safe 
planned staffing drops below the agreed 
minimum (75% or less than 1:8 qualified nurse 
ratio) staffing requirements this would be 
reported as an exception to the Board.  The 
following table shows the overall staffing levels 
reported across CHSFT, CDDFT, GHFT, 
STHFT, STFT and NTHFT by hospital site 
November 2016.  
The Nursing staffing ratio (actual ‘vs’ planned) 
for: 
Sedgefield Community Hospital 
 
Staffing levels exceptions are monitored via the 
CQRG. 


Data source:  Unify 2 


 
Patient Safety 


Indicators 
 


Care 
Staff 


Nurse 
Staff 


Care 
Staff 


Nurse 
Staff 


CITY HOSPITALS SUNDERLAND NHS FOUNDATION TRUST 103% 86% 98% 87%
SUNDERLAND EYE INFIRMARY - RLNGM 93% 88% 102% 102%


SUNDERLAND ROYAL HOSPITAL - RLNGL 104% 86% 98% 87%
COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 107% 89% 100% 98%


BISHOP AUCKLAND HOSPITAL - RXPBA 124% 94% 101% 98%
CHESTER LE STREET HOSPITAL - RXPCC 125% 89% 100% 107%


DARLINGTON MEMORIAL HOSPITAL - RXPDA 99% 89% 97% 98%
RICHARDSON COMMUNITY HOSPITAL 97% 92% 105% 100%


SEDGEFIELD COMMUNITY HOSPITAL 122% 71% 102% 102%
UNIVERSITY HOSPITAL OF NORTH DURHAM - RXPCP 106% 91% 101% 98%


WEARDALE COMMUNITY HOSPITAL 106% 78% 95% 98%
GATESHEAD HEALTH NHS FOUNDATION TRUST 123% 87% 98% 96%


QUEEN ELIZABETH HOSPITAL - RR7EN 123% 87% 98% 96%
NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 115% 80% 127% 89%


UNIVERSITY HOSPITAL OF HARTLEPOOL - RVWAA 114% 81% 123% 83%
UNIVERSITY HOSPITAL OF NORTH TEES - RVWAE 115% 80% 127% 90%


SOUTH TEES HOSPITALS NHS FOUNDATION TRUST 97% 91% 116% 92%
EAST CLEVELAND HOSPITAL 91% 87% 103% 96%


FRIARAGE HOSPITAL SITE - RTR45 92% 92% 96% 96%
FRIARY HOSPITAL 99% 96% 100% 100%


REDCAR PRIMARY CARE HOSPITAL 123% 91% 136% 98%
THE JAMES COOK UNIVERSITY HOSPITAL - RTRAT 97% 91% 119% 91%


SOUTH TYNESIDE NHS FOUNDATION TRUST 98% 92% 97% 94%
MONKTON HALL HOSPITAL - RE906 102% 93% 100% 101%


SOUTH TYNESIDE DISTRICT HOSPITAL - RE9GA 98% 92% 97% 94%
ST BENEDICT'S HOSPICE 81% 86% 100% 98%


%
Day Night  
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Data source:  CDDFT Clip Overview Report March 2017 


Patient experience 
indicators   CDDFT - Complaints Data 


The top 3 categories of complaint: 


The top 5 areas of complaint during Q3: 
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CHSFT - Complaints Data 


 
 
 


Data source:  QRA Report January 2017 
  


Patient experience 
indicators   


Trauma & Orthopaedics have the highest number of 
outstanding complaints.  However, all directorates 
have made progress in reducing the backlog.  This 
data will continue to inform the action plan and assist 
in prioritising resources. 


57 complaints were responded to in November, which does 
not achieve the target 63 responses expected in the month.  
The target of three responses per day is no longer useful in 
managing the backlog, as there are smaller numbers of 
complaints to respond to. 
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Total number of all complaints received by directorate (Q3 16/17) 


Complaint themes (Q3 16/17) 


There has been decrease in the number of 
stage 3 complaints and an increase in the stage 
1 and 2 complaints received during Quarter 
three. 
 
The top themes within the Stage 3 complaints 
received relate to: 
 
• Medicine & Elderly care 
• Elective Care Orthopaedics 
• Out of Hospital Care 
• Elective care Surgery 
 


 
Data source:  NTHFT CLIP Report 2016/17 Q3 


NTHFT - Complaints Data 
Patient experience 


indicators   
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FRIENDS AND FAMILY TEST (FFT) - 
CDDFT  
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Patient experience 
indicators 


 Inpatient response rate December 2015 to December 2016 – Site level  Inpatient  - % recommending December 2015 to December 2016 – Site level 


 A&E response rate December 2015 to December 2016 – Site level  A&E - % Recommending December 2015 to December 2016 – Site level 
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FRIENDS AND FAMILY TEST (FFT) 
- NTHFT 
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Patient experience 
indicators   


 Inpatient response rate December 2015 to December 2016 – Site level  Inpatient  - % recommending December 2015 to December 2016 – Site level 


 A&E response rate December 2015 to December 2016 – Site level  A&E - % Recommending December 2015 to December 2016 – Site level 
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FRIENDS AND FAMILY TEST 
(FFT) - CHSFT  
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Patient experience 
indicators 


 Inpatient response rate December 2015 to December 2016 – Site level  Inpatient  - % recommending December 2015 to December 2016 – Site level 


 A&E response December 2015 to December 2016 – Site level  A&E - % Recommending December 2015 to December 2016 – Site level 
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FRIENDS AND FAMILY TEST (FFT) 
MATERNITY – CDDFT, CHSFT & NTHFT,  
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Patient experience 
indicators   


Q1 – Antenatal - % recommending April 2015 to December 2016 Q2 – Birth -  % recommending April 2015 to December 2016 


Q3 – Postnatal Ward - % recommending April 2015 to December 2016  Q4 – Postnatal community provision - % recommending April 2015 to December 2016 
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Friends and Family Test 
Exceptions 


30 


 
CDDFT, Inpatient – The Inpatient response rate for this Trust was below the national and regional average in December 2016.  The 
response for Bishop Auckland Hospital remained low but the response for Shotley Bridge Hospital reduced to 0% This may be an issue 
with submission at this site.  Darlington Memorial (DMH) continue to report a rate similar to the regional average and slightly lower than 
national. The overall findings of the survey are deemed to not be representative of the overall patient population due to the low response 
rates. The exception to this is DMH who were reported as having a slightly lower than average proportion of patients stating that they would 
recommend the site to friends and family.  
 
CDDFT, A&E – The response rate remains better than average for all sites. The proportion of patients stating that they would recommend 
the Trust remains similar to national and regional average, although University Hospital North Durham is shown to be consistently lower.  
 
NTHFT, Inpatient – The response rate for this Trust in December 2016 was similar to the regional average but lower than national. The 
University Hospital of Hartlepool have a better response rate than the University Hospital of North Tees but experience regular extreme 
fluctuations suggesting that the number of responses may be small. The proportion recommending the Trust was highlighted as above 
average. 
 
NTHFT, A&E – The A&E response rate remains below national and regional average. The response rate for the walk in centres and Minor 
injury unit was again reported as 0% this is due to no responses being submitted.  The proportion recommending the Trust overall was 
reported as better than average.  
 
CHSFT, Inpatient –  The response rate for this Trust is below national average. Both sites remain low but Sunderland Eye Infirmary is 
worse than the Royal Hospital. The proportion recommending is unlikely to be representative of the overall patient population due to the 
low response rate but both sites were reported as above regional and national average.  
 
CHSFT, A&E – The Trust reported a lower than average response rate for A&E, with Sunderland General and Walk in Centres lowest. 
Sunderland Eye Infirmary was reported a reduction in response rate over the last two months and are now also below average. All sites 
reported a higher than average proportion of patients recommending the site/Trust. However due to the low response rates, are not likely to 
be representative of an overall patient population.  
 
 


Patient experience 
indicators   
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Colour Level
Excellent A
Good B
Average C
Poor D
Very Poor E


X(Too 
few 
patients 
to report 
on )


Stroke Clinical Audit Update Clinical Audit 


Teams are being encouraged to review their results (which are being provided three times a year) and plan to implement change.  In some aspects it may be 
possible to make change rapidly, in other areas of care this may take longer.  We are providing information on how the current results compare with the 
previous reporting period for an indication of where changes may be starting to be made.  These need to be interpreted with caution at this stage as a 
number of factors may be influential at this time.


Changes between the August - November 2016 results and the previous reporting period are illustrated within the table by arrows.  Upward pointing arrows 
indicate that the team has achieved a higher level this period than in the previous period; downward pointing arrows that the team has achieved a lower 
level this period than previously.   The number of arrows represents the extent of the change.


For example, an increase of 2 levels from D to B would be shown by the symbol:
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CDDFT Stroke Clinical Audit 
Update 
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Clinical Audit 


CDDFT previously advised of issues submitting their latest Clinical 
Audit. Published findings are currently invalid.  
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CHSFT Stroke Clinical Audit 
Update 
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Clinical Audit 


April - June 2015 July - Sept 2015 Oct - Dec 2015 Jan - Mar 2016 Apr - Jul 2016 Aug - Nov 2016


140 156 126 136 146 135
135 149 126 133 134 112


D D D E↓ E D↑
A↑ A B↓ B D↓↓ A↑↑↑
C↓ C C C B↑ B


D C↑ D↓ D D D


D1 Scanning C↑ C C B↑ B B
D2 Stroke Unit C B↑ C↓ C C C
D3 Thrombolysis D↓ D C↑ D↓ D C↑
D4 Specialist Assessment B B C↓ B↑ B B
D5 Occupational Therapy C↑↑ B↑ C↓ D↓ E↓ E
D6 Physiotherapy B↑ B C↓ D↓ D D
D7 SALT E E E E E E
D8 MDT working D D D D D D


D9 Standards by discharge D D D E↓ D↑ D


D10 Discharge process A↑ A B↓ D↓↓ D A↑↑↑
D C↑ D↓ D D D


154 174 210 234 137 134
92% 94% 96% 100% 99% 100%
68 37 12 11 8 13


44% 21% 6% 5% 6% 10%


  


  


  


  


Six Month Assessment


Number Applicable
% Applicable


Number assessed
% Assessed


Patient Centred Data


PC KI Level


Number of patients Admit
Disch


Overall Performance


Overall SSNAP Level
Case Ascertainment


Audit compliance
Combined KI Level
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NTHFT Stroke Clinical Audit 
Update 
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Clinical Audit 


April - June 2015 July - Sept 2015 Oct - Dec 2015 Jan - Mar 2016 Apr- Jul 2016 Aug - Nov 2016


Number of patients 143 115 125 134 182 191
138 129 132 136 188 192


Overall Performance D D D D D C↑
A A A A A A
B B B B B B
C D↓ C↑ C D↓ C↑


Patient Centred Data D1 Scanning E E D↑ E↓ D↑ C↑
D2 Stroke Unit A↑ B↓ B B B B
D3 Thrombolysis C↑ B↑ B B C↓ B↑


D4
Specialist 


Assessment
B B B B C↓ B↑


D5
Occupational 


Therapy
C C B↑ C↓ D↓ C↑


D6 Physiotherapy C D↓ E↓ D↑ C↑ D↓
D7 SALT E E E D↑ E↓ E
D8 MDT working C C C B↑ C↓ B↑


D9
Standards by 


discharge
B↓ B B B B A↑


D10
Discharge 
process


C↓ C C C C C


C D↓ C↑ C D↓ C↑


Six Month Assessment 204 191 200 220 136 136
97% 98% 97% 95% 96% 96%
146 123 129 157 110 96
72% 64% 65% 71% 81% 71%


  


  


  


  


Admit
Disch


% Assessed


Overall SSNAP Level
Case Ascertainment


Audit compliance
Combined KI Level


PC KI Level


Number Applicable
% Applicable


Number assessed







 
Clinical Effectiveness 


 


National Diabetes Foot Care Audit 2016 
 
The report published on 7 March 2017, is a continuous audit of diabetic foot disease in England and Wales. The audit enables all 
diabetes foot care services to measure their performance against NICE clinical guidelines and peer units, and to monitor adverse 
outcomes for people with diabetes who develop diabetic foot disease. All organisations which provide a diabetic foot ulcer 
treatment service are eligible for inclusion in the audit.  
 
The audit reports on the following:  
 
Structures: are the nationally recommended care structures in place for the management of diabetic foot disease?  
 
Processes: does the treatment of active diabetic foot disease comply with nationally recommended guidance?  
 
Outcomes: are the outcomes of diabetic foot disease optimised?  
 


Data Source: http://content.digital.nhs.uk/article/2021/Website-
Search?productid=24603&q=diabetes+audit&infotype=13361&pubdate=%2c2017&sort=Relevance&size=10&page=1&area=both#to
p 



http://content.digital.nhs.uk/searchcatalogue?productid=24617&infotype=0/Audit&sort=Relevance&size=10&page=1%23top

http://content.digital.nhs.uk/article/2021/Website-Search?productid=24603&q=diabetes+audit&infotype=13361&pubdate=,2017&sort=Relevance&size=10&page=1&area=both%23top

http://content.digital.nhs.uk/article/2021/Website-Search?productid=24603&q=diabetes+audit&infotype=13361&pubdate=,2017&sort=Relevance&size=10&page=1&area=both%23top

http://content.digital.nhs.uk/article/2021/Website-Search?productid=24603&q=diabetes+audit&infotype=13361&pubdate=,2017&sort=Relevance&size=10&page=1&area=both%23top
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Clinical Effectiveness 


 
City Hospitals Sunderland NHS FT National Diabetes Foot Care Audit 2016 
 
154 first attendances between 14 July 2014 and 8 April 2016 were recorded in the audit by foot care services at this provider, representing 
151 patients from CHSFT. The Trust provides specialist foot care services as City Hospitals Sunderland Diabetes Foot Clinic. 
  
Key Points:  
Ulcer Severity: 
• 61 (39.6%) of ulcer episodes had an overall SINBAD score of 3 or more (severe), compared to 45.6% nationally (England and Wales). 
 
Time to assessment 
• 11 (7.1%) of the ulcer episodes were self presented to the specialist foot care service, compared to 29.9% nationally. 
• 58 (37.7%) of the ulcer episodes were seen within 2 days of the initial presentation to another healthcare professional, compared to 


13.4% nationally. 
• 1 (0.6%) of the ulcer episodes were not seen for 2 or months, compared to 8.6% nationally. 
 
12 week outcomes 
• 115 (74.7%) of the ulcer episodes had a 12 week outcome recorded, compared to 92% nationally. 
• In 77 (50%) of the ulcer episodes the patient was  reported to be alive and ulcer-free at 12 weeks, compared to 44.8% nationally. 
• In 37 (24%) of the ulcer episodes the patient was reported to have persistent ulceration at 12 weeks, compared to 44.9% nationally. 
 
24 week outcomes 
• 115 (74.7%) of the ulcer episodes had a 24 week outcome recorded, compared to 88% nationally. 
• In 89 (57.8%) of the ulcer episodes the patient was  reported to be alive and ulcer-free at 24 weeks, compared to 58.3% nationally. 
• In 22 (14.3%) of the ulcer episodes the patient was reported to have persistent ulceration at 24 weeks, compared to 23.2% nationally 
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Clinical Effectiveness 


 
County Durham and Darlington NHS FT National Diabetes Foot Care Audit 2016 
 
222 first attendances between 14 July 2014 and 8 April 2016 were recorded in the audit by foot care services at this provider, representing 
212 patients from CDDFT. The Trust provides specialist foot care services as County Durham and Darlington Foundation Trust – Podiatry. 
  
Key Points:  
Ulcer Severity: 
• 116 (52.3%) of ulcer episodes had an overall SINBAD score of 3 or more (severe), compared to 45.6% nationally (England and Wales). 
 
Time to assessment 
• 51 (23%) of the ulcer episodes were self presented to the specialist foot care service, compared to 29.9% nationally. 
• 52 (23.4%) of the ulcer episodes were seen within 2 days of the initial presentation to another healthcare professional, compared to 


13.4% nationally. 
• 8 (3.6%) of the ulcer episodes were not seen for 2 or months, compared to 8.6% nationally. 
 
12 week outcomes 
• 204 (91.9%) of the ulcer episodes had a 12 week outcome recorded, compared to 92% nationally. 
• In 77 (34.7%) of the ulcer episodes the patient was  reported to be alive and ulcer-free at 12 weeks, compared to 44.8% nationally. 
• In 126 (56.8%) of the ulcer episodes the patient was reported to have persistent ulceration at 12 weeks, compared to 44.9% nationally. 
 
24 week outcomes 
• 183 (89.3%) of the ulcer episodes had a 24 week outcome recorded, compared to 88% nationally. 
• In 103 (50.2%) of the ulcer episodes the patient was  reported to be alive and ulcer-free at 24 weeks, compared to 58.3% nationally. 
• In 76 (37.1%) of the ulcer episodes the patient was reported to have persistent ulceration at 24 weeks, compared to 23.2% nationally 
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Clinical Effectiveness 


 
North Tees and Hartlepool NHS FT National Diabetes Foot Care Audit 2016 
 
190 first attendances between 14 July 2014 and 8 April 2016 were recorded in the audit by foot care services at this provider, representing 
130 patients from NTHFT. The Trust provides specialist foot care services as North Tees and Hartlepool NHS Trust 
  
Key Points:  
Ulcer Severity: 
• 86 (45.3%) of ulcer episodes had an overall SINBAD score of 3 or more (severe), compared to 45.6% nationally (England and Wales). 
 
Time to assessment 
• 135 (71.1%) of the ulcer episodes were self presented to the specialist foot care service, compared to 29.9% nationally. 
• 13 (6.8%) of the ulcer episodes were seen within 2 days of the initial presentation to another healthcare professional, compared to 


13.4% nationally. 
• 2 (1.1%) of the ulcer episodes were not seen for 2 or months, compared to 8.6% nationally. 
 
12 week outcomes 
• 190 (100%) of the ulcer episodes had a 12 week outcome recorded, compared to 92% nationally. 
• In 91 (47.9%) of the ulcer episodes the patient was  reported to be alive and ulcer-free at 12 weeks, compared to 44.8% nationally. 
• In 97 (51.1%) of the ulcer episodes the patient was reported to have persistent ulceration at 12 weeks, compared to 44.9% nationally. 
 
24 week outcomes 
• 170 (93.4%) of the ulcer episodes had a 24 week outcome recorded, compared to 88% nationally. 
• In 110 (60.4%) of the ulcer episodes the patient was  reported to be alive and ulcer-free at 24 weeks, compared to 58.3% nationally. 
• In 43 (23.6%) of the ulcer episodes the patient was reported to have persistent ulceration at 24 weeks, compared to 23.2% nationally 
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National Diabetes Inpatient Audit 2016 
 
The report published on 8 March 2017, details information on the make up of the teams working in hospitals that care for people 
with diabetes, information on the care received and the patient experience of those in hospital at the time of the audit. This report 
provides comparative analysis from 2010 to 2013 and 2015 to 2016 for sites in England.  
 
The charts within this report show England data for 2016 as a blue line and Trust data as a yellow line. Where possible, historical 
values for the Trust  are shown in the corresponding table. Quartile 1 means that the result is in the lowest 25 per cent, whereas 
Quartile 4 means that the result is in the highest 25 per cent for that audit year. Where values are shown as *, the data has been 
suppressed to protect patient confidentiality. Caution should be taken when looking at the data based on a small sample of 
inpatients as a small variation would have a substantial impact on the indicators presented.  
 


Data Source: 
http://content.digital.nhs.uk/searchcatalogue?productid=24617&infotype=0%2fAudit&sort=Relevance&size=10&page=1#top 
 



http://content.digital.nhs.uk/searchcatalogue?productid=24617&infotype=0/Audit&sort=Relevance&size=10&page=1%23top

http://content.digital.nhs.uk/searchcatalogue?productid=24617&infotype=0/Audit&sort=Relevance&size=10&page=1%23top
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City Hospitals Sunderland NHS FT National Diabetes Inpatient Audit 2016 
 
The audit identified 109 inpatients with diabetes at Sunderland Royal Hospital (SRH), equal to 16.8% of the beds audited, placing SRH in 
Quartile 2. 
  
Areas identified in the report, where SRH are negative outliers compared with the England average or have deteriorated since the 2015 
report are average diabetes specialist nursing hours per week per patient, average consultant hours per week per patient, average 
dietitian hours per week per patient, average podiatrist hours per week per patient, percentage of emergency admissions, patients 
receiving renal replacement therapy, diabetic foot disease, percentage of patients visited by a member of the diabetes team, the 
percentage of mild hypoglycaemic episodes during the patients stays, meals and some elements of staff knowledge. 
 
Average staffing for the care of people with diabetes (total team hours spent on inpatient care) 


Average diabetes specialist nursing hours per week per 
patient 2015 - 2016 


Audit year Chosen site Quartile England 


2015 0.54 Quartile 2 0.67 


2016 0.46 Quartile 2 0.67 


Note: The methodology for all staffing level analyses has been updated to exclude outpatient hours. Only inpatient hours are now 
included. 2015 figures have been updated with the revised logic.  
Note: Where N/A is returned, it is not possible to allocate results to quartiles due to the high proportion of organisations with 0.00 
returned 


Average consultant hours per week per patient 
2015 - 2016 


Audit year Chosen site Quartile England 


2015 0.15 Quartile 3 0.19 


2016 0.07 Quartile 2 0.19 


Average dietitian hours per week per patient 2015 - 2016 


Audit year Chosen site Quartile † England 


2015 0.07 N/A 0.09 


2016 0.04 N/A 0.08 


Average podiatrist hours per week per patient 2015 
- 2016 


Audit year Chosen site Quartile † England 


2015 0.11 N/A 0.11 


2016 0.07 N/A 0.11 
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City Hospitals Sunderland NHS FT National Diabetes Inpatient Audit 2016 
 
Type of admission: 94.5% of patients with diabetes in SRH had been admitted to hospital as an emergency, compared with the 
England average of 86.2%, placing the Trust in Quartile 4 which is an increase from 2015 (Quartile 3).  5.5% had been admitted 
specifically for the management of diabetes, compared with 8.6% nationally, 66.1% were admitted for other medical reasons and 28.4% 
for non-medical reasons i.e. surgery. 
 
Kidney problems: 4.6% of patients with diabetes in SRH were receiving renal replacement therapy compared with 3.5% nationally. This 
is an increase from 2015, when 2.8% of patients in SRH were receiving this therapy. 
 
Diabetic foot disease: 10.1% of patients with diabetes in SRH were admitted with active foot disease, compared with 8.8% nationally, 
placing the Trust in Quartile 3. This is the same position as 2015, though the Trust has seen a percentage decrease from 11.3%. 
 
Visits by specialist teams: 32.1% of patients with diabetes in SRH were visited by a member of the diabetes team, compared with the 
England average of 34.1% placing the Trust in Quartile 2. This is a deterioration on the 2015 position were the Trust were in Quartile 4 
(58.9%). 
 
Hypoglycaemic episodes: 20.8% of patients with diabetes in SRH experienced one or more mild hypoglycaemic episodes, compared 
with 18.5% nationally, placing the Trust in Quartile 3. This is the same position as 2015, and a percentage improvement from 21.8%. 
 
Meals: 57.6% of patients with diabetes in SRH reported that the timings of means was always or almost always suitable, compared with 
63.5% nationally, placing the Trust in Quartile 2. This is a deterioration on the 2015 position when the Trust was in Quartile 3 (65.6%).  
46.7% of patients with diabetes in SRH reported that the choice of meals was suitable compared with the England average of 54.7%, 
placing the Trust in Quartile 2. This is a deterioration on the 2015 position where the Trust was in Quartile 3 (59.2%). 
 
Staff knowledge: 84% of patients reported that all or most staff caring for them were aware that they had diabetes, which is the same as 
the England average placing the Trust in Quartile 2. In 2015, 91.5% of patient reported positively placing the Trust in Quartile 4. 59.5% of 
patients reported that all or most staff looking after them knew enough about diabetes to meet their needs, compared to the national 
average of 65%, placing the Trust in Quartile 2. This is a deterioration on 2015 when the Trust were placed in Quartile 3 (69.5%). 77.2% 
of patients reported that staff were definitely, or to some extent, able to answer their questions, compared with 81% nationally, placing 
the Trust in Quartile 2. This is an improvement on 2015 when the Trust were in Quartile 1 (64.4%). 
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County Durham and Darlington NHS FT National Diabetes Inpatient Audit 2016 
 
The audit identified 61 inpatients with diabetes at University Hospital of North Durham (UHND), equal to 17.5% of the beds audited, 
placing SRH in Quartile 2. 
  
Areas identified in the report, where UHND are negative outliers compared with the England average or have deteriorated since the 2015 
report are percentage of emergency admissions, diabetic foot disease, foot risk assessments within 24 hours of admission and during 
stay, insulin errors, the percentage of severe hypoglycaemic episodes during the patients stays, percentage of patients reporting that 
they could take control of their diabetes care, staff knowledge and overall satisfaction with care. 
 
Percentage of emergency admissions: 91.8% of patients with diabetes in UHND had been admitted to hospital as an emergency, 
compared with the England average of 86.2%, placing the Trust in Quartile 3. This is the same position as 2015, but a percentage 
increase from 89.2%. 11.7% of patients has been admitted to hospital specifically for the management of diabetes, compared with 8.6% 
nationally. 78.3% were admitted for other medical reasons, and 10% for non-medical reasons i.e. surgery. 
 
Diabetic foot disease: 10.7% of diabetic foot patients in UHND were admitted with active foot disease, compared with 8.8% nationally. 
This places the Trust in Quartile 3, which is the same position as 2015, although the Trust has seen a slight reduction from 10.9%. 
 
Foot risk assessments: 19.6% of patients with diabetes received a foot risk assessment within 24 hours of admission, compared with 
30.1% nationally, placing the Trust in Quartile 3. This is the same position as 2015, although the Trust has seen a percentage 
deterioration from 23.7%. 21.4% of patients with diabetes received a foot risk assessment during their stay, compared with the national 
average of 37.5%, placing the Trust in Quartile 2. This is a reduction on the previous year when the Trust was in Quartile 3 (25.4%). 
 
Insulin errors: 26.3% of patients on insulin experienced one or more errors (prescription or medication management), compared with 
the England average of 22.7%, placing the Trust in Quartile 3. This is an improvement on the 2015 position when the Trust was in 
Quartile 4 (36.8%). 
 
Severe hypoglycaemic episodes: 16.7% of patients with diabetes in UHND experienced one or more severe hypoglycaemic episodes 
compared with the England average of 8.3% placing the Trust in Quartile 4. This is a deterioration on the 2015 position when the Trust 
were placed in Quartile 3 (13.2%). 
 
Diabetes control: 42.3% of patients reported that they could take control of their diabetes care while in hospital, compared to the 
England average of 60%, placing them in Quartile 1. This is the same position as 2015, but a percentage deterioration from 48.8%.  
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County Durham and Darlington NHS FT National Diabetes Inpatient Audit 2016 
 
Staff knowledge: 80.4% of patients reported that all or most staff caring for them were aware that they had diabetes, compared to the 
England average of 84% placing the Trust in Quartile 2. This is a deterioration on 2015 when the Trust were in Quartile 3 (87.5%).  
53.4% of patients reported that all or most staff looking after them knew enough about diabetes to meet their needs compared to the 
England average of 65%. This is a deterioration on the 2015 position when the Trust was in Quartile 2 (63.2%).  
 
Overall care: 73.1% of patients with diabetes reported that they were satisfied or very satisfied with the overall care of their diabetes 
while in hospital  compared with the England average of 83.7%, placing them in Quartile 1. This is a deterioration on the 2015 position 
when the Trust was in Quartile 4 (91.4%). 
 
 







 
Clinical Effectiveness 


 


National Diabetes Inpatient Audit 2016 
 
The report published on 8 March 2017, details information on the make up of the teams working in hospitals that care for people 
with diabetes, information on the care received and the patient experience of those in hospital at the time of the audit. This report 
provides comparative analysis from 2010 to 2013 and 2015 to 2016 for sites in England.  
 
The charts within this report show England data for 2016 as a blue line and Trust data as a yellow line. Where possible, historical 
values for the Trust  are shown in the corresponding table. Quartile 1 means that the result is in the lowest 25 per cent, whereas 
Quartile 4 means that the result is in the highest 25 per cent for that audit year. Where values are shown as *, the data has been 
suppressed to protect patient confidentiality. Caution should be taken when looking at the data based on a small sample of 
inpatients as a small variation would have a substantial impact on the indicators presented.  
 


Data Source: 
http://content.digital.nhs.uk/searchcatalogue?productid=24617&infotype=0%2fAudit&sort=Relevance&size=10&page=1#top 
 



http://content.digital.nhs.uk/searchcatalogue?productid=24617&infotype=0/Audit&sort=Relevance&size=10&page=1%23top

http://content.digital.nhs.uk/searchcatalogue?productid=24617&infotype=0/Audit&sort=Relevance&size=10&page=1%23top
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City Hospitals Sunderland NHS FT National Diabetes Inpatient Audit 2016 
 
The audit identified 109 inpatients with diabetes at Sunderland Royal Hospital (SRH), equal to 16.8% of the beds audited, placing SRH in 
Quartile 2. 
  
Areas identified in the report, where SRH are negative outliers compared with the England average or have deteriorated since the 2015 
report are average diabetes specialist nursing hours per week per patient, average consultant hours per week per patient, average 
dietitian hours per week per patient, average podiatrist hours per week per patient, percentage of emergency admissions, patients 
receiving renal replacement therapy, diabetic foot disease, percentage of patients visited by a member of the diabetes team, the 
percentage of mild hypoglycaemic episodes during the patients stays, meals and some elements of staff knowledge. 
 
Average staffing for the care of people with diabetes (total team hours spent on inpatient care) 


Average diabetes specialist nursing hours per week per 
patient 2015 - 2016 


Audit year Chosen site Quartile England 


2015 0.54 Quartile 2 0.67 


2016 0.46 Quartile 2 0.67 


Note: The methodology for all staffing level analyses has been updated to exclude outpatient hours. Only inpatient hours are now 
included. 2015 figures have been updated with the revised logic.  
Note: Where N/A is returned, it is not possible to allocate results to quartiles due to the high proportion of organisations with 0.00 
returned 


Average consultant hours per week per patient 
2015 - 2016 


Audit year Chosen site Quartile England 


2015 0.15 Quartile 3 0.19 


2016 0.07 Quartile 2 0.19 


Average dietitian hours per week per patient 2015 - 2016 


Audit year Chosen site Quartile † England 


2015 0.07 N/A 0.09 


2016 0.04 N/A 0.08 


Average podiatrist hours per week per patient 2015 
- 2016 


Audit year Chosen site Quartile † England 


2015 0.11 N/A 0.11 


2016 0.07 N/A 0.11 
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City Hospitals Sunderland NHS FT National Diabetes Inpatient Audit 2016 
 
Type of admission: 94.5% of patients with diabetes in SRH had been admitted to hospital as an emergency, compared with the 
England average of 86.2%, placing the Trust in Quartile 4 which is an increase from 2015 (Quartile 3).  5.5% had been admitted 
specifically for the management of diabetes, compared with 8.6% nationally, 66.1% were admitted for other medical reasons and 28.4% 
for non-medical reasons i.e. surgery. 
 
Kidney problems: 4.6% of patients with diabetes in SRH were receiving renal replacement therapy compared with 3.5% nationally. This 
is an increase from 2015, when 2.8% of patients in SRH were receiving this therapy. 
 
Diabetic foot disease: 10.1% of patients with diabetes in SRH were admitted with active foot disease, compared with 8.8% nationally, 
placing the Trust in Quartile 3. This is the same position as 2015, though the Trust has seen a percentage decrease from 11.3%. 
 
Visits by specialist teams: 32.1% of patients with diabetes in SRH were visited by a member of the diabetes team, compared with the 
England average of 34.1% placing the Trust in Quartile 2. This is a deterioration on the 2015 position were the Trust were in Quartile 4 
(58.9%). 
 
Hypoglycaemic episodes: 20.8% of patients with diabetes in SRH experienced one or more mild hypoglycaemic episodes, compared 
with 18.5% nationally, placing the Trust in Quartile 3. This is the same position as 2015, and a percentage improvement from 21.8%. 
 
Meals: 57.6% of patients with diabetes in SRH reported that the timings of means was always or almost always suitable, compared with 
63.5% nationally, placing the Trust in Quartile 2. This is a deterioration on the 2015 position when the Trust was in Quartile 3 (65.6%).  
46.7% of patients with diabetes in SRH reported that the choice of meals was suitable compared with the England average of 54.7%, 
placing the Trust in Quartile 2. This is a deterioration on the 2015 position where the Trust was in Quartile 3 (59.2%). 
 
Staff knowledge: 84% of patients reported that all or most staff caring for them were aware that they had diabetes, which is the same as 
the England average placing the Trust in Quartile 2. In 2015, 91.5% of patient reported positively placing the Trust in Quartile 4. 59.5% of 
patients reported that all or most staff looking after them knew enough about diabetes to meet their needs, compared to the national 
average of 65%, placing the Trust in Quartile 2. This is a deterioration on 2015 when the Trust were placed in Quartile 3 (69.5%). 77.2% 
of patients reported that staff were definitely, or to some extent, able to answer their questions, compared with 81% nationally, placing 
the Trust in Quartile 2. This is an improvement on 2015 when the Trust were in Quartile 1 (64.4%). 
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County Durham and Darlington NHS FT National Diabetes Inpatient Audit 2016 
 
The audit identified 61 inpatients with diabetes at University Hospital of North Durham (UHND), equal to 17.5% of the beds audited, 
placing SRH in Quartile 2. 
  
Areas identified in the report, where UHND are negative outliers compared with the England average or have deteriorated since the 2015 
report are percentage of emergency admissions, diabetic foot disease, foot risk assessments within 24 hours of admission and during 
stay, insulin errors, the percentage of severe hypoglycaemic episodes during the patients stays, percentage of patients reporting that 
they could take control of their diabetes care, staff knowledge and overall satisfaction with care. 
 
Percentage of emergency admissions: 91.8% of patients with diabetes in UHND had been admitted to hospital as an emergency, 
compared with the England average of 86.2%, placing the Trust in Quartile 3. This is the same position as 2015, but a percentage 
increase from 89.2%. 11.7% of patients has been admitted to hospital specifically for the management of diabetes, compared with 8.6% 
nationally. 78.3% were admitted for other medical reasons, and 10% for non-medical reasons i.e. surgery. 
 
Diabetic foot disease: 10.7% of diabetic foot patients in UHND were admitted with active foot disease, compared with 8.8% nationally. 
This places the Trust in Quartile 3, which is the same position as 2015, although the Trust has seen a slight reduction from 10.9%. 
 
Foot risk assessments: 19.6% of patients with diabetes received a foot risk assessment within 24 hours of admission, compared with 
30.1% nationally, placing the Trust in Quartile 3. This is the same position as 2015, although the Trust has seen a percentage 
deterioration from 23.7%. 21.4% of patients with diabetes received a foot risk assessment during their stay, compared with the national 
average of 37.5%, placing the Trust in Quartile 2. This is a reduction on the previous year when the Trust was in Quartile 3 (25.4%). 
 
Insulin errors: 26.3% of patients on insulin experienced one or more errors (prescription or medication management), compared with 
the England average of 22.7%, placing the Trust in Quartile 3. This is an improvement on the 2015 position when the Trust was in 
Quartile 4 (36.8%). 
 
Severe hypoglycaemic episodes: 16.7% of patients with diabetes in UHND experienced one or more severe hypoglycaemic episodes 
compared with the England average of 8.3% placing the Trust in Quartile 4. This is a deterioration on the 2015 position when the Trust 
were placed in Quartile 3 (13.2%). 
 
Diabetes control: 42.3% of patients reported that they could take control of their diabetes care while in hospital, compared to the 
England average of 60%, placing them in Quartile 1. This is the same position as 2015, but a percentage deterioration from 48.8%.  
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County Durham and Darlington NHS FT National Diabetes Inpatient Audit 2016 
 
Staff knowledge: 80.4% of patients reported that all or most staff caring for them were aware that they had diabetes, compared to the 
England average of 84% placing the Trust in Quartile 2. This is a deterioration on 2015 when the Trust were in Quartile 3 (87.5%).  
53.4% of patients reported that all or most staff looking after them knew enough about diabetes to meet their needs compared to the 
England average of 65%. This is a deterioration on the 2015 position when the Trust was in Quartile 2 (63.2%).  
 
Overall care: 73.1% of patients with diabetes reported that they were satisfied or very satisfied with the overall care of their diabetes 
while in hospital  compared with the England average of 83.7%, placing them in Quartile 1. This is a deterioration on the 2015 position 
when the Trust was in Quartile 4 (91.4%). 
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North Tees and Hartlepool NHS FT National Diabetes Inpatient Audit 2016 
 
The audit identified 58 inpatients with diabetes at University Hospital of North Tees (UHNT), equal to 12.6 % of the beds audited, placing 
UHNT in Quartile 1. 
  
Areas identified in the report, where UHNT are negative outliers compared with the England average or have deteriorated since the 2015 
report are average diabetes specialist nursing hours per week per patients, percentage of emergency admissions, foot risk assessments, 
patients admitted with active foot disease that were seen within the MDFT within 24 hours, prescription errors, medication management 
errors, insulin errors, the percentage of mild hypoglycaemic episodes during the patients stays and one element of staff knowledge. 
 
Structure of staffing: In UHNT 0.34 diabetes specialist nursing hours were spent with each patient, compared with the England average 
of 0.67, placing the Trust in Quartile 1. This is the same position as 2015, albeit with an increase from 0.28 hours. 
 
Percentage of emergency admissions: 87.9% of patients with diabetes in UHNT had been admitted to hospital as an emergency, 
compared with the England average of 86.2%, placing the Trust in Quartile 2. This is an improved position on 2015 where the Trust were 
in Quartile 4. 12.1% of patients has been admitted to hospital specifically for the management of diabetes, compared with 8.6% 
nationally. 75.9% were admitted for other medical reasons, and 12.1% for non-medical reasons i.e. surgery. 
 
Foot risk assessments: 7% of patients with diabetes received a diabetic foot risk assessment within 24 hours of admission compared 
with the England average of 30.1%, placing the Trust in Quartile 1. This is a deterioration on 2015, when the Trust were placed in 
Quartile 3 (21.7%). 15.8% of patient with diabetes received a diabetic foot risk assessment during their stay, compared with the England 
average of 37.5%, placing the Trust in Quartile 1. This is a deterioration on the previous year when the Trust were placed in Quartile 3 
(29%). 
 
Patients admitted with active foot disease: 0% of patients admitted with active foot disease were seen by the MDFT within 24 hours, 
compared with the England average of 56.1%, placing the Trust in Quartile 1. This is a deterioration on the previous year when the Trust 
were placed in Quartile 4 (83.3%). 
 
Medication errors: 34% of patients with diabetes experienced one or more medication errors which is below the England average, 
however this is a deterioration on the previous year, when only 24.5% of patients experienced one or more medication errors. 
 
Prescription errors: 28% of patients with diabetes experienced at least one or more prescription errors, compared with the England 
average of 21.1%, placing the Trust in Quartile 3. This is a deterioration on the previous year when the Trust were in Quartile 2 (17%). 
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North Tees and Hartlepool NHS FT National Diabetes Inpatient Audit 2016 
 
Insulin errors: 24% of patients on insulin experienced one or more insulin errors (prescription or medication management), compared 
with the England average of 22.7%, placing the Trust in Quartile 3. This is a deterioration on the 2015 position, with the Trust placed in 
Quartile 2 (18.9%). 
 
Hypoglycaemic episodes: 25.5% of patients with diabetes in UHNT experienced one or more mild hypoglycaemic episodes compared 
with the England average of 18.5%, placing the Trust in Quartile 4. This is a deterioration on the 2015 position when the Trust were in 
Quartile 3 (24.3%).  
 
Staff knowledge: 63.3% of patients reported that all or most staff looking after them knew enough about diabetes to meet their needs, 
compared with the England average of 65%, placing the Trust in Quartile 2. This is a deterioration on the 2015 position, when the Trust 
were placed in Quartile 3 (70.5%).  
 
 







51 


 
Clinical Effectiveness 


 
North Tees and Hartlepool NHS FT National Diabetes Inpatient Audit 2016 
 
The audit identified 58 inpatients with diabetes at University Hospital of North Tees (UHNT), equal to 12.6 % of the beds audited, placing 
UHNT in Quartile 1. 
  
Areas identified in the report, where UHNT are negative outliers compared with the England average or have deteriorated since the 2015 
report are average diabetes specialist nursing hours per week per patients, percentage of emergency admissions, foot risk assessments, 
patients admitted with active foot disease that were seen within the MDFT within 24 hours, prescription errors, medication management 
errors, insulin errors, the percentage of mild hypoglycaemic episodes during the patients stays and one element of staff knowledge. 
 
Structure of staffing: In UHNT 0.34 diabetes specialist nursing hours were spent with each patient, compared with the England average 
of 0.67, placing the Trust in Quartile 1. This is the same position as 2015, albeit with an increase from 0.28 hours. 
 
Percentage of emergency admissions: 87.9% of patients with diabetes in UHNT had been admitted to hospital as an emergency, 
compared with the England average of 86.2%, placing the Trust in Quartile 2. This is an improved position on 2015 where the Trust were 
in Quartile 4. 12.1% of patients has been admitted to hospital specifically for the management of diabetes, compared with 8.6% 
nationally. 75.9% were admitted for other medical reasons, and 12.1% for non-medical reasons i.e. surgery. 
 
Foot risk assessments: 7% of patients with diabetes received a diabetic foot risk assessment within 24 hours of admission compared 
with the England average of 30.1%, placing the Trust in Quartile 1. This is a deterioration on 2015, when the Trust were placed in 
Quartile 3 (21.7%). 15.8% of patient with diabetes received a diabetic foot risk assessment during their stay, compared with the England 
average of 37.5%, placing the Trust in Quartile 1. This is a deterioration on the previous year when the Trust were placed in Quartile 3 
(29%). 
 
Patients admitted with active foot disease: 0% of patients admitted with active foot disease were seen by the MDFT within 24 hours, 
compared with the England average of 56.1%, placing the Trust in Quartile 1. This is a deterioration on the previous year when the Trust 
were placed in Quartile 4 (83.3%). 
 
Medication errors: 34% of patients with diabetes experienced one or more medication errors which is below the England average, 
however this is a deterioration on the previous year, when only 24.5% of patients experienced one or more medication errors. 
 
Prescription errors: 28% of patients with diabetes experienced at least one or more prescription errors, compared with the England 
average of 21.1%, placing the Trust in Quartile 3. This is a deterioration on the previous year when the Trust were in Quartile 2 (17%). 
 







52 


 
Clinical Effectiveness 


 
North Tees and Hartlepool NHS FT National Diabetes Inpatient Audit 2016 
 
Insulin errors: 24% of patients on insulin experienced one or more insulin errors (prescription or medication management), compared 
with the England average of 22.7%, placing the Trust in Quartile 3. This is a deterioration on the 2015 position, with the Trust placed in 
Quartile 2 (18.9%). 
 
Hypoglycaemic episodes: 25.5% of patients with diabetes in UHNT experienced one or more mild hypoglycaemic episodes compared 
with the England average of 18.5%, placing the Trust in Quartile 4. This is a deterioration on the 2015 position when the Trust were in 
Quartile 3 (24.3%).  
 
Staff knowledge: 63.3% of patients reported that all or most staff looking after them knew enough about diabetes to meet their needs, 
compared with the England average of 65%, placing the Trust in Quartile 2. This is a deterioration on the 2015 position, when the Trust 
were placed in Quartile 3 (70.5%).  
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Top Four Ranking Scores Bottom Four Ranking Scores 


KF13. Quality of non-mandatory training, learning or development (the higher 
score the better) 


KF25. Staff motivation at work (the higher score the better) 


KF18. Percentage of staff attending work in the last 3 months 
despite feeling unwell because they felt pressure from their manager, 
colleagues or themselves  (the lower the score the better) 


KF12. Quality of appraisals (the higher score the better) 


2016 NHS STAFF SURVEY RESULTS - CDDFT 


Possible scores range from 1 to 5, with 1 indicating 
that staff are poorly engaged (with their work, their 
team and their trust) and 5 indicating that staff are 
highly engaged. The trust’s score of 3.68 was below  
(worse than) average when compared with trusts of 
a similar type. 


Overall Staff Engagement (the higher the score the better)  


KF1. Staff recommendation of the organisation as a place to work or 
receive treatment (the higher score the better) 


KF26. Percentage of staff experiencing harassment, bullying or 
abuse from staff in last 12 months (the lower score the better) 


KF20. Percentage of staff experiencing discrimination at work in last 12 
months (the lower the score the better) 


KF21. Percentage of staff believing that the organisation provides equal 
opportunities for career progression or promotion (the higher the score the better) 


KF5. Recognition and value of staff by managers and the organisation 
(the higher score the better) 
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Top Four Ranking Scores 


KF18. Percentage of staff feeling pressure in the last 3 months to 
attend work when feeling unwell (the lower the score the better) 


KF23. Percentage of staff experiencing physical violence from staff 
in last 12 months (the lower the score the better) 


Bottom Four Ranking Scores 


KF27. Percentage of staff reporting most recent experience of 
harassment, bullying or abuse  (the higher score the better) 


KF4. Staff motivation at work (the higher score the better) 


2016 NHS STAFF SURVEY RESULTS - CHSFT 


Possible scores range from 1 to 5, with 1 indicating 
that staff are poorly engaged (with their work, their 
team and their trust) and 5 indicating that staff are 
highly engaged. The trust’s score of 3.81 was above 
(better than) average when compared with trusts of 
a similar type. 


Overall Staff Engagement (the higher the score the better)  


KF29. Percentage of staff reporting errors, near misses or 
incidents witnessed in the last month (higher the score the better) 


KF25. Percentage of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public in last 12 months (the lower score the better) 


KF1. Staff recommendation of the organisation as a place to work or receive 
treatment (the higher score the better) 


KF32. Effective use of patient / service user feedback (the higher score the better) 







Patient Safety 


55 


Top Four Ranking Scores Bottom Four Ranking Scores 


2016 NHS STAFF SURVEY RESULTS - NTH 
Possible scores range from 1 to 5, with 1 indicating 
that staff are poorly engaged (with their work, their 
team and their trust) and 5 indicating that staff are 
highly engaged. The trust’s score of 3.82 was above 
(better than) average when compared with trusts of 
a similar type. 


Overall Staff Engagement (the higher the score the better)  


KF16. Percentage of staff  working extra hours (the lower  the score the better) 


KF24. Percentage of staff / colleagues reporting most recent experience of 
violence (the higher the score the better) 


KF11. Percentage of staff appraised in last 12 months (the higher the score 
the better) 


KF18. Percentage of staff feeling pressure in last 3 months to attend 
work when feeling unwell (the lower the score the better) 


KF27. Percentage of staff / colleagues reporting most recent 
experience of harassment, bullying or abuse (higher the score the better) 


KF26. Percentage of staff experiencing harassment, bullying or 
abuse from staff in last 12 months (the lower score the better) 


KF22. Percentage of staff experiencing physical violence from patients, 
relatives or the public in last 12 months (lower the score the better) 


KF23. Percentage of staff experiencing physical violence from staff in last 
12 months (the lower score the better) 
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Formal Executive Committee 
7 March 2017 
2.00 – 3.30pm 


Boardroom, Sedgefield Community Hospital 
 


CONFIRMED MINUTES 
 
Present: 
Stewart Findlay  Chief Clinical Officer 
Nicola Bailey   Chief Operating Officer  
Mark Pickering  Chief Finance Officer 
Gill Findley (part)  Director of Nursing  
Joseph Chandy  Director of Primary Care, Partnerships and Engagement 
Sarah Burns   Director of Commissioning 
James Carlton (part) Medical Adviser 
 
In Attendance: 
Keith Allan   Public Health representative, Durham County Council 
Ann Greenley  Acting Account Director, NECS  
Lesley Jeavons  Director of Integration 
Winny Jose   Locality Lead, Easington 
Sarah Lambert  Head of Corporate Services 
Sue Humpish  Executive Assistant – Minutes 
 
Item No 


 
 Action 


FEC/16/302 Apologies for absence 
 
Colleagues were welcomed to the meeting and apologies noted. 
 


 
 


FEC/16/303 Declarations of conflicts of interest 
 
JCh and WJ declared an interest in item FEC/16/312 Diabetes Risk and 
Gain Share Arrangements 2017/18 because they worked in practices 
that would be affected by any decision made.  KA also declared an 
interest in the same item as he was employed by CDDFT, the trust 
currently involved in this work.  As a result of all of these declarations, it 
was agreed that JCh, WJ and KA would participate in discussions, but 
not any decision-making. 
 


 


FEC/16/304 Minutes of the meeting held on 21 February 2017 
 
The minutes were accepted as a true record. 
 


 
 


FEC/16/305 Matters arising from the meeting held on 21 February 2017 
 
There were no matters arising from the previous minutes.  
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FEC/16/306 Review of Action Log 
 
The action log was reviewed and updated. 
 


 


FEC/16/307 Primary Care Commissioning Committee Report: Primary Care 
Development Report 
 
The report provided an update on the implementation of the Primary 
Care Strategy and the key areas were highlighted. 
 
The Executive Committee: 
• received the report and noted the content; 
• approved the report for submission to the Primary Care 


Commissioning Committee on 14 March 2017. 
 
It was noted at this point that Shinwell and South Dene practices were 
the first in DDES to be judged as ‘outstanding’ in their latest CQC 
inspection. 
 


 


FEC/16/308 Governing Body Report: Chief Clinical Officer’s Report: March 2017 
 
The report provided an update on the key issues affecting DDES CCG. 
 
The Executive Committee: 
• received the report and noted progress to date; 
• approved the report to be submitted to the Governing Body on 14 


March 2017. 
 


 


FEC/16/309 Governing Body Report: Finance update: Month 10, 2016/17 
 
The paper set out the financial position of DDES CCG as at the end of 
January 2017 including: forecast surplus; risks and QIPP.  It was noted 
that the 1% previously held by NHS England would be returned to the 
CCG at 11:59 in 31 March and the messages around the resulting 
surplus would need to be managed. 
 
The Executive Committee: 
• noted and discussed the financial position of the CCG as at 31 


January 2017; 
• approved the report for submission to the Governing Body on 14 


March 2017. 
 


 


FEC/16/310 Governing Body Report: Revenue Budgets 2017/2018 
 
The report presented the initial 2017/18 revenue budgets for approval 
and colleagues discussed the key content of the report including: how 
funds were to be deployed, QIPP target, risk and the impact of any 
contractual changes.   
 
ACTION: MP to add narrative to the contract charts and re-submit 
the report to Mags Wells. 
  
 


 
 
 
 
 
 
 


MP 
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ACTION: MP to brief GF on primary care budgets prior to her 
attendance at the LMC meeting that evening. 
 
The Executive Committee: 
• received the report; 
• recommended the 2017/18 initial budgets for approval by the 


Governing Body at its meeting on 14 March 2017. 
 


MP 


FEC/16/311 CCG Business Assurance Framework 
 
Colleagues discussed the refreshed Business Assurance Framework  
(approved by the Audit Committee) which now aligned directly to the 
national Assurance and Assessment Framework set out by NHS 
England.  Further refinements had also been made to the CCG’s risk 
register. 
 
The Executive Committee: 
• approved the revised format for the Business Assurance Framework 


for submission to the Governing Body on 14 March 2017. 
 
ACTION: SL to ensure that the Business Assurance Framework 
was added to GPTN as a live document and refreshed on a 
quarterly basis.  She would also look at the way that North Durham 
CCG linked background information to see if this could be utilised 
for DDES. 
  
JCa and GF joined the meeting 
 


 
 
 
 
 
 
 
 
 
 
 
 
SL 
 
 
 
 


FEC/16/312 Diabetes Risk and Gain Share Arrangements 2017/18 
 
JCh and WJ declared an interest in the item because they worked in 
practices that would be affected by any decision made.  KA also 
declared an interest as he was employed by CDDFT, the trust currently 
involved in this work.  As a result of all of these declarations, it was 
agreed that they would participate in discussions, but not any decision-
making. 
 
The report sought approval to continue the current Integrated Diabetes 
Service Risk and Gain Share arrangement, including underwriting of the 
Diabetes Prescribing Budget for the financial year 2017/18.  The 
financial risk had been identified as £240k. 
 
The initial arrangement was anticipated to be in place during 2016/17 
only, however, because of delays to implementation which had impacted 
SDH significantly it was recommended that the arrangement be 
extended to allow the model to properly embed across DDES. 
 
A discussion took place about: ideally sharing risk across primary and 
secondary care and working together to deliver savings. 
 
CDDFT had requested more funding to deliver the secondary care 
element of the service and there were concerns that this would reduce 
the number of clinical sessions open to the CCG and impact on the 
delivery of the service for the future.  It was also noted that despite an 
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agreement made with Sue Jacques, CDDFT’s finance team had raised 
the costs of estates and housing the system manager and admin staff. 
Unfortunately, staff hosted by CDDFT had been incorrectly issued with a 
termination letter, though this had since been rectified. 
 
As a result of all of the above, the CCG had challenged the calculations 
made by CDDFT and had informed the trust that it was looking at 
possible commissioning alternatives and staff accommodation options.  
A formal response was expected the following week. 
 
The Executive Committee: 
• received the report; 
• approved the continuation of the Diabetes Risk and Gain Share 


Arrangements, including the reference to underwriting the prescribing 
budget for the financial year 2017/18. 


  
FEC/16/313 County Durham Stop Smoking Service, Quarter 2,  2016/2017 


 
The group discussed the quarterly report and attention was drawn to the 
information on maternal smoking which was a priority area for the CCG.   
 
It was noted that it was likely that there would be a change to prescribing 
rates as a result of the change in the model commissioned by Durham 
County Council though the impact on primary care was not yet known. 
 
It was pointed out that Tees, Esk and Wear Valleys FT had done some 
excellent, innovative work to stop smoking on its premises (2% reduction 
in staff that smoked) and had also won a prisons contract to deliver stop 
smoking services. 
  
The Executive Committee:  
• received the report; 
• considered the content of the report and supported Public Health in 


its work to increase the uptake of stop smoking services. 
 
ACTION: JCh to work with Kate Huddart to write a newsletter article 
(including a prescribing bulletin) to accompany the report. 
  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JCh 


FEC/16/314 Items for NECS SLA meeting on 20 March 2017 
 
Colleagues discussed preparations for the forthcoming meetings and 
issues that had already been reported. 
 
ACTION: All colleagues to brief NB on any issues being 
encountered with NECS prior to the meeting on 20 March. 
 
ACTION: AG to arrange to meet with Medicines Optimisation to 
discuss previously highlighted issues. 
 


 
 
 
 
 
 


All 
 


AG 


FEC/16/315 Risk Round Up 
  
ACTION: MP to add NECS support and the ability to achieve 
corporate objectives to the CCG’s Risk Register. 


 
 


MP 
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FEC/16/316 Governing Body public questions 
 
No questions from the public had been received. 
 


 


FEC/16/317 Confirmed minutes to receive 
 
The following confirmed minutes were received for information: 
 
•  DDES-wide Management meeting, 19 January 2017 
• Sedgefield Locality meeting, 19 January 2017 
 


 


FEC/16/318 Any other business 
 
There was no further business.  
 


 


 Next meeting 
 
Tuesday 21 March 2017 at 2pm in the Boardroom, Sedgefield 
Community Hospital 
 


 


 
 
 
 
 


Signed:  
 
Title:   Stewart Findlay, Chief Clinical Officer 
 
Date:   27 March 2017 
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Formal Executive Committee 


4 April 2017 
3.00 – 4.00pm 


Boardroom, Sedgefield Community Hospital 
 


CONFIRMED MINUTES 
 


Present: 
Stewart Findlay  Chief Clinical Officer 
Nicola Bailey   Chief Operating Officer  
Joseph Chandy  Director of Primary Care, Partnerships and Engagement 
Sarah Burns   Director of Commissioning 
James Carlton  Medical Adviser 
 
In Attendance: 
Keith Allan   Public Health representative, Durham County Council 
Lesley Jeavons  Director of Integration 
Mark Booth (part)  Head of Finance 
Sarah Lambert (part) Head of Corporate Services 
Sue Humpish  Executive Assistant – Minutes 
 
Apologies:  
Mark Pickering  Chief Finance Officer 
Gill Findley   Director of Nursing 
Ann Greenley  Acting Account Director, NECS  
 


Item No 
 


 Action 


FEC/17/01 Apologies for absence 
 
Colleagues were welcomed to the meeting and apologies noted. 
 


 
 


FEC/17/02 Declarations of conflicts of interest 
 
There were no conflicts declared. 
 


 


FEC/17/03 Minutes of the meeting held on 21 March 2017 
 
The minutes were accepted as a true record. 
 


 
 


FEC/17/04 Matters arising from the meeting held on 21 March 2017 
 
There were no matters arising from the previous meeting. 
 


 
 


FEC/17/05 Review of Action Log 
 
The action log was reviewed and updated. 
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FEC/17/06 Governing Body report: Equality Strategy 2016-2020 and Equality 
Objectives 
 
The Strategy outlined the CCG’s strategic direction to ensure compliance 
with the Public Sector Equality Duty and the Equality Act 2010, including 
an Equality Action Plan.  Objectives were highlighted and progress 
against these noted. 
 
The Executive Committee: 


 reviewed the report and recommended the revised Equality Strategy 
to be submitted to the Governing Body for approval at its next 
meeting. 
  


SL joined the meeting 
 


 


FEC/17/07 Annual Report and Accounts 
 
The latest version of the Annual Report and Accounts was shared and it 
was noted that some information would be added after the financial year 
end calculations had been made. 
 
The Annual Report would be taken to the Governing Body Development 
Session, Audit and Assurance Committee and Governing Body for 
comments before the final submission to NHS England on 31 May 2017. 
 
ACTION: SL to send to SH the most up to date version for the 
Governing Body Development Session papers. 
 
ACTION: SL to include comments to reflect the fact that some 
Directors work part time across two CCGs and that it is not possible 
for them to attend all meetings in each CCG. 
 
ACTION: All directors to review the document and forward 
suggested amendments to SL. 
 
The Executive Committee: 


 reviewed the draft annual report and agreed to review again at its 
meeting on 2 May; 


 noted that the annual report would be taken to the Governing Body 
and Audit and Assurance Committee for comment. 


 
MB joined the meeting 


 


 
 
 
 
 
 
 
 
 
 
SL 
 
 
 
SL 
 
 
SL 


FEC/17/08 Finance update: Month 11, 2016/17 
 
The report provided an update on DDES CCG’s financial position as at 
the end of February 2017.  It highlighted the key areas of financial 
performance against statutory duties and identified year to date and 
forecast year end positions. 
 
An update on the current position in relation to year end was given and 
although the CCG was on track to meet its financial plan, NHS England 
had, on 31 March, handed back an additional amount of money to include 
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in the surplus. 
 
Work was being done with the trusts to clarify and publish the Agreement 
of Balances.  The was complete for CHS and TEWV, but there were 
currently a number of differences in final figures that needed to be 
finalised with CDDFT and NTH.  However, a suite of contingencies had 
been built into the CCG’s planning which would mitigate anything 
unexpected in order to hit the targets and assumptions would be based 
on worst case scenarios. 
 
The CCG would be asked by NHS England to report on activity levels and 
the final, fixed position for 2016/17 would be known in June. 
 
The Executive Committee: 


 noted and discussed the financial position of the CCG as a 28 
February 2017. 


 
Resilience Funding 
Colleagues were pleased to note that DDES and North Durham CCGs 
had been successful in a £100k bid for primary care resilience funding 
which would be combined with other primary care funding the CCG had 
been successful in attracting.   
  


FEC/17/09 Items for NECS SLA meeting on 24 April 2017 
 
Colleagues discussed performance in NECS and it was suggested that at 
the next SLA meeting, consideration be given to the changes in the IFR 
process and how the changes had impacted on the new IFR team. 
 


 
 
 
 


NB 


FEC/17/10 Risk Round Up 
 
No matters arising. 
 


 


FEC/17/11 Confirmed minutes to receive 
 
The confirmed minutes of the Easington Locality meeting held on 19 
January 2017 were received for information. 
 


 


FEC/17/12 Any other business 
   
Urgent Care 
Changes to urgent care services in DDES went live on 1 April and there 
had been no increase in A&E pressures so far.  There had been an issue 
with the Directory of Services used in 111 directing out of area patients to 
DDES services, but this had been rectified.  Also, work was being done 
on improving functionality of SystmOne to ensure that 111 could make 
remote bookings properly.  It was noted that a report would be prepared 
for the Local A&E Delivery Board on the impact of the changes and daily 
calls to monitor progress were taking place. 
 
ACTION: SB to check that the PGD re-badging issue had been 
resolved. 
 


 
 
 
 
 
 


 
 


 
 
 
 


SB 
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Pain Management 
It had been agreed earlier in the year to redesign the Pain Management 
service with CDDFT and achievement milestones were set for the Trust.  
Unfortunately, the Trust had not achieved what was expected of them and 
so the CCG was to go out to procurement for the service.  This outcome 
was disappointing and the lack of performance impacted on the CCG 
QIPP performance which would need to be mitigated. 
 
ACTION: SB to ensure that CDDFT were notified in writing that the 
service would be re-procured and to highlight the ongoing 
involvement that Sarah Perkins had in discussions. 
 
Opthalmology Services 
CDDFT were experiencing staffing difficulties following the 
implementation of new tax rules.  As a result CDDFT have taken the 
service off Choose and Book as they had insufficient staff in the service to 
deal with the volume of referrals and gaps in particular care pathways.  
After discussions, it had been determined that less than half the referrals 
to the Trust were through Choose and Book and that the Trust and CCGs 
were looking to bring in an optician to triage referrals to ensure that they 
are appropriate.  It is hoped that the Trust would soon be able to reinstate 
the service on Choose and Book following implementation of referral 
triage and a number of other pathway changes.   
ACTION: SB to arrange to write to practices to inform them that 
CDDFT had removed itself from Choose and Book and put in place a 
triage optician. 
 
Point of Care Pilot 
Colleagues discussed a proposal to extend the pathology point of care 
pilot at Jubilee practice to the wider Sedgefield locality.  This would cost 
the CCG £50k for equipment and staffing, but it was hoped that other 
funding sources could be utilised for the bulk of this, including AHSN and 
the equipment provider.  There would be a cost for reagents used, but this 
cost would be offset by a reduction in direct access pathology requests. 
Colleagues felt that this fitted in with the CCG’s priorities, though clarity 
would be needed on how many people would need to use the service to 
ensure that effective performance data could be provided as well as 
giving good value for money. 
 
ACTION: SB and JCa to discuss possible sources of financial 
support that could be accessed in order to extend the pilot.  
 
Gastroenterology Services 
Note was made of a letter from a GP in CDDFT announcing that the 
service was understaffed and could not cope, asking for referrals to 
cease.  Sarah Perkins had been made aware. 
 
Whistleblowing 
An issue was highlighted whereby a GP had resigned over safety 
concerns around the GP Out of Hours service.  The CCG was aware of a 
number of other complaints by GPs arising from the slow accumulation of 
unfilled shifts and increased overnight services.  The CCG would write 
formally about this to the provider responsible for the safety of the service. 


 
 
 
 
 
 
 
 
 


SB 
 
 
 
 
 
 
 
 
 
 
 
 
 


SB 
 
 
 
 
 
 
 


 
 
 
 


 
 
 
 


SB/ 
JCa 
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ACTION: NB to copy the letter to JCa, ID, JSm and DS. 
 


 
NB 


 


 Next meeting 
 
Tuesday 25 April 2017 at 2pm in the Boardroom 
 


 


 


 


 


 


 


 


 


 


Signed:  
 
Title: Chief Clinical Officer 
 
Date: 2.5.2017 








 
 


Formal Executive Committee 
21 March 2017 


Boardroom, Sedgefield Community Hospital 
 


CONFIRMED MINUTES 
 
Present: 
Nicola Bailey   Chief Operating Officer  
Gill Findley   Director of Nursing 
Sarah Burns   Director of Commissioning 
 
In Attendance: 
Sarah Lambert  Head of Corporate Services 
Sue Humpish  Executive Assistant – Minutes 
 
Apologies:  
Stewart Findlay  Chief Clinical Officer 
Mark Pickering  Chief Finance Officer 
James Carlton  Medical Adviser 
Joseph Chandy  Director of Primary Care, Partnerships and Engagement 
Keith Allan   Public Health representative, Durham County Council 
 
Item No 


 
 Action 


FEC/16/319 Apologies for absence 
 
Colleagues were welcomed to the meeting and apologies noted. 
 


 
 


FEC/16/320 Declarations of conflicts of interest 
 
There were no declarations made. 
 


 


FEC/16/321 Minutes of the meeting held on 7 March 2017 
 
The minutes were accepted as a true record. 
 


 
 


FEC/16/322 Matters arising from the meeting held on 7 March 2017 
 
There were no matters arising from the previous meeting. 
 


 
 


FEC/16/323 Review of Action Log 
 
The action log was reviewed and updated. 
 
NECS SLA meeting 
An update was shared from discussions at the latest meeting, including 
the resource allocated to DDES CCG and how this was being addressed 
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for some of the priority areas (e.g. learning disabilities) as well as other 
service lines in order to provide more resilience. 
 
ACTION: SB to e-mail NB regarding pending NECS vacancies. 
 


 
 
 


NB 


FEC/16/324 Risk Management update 
 
Colleagues received and discussed the updated risk register. 
 
It was pointed out that the Never Events score should be higher as 
CDDFT had experienced a high number of events.  An update was 
shared on a recent additional event that had been reported.  Frustration 
that the Trust did not appear to learn from previous experiences was 
shared.   
 
A root cause analysis would now take place and NHS Improvement was 
due to speak to GF about their plans to provide external scrutiny. 
 
ACTION: GF to speak to MP about increasing the score for Never 
Events to reflect the current level of events at CDDFT. 
 
A discussion took place about the risk around potential CHC restitution 
cases in terms of potential numbers of cases, the funding support 
withdrawn from NHS England (which would be appealed) and solicitors 
proactively seeking out ‘no win, no fee’ cases. 
 
The Executive Committee: 
• Received the DDES CCG Risk Register; 
• Considered the content and context of the risk register, including 


accuracy and actions being taken; 
• Noted that the risk management development work was ongoing and 


would continue in order to embed a positive risk management culture 
across the CCG. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 


GF/MP 


FEC/16/325 Menu of Opportunities 
 
The report presented the NHS England Menu of Opportunities for 
potential QIPP savings that could be made or were in development. 
These had been categorised with leads allocated to progress each 
initiative.  Lorrae Rose would co-ordinate the work and once feedback 
had been received, each initiative would be put through the Right Care 
decision matrix and a report for the Executive Committee produced with 
the findings. 
 
ACTION: SB to ask LR to devise and circulate a template as soon 
as possible for each lead to use to report back to ensure 
consistency.  This should include prioritisation and expected 
impact. 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
SB 
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The Executive Committee: 
• accepted the report; 
• agreed to the review of all current CCG work plan schemes for 


2017/18 as set out in the report with the allocation of lead for each 
initiative; 


• agreed that a report would be brought to the Executive Committee at 
the end of April. 


 
FEC/16/326 NE12+ Phase 2 (Out of area placements for education, children’s 


homes, short breaks) 
  
The report set out progress made during phase one of the NE12 
framework and plans for phase two, including key issues, financial 
impact, work with the local authority, etc.   
 
As a result of a lack of evaluation from children and families, the CCG 
had sought views of two families.  However, both were in popular 
placements so the findings did not provide a true reflection in terms of 
other placements.  In addition, it was no yet known whether under the 
scheme more young people were being placed out of area than the 
CCG would prefer or whether levels were as expected.  Because of this, 
the group did not feel assured about arrangements. 
 
Durham County Council had raised the issue of patients that had not yet 
been transferred onto a better tariff and how these needed to be 
negotiated.  Colleagues agreed that this was a priority. 
 
Despite some the above mentioned concerns and the tariff issue, the 
Council was still recommending involvement in the work.  Colleagues 
recognised the effort that had been put into this work to reach the 
current position and agreed that a formal evaluation of the impact on 
DDES children would provide the assurance needed. 
 
The Executive Committee: 
• noted and accepted the update report; 
• supported the continuation to Stage 2 of NE12+ process in 


collaboration with other CCGs and subject to the conditions laid out 
in the report and the renegotiation of fees. 


 
ACTION: GF to seek independent support for co-designing services 
with parents of babies in the DDES area. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GF 
 
 


FEC/16/327 Risk round up 
 
No additional risks were identified as a result of discussions. 
 


 


FEC/16/328 Confirmed minutes to receive 
 
The group received for information the minutes from Clinical Champions 
(January and February 2017) and the Durham Dales Locality (January 
2017). 
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FEC/16/329 Any other business 


 
Report Recommendations 
It was pointed out that there appeared to be a general issue with reports 
that recommendations were not always easy to understand or clear in 
terms of what was expected of the decision-makers.     
 
ACTION: All Directors sponsoring reports to brief their teams on 
the issue and ensure that the author provides clear advice on 
options and recommendations and why the group was being asked 
to make a particular decision. 
 


 
 
 
 
 
 
 


All 


 Next meeting 
 
Tuesday 4 April 2017 at 2pm in the Boardroom, Sedgefield Community 
Hospital. 
 


 


 
  
 
 
 
 
 
 


Signed:   
 
Title:   Nicola Bailey, Chief Operating Officer 
 
Date:   6 April 2017 
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