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GBiC/19/73 


UNCONFIRMED 
DURHAM DALES, EASINGTON AND SEDGEFIELD (DDES) CCG 


AND NORTH DURHAM CCG 
GOVERNING BODIES IN COMMON 


HELD IN PUBLIC 
 


9.30am on Tuesday 28 May 2019 
held at 


Lanchester Community Centre, Newbiggin Lane, Lanchester 
Durham DH7 0NT 


Present for DDES CCG: 


Andrew Atkin AA Lay Member 
Sarah Burns SB Director of Commissioning Strategy and Delivery 
Dr James Carlton JCa Medical Director 
Dr Stewart Findlay SF Chief Officer 
Gill Findley GF Director of Nursing and Quality 
Feisal Jassat FJ Lay Member – Patient and Public Involvement 
Dr Neil O’Brien NO’B Clinical Chief Officer 
Mark Pickering MP Chief Finance Officer 
John Whitehouse JW Lay Member, Audit and Governance 
 
Present for North Durham CCG: 


Andrew Atkin AA Governing Body Lay Member 
Dr Stewart Findlay SF Chief Officer 
Gill Findley GF Director of Nursing and Quality 
Richard Henderson RH Chief Finance Officer 
Feisal Jassat FJ Lay Member – Patient and Public Involvement 
Dr Neil O’Brien NO’B Clinical Chief Officer 
Dr David Smart DS Clinical Chair (Chair) 
John Whitehouse JW Lay Member Governance and Audit 
 
In Attendance for DDES CCG: 


Margaret Coyle MC Executive Assistant (minutes) 
Denise Elliott DE Head of Commissioning – Adult and Health 
  Services,  Durham County Council 
Amanda Healy AH Director of Public Health, Durham County Council 
 
In Attendance for North Durham CCG: 


Denise Elliott DE Head of Commissioning – Adult and Health 
  Services,  Durham County Council 
Amanda Healy AH Director of Public Health, Durham County Council 
Jill Matthewson JM Head of Corporate Services 
 
Apologies for DDES CCG:  


Nicola Bailey NB Chief Officer  
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Joseph Chandy JCh Director of Commissioning Strategy and Delivery 
Chris Cunnington-Shore CS PRG Chair, Sedgefield Locality 
Dr Winny Jose WJ GP Clinical Lead, Sedgefield 
Sue Mole SM PRG Chair, Easington Locality 
Dr Rushi Mudalagiri RM GP Clinical Lead – Easington 
Dr Jonathan Smith JS Clinical Chair 
Angela Seward AS Patient Reference Group (PRG) Chair, Durham Dales  
  Locality 
Dr Ian Spencer IS Secondary Care Clinician 
Dr Dilys Waller DW GP Clinical Lead, Durham Dales 
 
Apologies for North Durham CCG:  


Nicola Bailey NB Chief Officer 
Mike Brierley MB Director of Commissioning Strategy and Delivery 
Joseph Chandy JCh Director of Commissioning Strategy and Delivery 
Dr Ian Davidson ID Medical Director 
Dr Jan Panke JP GP Clinical Lead 
Dr Ian Spencer IS Secondary Care Clinician 
Dr Pat Wright PW GP Clinical Lead 
 


 
ITEM 
NO 


  
ACTION 


 
GBiC/ 
19/47 


 
APOLOGIES FOR ABSENCE 
 
As recorded above.  The Chair declared the meeting to be quorate. 
 
The Chair welcomed the members of the Governing Bodies and the public to 
the Governing Bodies of Durham Dales, Easington and Sedgefield (DDES) 
Clinical Commissioning Group (CCG) and North Durham Clinical 
Commissioning Group (CCG) meetings being held in common. 


 
 


 
GBiC/ 
19/48 


 
DECLARATIONS OF CONFLICTS OF INTEREST 
 
The Chair reminded members of the Governing Bodies of their obligation to 
declare any interest they might have on any issues arising at the meeting, 
which might conflict the business of DDES CCG and/or North Durham CCG. 
 
Declarations made by members of the Governing Bodies are listed in the 
CCGs’ Registers of Interests.  The Registers are available either via the 
secretary to the Governing Bodies or the CCGs’ websites at the following 
links: 
https://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/documents/declarat
ions-conflict-interest 
http://www.northdurhamccg.nhs.uk/governancecommittees/declarations-of-
conflict-of-interest/ 
 
The following declarations of conflict were made in relation to the following 
item on the agenda: 


 


 



https://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/documents/declarations-conflict-interest

https://www.durhamdaleseasingtonsedgefieldccg.nhs.uk/documents/declarations-conflict-interest

http://www.northdurhamccg.nhs.uk/governancecommittees/declarations-of-conflict-of-interest/

http://www.northdurhamccg.nhs.uk/governancecommittees/declarations-of-conflict-of-interest/
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ITEM 
NO 


  
ACTION 


  
GBiC/19/54 Decision Making Business Case: Improving 7 day Access 
Service, DDES CCG 


The DDES CCG general practice members of the Governing Body declared 
a financial interest in the item as providers of primary care services and 
partners within practices that might be affected by the decision made.  
Those members were Dr James Carlton; also Joseph Chandy, Dr Winny 
Jose, Dr Rushi Mudalagiri, Dr Jonathan Smith and Dr Dilys Waller who were 
not in attendance at the meeting.  It had been agreed prior to the meeting 
that those members could receive the report and agreed at the meeting that 
those conflicted members present would remain in the meeting for the 
discussion of the item but would not take part in the decision making. 


 


 
GBiC/ 
19/49 


 
IDENTIFICATION OF ANY OTHER BUSINESS 
 
There were no items of other business identified. 


 


 
GBiC/ 
19/50 


 
MINUTES AND MATTERS ARISING FROM THE MEETING HELD ON 
TUESDAY 19 MARCH 2019  
 
The minutes were agreed as a correct record of the meeting. 
 
There were no matters arising. 


 
 


 
GBiC/ 
19/51 


 
ACTION LOG 
 
The action log was updated. 


 


 
ITEMS FOR DECISION 


 
GBiC/ 
19/52 


 
REVISED REVENUE AND CAPITAL BUDGETS 2019/20 
Chief Finance Officer, DDES CCG 
- Mark Pickering 
Chief Finance Officer, North Durham CCG 
- Richard Henderson 
 
The purpose of the report was to present the revised 2019/29 revenue and 
capital budgets for approval. 
 
RH reminded those present that the initial budgets had been agreed at the 
Governing Bodies’ meeting held on Tuesday 19 March 2019 at which point 
the planning and contracting process was still in process, and it was agreed 
to bring the revised proposed budgets for 2019/20 following conclusion of 
the contract negotiations.  Attention was drawn to Appendices one and two 
of the report detailing the Revenue and Capital Budgets 2019/20 for 
DDES CCG and North Durham CCG respectively, the same approach and 
principles had been followed in preparing the budgets.  It was noted that 
there had been a reduction in the allocation for primary care delegated 
budgets since the original budgets were agreed in March 2019 relating to 
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ITEM 
NO 


  
ACTION 


  
the centrally held funding for the Clinical Negligence Scheme for General 
Practice. 
 
Attention was drawn to section two in the Appendices setting out the high 
level detail of the budgets that demonstrated the position in March 2020 to 
deliver an in-year breakeven position, that included the allowed ‘drawdown’ 
against historic underspends. 
 
It was noted that at the Primary Care Commissioning Committees meeting 
that had taken place on 21 May 2019, a potential recurring financial 
pressure had been reported in relation to the growth allocation not being at a 
sufficient level to cover the national contract uplifts.  The potential pressure 
may be £800k for DDES CCG and £400k for North Durham CCG, whilst it 
was thought that this would be manageable due to expected non-recurring 
slippage in-year, RH emphasised that this was a significant recurring 
pressure that would call on the CCGs’ core reserves. 
 
It was reported that since the initial budgets were presented in March 2019 
there were no changes to the Quality, Innovation, Productivity and 
Prevention (QIPP) savings and that as most of those savings would be 
delivered within the block contracts, there were no expected issues. 
 
The Governing Bodies: 
 received the report, 


 approved the revised revenue and capital budgets for 2019/20. 


 


 
GBiC/ 
19/53 


 
SPECIAL EDUCATIONAL NEEDS AND/OR DISABILITIES (SEND) 
STRATEGY REFRESH AND UPDATED ACTION PLAN 
Director of Nursing and Quality, DDES CCG and North Durham CCG 
- Gill Findley 
 
The purpose of the report was to present the refreshed SEND Strategy and 
updated action plan for approval. 
 
GF explained that part of the actions strategy that had come out of the 
SEND Local Area Inspection that had taken place 18 months ago was to 
undertake this work along with parents in County Durham.  Attention was 
drawn to pages two and three that set out the following three key aims of the 
delivery framework: 
 
 aim 1 to provide co-ordinated leadership and governance across the 


local area, 
 aim 2 ensure that young people with SEND are well prepared for adult 


lives and can live independently, 
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 aim 3 provide better coordinated services for children and young people 


with SEND across the local area. 
 


Attention was drawn to Appendix two that set out the progress against the 
action plan and identified those actions that remained outstanding, this gave 
a focus to drive forward improvements and prepare for the next inspection.  
It was noted that there was some urgency around those actions relating to 
rationalisation of processes across health and social care to put in place a 
more manageable structure, and that the CCGs’ lead for that area would 
now be Alex Sinclair, Director of Commissioning. 
 
It was noted that the document would be presented to the Integrated 
Steering Group for Children, Integration Board and Durham County 
Council’s Cabinet in July 2019.  In terms of parents, GF explained that 
consultation had taken place through various groups and consultation 
events.  SF reported that the strategy had been received by the Health and 
Wellbeing Board.  DE reported that a fact finding visit was planned to the 
Lincolnshire area that had received an outstanding inspection.  AH thought 
that the strategy reflected an in-depth approach in terms of meeting the 
needs of those groups in the plan.  GF added that the plan reflected the 
significant work undertaken in the area of commissioning and collaborative 
working with service providers. 
 
The Governing Bodies:  
 considered the content of the report, 
 approved the strategy for Special Education Needs and/or Disabilities 


(SEND). 


 


 
GBiC/ 
19/54 


 
DECISION MAKING BUSINESS CASE: IMPROVING 7 DAY ACCESS 
SERVICE, DDES CCG 
Director of Commissioning Strategy and Delivery, DDES CCG and North 
Durham CCG 
- Sarah Burns  
 
The purpose of the report was to present the decision making business case 
for changes to the 7 day access service across Durham Dales, Easington 
and Sedgefield (DDES) Clinical Commissioning Group (CCG) for approval to 
implement. 
 
SB spoke to a detailed presentation which set out the key areas in the report 
for consideration: 
 
a) Why the changes were being proposed. 
b) An outline of the consultation process. 
c) The key issues identified and considered: 


 Awareness of the NHS 111 service. 
 Services patients were sent to after contacting NHS 111. 
 If more patients Used 111, why were the hubs not busier? 
 Were some hubs quiet as patients were not directed there? 
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 Was the usage increasing? 
 Transport. 
 Specific findings. 


d) Findings and recommendations for Dales, Easington and Sedgefield. 
 
A discussion followed in which the following points were raised and 
considered. 
 
e) FJ noted the comprehensive content of the report and thought that it was 


a good example of an engagement process noting that there were some 
areas of learning.  He thought the use of social media was an extremely 
effective tool.  He drew attention to the key stakeholders listed in the 
report and that they were keen to support the changes.  He noted the 
comments from Healthwatch regarding the two year period to embed the 
existing model and that they had been keen to receive the reports into 
how it was working, its effectiveness and whether anything needed to be 
changed.  He thought the consultation with local people was a good 
example of “you said, we did”, and that this was important particularly in 
terms of the challenges faced by the NHS.  He sought clarification of how 
the transport arrangements would work.  He highlighted that not all of the 
service operating times detailed in the paper identified ‘am’ or ‘pm’ and 
suggested that would be a helpful clarification.  He thought the report 
represented a significant area of work undertaken by the CCG and 
expressed his support for the recommendations. 


f) SB responded that whilst there were a number of transport options 
available, the majority supported planned visits whereas patients 
accessing the ‘7 day access service’ needed to do so urgently.  It had 
been noted that there were people in the population who could claim 
funding to attend but would not have that when they were attending an 
urgent appointment.  The transport proposals would avoid inappropriate 
use of 999 services. 


g) GF highlighted that transport was regularly raised in such consultations 
and asked about joint strategy work with the local authority.  DE 
responded that the local authority had undertaken a joint transport review 
two years ago following which actions were put in place i.e. volunteers 
driver scheme, but acknowledged that it may be appropriate to review 
that work.  SB highlighted that transport was under review as part of the 
Integrated Care System (ICS) work, but that consideration should be 
given to reviewing services locally in Durham across health and social 
care.  FJ suggested that transport should be considered as part of the 
package of care. 


h) JCa noted the confusion that continued around the services available 
and as they were reconfigured he thought that there was concern around 
the impact on the services delivered within their locality i.e. Richardson 
Community Hospital.  He asked what had been learnt in terms of making 
sure the local population were aware of service change and utilisation of 
local buildings to deliver services locally.  He highlighted that as a GP 
working in the Bishop Auckland area he had an interest in service 
changes in that area.  He spoke about workforce challenges faced in the  
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ITEM 
NO 


  
ACTION 


 
NHS, the need to maintain a sustainable service in areas such as the 
Dales and locating the workforce in one place.  He sought assurance that 
the service would not place additional pressure on the GP workforce in 
that area.  SB explained that the Dales was the first area to commission 
an overflow service and had used some of their delivery funding from 
12 noon, therefore, no patient should be sent out of the area and that 
had been reflected in the low usage of the hub.  The Dales was one of 
the significant areas of concern in terms of the low activity in the hub and 
the challenge that presented in retaining staff who felt under-utilised.  A 
central model would provide a varied workload and the out-reach work 
should create a sustainable workforce. 


i) As reconfiguration of services continued, JCa asked how communication 
would be maintained in the rural Dales.  SB explained that arrangements 
were in place through reference groups made up of locally elected 
members of the community, and that most of those present at the 
meeting had addressed those groups to share messages.  SB drew 
attention to the presentation where it had detailed the range of services 
delivered from the Richardson Community Hospital, the commitment to 
continue with that and reduce travel time to services. 


j) SF enquired about the level of GP support for the changes, how the 
changes would impact on their workload and commented that his 
impression was that they were in favour particularly in the Dales.  SB 
confirmed that there was strong GP support for the changes and that the 
Dales originally came up with the suggestion of an out-reach service 
operating from a single, central location but providing out-reach to those 
who could not travel.  The Dales had been supportive and helped to 
develop the out-reach service across the area.  SB explained that after 
taking into account the demand for services in the Seaham area and the 
potential risk that patients may inappropriately access Accident and 
Emergency services at City Hospitals Sunderland NHS Foundation Trust 
(CHSFT), the proposal was to operate the service from Peterlee and 
Seaham as outlined in the report which was a change to the original 
plans.  Sedgefield locality was very supportive of the change and SB 
drew attention to the services that would operate from Sedgefield, 
Newton Aycliffe and Spennymoor. 


k) FJ suggested that questions may be asked about services available after 
1pm, SB responded that the standard message was ‘right care, right 
place – talk before you walk’ and to use NHS 111.  SB acknowledged 
that the message would have to be repeated on an ongoing basis. 


l) SF commented that it was important to note that there was no reduction 
in the level of resource, the level of funding remained the same and was 
ring-fenced for local primary care services and hubs. 


m) In discussion DS and FJ noted that the report and proposals would be 
presented to Durham County Council Overview and Scrutiny Committee 
to clarify the engagement and consultation process had demonstrated 
efficacy. 


 
The Governing Bodies: 
 agreed and approved to implement changes to 7 day services across  
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DDES CCG as follows: 
Dales  
 The service would operate 12noon-8pm during the week and 10am– 


2pm on a weekend from one site at Bishop Auckland with better 
transport options, more booked appointments and enhanced 
frail/housebound services. 


Easington  
 This service would operate 12noon–8pm during the week at Peterlee 


and from Seaham 6pm-8pm and 8am–1pm on a weekend from 
Peterlee and Seaham with better transport options, more booked 
appointments and enhanced frail/housebound services. 


Sedgefield  
 This service would operate 12noon-8pm during the week as an 


overflow service to practices from Newton Aycliffe with an additional 
service from Spennymoor 6pm-8pm.  The service will operate 
weekends 10am-2pm from Sedgefield, Newton Aycliffe and 
Spennymoor with better transport options, more booked 
appointments and enhanced frail/housebound services. 


 supported the proposed new model of delivery and individual 
recommendations set out in the decision making business case, 


 it was noted that the CCG was scheduled to present the outcome of the 
consultation to the Health Overview and Scrutiny Committee (OSC) on 
11 June 2019.  The purpose of that was to seek feedback and assurance 
from the committee on the consultation process that had been 
undertaken and the way that the CCG had responded to any issues that 
were raised as part of that process.  It would be improper for the CCG to 
publish a recommended decision that had not been supported by the 
Governing Body, however, it must be noted that any support from the 
Governing Body would be dependent on the views of the OSC and the 
process undertaken to consult on this service change. 


 
GBiC/ 
19/55 


 
ANNUAL REPORT OF THE AUDIT COMMITTEES 2018/19 
Chair of North Durham CCG Risk and Audit Committee and DDES CCG 
Audit and Assurance Committee, DDES CCG and North Durham CCG 
- John Whitehouse 
 
The purpose of the report was to present the Annual Report of the North 
Durham CCG Risk and Audit Committee and the DDES CCG Audit and 
Assurance Committee for 2018/19. 
 
JW reminded those present that Governing Bodies had delegated authority 
to the Audit Committee to approve the annual accounts.  He reported that 
the Audit Committee had reviewed and approved the final annual accounts 
and annual report prior to submission in accordance with NHS England’s 
requirements.  He drew attention to page 7 of the report that confirmed the 
annual accounts had demonstrated compliance with the CCG’s financial 
performance targets and that external audit had confirmed that the accounts 
and annual report complied with relevant requirements.  He indicated that 
this reflected a fair and balanced outcome, and was consistent with what  
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had been reported throughout the 2018/19 period. 
 
The Governing Bodies: 
 received the report for information. 


 
ITEMS FOR DISCUSSION 


 
GBiC/ 
19/56 


 
Clinical Chairs’ and Chief Clinical Officers’ Report: May 2019 
Chief Officer, County Durham and Tees Valley CCGs 
- Nicola Bailey 
Chief Officer,  County Durham and Tees Valley CCGs 
- Dr Stewart Findlay 
Accountable Officer/Clinical Chief Officer,  County Durham and Tees Valley 
CCGs 
- Dr Neil O’Brien 
Clinical Chair, DDES CCG 
- Dr Jonathan Smith 
Clinical Chair, North Durham CCG 
- Dr David Smart 
 
The report provided an update on key issues affecting Durham Dales, 
Easington and Sedgefield (DDES) Clinical Commissioning Group (CCG) and 
North Durham Clinical Commissioning Group (CCG). 
 
NO’B highlighted the update in relation to the serious concerns raised about 
the care of patients at Whorlton Hall, a specialist high dependency complex 
care service operated by Cygnet Healthcare located near Barnard Castle.  
He assured those present that the CCGs were working with partner 
agencies and the local authority to ensure that all necessary steps had been 
taken to ensure the safety and care of residents at the facility.  He also drew 
attention to the information in the following areas: 
 
 Improving Access to Psychological Therapies (IAPT) service changes 


implemented on 1 April 2019, 
 new service model for Talking Changes for counselling and Step 1-3 


talking therapies referrals, 
 Integrated Musculoskeletal (MSK) new model for service delivery to be 


implemented on 5 June 2019, 
 progress in the development of the collaborative working across the 


5 CCGs and to achieve the 20% reduction in running costs, 
 clinical leadership review led by the medical directors in the 5 CCGs, 
 vascular services new service model implemented on 1 May 2019, 
 Primary Care Network re-configuration proposals submitted by all 


practices in DDES CCG and North Durham CCG and approved by the 
Primary Care Commissioning on 21 May 2019, 


 appointment of Lyn Simpson to the role of Integration and 
Transformation Director, 


 progress of the engagement phase for the review of Shotley Bridge 
Community Hospital, DS and FJ indicated that they were impressed with  


 







 


Page 10 of 19 


 


 
ITEM 
NO 


  
ACTION 


 
the way in which the CCG staff had delivered the engagement events 
and expressed their thanks. 


 
The Governing Bodies: 
 received the report and noted the progress made to date with regard to 


the range of work being undertaken. 


 
GBiC/ 
19/57 


 
FINANCE REPORT FOR THE TWELVE MONTHS ENDING 
31 MARCH 2019 
Chief Finance Officer, DDES CCG  
- Mark Pickering 
Chief Finance Officer, North Durham CCG 
- Richard Henderson 
 
RH presented the report that provided information on the financial position 
for Durham Dales, Easington and Sedgefield (DDES) Clinical 
Commissioning Group (CCG) and North Durham CCG for the twelve months 
period ending 31 March 2019. 
 
RH reported that both CCGs had achieved all financial indicators and 
delivered the £2m Control Total Surplus that would be available to draw-
down in 2019/20.  That position was subject to audit but was in the main 
complete and the expectation was that it would be signed-off.  Although 
there remained some estimates that had been included, as the year-end 
positions had been agreed with providers that had significantly reduced any 
risk.  An estimate had been used based on the nine months of prescribing 
data available at that point in the financial position, the expectation was that 
there would not be any issues.  Both CCGs had delivered the planned 
underspend in running costs that had been invested in healthcare services; 
the expectation was that the CCGs would deliver the required reduction in 
running costs by the end of the 2019/20 period. 
 
The Governing Bodies: 
 considered the report, 
 noted the final outturn position for the year (subject to audit). 


 


 
GBiC/ 
19/58 


 
RISK MANAGEMENT UPDATE 
Chief Finance Officer, DDES CCG 
- Mark Pickering 
Chief Finance Officer, North Durham CCG 
- Richard Henderson 
 
MP presented the report that provided a risk management update, including 
a summary of the corporate risks facing Durham Dales, Easington and 
Sedgefield (DDES) Clinical Commissioning Group and North Durham 
Clinical Commissioning Group (CCG) together with a full copy of the latest 
risk register position. 
 
 there was one corporate risk for each CCG relating to the delivery of  
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Constitutional Standards, it was noted that those areas were reported on 
within the performance report, 


 all risks had been grouped based on the committee linked to the risk, 
 no new risks had been added to either of the CCG’s risk registers, 
 no risks had been closed in the DDES CCG’s risk register, one risk had 


been closed in North Durham CCG’s risk register, Risk 1743 relating to 
Property Charges as clarification and assurance had been received. 


 all risks were included in the Business Assurance Framework (BAF) and 
would be reviewed throughout the new financial year. 


 
JCa sought clarification around how the risks in relation to Whorlton Hall 
would be picked up within the risk management structure.  GF reminded 
those present that a significant amount of information in relation to the 
allegations were the subject of police investigation.  Whilst Whorlton Hall 
was located within the CCGs’ area, there were no services commissioned 
for patients.  Those commissioners with patients in Whorlton Hall were 
responsible for the services received.  Therefore the potential risk to the 
CCGs was reputational damage as Whorlton Hall was located in the CCGs’ 
area.  The potential risk to the CCGs would be assessed by the Executive in 
Common and Joint Quality Committees. 
 
JCa asked what further steps could be taken to protect vulnerable patients, 
GF outlined a range of actions undertaken in relation to health and safety 
checks to assess the care and treatment provided, that included regular 
visits and speaking to both patients and relatives.  It was noted that more 
patients were brought into the County Durham area than were located 
outside of the area. 
 
DS explained that due to the sensitive stage of the police investigation, more 
detailed discussion in relation to Whorlton Hall would take place in the 
confidential part of the Governing Bodies’ meeting. 
 
The Governing Bodies: 
 received the report and appendices, 
 noted the current risks facing the CCGs, 
 received assurance that mitigating actions were in place to ensure that 


all of the CCGs’ risks were being appropriately managed. 


 
GBiC/ 
19/59 


 
PERFORMANCE REPORT – APRIL 2019 
Chief Finance Officer, DDES CCG 
- Mark Pickering 
Chief Finance Officer, North Durham CCG 
- Richard Henderson 
 
The purpose of the report was to provide an update on the performance of 
Durham Dales, Easington and Sedgefield (DDES) Clinical Commissioning 
Group’s (CCG) and North Durham CCG’s performance against the 
constitutional standards and other performance targets.  Attention was 
drawn to the table on page three of the report that gave an at a glance look  
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at DDES CCG’s and North Durham CCG’s achievement against the key 
NHS Constitutional Indicators. 
 
MP drew attention to the following areas where there was pressure on 
performance: 
 
DDES CCG 
 Over 52 week waits: whilst there had been one case recorded in 


December 2018 there had been no further cases since that point. 
 % patients waiting for initial treatment on incomplete pathways within 18 


weeks: the target was 92%, performance was a near miss at 91.3% with 
particular pressure in the service areas of dermatology, rheumatology, 
ophthalmology and orthopaedic.  It was hoped that the new Integrated 
Musculoskeletal (MSK) model would ease pressure on services. 


 Accident and Emergency (A&E): whilst the CCGs were not meeting the 
target, they were nevertheless in the upper-quartile for comparative 
performance against other CCGs. 


 NEAS: as they were in the process of installing a major system update 
that had caused a temporary disruption to performance reporting, March 
data was not currently available. 


 Mixed sex accommodation: no recent recorded cases, MP reminded 
those present that the cases previously reported were linked to patients 
being moved out of the intensive care unit. 


 Cancer 62 days: the target was 85%, performance achieved 80% in 
February 2019, attention was drawn to the detail in the report. 


 
North Durham CCG 
 Over 52 week waits: two patients recorded up to January 2019, no 


further cases recorded since that point. 
 % patients waiting for initial treatment on incomplete pathways within 18 


weeks: the target was 92%, performance was a near miss at 91.7% with 
particular pressure in the service areas of dermatology, rheumatology, 
ophthalmology and orthopaedic. 


 Accident and Emergency (A&E): continued pressure on this service and 
target. 


 NEAS: as they were in the process of installing a major system update 
that had caused a temporary disruption to performance reporting, March 
data was not currently available. 


 Mixed sex accommodation: two further cases against the zero tolerance 
target. 


 Cancer 62 days: the target was 85%, performance achieved 83%, winter 
pressures and diagnostic capacity impacted on performance. 


 
MP drew attention to the detail in the report relating to the actions to address 
those areas highlighted with performance exceptions and the risk in the 
Combined Risk Management report concerning constitutional standards. 
 
A discussion followed in which the following points were raised and 
considered. 
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a) JW sought clarification of the reference to the difficulties encountered in 


February 2019 relating to cancer performance and in relation to particular 
providers, diagnostic capacity and volume of referrals.  MP explained 
that whilst County Durham and Darlington NHS Foundation Trust 
(CDDFT) generally performed well, the complexity of the treatment 
pathways delivered across providers could lead to delays.  JCa spoke 
about the range of diseases treated, substantial differences seen in the 
complexity of diagnosis and treatment pathways that could result in 
problems affecting planned treatment or access to diagnostics and 
subsequent impact on the progress from diagnosis to treatment.  He 
explained that whilst the Investigation and diagnosis may be at CDDFT 
cancer treatment is at tertiary centres this complicates patient care.  JW 
sought further clarification around the issue, NO’B responded that the 
problems particularly related to urology services that were under 
pressure.  He explained that some of the cases were difficult to diagnose 
and require a lot of diagnostic work to identify the cause and be able to 
plan appropriate treatment.  In addition there were workforce challenges.  
NO’B reported that PW is working on the Urology pathway specifically to 
improve investigation and management.  In response to JW’s request to 
look at the detail behind the problems, GF reported that a ‘Quality Deep 
Dive’ cancer report would be brought to the 27 August 2019 Governing 
Bodies meeting. 


b) AH noted that six of the urgent referral breaches were due to patient 
choice and suggested a closer look at the reasons to consider whether 
any actions were required.  JCa agreed that this was a good point to 
highlight as it was not just about the system but in some cases about 
patient choice.  Work had been undertaken locally to review and update 
information in terms of referral to avoid delays. 


c) JCa spoke about the increasing complexity and evolution of the 
treatments provided that were leading to challenges within specialist 
oncology services.  That was good news for patients in terms of 
outcomes but required constant review to deliver improvements. 


d) It was noted that a ‘Talking Heads’ video had been launched to share 
information to help patients who come to see their GP and to help 
understand the pathway for treatment of gastrointestinal cancer. 


 
The Governing Bodies: 
 considered and commented upon the performance report for DDES CCG 


and North Durham CCG. 


 
GBiC/ 
19/60 


 
BUSINESS ASSURANCE FRAMEWORK – 18 APRIL 2019 REFRESH 
Chief Finance Officer, DDES CCG 
- Mark Pickering 
 
The purpose of the report was to present the Business Assurance 
Framework (BAF) that came to the Governing Bodies bi-annually. 
 
MP explained that this drew together information from the Combined Risk 
Management, Performance and Quality Assurance reports.  The report had  
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been considered by the Audit Committees.  The BAF consisted of 64 
indicators drawn up in the main from an NHS England process that had 
been followed and some further indicators had been added to provide local 
assurance.  Each indicator provided narrative relating to performance, the 
staff lead and whether it was included in the risk register.  It was noted that 
some areas showed old data as it was updated on an annual basis.  
Attention was drawn to the summary provided for each CCG in terms of their 
position in the national league represented across three quartiles (best, inter 
and worst).  A timeline had been reported to the Audit Committees to show 
whether the CCGs had an improving or deteriorating performance. 
 
MP reported that a review was underway to determine whether the BAF 
could be produced as a single report across the 5 CCGs.  
 
The Governing Bodies: 
 noted the latest update for the Business Assurance Framework (BAF) for 


both CCGs. 


 
GBiC/ 
19/61 


 
QUALITY ASSURANCE REPORT 
Medical Director, DDES CCG 
- Dr James Carlton 
Medical Director, North Durham CCG 
- Dr Ian Davidson 
Director of Nursing, DDES CCG and North Durham CCG 
- Gill Findley 
 
GF presented the report that provided information and assurance on the 
quality of services that were either commissioned by Durham Dales, 
Easington and Sedgefield (DDES) Clinical Commissioning Group (CCG) and 
North Durham CCG, or that the CCGs had a legal duty to support with 
regard to quality improvement. 
 
Attention was drawn to the summary of the key points to note set out in the 
report for the following trusts: 
 
 County Durham and Darlington NHS Foundation Trust (CDDFT) 
 City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 North Tees and Hartlepool NHS Foundation Trust (NTHFT) 
 Gateshead Healthcare NHS Foundation Trust (GHFT) 
 North East Ambulance Services NHS Foundation Trust (NEASFT) 
 South Tees Hospitals NHS Foundation Trust (STHFT) 
 Tees, Esk and Wear Valleys NHS Foundation Trust (TEWVFT) 
 
GF drew attention to a serious incident reported at CDDFT in relation to a 
patient that had not received a follow-up ophthalmology appointment that 
had resulted in the patient losing sight in one eye. 
 
CDDFT had reported two maternal deaths of ladies shortly after delivery, 
this was considered to be an unusual occurrence that had taken place at  
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different hospital sites, Darlington Memorial Hospital and University Hospital 
North Durham.  It had been discussed in the Quality Surveillance Group that 
had requested escalation of the Quality Risk Profile.  Information would be 
drawn together to identify if there were any concerns in relation to the care 
provided and for the Quality Review Group to determine whether any actions 
were required.  GF explained that the causes of death were not related, one 
was a pulmonary embolism case and the other was a sepsis case.  Once 
the review information was available, an update would be provided to the 
Governing Bodies. 
 
Attention was drawn to the slide reporting on activity in ‘care homes’ and GF 
reminded those present that in relation to Whorlton Hall further discussion 
would take place in the confidential part of the Governing Bodies’ meeting.  
GF summarised that following coverage by the BBC of Whorlton Hall a 
police investigation had been instigated.  Ten members of staff had been 
arrested.  All patients had been transferred to alternative provision and 
follow-ups had taken place to manage any adverse effects. 
 
Attention was drawn to the capacity tracker system of available beds in care 
homes, the CCGs were amongst the best nationally in the use of that 
system with a high level of involvement by the care homes.  GF 
acknowledged the good work undertaken by both Rob Milner, Quality and 
Development Manager and the local authority to achieve that level of 
performance.  GF assured those present that commissioner assurance visits 
would be undertaken to ensure all that could be done was being done and it 
was noted that Margaret Kitching, Chief Nurse North, NHS England, would 
lead work to consider what could be done regionally to look at the quality of 
services delivered. 
 
JW reminded those present of the personal experience and concerns shared 
by AS at the last meeting in relation to ophthalmology services and the need 
to be pro-active to ensure treatment was being received.  In response to JW, 
GF confirmed that the case reported on was a further incident.  GF indicated 
that this appeared to be related to an administrative process that supported 
the clinical team and reminded those present of the work undertaken in 
relation to a backlog within those processes.  SB spoke of work underway to 
make the process more robust and that a meeting was scheduled with 
CDDFT’s Medical Director to consider the performance review and 
understand what further actions should be undertaken. 
 
The Governing Bodies: 
 received and considered the report, 
 agreed that the necessary actions were being taken forward with the 


respective organisations to improve quality and the experience for 
patients. 
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GBiC/ 
19/62 


 
PUBLIC HEALTH UPDATE TO DDES CCG AND NORTH DURHAM CCG 
FOR THE PERIOD JANUARY TO APRIL 2019 
Chief Officer,  County Durham and Tees Valley CCGs 
- Dr Stewart Findlay 
presented by: 
Director of Public Health, Durham County Council 
- Amanda Healy 
 
The purpose of the report was to provide a quarterly, high-level update on 
the work of public health across the North East and more specifically within 
County Durham. 
 
AH spoke to the detail contained in the report in the following areas: 
 
a) Public Health ring-fenced grant and budget prioritisation. 
b) Integrated Care System Prevention Update. 
c) Development of infographic resources for Primary Care Networks 


(PCNs). 
d) Health Protection and the actions planned in 2019 to address the 


variation in uptake of measles, mumps, and rubella (MMR) vaccination. 
e) Public Health transformation - staff update. 
f) 0-19 contract review of commissioning and service provision. 
g) Breastfeeding action plan. 
h) Alcohol CLeaR, the results of the self-assessment that had identified 


gaps particularly with NHS Foundation Trusts and the actions to address 
that. 


i) Joining the Dots work and its link into cancer services provision. 
j) Wellbeing, system-wide approach to wellbeing across County Durham, 


the commissioning framework and in conjunction with communities. 
k) Health Checks, the steps being taken to address areas of under-


performance. 
 
A discussion followed in which the following points were raised and 
considered. 
 
l) NO’B asked whether consideration should be given to assessing MMR 


risks in the student population.  AH responded that whilst there was no 
specific monitoring of MMR risks, student health needs were reviewed; it 
was also suggested that recording of mumps cases could be looked at.  
SF thought that the real concern related to those who do not take up the 
vaccination and the risks through complications linked to measles. 


m) SF highlighted that work would begin for the 2019/20 flu campaign, that 
the working group would be looking at ways to improve uptake of the 
vaccination particularly across vulnerable groups. 


n) SF spoke about the work underway to improve the uptake of health 
checks in areas such as cardiovascular (CVD). 


o) FJ suggested that future updates in the next report should include health 
based transport to improve accessibility to services, road traffic incidents 
in children and traffic calming and asked what was being undertaken in  
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relation to oral health for children?  AH reported that a road traffic 
incidents report was due to come to Durham County Council’s Cabinet 
and that this had looked at the routes to schools and enforcing a 20 miles 
per hour speed limit to ensure a safe walking route to school and 
increase physical activity.  AH confirmed that there was an over-arching 
strategy for oral health in children that would be brought to a future 
Governing Bodies meeting to show the progress being made. 


p) JW asked to what degree the new funding arrangements could impact on  
inequalities in accessing services.  AH responded that once the funding 
was clarified a review of priorities would need to be undertaken, some 
assumptions had been built into the financial plan and considered by 
Durham County Council. 


 
The Governing Bodies: 
 noted the content of the report, 
 requested specific updates for the next quarter report in the areas of: 


 health based transport, 
 road traffic incidents in children and actions relating to traffic calming, 
 oral health in children. 


 
GBiC/ 
19/63 


 
PRIMARY CARE COMMISSIONING COMMITTEES (PCCCS) UPDATE 
Chair of the PCCC, DDES CCG and North Durham CCG 
- Feisal Jassat  
 
FJ reported that at the PCCCs meeting held on Tuesday 21 May 2019, the 
standard update reports had been received covering the areas of risk, 
finance, primary care resilience and primary care quality. 
 
A report and proposals relating to Primary Care Networks (PCNs) had been 
received and approved that would see 14 PCNs set up across County 
Durham.  Information had been received in relation to the cessation of the 
dispensing service at West Rainton Surgery, the view was that it was a 
sensible proposal in terms of the efficiencies that would be made. 
 
An update was received from the Skerne Medical Group concerning 
correspondence they had received relating to the work they were 
undertaking to address the challenges they faced.  Assurance was provided 
to the PCCCs relating to their actions going forward to ensure the resilience 
of services in their area. 
 
A positive outcome had been noted from AuditOne’s Final Report into 
Primary Medical Care Commissioning that indicated substantial assurance. 
 
Governing Bodies: 
 noted the verbal update. 
 
 
 
 


 







 


Page 18 of 19 


 


 
ITEM 
NO 


  
ACTION 


 
GBiC/ 
19/64 


 
AUDIT COMMITTEES UPDATE 
Chair of the Audit Committees, DDES CCG and North Durham CCG 
- John Whitehouse 
 
JW reported that following completion of a self-assessment undertaken by 
the Audit Committees it had been suggested that they provide a regular 
update to the Governing Bodies meetings.  JW reported that the following 
areas of work remained outstanding: 


 
 Administrative arrangements for Continuing Healthcare and the response 


from North East Commissioning Support colleagues. 
 CCGs readiness for a cyber attack and the General Data Protection 


Regulation (GDPR). 
 
The Governing Bodies: 
 noted the verbal update. 


 


 
FOR INFORMATION 


 
GBiC/ 
19/65 


 
DDES CCG AND NORTH DURHAM CCG QUARTERLY ENGAGEMENT 
ACTIVITY REPORT JAN – MARCH 2019 (Q4) 
Director of Commissioning Strategy and Delivery, DDES CCG and North 
Durham CCG 
- Joseph Chandy 
Presented by: 
Director of Commissioning Strategy and Delivery, DDES CCG and North 
Durham CCG 
- Sarah Burns 
 
The Governing Bodies: 
 received the report for information purposes. 


 


 
GBiC/ 
19/66 


 
QUESTIONS FROM THE PUBLIC 
 
There were no questions received from members of the public. 


 


 
GBiC/ 
19/67 


 
MINUTES RECEIVED PRIOR TO THE MEETING 
 Audit Committee in Common 


 10.10.2018 
 13.12.2018 
 07.02.2019 


 Executives in Common 
 26.02.2019 
 26.03.2019 


 Executives in Common Extended Membership 
 08.01.2019 
 12.02.2019 


 Health and Wellbeing Board 
 06.03.2019  
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 Joint Quality Committee 


 04.12.2018 
 05.02.2019 
 05.03.2019 


 Northern CCG Joint Committee 
 10.01.2019 
 07.03.2019 


 Primary Care Commissioning Committee 
 15.01.2019 


 
GBiC/ 
19/68 


 
OTHER BUSINESS 
 
There were no items of other business for discussion. 


 


 
GBiC/ 
19/69 


 
RISK ROUND UP 
 
There were no new risks identified from the discussion to add to the CCGs’ 
corporate risk registers.  A separate discussion would take place to consider 
how the position at Whorlton Hall should be reflected. 


 


  
NEXT MEETING 
 
The meeting concluded at 11.30am. 
 
The next meeting would be held on Tuesday 27 August 2019. 


 


  
Resolution to Exclude the Public and Press 
That representatives of the press and other members of the public be 
excluded from the remainder of the meeting, having regard to the 
confidential nature of the business to be transacted, publicity on which would 
be prejudicial to the public interest.  (Section 1(2) Public Bodies Admission 
to Meetings Act 1960). 


 


  
Contact for the meeting: 
Margaret Coyle, Executive Assistant 
Tel: 0191 371 3220 
margaret.coyle@nhs.net 


 


 


 


 


 


 
Signed:  
 
Chair:  Dr David Smart 
 
Date:  
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Appendix 5 


Proposed Tees Valley CCG  


Supporting Place Based Approaches 


 


Introduction and Background 


Since October 2018 the five CCGs across Durham and the Tees Valley have been working 
together under a joint leadership team with a single Accountable Officer (Dr Neil O’Brien) 
and two Chief Officers (Nicola Bailey and Stewart Findlay). Since April 2019 this was further 
progressed with the implementation of a combined senior management structure.  


Whilst changes have been implemented to facilitate collaborative working and improve 
management efficiency, we have endeavoured to retain a strong focus on local communities 
working in partnership with Local Authority partners and providers to ensure that the needs 
and priorities of local people are addressed and that we deliver the services and outcomes 
set out in the NHS Long Term Plan such as Primary Care Networks.  


During the last few months, CCGs have been engaging with their Members, partners, 
stakeholders, staff and the public, to explore the opportunities that a merger of the 
organisations into two distinct CCGs with a shared management team might provide, 
particularly given the requirement to reduce running costs by at least 20% and the focus 
now being placed on greater levels of integrated working with partners and providers. 


Engagement feedback has been supportive of the change, recognising the opportunity for 
greater efficiency and maximising resources to front line services, however many 
respondents have taken the opportunity to highlight their views on the importance of place 
and the avoidance of remote working that does not take into account the needs of local 
people or the importance of partnership working. 


This report describes the arrangements the CCGs are committed to continue and/or develop 
further to support a continued robust and inclusive local focus. 


Ways of Working 


There are three CCGs currently and five Borough Councils within the Tees Valley geography 
with a long history of collaborative working between the CCGs and Local Authorities at a 
place based (borough) level. 


Individual ‘place’ based plans have been developed together that also articulate our 
collective priorities as commissioners (both health and social care) and providers within the 
Tees Valley. A single CCG across the Tees Valley will build on our collaborative 
arrangements, providing opportunities for the CCG and partners for shared learning, 
accountability and consistency of approach where this reflects the needs and priorities of 
our communities.  
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We recognise however, that each Borough has its unique features and individual priorities 
despite common challenges, such as the levels of health inequality within each of our 
communities, and each partner may take a different approach to address local need. Just as 
the local authorities are working together to tackle some of their shared and most 
intransigent problems through the Combined Authority arrangements, as a single CCG with 
a clarity of purpose and shared capacity we believe we are able to work within the 
uniqueness of each Borough whilst achieving the benefits of working as one. 


We will continue to play an active ‘shared leadership’ role in statutory partnership meetings 
such as Health and Well Being Boards, safety partnerships, and Safeguarding Boards and 
their supporting commissioning, stakeholder and partnership forums.  


And we will continue to support the local partnership arrangements within each of our 
Boroughs as they look to develop further work together to address local needs and 
priorities. Some current example of this work are described below. 


As we align Health and Wellbeing priorities in Middlesbrough and Redcar & Cleveland 
through a single Health and Wellbeing Board, this has been underpinned by a joint 
Integration Team who have supported progressing key initiatives such as delivery of BCF 
scheme and supporting the implementation of PCNs.  


In Darlington an Integration Board is established between health and social care partners. 
This includes joint commissioning arrangements between health and social care and 
supports delivery of the Health and Wellbeing Board priorities and joined up services for 
residents. This incorporates the Darlington Healthy New Town programme that has 
successfully co-coordinated health and social care services to improve outcomes from 
residents. 


In Stockton we are developing a community pathfinder with health and social care partners 
to deliver an asset based offer to address health inequalities, wider determinants of health 
and improvement outcomes for residents.  


We are working together across Hartlepool, Stockton and Darlington in developing a 
population health approach wrapped around key priorities for the population. This is a 
collaboration of health and care commissioners and providers who, with recently appointed 
additional Public Health capacity, will support a coordinated public health offer including 
people accessing hospital bases services. 


We continue to support the delivery of the Hartlepool Plan, developed collaboratively with 
the people of Hartlepool and the health and care agencies responsible for their care.  


The North of Tees Partnership Board made up of senior leaders from the Local Authorities 
and Provider Trusts oversee integrated working which is delivering benefits for local 
children and young people and those adults who are most vulnerable and is support the 
work of the new primary care networks with the development of responsive local 
multidisciplinary teams in the heart of our communities.  
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The Durham, Darlington and Teesside NHS Mental Health and Learning Disability 
Partnership - aims to improve outcomes for service users through improved partnership 
working across both the commissioner and provider functions.  It makes sure funding, set 
aside for mental health and learning disability services, remains within those services and 
through the partnership we can provide a more streamlined system that ensures there is a 
bespoke offer to local people in need of care and support.  


CCG Governance  


The creation of a new CCG will require the development of a new Constitution which is a key 
document that describes how the CCG will discharge its functions and those of its Governing 
Body, its process for decision making (including arrangements for ensuring openness and 
transparency) and the process for managing conflicts of interest.   


The practices within the new CCG boundary will be its Members who will be responsible for 
certain statutory functions and will hold the Governing Body to account for those duties 
delegated to it. The CCG will have a new Governing Body which will be reflective of its 
Membership and local communities including a lay member for Public and Patient 
Involvement. Typically Governing Body membership includes a combination of local clinical 
leaders and senior managers who work together to deliver the duties as set in statute and 
as appropriately applied to the population within the CCG boundary. 


These include for example to: 


• Make arrangements to secure public involvement in the planning of commissioning 
arrangements and in developing, considering and making decisions on any proposals 
for changes in commissioning arrangements that would have an impact on service 
delivery or the range of health services available.  


• Co-operate with relevant local authorities and participate in their Health and 
Wellbeing Boards and to co-operate with other NHS bodies.  


• Have regard to the need to reduce inequalities between patients with respect to 
their ability to access health services and the outcomes achieved for them.  


• Contribute to the Joint Strategic Needs Assessment (JSNA) and the Joint Health and 
Wellbeing Strategy (JHWS) led by the Health and Wellbeing Board(s) on which the 
CCG has a representative, and to have regard to any JSNA or JHWS to which they 
have contributed which is relevant to the exercise of any of their functions. 


Organisational Structure 


The single management team across the two CCGs (currently across the 5) will ensure 
greater levels of economy, opportunities for improved efficiency (reducing internal 
meetings and statutory functions e.g. production of accounts, annual reports etc.) and 
sharing of expertise and capacity. 


Local facing roles 


Chief Officer - Each Chief Officer, whilst supporting the Clinical Chief Officer (Accountable 
Officer), is a very senior leader and decision maker in their own right with a clear local focus 
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as well as responsibilities that span the whole geography (supporting resilience and shared 
learning). The Chief Officer for Tees Valley is Nicola Bailey. 


Locality Director of Commissioning, Development and Delivery- There is a named ‘locality 
Director’ responsible for service commissioning with a placed based focus, partnership 
working with key local stakeholders e.g. LAs, and a remit to explore and support greater 
levels of integration where this will improve pathways and patient services. Typically their 
staff teams support patient engagement, service design, transformation and procurement 
working with partners across the local geography. Some will lead some pieces of work that 
make sense to do at scale for efficiency, whilst also bringing the benefits and the learning 
into their place based work.  The Locality Commissioning, Development and Delivery 
Director for Hartlepool, Stockton-on-Tees and Darlington is Michael Houghton and the 
Locality Commissioning, Development and Delivery Director for Middlesbrough, Redcar and 
Cleveland is Craig Blair. 


Director of Nursing and Quality - Each CCG will continue to have a Director of Nursing and 
Quality who will focus their work on improving quality and safety of services as well as 
ensuring a strong partnership approach to safeguarding of vulnerable people and services. 
Their staff teams will work wholly within the Local Authority boundaries ensuring 
appropriate close working arrangements with their Local Authority and provider 
counterparts within the patch. The current local Directors of Nursing and Quality, Jean 
Golightly; Diane Murphy and Gill Findley, share responsibility for specific aspects of work 
and locality focus. It is envisaged that post-merger a single Nursing and Quality Director will 
provide this critical leadership role. 


Medical Director – Since the CCG collaborative working we have strengthened the senior 
clinical leadership within the CCGs by the appointment of a Medical Director. The Medical 
Director for Tees Valley is Dr Janet Walker. Janet will continue to work closely with the 
Director of Nursing and Quality on quality and safety issues, supporting the emerging local 
Primary Care Network leaders in developing services in Primary care and ensuring a strong 
clinical voice in service transformation.  


Executive clinical leaders – additional clinicians, drawn from the practices within the 
geography will support the Medical Directors and the Governing Bodies in ensuring there is 
a local clinical voice shaping services from their experience of one to one patient care. 


Chief Finance Officer – there are currently three Chief Finance Officers (CFO’s) working in 
the Tees Valley (one with a specific at scale focus). Post-merger it is envisaged that there will 
be one CFO working across the CCG, ensuring that the appropriate financial governance is in 
place to protect and support the financial health of the local system and that resources are 
used to maximise the very best patient outcomes and that services are best value. 


Locality Director of Commissioning, Development and Delivery - Primary Care: given the 
importance of developing new primary care networks, supporting our local clinicians in their 
connections with local people to transform primary and community services and to deliver 
the primary care contractual arrangements delegated from NHS England, a placed based 
Director with specific responsibility for primary care has been established. The Director with 
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this responsibility in Tees Valley is Karen Hawkins. Some primary care focused team 
members will lead some pieces of work that make sense to do at scale for efficiency, whilst 
also bringing the benefits and the learning into their place based work. 


 


Local and at scale working 


Since our collaboration we have taken the opportunity to strengthen our focus on some of 
the most vulnerable groups in our communities and have therefore created two new 
Director lead roles for Mental Health and Learning Disability and Children and Young 
Peoples services.  


Director of Commissioning Development and Delivery – Mental Health:  To ensure that 
there continues to be a focus on Tees Valley, a Director with specific responsibility has been 
established. For Tees Valley, this is Mike Brierley. Mike also works across County Durham 
ensuring learning is spread and the teams he manages are able to work efficiently and 
effectively through the local partnerships in place and with their equivalent senior leaders in 
the Local Authority and service providers. The establishment of the Accountable care 
Partnership has ensured that key partners are working effectively to achieve the best 
possible outcomes for local people. Mike also chairs a number of local strategic Mental 
Health partnerships behalf of partners in the local system.  


Director of Commissioning, Development and Delivery- Children and Young People: To 
ensure there continues to be is a focus in each of the Local Authority areas on Children and 
Young People, a Director with this specific responsibility has been established. For tees 
Valley, this is Alex Sinclair. Alex also works across County Durham and ensures that the 
learning from each of the Local Authority areas is disseminated; improving efficiency and 
effective working, whilst maintaining strong local partnerships with each of the Local 
Authority areas and providers. 


 


Locally based support staff 


Other staff members - The new CCG will continue to employ a number of junior and middle 
management staff that will continue to work in the locality and a strong corporate services 
function which whilst being managed across the 2 CCGs will provide support to locally based 
meetings and processes.  


 


Creating a Tees Valley CCG 


The merger of the CCGs in the Tees Valley would mean that: 


• The CCG boundary is co-terminus with the Integrated Care Partnership (ICP) 
boundary and the Tees Valley Combined Authority.   


• The CCG boundary is co-terminus with the 5 unitary Local Authorities in the Tees 
Valley  
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• A single CCG will ensure consistency of approach for the ICP Clinical Strategy 
• Simplification of partnership approaches by working to one CCG agenda, priorities 


and approach. 
• Agreement of a co-ordinated strategy for health improvement across the Tees Valley 


with unitary Local Authorities continuing to tackle issues and inequalities in 
communities across the area. 


• A single health commissioner will ensure a consistency of approach across the Tees 
Valley area, which matches the majority of our patient service pathways and local 
provision. 


 


Whilst some of these benefits have already been realised through the collaborative working 
that is already in place, further benefits in terms of reduction of duplication can still be 
realised.   


Ensuring ongoing Patient and Public Engagement 


Tees Valley 


Mixture of approaches and structures currently exist across the three CCGs involved in the 
proposed merger. Currently there are a series of arrangements that seek to connect the 
CCG with practice patient groups, voluntary and community sector (VCS) organisations or 
out to the patients and public more widely.  


In developing approaches for the future, we are reviewing what formats are going to be the 
most practical and effective in terms of their role and function and how they could best 
operate across the increased geographical area included in the proposed merger option, 
ensuring the very local focus and that effective approaches currently in place remain.  


We intend to bring together the learning and good practice from across these areas to 
provide a strengthened offer around the day to day and targeted engagement activities for 
the future.  


What already exists are a range of strong partnerships between the CCGs and leading 
Voluntary and Community Sector organisations. In individual areas these established 
working relationships bring the CCG together with leading VCS organisations and enable the 
CCG to connect directly with other groups locally working with particular parts of the local 
population – particularly those who could be considered ‘hard to reach’ or ‘hard to hear’. 
What the CCGs will develop further is a co-ordinated way to effectively work in a 
collaborative way with this range of partners in any new structures that will exist from April 
2020. Working with others across the relevant partnerships will be utilised to ensure a 
joined up approach and maximum impact from the shared resource in the system.  


We recognise that there are improvements that can be made in how engagement 
information and activities can be co-ordinated. This includes the need to provide internal 
and external colleagues with a clear and identifiable point of contact; improved internal 
communication and engagement, including with our CCG members; the provision of timely 
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feedback online following engagement. Having a single website will provide a simpler and 
more efficient method for information to be managed and updated. 
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Purpose of this document 
The information contained within this report covers the context, engagement 


activities and feedback gathered regarding the proposals to merge, being considered 


by five CCGs. These CCGs are Darlington, Durham Dales, Easington and 


Sedgefield, Hartlepool and Stockton, North Durham and South Tees. 


This document does not set out to provide a specific recommendation as part of this 


process. It is intended to collate all of the comments and feedback received, to then 


highlight the key themes from partners, so that they can be considered by members 


of the relevant CCG Governing Bodies. This can then be used by the members of 


the Governing Bodies to help inform their decision making processes.  


CCGs have a legal right to apply for a merger and there are specific legal factors and 


further criteria that NHS England will consider when deciding whether to agree the 


merger. Assurance that these criteria have been met will be included in the 


application template that will be provide to NHS England should the decision be 


made to progress the mergers. 


In relation to engagement as part of this process, Section 14Z2 of the NHS Act 2006 


(as amended by the Act 2012) requires NHS organisations to involve and consult 


patients and the public in:  


 The planning and provision of services  


 The development and consideration of proposals for changes in the way 


services are provided.  


 Decisions to be made by NHS organisations that affect the operation of 


services. 


There is also the requirement of NHS organisations to consult relevant Overview and 


Scrutiny Committees (OSC) on any proposals for a substantial development of the 


health service in the area of the Local Authority, or a substantial variation in the 


provision of services.  


These provisions do not apply to changes in the way our organisations are 


configured but there is an expectation both from NHS England and Governing 


Bodies that we have explored public and partners’ views and provide assurance 


where there are concerns that such changes may impact on their care. 


Context 
The NHS Long Term Plan describes how the commissioning environment will 


continue to evolve and it is in this context that CCGs will operate in future.  


Building on the progress already made, the NHS Long Term Plan sets out an 


intention for Integrated Care Systems (ICSs) to cover the whole country by April 


2021. It states that: ‘Every ICS will need streamlined commissioning arrangements to 


enable a single set of commissioning decisions at system level… CCGs will become 



https://www.england.nhs.uk/wp-content/uploads/2019/04/procedures-ccgs-constitution-change-merger-dissolution.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/04/procedures-ccgs-constitution-change-merger-dissolution.pdf

http://www.legislation.gov.uk/ukpga/2012/7/section/26/enacted





3 
 


leaner, more strategic organisations that support providers to partner with local 


government and other community organisations on population health, service 


redesign and Long Term Plan implementation.’ 


In our local are, the five CCGs across Durham and the Tees Valley have been 


working together under a joint leadership team (since October 2018) with a single 


Accountable Officer (Dr Neil O’Brien) and two Chief Officers (Nicola Bailey and Dr 


Stewart Findlay). Since April 2019 this was further enhanced with the implementation 


of a combined senior management structure across the same five CCGs.  


Whilst changes have been implemented to facilitate collaborative working and 


improve management efficiency, the CCGs have endeavoured to retain a strong 


focus on local communities working in partnership with Local Authorities and 


providers. This has been done to ensure that the needs and priorities of local people 


are addressed and that the CCGs deliver the services and outcomes set out in the 


NHS Long Term Plan such as Primary Care Networks.  


During the last few months, CCGs have been engaging with their Members, 


partners, stakeholders, staff and the public, to explore the opportunities that a 


merger of the organisations with a shared management team might provide. This 


has been a particular focus given the requirement to reduce CCG running costs by at 


least 20% and the focus now being placed on greater levels of integrated working 


with partners and providers. It is worth clarifying that the reduction in running costs 


does not relate to frontline services. The required savings are specifically in relation 


to the commissioning organisations own costs.  


The aim of any change being considered is to strengthen how CCG staff work to 


efficiently commission services which are equally available to all residents across the 


defined geographies, and to make the best use of the money available to the local 


NHS at scale. 


Partners and stakeholders were asked to consider the following proposals in relation 


to the five CCGs in County Durham and Tees Valley merging:  


1. A single CCG across the Integrated Care System (ICS) i.e. Cumbria and the 


North East, 


2. A single CCG across the five CCGs currently working together in our 


collaborative i.e. NHS Darlington CCG, NHS Durham Dales, Easington and 


Sedgefield CCG, NHS Hartlepool and Stockton-on-Tees CCG, NHS North 


Durham CCG and NHS South Tees CCG 


3. A single CCG across each Integrated Care Partnership (ICP) i.e. the Southern 


ICP and the Central ICP, or 


4. A single Tees Valley CCG and a single Durham CCG with a continued shared 


management structure 


The preferred option for the CCGs involved is option 4.  
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Stakeholders 
A range of stakeholders were identified as part of the engagement activities 


undertaken. A summary of the key audiences identified for involvement in this 


engagement are shown below: 


 Member practices 


 CCG staff 


 NHS provider trust executives 


 Neighbouring CCGs in the region 


 Local Authority executives 


 Relevant scrutiny function / Health and well-being board within each area 


 Local MPs 


 Local Healthwatch organisations 


 Patient groups (involved with the work of the CCGs) 


 Wider public and residents 


Approaches 
This engagement has not been in relation to any proposed service changes or 


reductions for the local communities across the five CCG areas. As a result, the 


focus of the engagement activities has been largely with those partners and 


organisations that work with the CCGs in their commissioning function.  


A dedicated communications and engagement plan was developed and 


implemented as part of this stage of the process. This document has also been used 


as part of the evidence for NHS England. A brief summary of these activities is 


included below. 


Presentations and face to face meetings 


 Information presented to member practices through Council of Members (or 


equivalent) meetings 


 Dedicated sessions for all of the CCG staff involved were arranged to hear the 


proposals and offer comments directly 


 Specific opportunities were identified for direct conversations between the 


CCG and Local Authority Scrutiny members where possible 


 Presentations regarding the proposals were given to patient groups / networks 


that are involved with the work of the CCG 


Written communications: 


 Letters regarding the proposals and the context within which they were being 


considered were also sent to partners in neighbouring CCGs, provider trusts, 


Scrutiny committees, Local Authorities, MPs and local Healthwatch 


organisations 
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Online contributions 


 A flexible opportunity for the wider public to provide comments on the 


proposals was established online. This was circulated through each individual 


Healthwatch organisation using their local contacts and networks. They also 


shared the information online through their respective social media accounts. 


The information obtained was collected and written up by Healthwatch 


Darlington on behalf of each area as an independent analysis of the feedback 


for the CCGs 


Included in Appendix 1 is a summary of the communications undertaken with the 


range of stakeholders to provide information regarding the proposals for their 


consideration and comment.  


Included as part of the project management involved, evidence of these 


conversations has been collated through ‘Sharepoint’ to hold all evidence together in 


one place as required.   


 


Summary of feedback received 
Overarching themes: 


Across the feedback and comments that have been recorded, there is a general 


recognition of the drivers for ‘option 4’ being the preferred option.  


There are comments from MPs, Health and Well-being Boards and neighbouring 


CCGs which support this as an understandable approach for the future which is able 


to build upon the collaborative approaches that already exist across the area.  


From the staff perspective, work is already happening in a collaborative way, which 


means that the proposed merger is a natural next step.  


Within many of the responses there is a desire to ensure local issues and priorities 


are still identified and able to be responded to, whatever the future organisational 


arrangements are.  


Across the range of partners there are comments regarding how the preferred option 


would operate in relation to the Integrated Care Partnership (ICP) arrangements and 


the developing Primary Care Networks (PCN) too. 


Included below are some specific themes from the comments received from key 


partners. 
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From GP members: 


Through the conversations at the various CCG membership meetings across the 


CCGs there has been no opposition recorded about the preferred option being 


proposed.  


From the discussions there have been a range of queries raised by the GP 


membership to understand further some of the possible implications. These have 


included, queries regarding how the preferred option would align with the current 


Integrated Care Partnership (ICP) groupings, and whether there would be a 


requirement for further changes in the future – potentially mandated from NHS 


England.  


Members also highlighted that it is important to look at how and where the 


developing Primary Care Networks (PCNs) can influence the ICP and ICS 


geographies in the future. There was a specific consideration given to any future 


commissioning responsibilities that would transfer to the PCNs. Related to this, GP 


members recognised the need to ensure that it is possible to retain a local focus 


where possible in the future.  


There was also a desire to explore further how the clinical leadership will best 


operate across any new organisations and the geographies that they cover.  


For some of the membership, there were a number of queries regarding what 


impacts there would be on the financial positions of the different CCGs if the 


proposed merger is successful. There was also a comment about what a merger of 


the CCGs would mean for the secondary care providers finance.   


From Stakeholders and MPs: 


As outlined in the ‘Stakeholders’ section above, there were a range of partner 


organisations, scrutiny bodies, MPs, providers and commissioners who were 


approached for their opinions as part of this process. 


Local MPs 


To help provide elected representatives with information, the 14 local MPs across 


the areas involved were written to directly. Included in the communication was the 


list of options being considered by the Governing Bodies, the context within which 


these are being considered and an outline of what the Governing Bodies would be 


anticipating from any mergers that are taken forward. 


The CCG has only directly received a written response from two of the MPs who 


were contacted.  


From the letters received, there is support for the proposal to merge the CCGs. 


However, neither of the written responses, directly states which of the listed options 


they are in support of. The letters also state how the MPs are supportive of the 
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principles set out in the letter they were sent and the need to continue to ‘ensure 


maximum efficiency’ in the local healthcare economy. There are also comments 


highlighting their desire to ensure any future arrangements do not have a 


‘detrimental impact on patients’ and that the variations in the communities across the 


Durham and Tees Valley areas (in terms of the mix of urban and rural) are able to be 


effectively managed.     


Scrutiny bodies 


Information was presented to the relevant Overview and Scrutiny committee or 


Health and Well-being board for the areas involved in these proposals by either CCG 


directors or Chief Officers.  


Where a specific preference was given, there was universal support for the preferred 


option (number four) by these partners. This proposal was specifically supported in 


Durham, Stockton-on-Tees and Darlington. There was broader support for the 


rationale behind the proposals concerning efficiency savings and the benefits of 


collaborative working across all of the areas. Members of these bodies also 


highlighted the existing arrangements for collaboration have offered positive ways of 


working which the proposed merger can build upon.   


As part of their responses, issues were highlighted for consideration such as; 


 Ensuring that positive working relationships between the CCG(s) and the 


Local Authority continue in any new arrangements – particularly in relation to 


agreed programmes of work and areas of integration, 


 Existing local engagement arrangements, specifically with patients and their 


representatives would continue to be supported, 


 Understanding of how these arrangements would operate in the developing 


ICS / ICP mechanisms, 


 The desire to ensure there remains decision makers and GP members of the 


Governing Bodies who are connected to local communities and the people in 


each area. Furthermore, that each constituent area of the proposed Tees 


Valley CCG would be appropriately represented in any new configuration of 


the new organisations’ Governing Body. 


There was also a specific request from Hartlepool Audit and Governance Committee, 


to be able to see the engagement report produced by Healthwatch to understand the 


levels of response from their particular area. 


Local Authorities  


From the face to face meetings and written correspondence with Local Authority 


executives, there was overall support for the preferred CCG option (option four).  
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This was supported in recognition of the well-established and effective ways of 


working that already exist in County Durham and across the Tees Valley Combined 


Authority area.  


Any further queries that these partners highlighted related to; 


 The desire to be assured there will be sufficient management capacity to 


continue to develop plans regarding integration and challenges facing the 


system collectively 


 There was a desire for reassurance that there will still be opportunities for 


local / place-based work to meet needs in particular areas and communities 


 Lastly, how any future organisations / structures might interface with the 


Central ICP (particularly from a Durham perspective) 


Commissioners and providers 


Across the regions, seven local NHS Provider trusts and seven neighbouring CCGs 


received written communication setting out the list of options being considered by the 


Governing Bodies, the context within which these are being considered and an 


outline of what the Governing Bodies would be anticipating from any mergers that 


are taken forward.  


Only two of the provider trusts responded in writing. One partner supported the move 


towards establishing a single CCG across each Integrated Care Partnership (ICP) 


footprint / area - option 3. Their basis for this is because of the work that has already 


happened in terms of collaborative arrangements within delivery partners along 


these lines with specific reference to the development of Primary Care Networks. 


This provider also specifies that they see option three (for a single CCG per ICP) as 


an interim arrangement with the potential to develop a more system wide 


commissioning arrangement set out in option one (a single CCG for North Cumbria 


and the North East) in the long term. The other provider response (from County 


Durham and Darlington NHS Foundation Trust) set out their support for the preferred 


option (option 4) on the basis that it would help maintain the strong focus on local 


communities whilst levering the economies of scale that collaborative working will 


afford. The CDDFT response did also put forward an additional suggestion, which is 


that Darlington CCG form part of the single County Durham CCG through the 


merger. From this providers perspective they have highlighted that this would better 


align with; patient flows, other geographical footprints and the new community 


contract (implemented in October 2018). 


Responses were also received from four of the neighbouring CCGs, all of which 


supported the preferred option (option four) being presented. The additional 


comments received from CCG partners related to; 


 The desire to continuing conversations regarding governance processes and 


joint commissioning arrangements with these partners 
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 Ensuring the clinical leadership is maintained 


 Potential impact the merger outcome will have on arrangements developing 


for the ICP (particularly in the Central area) 


From staff: 


Across the two events and ongoing discussions with staff there was general 


agreement with the proposals being put forward regarding the merger. Comments 


recorded by staff related to how it felt like a ‘natural progression’ and that they ‘made 


sense. From the discussion notes there was no opposition to the preferred option 


(option four) that was presented at the events. From what was recorded in the 


discussion notes, eight of the 16 tables (across the two staff events) specifically 


noted their support for option four.  


Comments made by staff highlighted how the collaborative ways of working were 


already well established and something that staff are familiar with as part of their day 


to day practices. Related to this, some staff comments recorded that they felt any 


changes would be ‘not too much upheaval’ because of the working relationships and 


approaches that already existed.  


From the staff perspective, benefits of the proposed merger should help in 


streamlining the processes involved and reducing duplication further. Some specifics 


that were highlighted as benefitting from this were, audits including internal audit; 


Information Governance toolkit requirements; financial accounts along with better 


use of staff time. 


A specific comment from three tables at the event held in the Tees areas cited 


clinical engagement as a potential benefit to the proposed merger. The comments 


regarding this highlight having a ‘greater pool of clinical input’ and ‘more specialist 


clinical input’ available to the CCG as a future benefit.   


For participants at both events there were queries about how the proposed merger 


would work in relation to the nationally proposed ICP configurations. From comments 


at the staff event held in Durham, there were questions regarding why we are 


working through the proposed option now if there was the potential for NHS England 


to require another merger in the very near future (in relation to the central ICP). 


There were also queries from staff about what the implications there could be 


regarding finance, given that there are quite different starting financial positions for 


the CCGs involved.  


Further staff comments (from both events) queried the best fit for Darlington. This 


was particularly from the perspective of the Foundation trust as a provider that would 


then be operating across two CCG / ICP areas.  


There were also comments regarding the fact that, while the number of CCGs would 


reduce, there would remain the same number of Local Authority partners and 
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Scrutiny committees (particularly in Tees). Staff would benefit from further 


opportunities to explore how best they will be able to manage working across 


multiple Local Authorities and their governance structures in the ‘Tees Valley’ areas 


if this option is taken forward by the Governing Bodies.  


In reference to the continuing theme of local focus, with one table questioned how 


best the newly emerging Primary Care Networks would be able to be supported 


when the proposed new organisations would be covering a much wider geography. 


In terms of potential benefits for patients; staff at both events hoped that the proposal 


would help create equity and consistency in the services provided.   


From Patient Groups and Public: 


Through the discussions with the established patient groups working with the CCGs 


there has been an understanding of the proposals and the rationale behind why they 


are being put forward. There has been support specifically recorded for the preferred 


option at the North Durham PRG and Darlington Community Council meeting. 


However there was one perspective in Darlington that there would be better 


alignment with Durham and Darlington together, particularly in relation to the 


Foundation Trust that already exists and operates across these areas. For those 


groups in County Durham, the alignment with the Local Authority boundary was seen 


as a positive step forward to simplify things for patients and create consistency 


across the County.  


From wider public  


To help enable the CCGs to reach out more broadly and gather views from across 


the local areas, each relevant local Healthwatch supported this work. Through their 


efforts to help reach out to their local communities, 356 individuals contributed to the 


questionnaire asking for individuals thoughts on any benefits or concerns regarding 


the proposals. 


From the responses received, the main benefit highlighted by respondents (28%) 


was that it would enable the CCGs to make savings in their running costs. Recorded 


as separate responses but related to cost saving; ‘reduced admin’ and ‘reduced 


running costs’ were also provided as potential benefits by 7% and 6% of the 


comments respectively.  


The next most common responses were in relation to; ‘Equality services’ and 


‘economies of scale’ (17%), ‘sharing expertise and best practice’ (14%), ‘reduced 


management’ (10%) and being ‘more efficient’ (10%).  


In terms of any potential concerns raised by the respondents (305 to this question), 


‘loss of local connections’ was their main priority. This echoes the concerns raised by 


other partners and stakeholders throughout this process. Comments on this 


included, ‘working across a larger patch may mean losing that on the ground 
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community knowledge’ and ‘need to ensure that existing local patches are not lost if 


there is a merger of existing CCGs’. 


A further 12% had identified the fact that the proposed new organisations ‘will be too 


big’ as their main concern. This again, combines with the previous point in which 


people wish to ensure that whatever is in place in the future is able to ensure it can 


connect with and understand what is important in specific localities and the 


communities that live there. There were also some comments raising concerns about 


if ‘making people unemployed will lead to loss of expertise’. These did not specify 


exactly what expertise they were relating to but it could link to previous comments 


about not wishing to lose the knowledge and connections within each local area.  


From the responses received, there were 7% of individuals who stated they had ‘no 


concerns’ regarding the proposed CCG merger.  


Participants were also provided with the opportunity to share any other comments or 


concerns as part of their feedback. These included; 


 References to the varying experiences of the care and treatment that is 


provided depending on the area you may live,  


 Queries regarding how much money the merger is likely to save and where it 


will be able to feed into frontline services, 


 A desire to see any future changes improve the quality and availability of care 


and not to just save money in the local NHS and 


 Desire for future arrangements and projects to ensure there is patient / user 


and carer voices included 


There were also a number of comments regarding respondents desire to be able to 


state a preferred option from the list given. For many, to be able to do this 


appropriately they felt they would have benefitted from additional information being 


provided. There were also a number of comments about the regularity of re-


organisations experienced by the NHS and the fact that this in itself can be disruptive 


to the work these organisations are trying to achieve.  


The full engagement report produced independently for the CCGs (and co-ordinated 


by Healthwatch Darlington) is available as a separate annex to this report.  
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Using this information 
This document, along with the full Healthwatch report, will form part of the evidence 


that is provided to both NHS England and the CCG Governing Bodies. They will be 


using this information as part of their decision making process when they consider 


how to proceed with the proposed merger and the options available to them.  


Building on the comments provided by partners and stakeholders as part of their 


feedback, a ‘Frequently Asked Questions’ document will be developed in response 


to some of the key themes and issues identified here.  


Once the final decision regarding how the CCGs are intending to proceed with the 


merger application and the subsequent response from NHS England, information will 


be shared back to partners through various means to help inform them of the 


outcome.  


As previously mentioned in this document, a wider communications and engagement 


plan has also been developed in relation to on-going activities that will be required to 


support this process. This includes specific work that will be required in relation to 


implications for staff and GP members once any decision by the Governing Bodies 


and from NHS England regarding the proposed mergers is agreed. There will also be 


information provided for patients and the public about the outcome in due course.  
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Appendix 1 - Summary of Communications and Discussions: 


Date Audience Method 


June – 
July 


Patient and wider public On-line, Social media 


May – 
August 


CCG staff – Combined Management Group 
(standing agenda item) 


Meeting 


10 May, 
14 June, 
16 August 


CCG staff Briefing / Email 


16 May GP member practices - North Durham  Presentation / Discussion 


7 June Local MPs 


Darlington, Hartlepool, Middlesbrough, Middlesbrough 
South, Redcar, Stockton North, Stockton South, 
Bishop Auckland, Easington, Sedgefield, City of 
Durham, North Durham, North West Durham 


Letter 


10 June LA Chief Executives 


Darlington BC, Durham CC, Hartlepool BC, 
Middlesbrough Council, Stockton-on-Tees BC, Redcar 
and Cleveland BC 


Letter 


17 June CCG Accountable Officers 


HRW CCG, Newcastle / Gateshead CCG, NC CCG, 
North Tees CCG, Northumberland CCG, South 
Tyneside CCG, Sunderland CCG 


Letter 


19 June Patient, VCS and public representatives – 
North Durham Patient, Public and Carer 
Engagement Committee 


Presentation / Discussion 


19 June Tees Valley LA Executives Meeting  


20 June GP member practices – South Tees  Presentation / Discussion 


25 June GB Development session – Darlington, HaST 
and South Tees 


Presentation / Discussion 


25 June GB Development session – North Durham 
and DDES 


Presentation / Discussion 


26 June GP member practices – DDES Presentation / Discussion 


26 June Health and Wellbeing Board - Stockton Presentation / Discussion 


27 June Trust and provider Chief Executives: 


CDDFT, CHSFT, NEAS, NTHFT, NUTFT, STHFT, 
TEWV 


Letter 


30 June GP member practices -  Darlington  Presentation / Discussion 


1 July Health and Wellbeing Board – Hartlepool Presentation / Discussion 


2 July Patient Representatives – North Durham 
PRG 


Presentation / Discussion 







14 
 


4 July  GP member practices – Hartlepool and 
Stockton 


Presentation / Discussion 


4 July Health and Well-being board – Darlington Presentation / Discussion 


9 July Adult Social Care and Health Select 
Committee - Stockton 


Presentation / Discussion 


10 July CCG staff session – held in Durham area Presentation / Discussion 


11 July CCG staff session – held in Tees Valley area Presentation / Discussion 


12 July Health Scrutiny Joint Committee – South 
Tees 


 


Presentation / Discussion 


18 July Darlington Community Council  Presentation / Discussion 


23 July Health and Partnerships Scrutiny Committee 
– Darlington 


Presentation / Discussion 


24 July Health and Wellbeing Board – Stockton Presentation / Discussion 


24 July GP member practices – Middlesbrough Presentation / Discussion 


25 July GP member practices – Darlington Presentation / Discussion 


25 July Community Health Ambassadors HAST Presentation 


25 July Audit and Governance Committee - 
Hartlepool 


 


Presentation / Discussion 


30 July Patient Reference Group in Common – DDES Presentation 


 


In addition to the above formal discussions there were conversations regarding the 


merger as part of the following opportunities for CCG executives to engage with a 


range of local partners.  


Week commencing Activities/Meetings where merger was discussed  


2nd June Southern ICP Executive Group  


9th June  Chief Officer and Durham Heads of Service Quarterly 
Meeting  


Meeting with Chief Executive Stockton Council 


16 June  Meeting with Chief Executive Redcar and Cleveland Council 


ICS/CCG Merger Meeting  


23rd June  Routine meeting with NECS Chief Executive  


Meeting with leader of Hartlepool Council and Director of 
Adult Social Care   


Meeting with deputy leader of Stockton Council and Director 
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of Adult Social Care  


Tees Executive in Common Meeting 


Tees Valley Local Authority Chief Executives’ Meeting   


30 June  DDES CCG AGM 


7 July South ICP System Transformation Board Meeting  


Hartlepool Health and Wellbeing Board Meeting   


21 July North Durham AGM 


County Durham and Tees Valley Chairs’ and Chiefs’ Meeting  


28 July  Update meeting with Lay Members 


CCG Joint Committee  


Chief Officer meeting with CCG Directors 


4 August  Durham Health and Wellbeing Board   


11 August  Central ICP Executive Group  


 


Annex 1 Healthwatch Merger Engagement Report 
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North East and North Cumbria Integrated Care System  
 
Memorandum of Understanding for NHS clinical commissioning groups and 
foundation trusts 
 
Introduction and Context  
 
1. This Memorandum of Understanding (Memorandum) is an understanding between the North 


East and North Cumbria NHS organisations within our ICS. It sets out the details of our 
commitment to work together to realise our shared ambitions to improve the health of the 3.1 
million people who live in our area, and to improve the quality of their health and care services.  
 


2. In working together as a system we will place the people we serve, and the communities in 
which they live, at the centre of our decision-making, alongside a commitment to clinical 
leadership at every level of our ICS, and to an appropriate balance between primary, community 
and acute care. 
 


3. Our ICS is not a new organisation, but a new way of working to meet the diverse needs of our 
citizens and communities.   It does not seek to introduce a hierarchical model; rather it provides 
a mutual accountability framework, based on principles of ICP subsidiarity, to ensure that we 
have collective ownership of the delivery of our shared priorities.   


 
4. Although this MOU has a focus on collaboration between NHS organisations, the next stage of 


our ICS development will be to engage with our partners, in local authorities and beyond, to 
develop shared priorities and the optimal governance arrangements to oversee their delivery.  


 
5. The Memorandum is not a legal contract. It is not intended to be legally binding and no legal 


obligations or legal rights shall arise between the Partners from this Memorandum.  
 


A new approach to collaboration 
 
6. Our approach to collaboration begins in each of our fourteen local authority areas which make 


up the North East and North Cumbria. These places are the primary units for partnerships 
between Local authorities, NHS commissioners and providers, independent sector providers and 
the wider public and voluntary sector, working together with the public and patients to agree 
how to improve health and wellbeing and improve the quality of local health and care services. 


 
7. In seeking to work together we will recognize the operational and financial pressures of our 


Local Government and other partners, and work with them to optimise the use of our resources 
in the interests of the people we serve. 
 


8. Place-based working, overseen by Health and Wellbeing Boards, is key to achieving the 
ambitious improvements in health outcomes that we all want to see. As an ICS we are clear that 
subsidiarity is vitally important and operated wherever appropriate.  It is in our ‘places’ where 
the majority of services will continue to be commissioned, planned and delivered. 


 
9. It is also intended to establish an ICS Partnership Assembly that will provide a strategic view on 


issues where working at scale makes sense and adds value, with inclusive representation from 
NHS organisations (both non-executive and executive) and partners from each of our ICPs (see 
below). The ICS Partnership Assembly will help to shape and endorse our strategic priorities - 
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and make recommendations to statutory decision makers - so that local plans are 
complemented by a common vision and a shared plan for the North East and North Cumbria as a 
whole.      


 
Working at scale as an Integrated Care System 


 
10. Although we recognise that local relationships and place-based activity takes precedent, we 


must also ensure strong connections through to the overall aims and objectives of the ICS. In 
addition, we must deliver the constitutional standards and deliver the best possible care for 
patients and the best possible experience for staff.  
 


11. As one of the largest ICSs our operating model is different to other places, as we work across 
three broad levels of scale.   
 


• Neighbourhood and Place – this is the main focus for partnership working between the NHS 
and local authorities in our cities, boroughs and counties, where primary care networks 
(serving populations of 30,000-50,000) operate within local authority/current CCG areas of 
between 150,000 to 500,000 people.  Services commissioned and delivered at this level will 
be predominantly community based, with flexibility to adapt to local circumstances and 
need. 
 


• Integrated care partnerships – will cover populations of around one million (with the 
exception of North Cumbria, which has unique geographical and demographic features).  
These are partnerships of neighbouring NHS providers and commissioners, working with 
their local authorities and other partners, to deliver safe and sustainable predominantly 
hospital-based health and care services for the people in their area. 


 


• Integrated care system – covering a population of circa 3.1 million people, focussed on key 
strategic priorities for ‘at scale’ working allowing all NHS and partner organisations to: 
- Collectively prioritise based on a shared understanding of need and areas of 


underperformance 
- Act with ‘one voice’ to represent the North East and North Cumbria and therefore be in 


a better position to access resources that support our shared priorities. 
- Set stretching and consistent service standards – especially for vulnerable groups – and 


ambitious targets to improve patient and staff experience 
- Manage risks and pressures better together as a system 
- Share and spread best practice 
- Reduce duplication and develop shared functions where appropriate  


 
Our principles, values and behaviours as a collective senior leadership community: 
  
12. To operate as an effective integrated health and care system we commit to working beyond 


organisational boundaries.  We will build our collective capacity to better manage the health of 
our population, striving to keep our people healthier for longer and reducing avoidable demand 
for health and care services.  We will: 


 


• Act collectively, demonstrating what can be achieved with strong system leadership 


• Speak with one voice, where appropriate, in relation to matters relating to national health 
and care policy  


• Maintain an unrelenting collective focus with our partners on improving health outcomes, 
based on the principle of prioritising patient first, then system and organisation 
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• Recognise the continued strengths of each organisation and treat each other with respect, 
openness and trust, whilst also working as part of an ICS to identify shared priorities and 
where possible to collectively manage risk. 


• Place innovation and best practice at the heart of our collaboration, ensuring that our 
learning benefits the whole population,  


• Maximise opportunities for system-wide efficiencies    


• Consider opportunities to manage our resources within a shared financial framework.  
 
ICS Planning in Progress 
 
13. To tackle the challenges of continuous improvement, and to ensure the sustainability of our 


services, NHS and other Partners are already developing six priority workstreams:- 
 


I. Population Health and Prevention – making fast and tangible progress on improving 
population health through more effective screening and public awareness to better 
prevent, detect and manage the biggest causes of premature death in the North East 
and North Cumbria: cardiovascular disease, respiratory disease and cancer. 


 
II. Optimising Health Services – setting clinical standards and coordinating initiatives 


across the ICS to find sustainability solutions for those of our health services under the 
greatest pressure.  This workstream will coordinate the work of our Clinical Networks, 
including the Cancer Alliance, Urgent Care Network and others, and manage the 
dependencies between the service improvement and reconfiguration proposals as they 
are developed by each ICP, and maintaining an oversight on quality across our patch.      


 
III. Digital Care – Use digital technology to drive change, ensure our systems are inter-


operable, and improving how we use information technology to meet the needs of care 
providers, patients and the public, helping clinicians to share information and our 
patients to manage their healthcare. 


 
IV. Workforce Transformation – building a future workforce for our ICS, with the right skills 


and flexible support arrangements to enable them to work across multiple settings 
whilst working collectively to ensure we can recruit and retain staff in priority areas. 


 
V. Mental Health - improving outcomes for people who experience periods of poor mental 


health, particularly those with severe and enduring mental illness, and doing more 
improve the emotional wellbeing and mental health of children and young people, and 
breaking down the barriers between physical and mental health services. 


 
VI. Learning Disabilities – transforming care for people with learning disabilities and autism 


and improving the health and care services they receive so that more people can live in 
the community, with the right support, and close to home. 


 
Our governance 
 
14. We will always respect the principle of subsidiarity, and the ongoing responsibilities and 


accountabilities of statutory CCGs and foundation trusts for services commissioned and 
delivered at ‘place’ level.  The ICS cannot and will not replace or override the authority of ICS 
members’ boards, councils and governing bodies.  Instead, the ICS’s governance has been 
designed to provide a strategic mechanism for collaborative action and common decision-
making for issues which are best tackled on a wider scale.  
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15. The proposed governance model for the ICS has two main features;  


• The development of a strategy and shared priorities, through a Health Strategy Group and 
Partnership Assembly. 


• The execution of these priorities through an ICS Management Group and then the ICPs 
themselves. 


 
16. NB the development of our governance arrangements is an iterative process, and will be kept 


regularly under review.  Their chief purpose is to provide mechanisms to build consensus and 
ensure delivery of agreed priorities, but they do not over-ride the statutory authority of CCG 
governing bodies and trust boards. 


 
Development of our ICS strategy  


 
17. The ICS Health Strategy Group (HSG) will be a quarterly meeting, with membership 


encompassing CEOs of each of our statutory NHS organisations, alongside clinical leaders and 
representation from our emerging primary care networks, the Association of Directors of Adults 
and Children’s Social Services, the Directors of Public Health Network, Public Health England, 
and the Academic Health Science Network.   
 


18. In conjunction with the ICS Partnership Assembly (see below), and ensuring the principle of ICP 
subsidiarity, the role of the HSG will be to  


• Agree an overall ICS strategy based on an understanding of both shared challenges, and the 
objectives in the Long Term Plan – and the priority workstreams that will deliver these 
priorities.   


• Develop a single leadership architecture, including system rules, behaviours and leadership 
development.  


• Share information and showcasing effective practice from across the ICS 
 


19. The development of an ICS Partnership Assembly is now in discussion with our partners, but will 
have a key role in shaping our shared priorities for collaboration across health and care, and the 
wider determinants of health – including, for example, inclusive economic development, the 
environment, and climate change– that can drive improvements in population health.  This 
Assembly will have an independent chair and vice-chair, and its membership is likely to comprise 
nominated representatives from each ICP, which could include Health and Wellbeing Board 
chairs as well as lay members and non-executive directors from NHS organisations.  How this 
body is constituted will be subject to further discussions with our partners over the coming 
months. 
 


Execution of priorities  
 


20. The ICS Management Group will meet monthly, under the chairmanship of the ICS Executive 
Lead, with two CEO-level representatives from each of our ICPs (one NHS commissioner and one 
NHS provider), plus senior clinical leaders, representatives from tertiary acute and mental health 
providers, and NHS England/NHS Improvement.   
 


21. The role of the Management Group will be to  


• strengthen our system leadership capacity to tackle shared challenges 


• oversee the delivery of the LTP and the ICS’s strategic priorities 


• provide mutual support  and accountability for the development of our ICPs  
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• manage performance challenges and ensure robust oversight of emerging service quality 
issues 


• jointly develop plans as a system to bridge financial gaps, and agree systems for prioritising, 
distributing and holding each other to account for transformation funding.  


• Assess the recommendations emerging from our ICS workstreams, referring them on to ICPs 
for implementation if the proposals are supported   


 
22. The ICS Management Group will have a symbiotic relationship with the governance 


arrangements of each ICP.  These arrangements are now under development in each of our 
ICPs, and will need to agree their own governance model, including the relationship between the 
ICP and their constituent statutory bodies, as well as the role of clinical leaders and non-
executive and lay members. 
 


23. The ICS Management Group will ensure mutual accountability by focusing on the delivery of 
strategic macro-level system work - with the ICPs taking forward a detailed work programme 
that fits the needs and requirement of their local populations.  


 
24. It will be the responsibility of the ICP Leads to feedback from the Management Group and agree 


locally how ICS workstream recommendations are best ratified and implemented in their ICPs.  
ICP leads will also escalate any local challenges to the ICS Management group for consideration 
of how best the wider system can provide support. 


 
 


Mutual Financial Accountability 
 


25. The ICS has a key role in supporting organisations and ICPs to collectively drive financial 
sustainability and improve productivity.   As an ICS, we have agreed a set of principles for 
working together which include adopting a transparent, open-book approach to financial 
planning, in year reporting and a collective approach to financial risk management.  


 
26. NHS organisations within our ICS are committed to working in collaboration to drive a system 


response to the financial challenges we face and to take the necessary actions to achieve 
financial sustainability within the resources available. NHS organisations within our ICS have 
already committed to the delivery of the 19/20 ICS operational plan, which demonstrated full 
sign up to delivery of organisational control totals.   


 
27. The ICS will also play a key role through relevant working groups, such as the ICS Finance 


Leadership Group and Strategic Capital Working Groups, to provide guiding oversight and advice 
on ICS capital investment priorities and productivity and efficiency opportunities where this is 
appropriate to do so.  This will include oversight of system level efficiency programmes informed 
by the Rightcare, Model Hospital and GIRFT programmes. 


 
28. Working within our ICS, each ICP is now developing comprehensive 5 year financial plans in 


support of the NHS Long Term Plan commitments to 2023/24.  ICP plans, underpinned by 
common financial planning assumptions, but tailored to local priorities and circumstances will 
form the foundations upon which the overarching ICS system long term plan will be constructed.   


 
29. Once plans are established, each ICP will need to engage in collective performance management 


through open and transparent discussions, peer challenge and support.  Local financial 
governance and accountability arrangements will be established within each ICP and principles 
associated with management of risk have been agreed. ICPs will take appropriate supportive 
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action should individual organisations within the community be unable to deliver on agreed 
plans. 


 
30. In the event that the ICP collective is unable to support delivery of agreed ICP plans, the ICS will 


open discussions across the wider North East and North Cumbria NHS system to determine 
whether flexibility exists to offset deteriorating performance in one ICP against improving 
performance in another.    


 
Conclusion  
31. Through this Memorandum the NHS organisations in the North East and North Cumbria ICS 


commit to  
- working together in partnership to realise our shared ambitions to improve the health of the 


3.1 million people who live in our area  
- take a collaborative approach to improving population health, and to ensure the quality and 


sustainability of their health and care services. 
 
 
Signed: Chief Executive 
 
 
…………………………………………………………………………….. 
 
Signed: Chair  
 
 
……………………………………………………………………………. 
 
Date: 
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NHS DURHAM DALES, EASINGTON AND SEDGEFIELD 
(DDES) CCG AND NORTH DURHAM CCG 


GOVERNING BODIES IN COMMON 
 


Tuesday 27 August 2019 
9.30am to 12.50pm 


Main Hall, Spennymoor Town Hall, High Street, 
Spennymoor DL16 6DG 


AGENDA 
  


 Items 
 


Time Document 


GBiC/19/70 Apologies for absence 
 


9.30am 
 


Verbal 


GBiC/19/71 
 


Declarations of conflicts of interest 
Definition of a conflict of interest and Conflicts of 
Interest register attached for: 
North Durham CCG Governing Body 
DDES CCG register 
 


Attached 


GBiC/19/72 Identification of any other business  
 


Verbal 


GBiC/19/73 Minutes and matters arising from the meeting 
held on Tuesday 28 May 2019 
 


Attached 


GBiC/19/74 Action Log 
 


Attached 


 ITEMS FOR DECISION 
 


  


GBiC/19/75 
 


Future CCG Configuration and Potential Merger 
Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley CCGs 
- Dr Neil O’Brien 
 


9.40am 
 
 


 
 


Attached 
 


GBiC/19/76 
 


North East and North Cumbria Integrated Care 
System Memorandum of Understanding for NHS 
Clinical Commissioning Groups and Foundation 
Trusts 
Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley CCGs 
- Dr Neil O’Brien 
 


9.50am 
 
 


 
 


Attached 
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GBiC/19/77 
 


Workforce Race Equality Standard (WRES) 
Reports and Action Plan 
Chief Officer, County Durham and Tees Valley CCGs 
- Nicola Bailey  
 


9.55am 
 
 


 
 


Attached 


GBiC/19/78 
 


A Vision for County Durham 2019-2035 
Director of Commissioning and Strategy, DDES CCG 
and North Durham CCG 
- Sarah Burns 
 


10.00am 
 
 


 
 


Attached 


GBiC/19/79 
 


Stroke Business Case - Improving Stroke 
Rehabilitation for the People of County Durham 
and Darlington 
Director of Commissioning and Strategy, DDES CCG 
and North Durham CCG 
- Sarah Burns 
 


10.10am 
 
 


 
 


Attached 


GBiC/19/80 
 


Ward 6 Business Case - review of Inpatient 
Rehabilitation in County Durham and Darlington: 
A review of ward 6 within Bishop Auckland 
Hospital 
Director of Commissioning and Strategy, DDES CCG 
and North Durham CCG 
- Sarah Burns 
 


10.20am 
 
 


 
 


Attached 


GBiC/19/81 
 


EPRR 
Chief Officer, County Durham and Tees Valley CCGs 
- Nicola Bailey 


10.30am 
 
 


 


Attached 


 ITEMS FOR DISCUSSION 
 


  


GBiC/19/82 
 


Clinical Chairs’ and Chief Clinical Officers’ 
Report: August 2019 
Chief Officer, County Durham and Tees Valley CCGs 
- Nicola Bailey 
Chief Officer,  County Durham and Tees Valley CCGs 
- Dr Stewart Findlay 
Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley CCGs 
- Dr Neil O’Brien 
Clinical Chair, DDES CCG 
- Dr Jonathan Smith 
Clinical Chair, North Durham CCG 
- Dr David Smart 
 


10.35am 
 
 


 
 


Attached 
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GBiC/19/83 
 


Finance Report for the three months ending 
30 June 2019 
Chief Finance Officer, DDES CCG 
- Mark Pickering 
Chief Finance Officer, North Durham CCG 
- Richard Henderson 
  


10.45am 
 
 


 
 


Attached 


GBiC/19/84 
 


Combined Risk Management Report 
Chief Finance Officer, DDES CCG 
- Mark Pickering 
Chief Finance Officer, North Durham CCG 
- Richard Henderson 
 


10.55am 
 
 


 
 


Attached 


GBiC/19/85 
 


Performance Monitoring Report – July 2019 
Chief Finance Officer, DDES CCG 
- Mark Pickering 
Chief Finance Officer, North Durham CCG 
- Richard Henderson 
  


11.00am 
 
 


 
 


Attached 


GBiC/19/86 Quality Assurance Report: June 2019 
Medical Director, DDES CCG 
- Dr James Carlton 
Medical Director, North Durham CCG 
- Dr Ian Davidson 
Director of Nursing and Quality, DDES CCG and 
North Durham CCG 
- Gill Findley 
 


11.10am 
 
 


 
 


Attached 


GBiC/19/87 Learning Disability Mortality Review (LeDeR) 
Annual Report 
Director of Nursing and Quality, DDES CCG and 
North Durham CCG 
- Gill Findley 
 


11.20am 
 
 


 
 


Attached 


GBiC/19/88 
 


Infection Prevention and Control Annual Report 
2018/19 
Director of Nursing and Quality, DDES CCG and 
North Durham CCG 
- Gill Findley 
 


11.25am 
 
 


 
 


Attached 


GBiC/19/89 
 


Medicines Optimisation Annual Report 2018-2019 
Medical Director, DDES CCG 
- Dr James Carlton 
Medical Director, North Durham CCG 
- Dr Ian Davidson 
 


11.30am 
 
 


 
 


Attached 
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GBiC/19/90 
 


Quarterly Public Health Update to CCGs 
Director of Public Health, Durham County Council 
- Amanda Healy 
 


11.40am 
 
 


 


Attached 


GBiC/19/91 
 


Engagement Improvement Assessment 
Framework (IAF) Results and Learning 2018-19 
Chief Officer,  County Durham and Tees Valley CCGs 
- Dr Stewart Findlay 
 


11.50am 
 
 


 
 


Attached 


GBiC/19/92 
 


Primary Care Commissioning Committee update 
Chair of the PCCC, DDES CCG and North Durham 
CCG 
- Feisal Jassat 


11.55am 
 
 


 
 


Verbal 


GBiC/19/93 
 


Audit Committees update 
Chair of the Audit Committees, DDES CCG and North 
Durham CCG 
- John Whitehouse 


12.00am 
 
 


 
 


Verbal 


 FOR INFORMATION 
 


12.05pm 
 


 


 


GBiC/19/94 
 


Petition Received in Relation to Changes to 
Extended and Enhanced Primary Care Access 
Services in Barnard Castle 
Director of Commissioning and Strategy, DDES CCG 
and North Durham CCG 
- Sarah Burns 
 


 Attached 


GBiC/19/95 
 


Children who are Looked After Annual Report 
2018/2019 
Director of Nursing and Quality, DDES CCG and 
North Durham CCG 
- Gill Findley 
 


 Attached 


GBiC/19/96 
 


CCGs Annual Complaints Report: 1 April 2018 to 
31 March 2019 
Director of Nursing and Quality, DDES CCG and 
North Durham CCG 
- Gill Findley 
 


 Attached 


GBiC/19/97 
 


Quality Accounts Summary 2018/19 
Director of Nursing and Quality, DDES CCG and 
North Durham CCG 
- Gill Findley 
 
 


 Attached 
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GBiC/19/98 
 


Annual HR and OD Performance Report – 2018/19 
for the collaborative of Clinical Commissioning 
Groups 
Chief Officer, County Durham and Tees Valley CCGs 
- Nicola Bailey 
 


 Attached 


GBiC/19/99 
 


Information Governance Annual Reports 2018/19 
Chief Officer,  County Durham and Tees Valley CCGs 
- Dr Stewart Findlay 
 


 Attached 


GBiC/19/ 
100 


Northern CCG Joint Committee - Annual Report 
2018/19 
Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley CCGs 
- Dr Neil O’Brien 
 


 Attached 


GBiC/19/ 
101 
 


DDES CCG and North Durham CCG Quarterly 
Engagement Activity report April – June 2019 (Q1) 
Director of Commissioning and Strategy, DDES CCG 
and North Durham CCG 
- Joseph Chandy 
 


 Attached 


GBiC/ 
19/102 


PUBLIC INTEREST PRESENTATION 
CCGs 360o Stakeholder Survey and Improvement 
Assessment Framework 2018/19 
Chief Officer, DDES CCG and North Durham CCG 
- Dr Stewart Findlay 
Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley CCGs 
- Dr Neil O’Brien 
 


12.10pm 
 
 


Presentation 


GBiC/ 
19/103 
 
 


QUESTIONS FROM THE PUBLIC 
To consider questions from the members of the 
public. 
 


12.25pm 
 
 
 
 


Verbal 


GBiC/ 
19/104 
 


MINUTES TO RECEIVE 
 Combined Management Group 


 09.04.2019 
 14.05.2019 
 11.06.2019 


 Executives in Common 
 16.04.2019 


 Executives in Common Extended Membership 
 09.04.2019 
 12.03.2019 
 14.05.2019 
 11.06.2019 


12.35pm 
 
 
 
 


Verbal 
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 Health and Wellbeing Board 
  08.05.2019 


 Joint Committee of the Southern Collaborative of 
CCGs 
 21.03.2019 


 Joint Quality Committee 
 02.04.2019 
 07.05.2019 


 Northern CCG Joint Committee 
 02.05.2019 


 Patient, Public, Carer and Engagement 
Committee 
 18.04.2018; 15.08.2018; 17.10.2018; 


19.12.2018 
 20.02.2019 
 17.04.2019 


 Primary Care Commissioning Committee 
 19.03.2019 
 21.05.2019 


GBiC/ 
19/105 
 
 


Any Other Business 
 
 


12.40pm 
 
 


Verbal 


GBiC/ 
19/106 
 
 


Standing item: 
Risk Round Up 
To consider any areas of risk from the discussion on 
the agenda to add to the CCG’s corporate risk 
registers. 
 


12.45pm 
 


Verbal 


 Date and time of next meeting 
The next formal meeting will be held on: 
Tuesday 27 November 2019, 9.30am to 12.30pm, at  
Durham Indoor Bowling Club,  Abbey Road, Pity Me 
Durham DH1 5G. 
 


  


 Resolution to Exclude the Public and Press 
That representatives of the press and other members 
of the public be excluded from the remainder of the 
meeting, having regard to the confidential nature of 
the business to be transacted, publicity on which 
would be prejudicial to the public interest.  (Section 
1(2) Public Bodies Admission to Meetings Act 1960). 
 


  


 Contacts for the meeting: 
Margaret Coyle, Executive Assistant 
Tel: 0191 371 3220 
margaret.coyle@nhs.net 
 


  



mailto:margaret.coyle@nhs.net
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DDES GOVERNING BODY MEMBERS 
Voting members: 
Andrew Atkin, Governing Body Lay Member 
Nicola Bailey, Chief Officer  
Mike Brierley, Director of Commissioning Strategy and Delivery  
Sarah Burns, Director of Commissioning Strategy and Delivery 
Dr James Carlton, Medical Director 
Joseph Chandy, Director of Commissioning Strategy and Delivery 
Dr Stewart Findlay, Chief Officer  
Gill Findley, Director of Nursing and Quality 
Dr Neil O’Brien, Accountable Officer/Clinical Chief Officer 
Mark Pickering, Chief Finance Officer  
Dr Jonathan Smith, Clinical Chair 
Dr Ian Spencer, Secondary Care Clinician 
Feisal Jassat, Lay Member - Patient and Public Involvement 
John Whitehouse, Lay Member - Governance and Audit 
1 x GP Clinical Lead – Dr Dilys Waller 
 
Non-voting members: 
Denise Elliott, Head of Commissioning, Adult and Health Services, Durham County Council 
Amanda Healy, Director of Public Health, Durham County Council 
Chris Shore, Patient Reference Group (PRG) Chair, Sedgefield Locality 
Sue Mole, PRG Chair, Easington Locality 
Angela Seward, PRG Chair, Durham Dales Locality 
 
Quoracy:  
A meeting of the Governing Body will be quorate when the Chair and the Chief Clinical Officer, Chief 
Finance Officer or Chief Operating Officer are present.  
 
Additionally the Governing Body has agreed the following:   
 A meeting of the Governing Body will be quorate when one half of the Group is present including 


either the Chair or the Chief Clinical Officer and one primary care clinician. 
 If there is a potential conflict of interest where all GPs or other practice representatives could have 


a material interest in a decision, the Governing Body will be quorate if more than 50% of the 
voting members without conflict are present, and the requirement in respect of locality 
representatives is waived.    


 Agreed nominated deputies should attend. 
 


NORTH DURHAM GOVERNING BODY MEMBERS 
Voting members:  
Andrew Atkin, Governing Body Lay Member 
Nicola Bailey, Chief Officer 
Mike Brierley, Director of Commissioning Strategy and Delivery  
Sarah Burns, Director of Commissioning Strategy and Delivery 
Joseph Chandy, Director of Commissioning Strategy and Delivery 
Dr Ian Davidson, Medical Director 
Dr Stewart Findlay, Chief Officer  
Gill Findley, Director of Nursing and Quality 
Dr Ian Spencer, Secondary Care Doctor 
Richard Henderson, Chief Finance Officer  
Feisal Jassat, Lay Member – Patient and Public Involvement 
Dr Neil O’Brien, Accountable Officer/Clinical Chief Officer 
Dr David Smart, Clinical Chair (Chair) 
John Whitehouse, Lay Member Governance and Audit 
VACANT, Practice Manager Representative 
VACANT, Practice Nurse Representative 
1 x GP Clinical Lead – Dr Patrick Wright 
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Non-voting members: 
Denise Elliott, Head of Commissioning – Adult and Health Services, Durham County Council 
Amanda Healy, Director of Public Health, Durham County Council 
 
Quoracy: 
No business shall be transacted at the meeting unless at least one-third of the whole number of the 
Chair and members (including at least one lay member and one GP member and either the 
Accountable Officer or Chief Finance Officer are present). 
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MERGER APPLICATION - CASE FOR CHANGE (Appendix 2) 


 
1. Introduction 
 
This Case for Change forms part of the merger application for NHS Darlington CCG, 
NHS Hartlepool and Stockton-on-Tees CCG and NHS South Tees CCG, which 
together cover the Tees Valley geography.   It is proposed, therefore, that the 
merged CCG will be known as [NHS Tees Valley CCG - TBC], which is compliant 
with the requirements of the CCG Regulations 2012 (3) to (6). 


[TBC - The merger has the support and formal approval of the respective Governing 
Bodies and has been an item of regular discussion with the CCGs’ GP membership, 
staff Local Authorities, Healthwatch, our public and other stakeholders].   


2. Current organisational profiles 


The current organisational profiles are shown below and are coterminous with the 
five respective Local Authority boundaries of Darlington, Hartlepool, Middlesbrough, 
Redcar & Cleveland and Stockton. 


a. Darlington 


NHS Darlington CCG comprises 11 local GP practices making up 1 Primary Care 
Network that covers a population of c108,000.  The CCG has an allocation of 
£176.7m and a 2018/19 Improvement Assessment rating of ‘Good’. 


Darlington is one of only ten ‘Healthy New Towns’ in the country and continued work 
with Darlington Borough Council and other stakeholders has helped us to develop 
and deliver an approach to creating a community infrastructure that supports 
independence and improved health and wellbeing. 


The health of people in Darlington is varied compared with the England average.  
About 20% (3,900) of children live in low income families.  Life expectancy for both 
men and women is lower than the England average. 


Life expectancy is 11.7 years lower for men and 8.5 years lower for women in the 
most deprived areas of Darlington than in the least deprived areas. 


In respect of child health, in Year 6, 22.5% (277) of children are classified as obese, 
worse than the average for England.  The rate of alcohol-specific hospital stays 







 


2 
 


among those under 18 is 52 (per 100,000 population), worse than the average for 
England.   Levels of smoking at time of delivery are worse than the England average. 


In adults, the rate of alcohol-related harm hospital stays is 769 per 100,000 
population, worse than the average for England.   The rate of self-harm hospital 
stays is 212 per 100,000 population.  Estimated levels of adult smoking in routine 
and manual occupations are better than the England average.   


The below graphic represents the local population’s health needs for Darlington. 


 
 
b. Hartlepool and Stockton-on-Tees CCG 
 
NHS Hartlepool and Stockton-on-Tees CCG (HaST) comprises 33 local GP 
practices, making up 3 Primary Care Networks (PCNs) in Hartlepool and 4 PCNs in 
Stockton-on-Tees; covering a total CCG population of c298,000.  The CCG has an 
allocation of £485.7M and a 2018/19 Improvement Assessment rating of ‘Good’. 


The CCG is coterminous with the two Local Authority areas of Hartlepool and 
Stockton. 


i. Hartlepool 


The health of people in Hartlepool is generally worse than the England average.  
Hartlepool is one of the 20% most deprived districts/unitary authorities in England 
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and about 27% (4,800) of children live in low income families.  Life expectancy for 
both men and women is lower than the England average. 


Life expectancy is 11.7 years lower for men and 10.2 years lower for women in the 
most deprived areas of Hartlepool than in the least deprived areas. 


In terms of child health, in Year 6, 23.3% (260) of children are classified as obese 
worse than the average for England.  The rate of alcohol-specific hospital stays 
among those under 18 is 38 (per 100,000).   Levels of teenage pregnancy, GCSE 
attainment, breastfeeding initiation and smoking at the time of childbirth are worse 
than the England average. 


For adults, the rate of alcohol-related harm hospital stays is 952 (per 100,000), 
worse than the average for England.   The rate of self-harm hospital stays is 230 (per 
100,000), worse than the average for England.  Estimated levels of adult excess 
weight, smoking and physical activity are worse than the England average.  Rates of 
sexually transmitted infections and TB are better than average. 


ii. Stockton on Tees 


The health of people in Stockton-on-Tees is varied compared with the England 
average.  About 21% (7,600) of children live in low income families.  Life expectancy 
for both men and women is lower than the England average. 


Life expectancy is 14.9 years lower for men and 13.9 years lower for women in the 
most deprived areas of Stockton-on-Tees than in the least deprived areas. 


For children, in Year 6, 21.1% (480) of children are classified as obese.  The rate of 
alcohol-specific hospital stays among those under 18 is 75 (per 100,000 population), 
worse than the average for England.  Levels of teenage pregnancy, breastfeeding 
initiation and smoking at the time of childbirth are worse than the England average. 


With regard to adult health, the rate of alcohol-related harm hospital stays is 901 (per 
100,000 population), worse than the average for England.  The rate of self-harm 
hospital stays is 239 (per 100,000), worse than the England average.  Rates of 
sexually transmitted infections, people killed and seriously injured on roads and TB 
are better than average.  Rates of early deaths from cardiovascular diseases and 
early deaths from cancer are worse than average.  


The below graphic represents the local population’s health needs for Hartlepool and 
Stockton-on Tees. 
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c. South Tees 


NHS South Tees CCG comprises 37 local GP practices, making up 3 PCNs in 
Middlesbrough and 3 in Redcar & Cleveland, covering a CCG population of 
c297,000.  The CCG has an allocation of £506.6M and a 2018/19 Improvement 
Assessment rating of ‘requires improvement’. 


The CCG is coterminous with the two Local Authority areas of Middlesbrough and 
Redcar & Cleveland. 


i. Middlesbrough 


The health of people in Middlesbrough is generally worse than the England average.  
Middlesbrough is one of the 20% most deprived districts/unitary authorities in 
England and about 31% (8,900) of children live in low income families.  Life 
expectancy for both men and women is lower than the England average. 


Life expectancy is 12.5 years lower for men and 13.0 years lower for women in the 
most deprived areas of Middlesbrough than in the least deprived areas. 


For children, in Year 6, 22.7% (401) of children are classified as obese, worse than 
the average for England.  The rate of alcohol-specific hospital stays among those 
under 18 is 55 (per 100,000 population), worse than the average for England.  
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Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of childbirth are worse than the England average. 


With regard to adult health, the rate of alcohol-related harm hospital stays 898 (per 
100,000 population), worse than the average for England.  The rate of self-harm 
hospital stays is 331 (per 100,000), worse than the average for England.  Estimated 
levels of adult smoking and physical activity are worse than the England average.  
The rate of hip fractures is worse than average.  Rates of sexually transmitted 
infections and people killed and seriously injured on roads are better than average. 


ii. Redcar & Cleveland 


The health of people in Redcar and Cleveland (R&C) is generally worse than the 
England average.  R&C is one of the 20% most deprived districts/unitary authorities 
in England and about 24% (5,800) of children live in low income families.  Life 
expectancy for both men and women is lower than the England average. 


Life expectancy is 10.1 years lower for men and 7.0 years lower for women in the 
most deprived areas of R&C than in the least deprived areas. 


For children, in Year 6, 21.0% (307) of children are classified as obese.  The rate of 
alcohol-specific hospital stays among those under 18 is 72 (per 100,000 population), 
worse than the average for England.   Levels of teenage pregnancy, GCSE 
attainment, breastfeeding initiation and smoking at the time of delivery are worse 
than the England average. 


With regards to adult health, the rate of alcohol-related harm hospital stays is 768 
(per 100,000 population), worse than the average for England.  Estimated levels of 
adult excess weight are worse than the England average.  Rates of sexually 
transmitted infections, people killed and seriously injured on roads and TB are better 
than average. 


The below graphic represents the local population’s health needs for the South Tees 
population:  


 
 







 


6 
 


 
 
It can be seen, therefore, that there are significant health challenges facing the 
CCGs and a co-ordinated approach that maximises our capacity and capability will 
give us greatest potential to effectively address this. 


3. Current business model  


Since Authorisation the three CCGs in the Tees Valley have worked effectively 
together and with other partners across the wider health and care system in Cumbria 
and the North East and North Yorkshire. Our local collaboration includes shared 
procurement programmes, collaborative quality and performance management 
approaches, risk share arrangements and shared posts.  HaST CCG and South 
Tees CCG have had a Joint Director of Nursing and Quality since the inception of 
the CCGs with a combined quality and safeguarding function. Darlington CCG and 
HaST CCG began working with a common management structure and shared 
Accountable Officer in 2017 and a shared Clinical Chair in 2018.  The three CCGs 
have fully delegated arrangements from NHSE for primary care commissioning (and 
a new Delegation Agreement will be arranged for the merged CCGs). 


Our collaborative approach has extended beyond health and social care, particularly 
in relation to safeguarding where we work closely with police and fire brigade 
colleagues. 


Together we also work collaboratively on a wider scale with CCGs across Cumbria 
and the North East Integrated Care System (ICS).  A Joint Committee of CCGs 
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across the ICS is in place and has been an important element of the system-wide 
approach to strategic commissioning. 


With the retirement of the Accountable Officer of Hartlepool and Stockton on Tees 
CCG (HaST) in 2018, these successful historic joint working arrangements were 
reviewed across the wider geography with the aim of further developing and 
strengthening collaborative working and achieving greater levels of streamlining 
across a wider geography.   The current arrangements are described below: 


The 5 CCGs across Durham (Durham Dales, Easington & Sedgefield and North 
Durham) and the Tees Valley (Darlington, HaST and South Tees) have been 
working together under a joint leadership team with a single Accountable Officer (Dr 
Neil O’Brien) and two Chief Officers (Nicola Bailey and Dr Stewart Findlay) for all 5 
CCGs since October 2018, and a combined senior management structure was 
implemented in April 2019. 


The three CCGs have maintained a strong relationship with the North of England 
Commissioning Support Unit (CSU), accessing the full range of support functions.  A 
Service Level Agreement is in place and includes commissioning and delivery 
teams, provider management, quality, finance, business intelligence, continuing 
healthcare and meds optimisation, along with a range of other back office functions, 
e.g. governance, human resources etc. 


This arrangement has not only resulted in efficiencies in terms of workforce, but has 
also ensured that the CCGs have access to a broader range of expertise and a 
greater level of business resilience than could be achieved by the CCGs operating 
all these functions in-house.  It also better utilises the limited availability of experts in 
particular fields of work. 


A number of staff from the CSU are wholly allocated to the work of the CCGs and 
are based within CCG premises; this helps to ensure that these staff fully understand 
the CCGs’ priorities and approach and they are integrated members of the wider 
CCG team.    


As our approach to collaborative working has increased, we have worked closely 
with our CSU colleagues to develop and implement our shared leadership 
arrangements and HR processes such as vacancy control. 


Whilst changes have been implemented to facilitate collaborative working we have 
retained a strong focus on local communities and the delivery of NHS Long Term 
Plan priorities such as Primary Care Networks (PCN). Primary Care Networks 
represent a major change on how primary care will be delivered across our footprint. 
PCNs will be at the forefront of delivering integration in a more joined up way with 
the aim of delivering better outcomes and improved population health. The 
development of primary care networks will strengthen collaboration and integration 
across the wider health and social care system being an equal partner within the 
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Integrated Care Partnership (ICP). Through the continued focus on population health 
management, local patient pathways will continue to support the personalisation 
agenda and co-ordination of care. This approach supports front line clinical 
engagement at a population level whilst working with strategic partners in the ICP 
and ICS geography. 


In addition to the appointment of a shared Accountable Officer, there has been 
significant work undertaken to streamline the management structure and decision-
making arrangements across all CCGs.    This approach was developed to optimise 
quality of services as well as minimise duplication across the CCGs wherever 
possible and provide a consistent approach to strategic issues such as: vascular 
services, children’s services, mental health and learning disabilities.  We recognise, 
however, the importance of ensuring a local focus is maintained and Locality 
Directors were identified to ensure this is not lost.  Similarly, a local focus has been 
retained for primary care commissioning. 


In addition, a review of clinical leadership is underway to develop sustainable 
proposals to strengthen the senior clinical infrastructure of the CCGs, which will be a 
crucial element of our future direction – particularly with the advent of Primary Care 
Networks. 


The CCGs have realised a number of benefits from these arrangements, including:  


• Simplifying and speeding up decision making, removing duplication and 
starting to harmonise policies and processes. 


• Collectively, we have realised cost savings and efficiencies of over £1.5m 
(across the 5 CCG collaborative) on our running costs.  £1.0m of this is from 
Tees Valley. 


• The establishment of a Joint Committee (for the five CCGs and Hambleton, 
RIchmondshire & Whitby CCG which is part of the southern ICP), which 
ensures that system-wide changes can be discussed and agreed upon in a 
more effective way.  


• The introduction of a single executive team, working with a single Accountable 
officer and two Chief Officers has strengthened capability and capacity and 
ensures the CCGs can be better placed for more a strategic, coherent and 
aligned approach to commissioning. 


•  We have been able to appoint to dedicated roles across the five CCG 
collaborative to focus on children’s commissioning, mental health and learning 
disability partnership arrangements whilst also maintaining some locality-
specific roles. 


• Contributed to wider system working through the secondment of directors to 
ICS/ICP work on finance and cervical screening.   


• Strengthening of the clinical leadership structure with the appointment of a 
Medical Director in the Tees Valley. 
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• A level of rationalisation of lay member posts in the Tees Valley, so when 
terms of office have expired the opportunity has been taken to share posts 
where possible.   


• A full review of the frequency and arrangements for Governing Body 
meetings, joint committee meetings and other committee meetings has 
resulted in a reduction of around 60 meetings per year across the Tees Valley 
CCGs, predominantly achieved by the introduction of in-common meetings 
across the 3 Tees Valley CCGs.   The combined management arrangements 
and the development of a Combined Management Group and Joint 
Committee has meant that this has also resulted in a slight reduction in 
meetings for North Durham CCG and DDES CCG; this is lower than in Tees 
Valley because in-common meeting arrangements were already in place. 


With a shared management team across Durham and Tees and the place based 
working, this gives the opportunity to streamline effort wherever possible.  There are 
a number of service reviews or projects where we are working in collaboration 
already with some examples listed below.  We expect this to continue to grow over 
time allowing us to free up resource to focus on faster transformation and place 
based improvement. 


Examples of collaboration 


• Formation of a Mental Health and Learning Disability Partnership across the 
five CCG collaborative and Tees, Esk & Wear Valley NHS Trust. 


• Re-design of adult hearing services across the 5 CCG collaborative 
• Re-design of Respiratory and Gastro services across the Tees Valley 
• Re-design of rheumatology services across the Southern and Central ICPs 
• Developed a joint approach on the reduction in urine testing 
• Developed joint approach to antibiotic prescribing in line with our joint 


antimicrobial resistance policy 
• Joint Programme Office for the efficiency programme 


Our approach to integrated working to support delivery has included: 


• Health and Wellbeing Boards  
• With our local authorities we have been progressing work to align Health and 


Wellbeing priorities, making significant progress in bringing together the 
Middlesbrough and Redcar & Cleveland Health and Wellbeing Board into a 
single Board. This has been underpinned by the establishment of a joint 
Integration Team who have supported progressing key initiatives such as 
delivery of BCF scheme and the implementation of PCNs.  
 
We are working with our Local Authority partners to empower the population 
of the Tees Valley to live longer and healthier lives. Our priorities are to: 
address the underlying causes of inequalities; collaborate on planning, 
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commissioning and delivery of health and social care and ensure information 
and data sharing across the health and well-being system.  
 


• Across Hartlepool and Stockton we have established a Partnership Board with 
NHS Trusts, CCGs and Local Authorities. The board develops and has 
oversight of integrated working across the system. As a result of these 
arrangements we have implemented an integrated approach to children and 
young people’s commissioning plans between Hartlepool and Stockton Local 
Authorities. This is proving to be effective in, for example, developing and 
delivering SEND plans. We have also supported the integration of community 
services aligned to Primary Care Networks and local authority hubs. An 
integrated model of intermediate care is being implemented across health and 
social care supported by Better Care Fund schemes. In Stockton we are 
developing a community pathfinder with health and social care partners to 
deliver an asset based offer to address health inequalities, wider determinants 
of health and improvement outcomes for residents. 
 


• In Darlington an Integration Board is established between health and social 
care partners. This includes joint commissioning arrangements between 
health and social care.  The Integration Board supports delivery of the Health 
and Wellbeing Board priorities and joined up services for residents. This 
incorporates the Darlington Healthy New Town programme that has 
successfully co-coordinated health and social care services to improve 
outcomes from residents. Community services are wrapped around the 
Primary Care Network 
 
 


• Across Hartlepool, Stockton and Darlington we are developing a population 
health management approach wrapped around key priorities for the 
population. This also includes North Tees and Hartlepool NHS Foundation 
Trust, County Durham and Darlington NHS Trust and Tees Esk and Wear 
Valleys NHS Foundation Trust who have recently appointed a Public Health 
Consultant and a Registrar. This additional capacity will support a coordinated 
public health offer including people accessing hospital based services. 
 


• Integrated Care Alliance approach - With our main acute providers we have 
been working to establish joint programmes of work that support the delivery 
of system wide control totals (including local QIPP and CIP). This has also 
been underpinned by making innovative use of our commissioning support 
through the introduction of integrated job roles. These new roles support 
delivery of commissioning objectives and operational delivery within provider 
organisations. Examples of this work include the implementation of a joint 
Service Manager/Commissioning Manager in the Trauma and Orthopaedics 
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directorate of South Tees Hospitals NHS FT. In North Tees and Hartlepool 
NHS Trust and County Durham and Darlington NHS Trust, we have agreed 
governance arrangements for system working and delivery of service 
transformation plans. This is managed through the development of a single 
PMO function between providers and commissioners with an integrated 
leadership and delivery team. 
 


Despite the above, each of the CCGs remain separate statutory organisations able 
to make their own decisions and retain their individual obligations to meet all 
statutory requirements in their own right. The ability to make further efficiencies in 
the current configuration is, therefore, limited beyond what has already been 
achieved and it is clear that a merger is the natural next step towards maximising the 
potential of the CCGs.  


 
4. Rationale for merger – maximising our combined potential 
 
The proposed new CCG will cover the geography illustrated below, which is 
coterminous with the five Local Authorities  
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a. Reason for application 
 
Following an options appraisal process that took into account the views of our 
membership, public, staff and stakeholders the Governing Bodies have determined 
that if we were to maintain the current arrangements of 3 separate CCGs with a 
shared management structure across 5 CCGs, we would maintain autonomy and 
local decision making for each CCG, however the ability to gain further financial and 
administrative efficiencies would be strengthened by working as one. A single CCG 
presents the opportunity to alleviate current and future pressures on the availability 
of clinical expertise/involvement, which we believe is critical to ensuring our 
commissioning decisions are patient and place focused.  The agreement to, and 
successful delivery of, future system-wide commissioning developments for the 
improvement of patient services and the transformation of clinical pathways across a 
broader footprint would be maximised by speaking as one voice within the health 
and care system.  Taking this into account, and the need to work with new primary 
care networks, acute, mental health and learning disabilities providers and local 
authorities in an integrated system to meet current and future challenges, proposals 
for merger appear to be the next logical step to deliver our ambitions and the 
requirements of the Long Term Plan. 


 
The national direction to create more ‘strategic’ commissioning organisations intends 
to support greater efficiency and improve population health by supporting providers 
to partner with local government.  Our Governing Bodies support this direction, but 
strongly believe that it is important to retain a greater level of local focus so that we 
can respond to both their identified needs and to how people experience care at a 
local level. Feedback received as part of our engagement work has identified that 
this is the key area of concern raised by many of our stakeholders. This means that 
our consideration of options for merger have tried to balance the benefits of the 
efficiencies and increased influence to be gained from bigger organisations with our 
clear desire to continue to understand and respond to what the research and 
evidence basis tells us about local needs, including the challenges posed by health 
inequalities.  This is why our merger application focuses on the majority of the 
footprint of the Southern ICP instead of the significantly larger ICS footprint.  The 
remaining CCG in the Southern ICP is NHS Hambleton, Richmondshire and Whitby 
CCG who are pursuing a separate merger application with NHS Harrogate and Rural 
District CCG and NHS Scarborough and Ryedale CCG with whom they operate a 
shared management structure. 


A formal merger of the three Tees Valley organisations now will allow the CCGs to 
more quickly turn their entire focus to changing and improving clinical services and 
outcomes for our populations. This would also provide greater stability for our staff 
and signal to providers and other stakeholders that our aim is to urgently progress 
clinical service improvement in the interest of our local populations. 
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b. Governing Body support 


In recent Governing Body discussions for the three CCGs, we have been clear that 
the change must ensure that: 


• Quality and safety of patient services remains a key priority focus, with no 
detrimental impact arising as a result of the changed structures.  


• There is a balance of benefits between commissioning at scale with 
understanding local needs. 


• The focus on local work with primary care practice networks, local 
authorities and others is retained and remains a priority. 


• Strong clinical leadership both within the CCGs and the local system is 
supported. 


• A greater level of management efficiency can be delivered so that funding 
can be directed to patient care. 


• We are not distracted from delivery of our key priorities including 
transformation of clinical pathways and the development of local primary 
care networks. 


• Any changes are fit for purpose in the longer term, supporting our 
endeavours to work effectively with partners whilst ensuring the CCGs 
have a strengthened voice in system decision making. 


c. Benefits of merger 


i. Improving services for patients 


As one organisation we will be better able to progress our work to create a stronger, 
clearer and more consistent commissioning ‘voice’ for our area, built on the strong 
foundations of network-based, clinically-led commissioning, and drive forward the 
changes needed to deliver the resilient and sustainable NHS services that local 
people need.   


Our Governing Bodies are committed to continuing to drive high quality safe 
services, with optimised outcomes for our residents and to reduce the variation in 
service provision, standardise pathways and ensure better care is delivered to our 
population.  Patient flow does cross some CCG boundaries, and the CCGs’ 
involvement in wider clinical strategy reviews will continue under a merged 
organisation as we work collectively so that residents receive their care appropriately 
and we are in a stronger position to commission services to best support our patient 
flow.  


We anticipate benefits in relation to safeguarding will come from having a larger 
team of expert nurses and medical staff. We will be able to pool resources and 
provide an element of cross cover for the teams that has not been available 
previously. The Designated staff will be able to support each other and work 
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collaboratively on issues such as policy development and strategy. Implementation 
will still happen at a local level with the relevant local authority where required. 


Work to support the residential and nursing home sector has been coordinated at a 
CCG level. There are now opportunities to learn from the successes in each part of 
the collaboration and to share resources and staff skills and knowledge.  


In addition, by consolidating decision making, we will be able to better drive quality 
and focus on the important issues, working together to solve them.  


ii.  Financial stability and sustainability 


Currently, our biggest challenge is finding a way to deliver the high-quality safe 
services for our populations within the constraints of our budgets. We can continue 
to improve our decision-making process to make it less fragmented, to allow for 
economies of scale and improve the quality of care offer for all residents. The NHS 
long term plan asks us to make 20% savings on our management costs; coming 
together as a smaller number of CCGs allows us to make that more easily than as 
five organisations.  A comparative summary of some key financial indicators is given 
below: 


 


 
 
 
We aim to make our financial situation sustainable. At the end of the financial year 
2018/19 the Tees Valley health economy is challenged as a whole, including 
providers and commissioners:  Darlington CCG was in the most stable position of the 
Tees Valley CCGs at the end of 2018/19 while Hartlepool and Stockton-on-Tees 
CCG was beginning to experience significant financial pressures.  South Tees CCG 
was showing an improving financial position, although with a planned £5m deficit 


Darlington HaST South 
Tees Darlington HaST South 


Tees


In-year surplus/Deficit £0 £0 -£5,000 £0 £0 -£1,000


Cumulative surplus £4,525k £11,277k £1,288 £4,525k £11,277k £0
2.50% 2.30% 0.30% 2.50% 2.30% 0.00%


Underlying surplus £316 £719 -£4,080 £32 £107 -£893
0.20% 0.20% -0.90% 0.00% 0.00% -0.20%


QIPP delivery £4,081 £14,826 £18,888 £2,352 £11,068 £10,942


Acute sector deficit in 
local health economy


2018/19 Actual 2019/20 Plan
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following a particularly difficult year in 2017/18, which resulted in being placed in 
special measures – a recovery plan has recently been submitted to NHS England.  


The financial plans demonstrate delivery of the five financial tests within the Long 
Term Plan over the planning period and no significant impact is expected from the 
proposed merger. 


Two of the CCGs are currently delivering financial balance and all are delivering 
efficiencies of over 1.1% per year.  South Tees CCG will deliver financial balance 
with receipt of CSF in 2019/20 and a financial recovery plan is in place 
demonstrating return to a surplus in 2020/21.  The merger will produce some 
additional financial efficiencies, which will support the combined financial position. 


Joint work programmes are already in place (and will continue) across the CCGs and 
with our main providers to manage growth in demand and support delivery of the 
1.1% efficiency across the system, along with the additional efficiencies required to 
deliver financial balance across the wider system.  This includes regional schemes in 
respect of medicines optimisation and value based clinical commissioning policies 
(which build upon the current national programmes). 


The CCGs are already working collaboratively with providers across County Durham 
and Tees Valley to jointly manage existing estate and maximise efficiencies through 
reducing void space and improving estate utilisation.  That work forms a key 
component of the system savings plan across County Durham and Tees Valley. 


Building upon the substantial savings already made through collaborative working 
(c£1.5m in total and c£1.0m across the Tees Valley), there are still some significant 
efficiencies to be gained by creating two CCGs and continuing with the shared 
management arrangements, including more than halving the amount of statutory 
obligations (e.g. annual reports and accounts, audits, information governance 
requirements etc.) and further reducing expenditure on leadership budgets and non-
pay costs.   Over the next 1-2 years, we project that this saving will increase to  
c£2.1m in total (c£1.3m in the Tees Valley) 


Maintaining three separate statutory bodies is difficult to justify when there is so 
much pressure on health spending, and each statutory body has an element of their 
running costs that can only be reduced if they merged.  We want to minimise the 
administrative burden that comes from running separate statutory organisations. 
Whilst we recognise that a merger of a larger number of CCGs would offer a greater 
level of running cost efficiency, we believe that by retaining a shared management 
structure the additional savings will still be significant and our approach must 
balance the benefits of efficiency with retaining a strong local focus that is supported 
by our partners and the public.   
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iii.  One commissioning voice 


Retaining the shared management structure will help to ensure a coherent and 
streamlined approach to commissioning across the CCGs wherever possible, while 
ensuring that the local place-based focus is not diminished.  It will also significantly 
increase the CCGs’ ability to transform pathways for the broader population, 
particularly across locally linked providers.   


We will have a joint approach to monitoring the quality of our organisations; reducing 
the burden on provider organisations that cover more than one CCG area. 


Darlington, HaST, South Tees  and Hambleton, Richmondshire and Whitby (HRW) 
CCGs, together with North Tees and Hartlepool FT, Tees, Esk & Wear Valley FT and  
South Tees FT form the Southern ICP (as mentioned earlier, HRW CCG are 
pursuing a separate merger application with NHS Harrogate and Rural District CCG 
and NHS Scarborough and Ryedale CCG).  The merger of Darlington, HaST and 
South Tees CCGs will reduce duplication by being able to streamline effort when 
dealing with partners; however we do recognise that the complexity of working 
across 5 separate Local Authorities will remain.  Our approach has proved to be 
effective when working as 5 CCG collaborative.  


Clinical strategies (acute hospitals) are being developed in both the Tees Valley and 
Durham areas working within the Integrated Care Partnerships and the CCGs have 
played a key part in these discussions, drawing on local knowledge as well as 
benefitting from the wider knowledge gained from the shared leadership team. 


The CCGs are committed to helping deliver high quality, best value and safe care in 
an environment that can more sustainably support our membership and staff.   An 
important element of this is maintaining a local focus while also working closely 
together to transform pathways; this has already begun following the introduction of 
Aligned Incentive Contracts with the main providers of each CCG.   


As one organisation, our ability to further develop our collaborative working will be 
more effective and streamlined with the Commissioning Support Unit, CCGs and 
providers across the CNE Integrated Care System, and specifically with the Durham 
CCGs as we will continue under shared leadership and management arrangements. 


A balance must be struck between ensuring the sustainability of the CCGs through 
securing longer-term financial stability and ensuring a local focus but with increased 
influence to transform patient pathways.  The proposed merger does not inhibit 
consideration of increased collaborative working across a wider footprint at a later 
stage, should this be considered appropriate. 


iv. Maintaining a local focus 


We recognise that to-date our partners have been supportive of our collaborative 
arrangements but have stressed the importance to us of ensuring that we maintain a 
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place-based focus.   We share this priority and fully intend to strengthen our 
individual relationships with local authority, primary care, mental health, community 
services and the voluntary sector.  This has been reflected in the way we have 
developed our combined management structure and the ability to streamline/ 
eliminate duplication will allow us to build on our long history of collaboration locally 
and solid foundations of working as part of a wider system.  The concentration of our 
commissioning focus is an essential element of these future arrangements, providing 
a single coherent strategic commissioning voice within an increasingly integrated 
care system. 


The benefits of bringing organisations together and working across a wider 
geography will also be realised through Primary Care.  The term ‘working at scale’ is 
described in NHS England’s General Practice Forward View (April 2016) and with 
the introduction of Primary Care Networks working across CCG boundaries, will 
enable not only organisational benefits but benefits that working at scale can provide 
to patients, GP practices, and the health care system as a whole such as: 


o Economies of scale 
o Quality improvement 
o Workforce development 
o Enhanced care and new services 
o Resilience 
o System partnerships 
o Effective succession planning 
o GP career development 


 
Our Communication and Engagement Strategy further explains how we will be 
working with partners and staff to ensure that the local voice of our patients, public 
and stakeholders is not diminished.  


v. Valuing and developing our staff 


Our biggest asset is our workforce and we aim to make our new CCG a great place 
to work where staff experience is positive, and we make the best use of our skills 
and expertise.    


The breaking down of organisational boundaries and the development of a shared 
vision will help us to develop a talent pool and support our staff development more 
easily through our shared management structure.  We have been successful in our 
bid to progress a talent management diagnostic and the feedback from this will be 
reflected in the Human Resources and Organisational Development Plan for the new 
organisation.  


 


In summary, the ability to make further savings as separate CCGs is reducing as is 
the ability to continue to attract and retain strong clinical leadership and engagement 
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because of the increasing pressures in primary care.    As a result, the CCGs’ ability 
to further direct management resources into patient services is reducing however, by 
merging we can have a joint approach to monitoring the quality of our organisations; 
reducing the burden on provider organisations that cover more than one CCG area.  
The boundaries of our local authority mean that there is a single approach to 
safeguarding, but this can be further enhanced by having one commissioning 
organisation.     


5. What this might mean to others 


The Governing Bodies have been mindful of the impact on others throughout their 
deliberations.  We have engaged with our stakeholders to understand their views 
and we are pleased that there is general support for the merger.  The predominant 
message from all our stakeholders was that a merger must not distract from local 
population needs. 


Throughout our considerations, we have considered what is important to our 
population and key stakeholders and this has been kept under review as feedback 
from our engagement work has been received.  A detailed report on engagement 
feedback is provided for Governing Body consideration to ensure that public and 
stakeholder views are taken into account when making the decision whether to apply 
for merger. 


i.  What this might mean to Local Authorities. 


We view our local authorities as key partners; they are pivotal both to the delivery of 
population health and through their democratic responsibilities for ensuring that the 
local voice is helping us when determining major changes to services.  


We want to build on the existing strong partnership arrangements and relationships 
with Local Authorities so we are all able to achieve more for our residents in 
improving health and care services within the budgets we have.  


Integrated care partnerships will encourage innovation and give local freedom to 
determine how best to collectively work to deliver the agreed outcomes for local 
residents.  In so doing, they will build on existing good practise. 


We envisage that Health and Wellbeing Boards’ role of providing a strategic steer for 
effective local delivery of health and care outcomes would continue and the 
importance of the local authorities in scrutinising health services would of course 
continue under any reform of commissioning structures.  Similarly there would be no 
impact on the Better Care Fund (BCF) as we will continue to meet BCF 
commitments regardless of CCG structure.  


Individual ‘place’ based plans have been developed.  These plans set out the 
collective priorities of commissioners (both health and social care) and providers 
within the Tees Valley. They have been built on strong collaborative arrangements 
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between partners within the system. Merging the CCGs will provide opportunities for 
the CCG and system in terms of shared learning, accountability and consistency of 
approach. 


ii. What this might mean to GPs 


The CCG will remain as a membership organisation and be clinically led.   Members 
are aware that they will need to consider and adopt a new Constitution for the 
resulting merged CCG.  Commissioning of primary care would continue to be 
undertaken by the CCG and managed locally as part of a renewed Delegation 
Agreement.  This local input is important to ensure we continue to be fully responsive 
to local population health needs. It is our aim that GPs experience an appropriate 
and high level of service from our commissioning function; we want to keep primary 
care management, relationships and operational support, including IT, local and will 
do this by maintaining local delivery teams.  


The ability of clinical leaders across both commissioner and provider organisations to 
own and drive the local agenda, will continue to be important. We want to continue to 
build upon the good relationships we have with our local GPs and we will not lose 
the understanding of local issues and needs that has been a real benefit to our five 
CCGs.   Clearly the role of clinical leadership will develop in any new operating 
model and a review of the clinical leadership is underway, but it is our priority that we 
continue to embody the ethos of clinically-led local decision making to suit local 
population needs, reducing health inequalities and improving patient experience.   It 
is our aim to ensure that we focus the valuable input of our clinicians so that we can 
make a real difference. 


Engagement, involvement and supporting our member practices and Primary Care 
Networks will continue to be an important factor for the success of the organisation.  
We will continue working with them to support their involvement in the ICP as well as 
local commissioning decisions.   


iii. What this means for patients and the public  


Our proposal is about an internal structural change rather than patient facing service 
changes.  However it is intended that the greater efficiencies gained from moving to 
a reduced number of CCGs will enable us to be more financially sustainable, more 
streamlined in our decision making and ultimately lead to more opportunities to 
address health inequalities across the region. 


We have opportunities to develop our relationships with our local Healthwatch 
partners, patient representatives and other community and voluntary sector groups. 
We will be able to learn from the experiences of other CCGs and develop a model of 
engagement and patient involvement that draws on best practice so that we continue 
to be publically accessible and transparent in our working. 







 


20 
 


We recognise that the people making up the population of the CCGs are not a 
homogenous group and that there will be different opinions, interests and priorities 
among different stakeholders and communities. We also acknowledge that people 
identify with their local area rather than a broad footprint.  We will need to ensure 
that we build these factors into the way any new organisation operates.  We have 
undertaken an Equality Impact Assessment and this has identified that the impact of 
the proposed change will be either neutral or positive.   


We are committed to build upon our strong record of engagement with the public and 
patients.  Working with our CSU, PPI Lay Members and Healthwatch organisations, 
we have developed a Communications and Engagement Strategy to ensure a robust 
approach has been taken throughout the pre-application stage as well as pre and 
post-merger.   


iv. What this means for CCG staff  


As part of a move to a reduced number of CCGs, we would want to build on staff 
feedback and improve ways of working for staff. Previous staff engagement surveys 
have shown that staff feel there is limited career progression within the 
organisations.  The shared management structure and, through merger, the removal 
of some of the organisational boundaries would allow us to create a shared talent 
pool. This would give staff the flexibility to progress, develop and use their skills in 
more challenging and interesting ways, and provide greater opportunities for vertical 
and horizontal progression across the five CCGs. 


The significant amount of duplication that often occurs, especially when working on 
projects across more than one CCG, causes frustration for staff due to the differing 
governance structures and processes proving confusing and time consuming.   
Although we have made inroads into reducing this duplication, working as a reduced 
number of CCGs would enable us to establish greater consistency in standards and 
expectations so we can address this variation.  


Any change by its nature introduces ambiguity that can have an impact on people’s 
productivity as well as their health and wellbeing. We are also aware that there are 
many questions staff will have about this and we will continue to engage with them; 
we have already introduced ‘full staff meetings’ where the staff of the five CCGs 
come together to hear common messages and feel part of a wider team.   


Throughout the process the Human Resources and Organisational Development 
team have been working closely with colleagues to develop and implement plans. 
There will be a programme of regular communications to ensure all colleagues are 
informed of progress and everyone has had  an opportunity to feed into the decision 
making process.   Some examples of this are: the introduction of a dedicated and 
confidential ‘ask the chiefs’ email address/inbox where staff can post 
questions/concerns/suggestions, the answers to which are collated into a full staff 
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briefing; a staff event to discuss the merger proposals and ask staff to contribute to 
the identification of potential benefits or challenges to patients, partners and staff.  


The Governing Body have supported the development of the Human Resources and 
Organisational Development Plan and a structured approach to talent management, 
that will ensure the new CCG works towards the development of a vision, aims and 
values that are shared by all staff as we move towards a new culture. 


6. Summary 


In summary, the feedback gained from our extensive engagement work has been 
supportive of the proposed change; recognising the opportunity for greater efficiency 
and maximising resources to front line services, however many respondents have 
taken the opportunity to highlight their views on the importance of place and the 
avoidance of remote working that does not take into account the needs of local 
people or the importance of partnership working. 


In response to these views, we have produced a separate report describing the 
arrangements the CCGs are committed to continue and/or develop further to support 
a continued robust and inclusive local focus and this is included with the application. 


 
The supporting documentation produced as part of the application evidences that the 
CCGs have carefully considered all key aspects of the benefits and challenges of a 
merger, including how the proposal aligns with the requirements of the Long Term 
Plan and the impact on stakeholders within the ICP and ICS.  In addition, a high-
level project plan, merger risk register and benefits realisation plan provides me, as 
Accountable Officer, with assurances that there are good controls in place to ensure 
the CCGs can deliver the requirements for the merger of the CCGs. 


A letter of support from the ICS leaders is appended [being co-ordinated by NHSE]. 
 
 
I declare that the decision to apply for merger is made in accordance with the 
existing governance arrangements for NHS Darlington CCG, NHS Hartlepool and 
Stockton-on-Tees CCG and NHS South Tees CCG. 
 
 
Signed by: ……………………………………….. 
  Neil O’Brien 
  Accountable Officer for 
  NHS Darlington CCG 
  NHS Hartlepool and Stockton-on-Tees CCG 
  NHS South Tees CCG 
 
 
Date:  ....................................................... 
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CCG Merger Financial Strategy / Plan 
 
NHS Durham Dales, Easington and Sedgefield (DDES) CCG and 
NHS North Durham CCG  
 
 
1. Introduction / Context 
 
The scale of the financial challenge facing the CCGs and local health economy is 
significant.  Every year the NHS faces additional pressure on the funding received 
due to inflation, demographic changes of an aging and growing population and the 
cost of innovative new technologies and drug advancements.  This is within a 
context of constrained growth funding in the current times of austerity. 
 
This means that there is a need to drive high levels of efficiency out of the current 
system in order to maintain a stable and high performing health service that can 
meet the growing needs of the population and allow continued investment in new 
services. 
 
Locally, both CCGs are in a relatively stable financial position and have consistently 
met relevant financial targets and control totals since inception.  Despite this, 
significant financial pressures continue to be evident in the local system, particularly 
amongst our local providers and these are only likely to increase. 
 
Moving into 2019/20 there is a clear need through the Integrated Care System (ICS) 
and Integrated Care Partnerships (ICPs) to work with local providers and partners to 
manage pressures across the health economy, both locally and across the ICS 
footprint. 
 
This summary financial strategy document provides an overview of the financial 
position / plans of DDES CCG and North Durham and summarises the draft financial 
plan of the proposed new merged organisation. 
 
 
 
2. CCG Allocations 
 
Both CCGs have received confirmation of their allocations for 2019/20, both for 
commissioning spend and running costs, along with expected allocations for future 
years. 
 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 


 







Both CCGs are currently above target allocation but are within 5% (circa 4% above 
in both CCGs which is expected to reduce towards based on published allocations 
set out below).  It is assumed the funding allocations for the merged CCG will simply 
reflect the sum of the current individual CCG allocations. 
 
A summary of the expected allocations is shown below (reflected published CCG 
allocations together with any recurring allocation adjustments in Q1 2019/20): 
 
CCG Allocation Summary 2019/20 2020/21 2021/22 2022/23 2023/24 
  £'000 £'000 £'000 £'000 £'000 


      DDES CCG: 
     Programme 485,562 504,590 523,815 542,587 560,663 


Primary Care Delegated  45,123 46,774 49,008 50,779 52,644 
Running Costs 6,230 5,495 5,495 5,495 5,495 
Total DDES CCG 536,915 556,859 578,318 598,861 618,802 


      North Durham CCG: 
     Programme 374,744 388,837 402,733 416,494 429,950 


Primary Care Delegated  35,445 36,834 38,621 40,046 41,548 
Running Costs 5,402 4,765 4,765 4,765 4,765 
Total North Durham CCG 415,591 430,436 446,119 461,305 476,263 


      Expected merged CCG: 
     Programme   893,427 926,548 959,081 990,613 


Primary Care Delegated    83,608 87,629 90,825 94,192 
Running Costs   10,260 10,260 10,260 10,260 
Total expected funding for merged 
CCG   987,295 1,024,437 1,060,166 1,095,065 


 
Note – running cost allocations are not published beyond 2020/21 but have been 
assumed to continue at the same value. 
 
Funding for primary care delegated budgets has been assumed in the plan for the 
merged CCG going forwards, although it is acknowledged an application for the 
delegation of primary care budgets will need to be approved separately for the new 
CCG. 
 
 
3. Current Position 
 
Both CCGs are in a relatively stable financial position with a track record of 
consistently delivering financial targets and control totals. 
 
A summary of the surplus position (including underlying surplus) delivered in 
2018/19 and the planned position for 2019/20 is shown below: 
  







 
  2018/19 Actual   2019/20 Plan 
  DDES   North Durham 


 
DDES   North Durham 


  £'000 %   £'000 %   £'000 %   £'000 % 
                        
In-year surplus 2,000 0.4% 


 
2,000 0.5% 


 
0   


 
0   


Cumulative surplus 15,177 3.2% 
 


12,598 3.4% 
 


11,177 2.3% 
 


8,598 2.2% 
Running cost underspend 576 9.2% 


 
331 6.1% 


 
500 8.0% 


 
300 5.6% 


Underlying surplus 4,725 0.9%   4,053 1.0%   5,775 1.1%   3,756 0.9% 
 
 
Whilst there are a number of potential financial risks to manage, both CCGs are 
expected to maintain their underlying surplus position and deliver expected control 
totals (in-year breakeven position) in 2019/20. 
 
Given the similarities in the financial position of both CCGs no significant impact or 
changes in the financial position of the proposed merged organisation are expected. 
 
 
 
4. Financial Plan 
 
A summary of the draft financial plan for the proposed merged organisation, together 
with the 2019/20 plan of the two current CCGs is shown in Appendix 1.  This is an 
initial draft plan which will need to be reviewed and updated in line with the LTP 
planning guidance and submissions due in the Autumn. 
 
The plan demonstrates delivery of an in-year breakeven position in each year, with 
maintenance of the underlying surplus position. 
 
The reserves position includes an expected 0.5% contingency and other 
uncommitted reserves, along with a balance of investment to be committed to meet 
the requirements of the LTP. 
 
 
 
5. Planning Assumptions 
 
The financial plan for the proposed merged organisation from 2020/21 is based on a 
similar set of planning assumptions as those applied in the individual CCG plans for 
2019/20, as shown in Appendix 2. 
 
The assumptions reflect the guidance set out within the LTP Implementation 
Framework, including expected tariff uplifts and the requirement for spending on 
mental health and learning disabilities services, community services, primary care 
and continuing healthcare to grow at least in line with CCG allocation growth. 
 


• CCG allocations have been based on those set out in section 2 above, 







• The starting point for the 2020/21 plan is the sum of the expected recurring 
outturn costs for the two CCGs in 2019/20, 


• Net national tariff uplift is based on the assumptions published within the LTP 
implementation framework, 


• In line with the requirement for the Mental Health Investment Standard, 
spending on mental health and learning disabilities services has been 
assumed to grow in line with CCG allocations, 


• Spend on community services and primary care has been assumed to grow in 
line with CCG allocations, in accordance with the LTP, 


• Significant growth on individual packages of care have been planned for, to 
reflect the cost growth seen in previous years, 


• CQUIN has been assumed to remain constant and no other significant 
national contract changes have been assumed (other than net tariff uplift), 


• A contingency sum of 0.5% of programme funding has been held, 
• An in-year breakeven position will be delivered 
• QIPP savings are expected to be delivered at a similar level to both 2018/19 


actuals and 2019/20 plans, as outlined below 
 
 
 
6. QIPP 
 
The financial plan includes certain expected efficiencies under the QIPP programme, 
which are summarised below, together with savings delivered in 2018/19: 
 
QIPP Efficiencies 2018/19 Actuals   2019/20 Plan   2020/21 onwards 
  £m %   £m %   £m % 
      


 
    


 
    


DDES 8.1 1.6% 
 


8.1 1.5% 
 


 1.5% 
North Durham 5.6 1.4% 


 
5.4 1.3% 


 
 1.3% 


Total 13.7     13.5     13.5 - 14 1.4% 
 
Both CCGs successfully delivered their QIPP plans for 2018/19 and robust plans are 
in place to deliver the 2019/20 plan.  Expected savings for 2020/21 onwards are 
assumed to continue at a similar level to current year plans, at between £13.5m to 
£14m per year (circa 1.4%). 
 
The majority of 2019/20 savings have effectively been delivered through the agreed 
block contract in place with both CCGs main acute and community services provider 
(CDDFT).  This is a 3 year block contract agreement which provides additional 
assurance over delivery of the 2020/21 savings. 
 
The QIPP management and reporting process has been reviewed in the current year 
and a revised process has been agreed as part of collaborative working 
arrangements across the five CCGs in County Durham, Darlington and Teesside.  
This provides a more robust process and set of standard documentation to manage 
QIPP delivery.  Joint arrangements are also in place across both CCGs and CDDFT 
to manage delivery of relevant QIPP and cost improvement schemes across the 
CCGs and provider. 







 
 
 
7. Risks and Mitigations 
 
There are a number of potential risks reflected within this plan, arising from: 
 


• Challenging efficiency saving requirements across the local health economy 
particularly with our main acute provider,  


• Acute contract over performance on remaining PbR contracts due to 
increasing demand from an ageing and growing local population, 


• Continued increasing growth in continuing healthcare packages and 
pressures on fees, 


• Primary Care prescribing growth 
 
These have been successfully managed by both CCGs in previous years and 
sufficient mitigations exist within the plan going forward via the 0.5% contingency 
and other uncommitted reserves / investments to manage pressures as required. 
 
A joint 'system assurance group' also continues to operate across the 3 CCGs in 
County Durham and Darlington and the main provider, CDDFT, to ensure alignment 
of plans and progress actions to support a balanced health economy. 
 
 
8. Delivery of Long Term Plan Financial Tests  
 
There are 5 financial tests set out within the NHS Long Term Plan.  The proposed 
merger of the CCG is not anticipated to have a significant impact on delivery against 
those tests.  The expected position is summarised below: 
 
Test 1: The NHS (including providers) will return to financial balance 
Both CCGs are currently in financial balance and this is expected to continue.   
 
Test 2: The NHS will achieve cash-releasing productivity growth of at least 


1.1% per year 
Both CCGs are currently delivering QIPP savings in excess of 1.1% per year and 
this is expected to continue.  The merger will produce some additional financial 
efficiencies which will contribute to the QIPP plan. 
 
Joint work programmes and PMO arrangements are in place across both CCGs and 
with our main provider to support delivery of 1.1% efficiency across the system, 
along with the additional efficiencies required to deliver financial balance across the 
wider system.   
  
Test 3: The NHS will reduce the growth in demand for care through better 


integration and prevention  
This forms a key part of existing QIPP plans.  Joint work programmes are in place 
across both CCGs and with our main provider to support appropriate reductions in 
demand growth and maximise efficiencies.  This includes regional schemes in 







respect of medicines optimisation and value based clinical commissioning policies 
(which build upon the current national programmes). 
 
No significant impact on this is expected from a merger as the work programmes are 
already developed and delivered jointly across the CCGs (and wider).   
 
Within County Durham, significant progress has been made on integrated working 
across the CCGs, local authority and main providers.  The proposed merger of the 
CCGs in County Durham will further support integrated working plans with the local 
authority. 
 
Test 4: The NHS will reduce unjustified variation in performance  
Both CCGs continue to work with providers and partners at ICP and ICS level to 
reduce unjustified variation.  The proposed merger, and existing collaborative 
working arrangements across the 5 CCGs in County Durham and Tees Valley will 
help to ensure a consistent approach is taken across a wider footprint. 
 
Test 5: The NHS will make better use of capital investment and its existing 


assets to drive transformation 
The CCGs have minimal direct capital investment / assets and no changes to that 
are anticipated from the proposed merger.  Both CCGs will continue to support the 
development/delivery of the ICS Estates Strategy and are already working 
collaboratively with providers across County Durham and Tees Valley to jointly 
manage existing estate and maximise efficiencies through reducing void space and 
improving estate utilisation.  That work forms a key component of the system savings 
plan across County Durham and Tees Valley.  
 
 
 
 
 







Appendix 1 – Financial Plan Summary 
 
County Durham Plan Summary         Expected merged CCG 


Revenue Budgets 


DDES 
CCG 


2019/20 
Plan 


ND CCG 
2019/20 


Plan 


Combined 
CCG Total 


2019/20 
  2020/21 


Plan 
2021/22 


Plan 
2022/23 


Plan 
2023/24 


Plan 


 £'000   £'000   £'000     £'000   £'000   £'000   £'000  
                 


Resources available 540,915 419,591 960,506   987,296 1,024,436 1,060,166 1,095,065 
                 


Commissioning Spend:                 
Acute services 237,882 184,397 422,279   430,914 439,759 447,170 454,740 
Mental Health/Learning Disabilities services 67,458 51,232 118,691   124,109 128,729 133,265 137,663 
Community services 54,693 44,536 99,229   103,062 106,893 110,658 114,307 
Continuing Care / funded nursing care (FNC) services 33,753 24,668 58,421   63,359 68,846 74,963 81,784 
Primary Care services 67,960 51,841 119,801   124,431 129,062 133,610 138,019 
Primary Care Delegated Commissioning 45,123 35,445 80,568   83,608 87,629 90,825 94,192 
Other Programme Services 19,952 15,436 35,387   36,461 37,482 38,496 39,494 
Total Commissioning Services 526,821 407,555 934,375   965,945 998,400 1,028,986 1,060,199 
                  


Reserves:                 
Contingency (Minimum 0.5%) 2,705 2,098 4,803   4,936 5,123 5,301 5,475 
Other Reserves 5,659 4,836 10,496   6,155 10,654 15,619 19,131 
                  


Total Programme Expenditure 535,185 414,489 949,674   977,036 1,014,176 1,049,905 1,084,805 
                 


Total Running Costs 5,730 5,102 10,832   10,260 10,260 10,260 10,260 
                 


Grand Total Application of Funds 540,915 419,591 960,506   987,296 1,024,436 1,060,165 1,095,065 
                 


Net in-year (surplus) / deficit (0) (0) (0)   0 (0) (1) (0) 







 
Appendix 2 – Financial Plan Key Assumptions 
 
County Durham Plan    2019/20   2020/21   2021/22   2022/23   2023/24 


Key Assumptions 


 


Net 
tariff 
uplift 


Growth 


 


Net 
tariff 
uplift 


Net 
Growth 


 


Net 
tariff 
uplift 


Net 
Growth 


 


Net 
tariff 
uplift 


Net 
Growth 


 


Net 
tariff 
uplift 


Net 
Growth 


 
% % 


 
% % 


 
% % 


 
% % 


 
% % 


  
 


    
 


    
 


    
 


    
 


    
Commissioning Spend: 


 
    


 
    


 
    


 
    


 
    


Acute services 
 


5.4% 1.0% 
 


1.5% 2.0% 
 


1.5% 2.0% 
 


1.1% 2.0% 
 


1.1% 2.0% 
Mental Health/Learning Disabilities 
services 


 


2.7% 2.8% 


 


1.4% 3.5% 


 


1.6% 3.0% 


 


1.3% 3.2% 


 


1.3% 3.1% 


Community services 
 


2.7% 1.8% 
 


1.3% 4.5% 
 


1.3% 4.4% 
 


0.9% 4.6% 
 


0.9% 4.4% 
Continuing Care / funded nursing care 
(FNC) services 


 


3.6% 10.0% 


 


3.5% 8.0% 


 


3.5% 8.0% 


 


3.5% 8.0% 


 


3.5% 8.0% 


Primary Care services 
 


1.2% 1.7% 
 


1.0% 1.3% 
 


1.0% 1.3% 
 


1.0% 1.3% 
 


1.0% 1.3% 
Primary Care Delegated Commissioning 


 
0.0% 0.0% 


 
0.0% 0.0% 


 
0.0% 0.0% 


 
0.0% 0.0% 


 
0.0% 0.0% 


Other Programme Services 
 


0.9% 1.2% 
 


0.9% 2.6% 
 


0.9% 2.5% 
 


0.9% 2.4% 
 


0.9% 2.3% 
 
Primary care delegated commissioning budgets are set in line with expected primary care delegated allocations each year. 
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Agenda Item No: GBiC/19/75  
Date of Meeting: 27 August 2019 


 


GOVERNING BODIES IN COMMON 
DDES CCG AND NORTH DURHAM CCG 


  


 


Purpose of Paper For decision 
 


Which CCG is this 
report applicable too? 
Please () as relevant 


All 
 


D’ton DDES 
 


HaST 
 


North 
Durham 


S Tees 
 


HRW 
CCG 


☐ ☐ ☒ ☐ ☒ ☐ ☐ 


Title Proposals for the Merger of Durham Dales, Easington and 
Sedgefield CCG and North Durham CCG 


Responsible Director / 
Sponsor 


Dr Neil O’Brien, Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley Clinical Commissioning Groups (CCGs) 


Author of the Report Ms Ali Wilson, Director of Strategic Development (transition), CCG 
Collaborative 


Name of the person 
presenting at the 
meeting: 


Dr Neil O’Brien, Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley CCGs 


Date of the report: August 2019 


Report Status Official 
 


Is this report 
confidential? 


No  


Recommendation(s) Durham Dales, Easington and Sedgefield CCG Governing 
Body is requested to: 
 consider the proposals and agree to progress an application for 


the merger of Durham Dales, Easington and Sedgefield CCG 
and North Durham CCG, 


 agree the proposed name for the new CCG which meets NHS 
criteria and reflects the geography of the CCG which is NHS 
County Durham CCG. 


 
North Durham CCG Governing Body is requested to: 
 consider the proposals and agree to progress an application for 


the merger of Durham Dales, Easington and Sedgefield CCG 
and North Durham CCG, 


 agree the proposed name for the new CCG which meets NHS 
criteria and reflects the geography of the CCG which is NHS 
County Durham CCG. 


Summary The purpose of the report is to present Governing Bodies with 
proposals for the merger of Durham Dales, Easington and 
Sedgefield CCG and North Durham CCG.  It includes relevant and 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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related information in respect of the request for Merger of 
Darlington CCG, Hartlepool and Stockton-on-Tees CCG and South 
Tees CCG given current collaborative arrangements. 
 
The report highlights the key considerations Governing Bodies will 
need to take into account in making their decision to submit the 
applications for dissolution of the current CCG configuration and 
the formation of the proposed new CCGs.  Included therefore is the 
cases for change as this relates to each of the proposed CCGs 
including the background and context relating to the proposed 
changes; the options considered and the preferred option; the legal 
framework within which the changes would be delivered; the 
potential benefits and challenges identified through the preparation 
work to date and in particular feedback from the public, member, 
partner, stakeholder and staff engagement process; the impact on 
financial sustainability and efficiency; the outcome of the equality 
impact assessment; and identified risks and mitigations.  
   
A summary of required documentation for submission to NHS 
England is included, copies of the key documents appended and/or 
available to Governing Body Members prior to the meeting with 
hard copies reproduced for the meeting for reference. 


Declarations of interest 
and how they have 
been/will be managed 


As the decisions relate to the dissolution of the current CCGs and 
the potential creation of a new CCG with a new constitution and 
new Governing Body, all members may be impacted by the 
change.  However, at this stage there are no direct or indirect 
conflicts of interest related to the decisions required today. 


Consultation Route 
Please detail any 
consultation and other 
approval routes 


Meeting Date 
 


Outcome 
 


Engagement in respect 
of the proposals is 
included in the report 


Throughout June and 
July 2019 
 


Details in the 
report 


Combined 
Management Group 


14 August 2019 
 


Approved 


Governing Bodies in 
Common 


27 August 2019 
 


 


Does this need to be 
reported to another 
Committee? 


No. 


Strategic Aims Does this report support the achievement of relevant 
CCG Strategic Aims? 


YES 
 


Financial Implications The expected efficiencies gained are presented in section 3.5 of 
the report and appendix 10. Potential net additional savings of 
£0.269m with £0.529m already achieved across Durham. 


Legal Implications  These are included in section 2.1 of the report and include CCG 
regulations 2012 in respect of CCG merger; Sections 242 and 244 
of the NHS Act 2006 in respect of engagement of the public and 
partners and Section 149 of the Equality Act 2010. 
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Assurance 
Framework/Risk 
Register Implications 


Risks are covered in section 3.6 of the report. 
 


Details of Patient and 
Public Involvement 
and/or Implications 


Section 3.2 of the report details the approach to engagement and a 
full engagement outcome report is included at appendix 6. 


Has an Equality Impact 
Analysis been 
completed?  


A full EIA has been completed, summarised in section 3.1 of the 
report and attached at Appendix 3. 


Attachments 
 
 Report:  Proposals for the Merger of Durham Dales, 


Easington and Sedgefield CCG and North Durham CCG, 
and the Merger of Darlington CCG, Hartlepool and 
Stockton-on-Tees CCG and South Tees CCG 


 Appendix 1 Merger Application Case for Change (Durham)  
 Appendix 2 Merger Application Case for Change (Tees Valley) 
 Appendix 3 Equality Impact Assessment 
 Appendix 4 Supporting Place Based Approaches (Durham) 
 Appendix 5 Supporting Place Based Approaches (Tees Valley)  
 Appendix 6 Engagement Feedback Report with Healthwatch 


Report Annex 
 Appendix 7 Benefits Realisation Dependency Map (Durham) 
 Appendix 8 Benefits Realisation Dependency Map (Tees 


Valley)  
 Appendix 9  CCG Merger Financial Strategy / Plan (Durham) 
 Appendix 10 Potential Merger Savings 
 Appendix 11  CCG Merger Financial Strategy / Plan (Tees 


Valley) 
 
 








COLLABORATIVE WORKING / MERGER SAVINGS - DRAFT 02/08/19


Durham Tees Valley Total Notes


£'000 £'000 £'000


SAVINGS ALREADY MADE THROUGH COLLABORATIVE WORKING


Joint AO/CO arrangements 273 45 318


Consolidation of lay members 17 167 184


Vacancy control through shared teams 82 610 692


Estates 157 218 375


TOTAL SAVINGS ALREADY MADE 529 1,040 1,569


POTENTIAL ADDITIONAL SAVINGS THROUGH MERGER


Governing Body:


Single Chair for each CCG 70 15 85 Estimate - moving to 1 chair in each CCG


Lay Members 0 8 8 Estimate - moving to single PPI lay member 


CFOs 115 115 230 Estimate of moving from 4 current posts to 2


Other directors 0 Any structure changes TBC - no savings assumed at present


Clinical Leadership costs 0 TBC


Non-pay costs:


Audit Fees 50 100 150 Internal and external audit fees


Other non-pay (procurement/payroll SLAs, other network / subscriptions etc) 34 68 102


NECS


No specific savings included but merger will held deliver minimum 


12% NECS SLA reduction (£1.6m)


TOTAL ADDITIONAL POTENTIAL SAVINGS 269 306 575


Of which: 


Savings which could potentially be delivered via collaborative working 128 81 208


Savings which could only be delivered via merger 142 226 367


269 306 575


Additional costs of merger (Non-recurring):


SBS Fees 100 100 200


Redundancy costs 100 100 200 Estimate - TBC


Merger project team costs TBC


200 200 400








 
 


Development of a single 
strategic commissioning 
function across the Tees 
Valley 


Creation of a single 
Governing Body and 
Sub-Committees 


Improved health and 
wellbeing of the Tees 
Valley population whilst 
retaining local patient 
focus 


Increased financial 
efficiency through best 
use of space 


Working together to 
improve the health 
and wellbeing of 
people in the Tees 
Valley, continuously 
improving and 
delivering high 
quality, innovative 
and equitable health 
services and person 
centred care.  
 
 


Digital technology 
implemented  


Development of a single 
Clinical Leadership 


model across the Tees 
Valley 


Rationalisation of CCG 
Estate 


Improved team working 
within single base 
 


Increased efficiency and 
productivity of 
Executive Team 


Improved collaborative 
working, team 
satisfaction and 
communication 
between staff & 
stakeholders 


Increased financial and 
staffing time efficiencies 
through reduction in 
dual processes, CCG 
costs. Increased focus 
on recovery & control 


 


Appropriate capacity 
and capability to deliver 
organisational priorities 
and statutory functions 


Additional availability of 
resource for healthcare 
and improved patient 
outcomes 


Consistent deployment 
of corporate and 
strategic policies  


 


Improved retention of 
staff and satisfaction 
levels 


Improved fairness 
across the System  


 


Increased opportunity 
for shared learning and 
staff resilience 


Reduced financial & 
corporate risk, 
improved control. 
Increased power of 
negotiation / influence 


Reduction in 
unwarranted variation 
and improving patient 
quality and experience 


Increased focus of 
Clinical Leaders for key 
decision making 


Enabling Changes Business Changes Benefits Outcome Vision 


Reduction in the 
number of office 
bases 


Creation of a single 
Tees Valley staffing 
structure 


Creation of a single 
financial plan, 
assurance process 
and statutory 
obligations for the 
Tees Valley, 
monitoring and 
management 
processes 


Standardisation of 
care pathways to 
improve equity of 
care and reduce 
unwarranted 
variation 


Clinical leadership 
model aligned with 
priorities will support 
increased clinical 
focus, simplified 
decision-making and 
engagement model. 


Tranche of the Long 
Term Plan priorities 
delivered 


Staff 
utilising/accessing 
digital technology for 
meetings / 
collaboration 








 
Official 
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Page 1 of 1 


GOVERNING BODIES IN COMMON ACTION LOG 
 


REF 
NUMBER 


MEETING 
DATE 
ACTION 
AGREED 


ACTION RESPONSIBLE 
OFFICER 


AGREED 
COMPLETION 
DATE 


PROGRESS 
UPDATES 


OUTCOME 


 


1  There are no outstanding actions. 


 
ACTIONS AGREED AS COMPLETE AT THE GOVERNING BODIES IN COMMON MEETING HELD ON 28 MAY 2019 


2  19.3.19 GBiC/19/26 Committee terms of 
reference 2019/20 
JM to arrange for the wording 
relating to Director of Nursing 
(DoN) representation from the CCG 
to be changed to reflect that it 
required a DoN representative from 
within the 5CCGs 


JM  20.5.19: this is in the 
process of being 
actioned. 


Agreed as 
complete 


3  19.3.19 GBiC/19/33 Health Protection 
Assurance Annual Report 2017-
18 
GF to report back on the work 
being undertaken by North East 
Commissioning Support to help 
CDDFT to resolve the problems 
producing the antenatal and new-
born screening programme data. 


Gill O’Neill  28.5.19: GF reported 
that CDDFT had 
indicated a report into 
resolving the issues 
would be available end 
July 2019. 


Agreed as 
complete 
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 to Action taken to mitigate risk 
(agreed with line manager where 


appropriate)


Atkin Andrew C
Lay member
Vice Chair of DDES PCC and GB


Lay member and Vice 
Chair of DDES Primary 
Care Commissioning 
Committee (PCC) and  
Governing Body (GB)


1.3.19 Y Y Y Y Y
I am jointly employed by DDES CCG and 


North Durham CCG as a Lay Member
 1.2.17 present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Bailey Nicola C
Chief Operating Officer for DDES CCG


Chief Officer - Durham, Darlington and Tees CCGs


Chief Operating 
Officer for DDES CCG
Chief Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


20.3.19 Y Y Y Y Y Y Y
Employed as Chief Officer, Durham, 
Darlington and Tees CCGs


 1.10.18 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Bailey Nicola C
Chief Operating Officer for DDES CCG


Chief Officer - Durham, Darlington and Tees CCGs


Chief Operating 
Officer for DDES CCG
Chief Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


20.3.19 Y Y Y Y Y Y Y
my daughter is an Assistant Directorate 
Manager for medicine and urgent care 
at Newcastle  hospitals


 Aug '18 present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Brierley Mike C
Director of Commissioning, Strategy and Delivery 
across the 5 CCGs


Director of 
Commissioning, 
Strategy and Delivery 
across the 5 CCGs


27.2.19 Y Nothing declared


Burns Sarah C
Director of Commissioning Strategy and Delivery 
for DDES CCG and North Durham CCG


Director of 
Commissioning 
Strategy and 
Delivery


28.2.19 Y Y Y Y Y


My sister in law  is the Post Graduate 
Dean employed by Health Education 
North East (HENE) and consultant in 


general medicine rheumatology 
employed by City Hospital Sunderland 


(CHS)


 April '17 present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Carlton James C


Medical Director for DDES CCG
DDES staff
Reserve COM rep for Bishopsgate Medical Centre 
and Evenwood Medical Practice


Medical Director  7.3.19 Y Y Y Y


I am an employee of a GP partnership 
operating in DDES CCG at Evenwood 
Medical Practice and Bishopgate 
Medical Centre



E'Wood 
1.11.16 


B'gate 1.5.17
Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


DDES CCG DECLARATIONS OF CONFLICT OF INTEREST REGISTER - GOVERNING BODY @ 16.8.19
Name Attends these meetings Type of Interest
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 to Action taken to mitigate risk 
(agreed with line manager where 


appropriate)


Carlton James C


Medical Director for DDES CCG
DDES staff
Reserve COM rep for Bishopsgate Medical Centre 
and Evenwood Medical Practice


Medical Director  7.3.19 Y Y Y Y


Evenwood Medical Practice and 
Bishopgate Medical Centre are 
members of Durham Dales Health 
Federation


 1.4.14 Present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Carlton James C


Medical Director for DDES CCG
DDES staff
Reserve COM rep for Bishopsgate Medical Centre 
and Evenwood Medical Practice


Medical Director  7.3.19 Y Y Y Y


I am an employee of Darlington CCG as 
Lead GP for Cancer and Lead GP for 
Safeguarding Adults.  The cancer lead 
role is supported by a grant from 
Macmillan Cancer support.  


 April '14 present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Carlton James C


Medical Director for DDES CCG
DDES staff
Reserve COM rep for Bishopsgate Medical Centre 
and Evenwood Medical Practice


Medical Director  7.3.19 Y Y Y Y
I work for NHS England on a contractor 
basis as a GP appraiser


 April '14 present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Carlton James C


Medical Director for DDES CCG
DDES staff
Reserve COM rep for Bishopsgate Medical Centre 
and Evenwood Medical Practice


Medical Director  7.3.19 Y Y Y Y
My wife is a salaried GP in a GP prctice 
in Darlington


 April '14 present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Chandy Joseph C


Director of Commissioning Strategy and Delivery 
(Primary Care) for DDES CCG and North Durham 
CCG and Practice Manager for Shinwell Medical 
Group


Director of 
Commissioning 
Strategy and 
Delivery


7.5.19 Y Y Y Y


Shinwell Medical Group and Caradoc 
Practice East Durham Medical Group  


(developed following merger of Shinwell 
Medical Practice and Caradoc Surgery) 
are members of South Durham health 


CIC


 1.4.14 Present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Chandy Joseph C


Director of Commissioning Strategy and Delivery 
(Primary Care) for DDES CCG and North Durham 
CCG and Practice Manager for Shinwell Medical 
Group


Director of 
Commissioning 
Strategy and 
Delivery


7.5.19 Y Y Y Y


Premises interests in Peterlee Health 
Centre Consortium, Wheatley Hill 
Property Company and Shinwell 
Property Partnership


 Oct-01 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.
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 to Action taken to mitigate risk 
(agreed with line manager where 


appropriate)


Chandy Joseph C


Director of Commissioning Strategy and Delivery 
(Primary Care) for DDES CCG and North Durham 
CCG and Practice Manager for Shinwell Medical 
Group


Director of 
Commissioning 
Strategy and 
Delivery


7.5.19 Y Y Y Y
Trustee Dr Joseph Chandy Charitable 


Trust incorporating Roseby Road 
Wellbeing Centre


 2012 Present day


The person declaring the interest 
will fully outlined how they might be 
benefitted as a result of a decision 
being made by the CCG in relation 
to that area of conflict of interest.  
The course of action relating to 
whether the person should take 
part in any discussions/decision 
making would be made on a case 
by case basis.


Chandy Joseph C


Director of Commissioning Strategy and Delivery 
(Primary Care) for DDES CCG and North Durham 
CCG and Practice Manager for Shinwell Medical 
Group


Director of 
Commissioning 
Strategy and 
Delivery


7.5.19 Y Y Y Y


Managing Partner of East Durham 
Medical Group (formed 19.11.18 by 


merger of Shinwell Medical Practice and 
Caradoc Surgery and Phoenix Medical 


Practice)


 19.11.18 Present day 


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Cunnington Shore Chris  C Sedgefield PRG Chair PRG Chair 18.4.19 Y Nothing declared


Elliott Denise C Durham CC rep at Governing Body


Interim Head of 
Commissioning 
Durham County 
Council


14.2.18 Y
Head of Commissioning at Durham 
County Council


 Not declared Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Elliott Denise C Durham CC rep at Governing Body


Interim Head of 
Commissioning 
Durham County 
Council


14.2.18 Y
My daughter works in community 
maternity services in Sunderland


 1.1.17 Present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Findlay Stewart C
Chief Clinical Officer for DDES CCG
Chief Officer - Durham, Darlington and Tees CCGs


Chief Clinical 
Officer
Chief Officer - 
Durham, Darlington 
and Tees CCGs from 
1/10/18


3.4.19 Y Y Y Y Y
Employed as Chief Officer, Durham, 


Darlington and Tees CCGs
 1.10.18 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.







Surname First name
Current or 


Old 
interest


Reason for being on the register
Job role / title at 


CCG


Date DOI 
form or 


update rcvd


Co
un


ci
l o


f M
em


be
rs


Co
m


bi
ne


d 
M


an
ag


em
en


t G
ro


up


G
ov


er
ni


ng
 B


od
y


Jo
in


t C
om


m
itt


ee
 o


f t
he


 S
ou


th
er


n 
CC


G
s


Pr
im


ar
y 


Ca
re


 C
om


m
is


si
on


in
g 


Co
m


m
itt


ee


Ex
ec


ut
iv


e 
Co


m
m


itt
ee


Ex
ec


ut
iv


es
 in


 C
om


m
on


 E
xt


en
de


d


Jo
in


t Q
ua


lit
y 


Co
m


m
itt


ee


Re
m


un
er


at
io


n 
Co


m
m


itt
ee


Au
di


t &
 A


ss
ur


an
ce


 C
om


m
itt


ee


M
ed


ic
in


es
 P


ol
ic


y 
Ad


vi
so


ry
 G


ro
up


 (M
PA


G
)


Re
sp


ira
to


ry
 C


AG


O
th


er Declared Interest 
(nature of business and organisation)


Fi
na


nc
ia


l


N
on


-F
in


an
ci


al
 P


ro
fe


ss
io


na
l I


nt
er


es
ts


N
on


-fi
na


nc
ia


l p
er


so
na


l


In
di


re
ct


Da
te


 fr
om


 /
 o


r f
irs


t d
ec


la
re


d


Da
te


 to Action taken to mitigate risk 
(agreed with line manager where 


appropriate)


Findlay Stewart C
Chief Clinical Officer for DDES CCG
Chief Officer - Durham, Darlington and Tees CCGs


Chief Clinical 
Officer
Chief Officer - 
Durham, Darlington 
and Tees CCGs from 
1/10/18


3.4.19 Y Y Y Y Y
Part owner of Bishops Gate Medical 


Centre, Bishop Auckland
 1992 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Findlay Stewart C
Chief Clinical Officer for DDES CCG
Chief Officer - Durham, Darlington and Tees CCGs


Chief Clinical 
Officer
Chief Officer - 
Durham, Darlington 
and Tees CCGs from 
1/10/18


3.4.19 Y Y Y Y Y
Co Chair  of the Shadow Customer 


Owned Board of NECS
 Mar-17 present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Findlay Stewart C
Chief Clinical Officer for DDES CCG
Chief Officer - Durham, Darlington and Tees CCGs


Chief Clinical 
Officer
Chief Officer - 
Durham, Darlington 
and Tees CCGs from 
1/10/18


3.4.19 Y Y Y Y Y Daughter  works for North Durham CCG  15.1.18 present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Findley Gill C Director of Nursing and Quality  DDES CCG and 
North Durham CCG


Director of Nursing 
and Quality


1.3.19 Y Y Y Y Y
My husband owns an environmental 


consultancy firm called Magnitas and I 
am a director of that company


 2013 present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Findley Gill C Director of Nursing and Quality  DDES CCG and 
North Durham CCG


Director of Nursing 
and Quality


1.3.19 Y Y Y Y Y
I am also Director of Nursing for North 


Durham CCG
 2013 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Healy Amanda C
Durham CC rep at Primary Care Commissioning 
Committee and Governing Body 


Director of Public 
Health, Durham 
County Council


15.12.17 Y Y
Director of Public Health for Durham 
County Council


 1.5.17 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Jassat Feisal C
Lay member Patient and Public Engagement for 
DDES CCG and North Durham CCG
member of Audit & Assurance Committee


Lay member - 
Patient and Public 
Involvement


27.3.18 Y Y Y Lay member for North Durham CCG  1.4.18 present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.
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 to Action taken to mitigate risk 
(agreed with line manager where 


appropriate)


Jose Winny C


Sedgefield Locality Lead 
COM rep for Dene Valley Surgery and Jubilee 
Medical Group
Primary Care Home Lead for Sedgefield
also attends Joint Quality Committee
DDES staff


GP partner 10.5.19 Y Y Y Y Y GP Partner Jubilee Medical Group  2010 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Jose Winny C


Sedgefield Locality Lead 
COM rep for Dene Valley Surgery and Jubilee 
Medical Group
Primary Care Home Lead for Sedgefield
also attends Joint Quality Committee
DDES staff


GP partner 10.5.19 Y Y Y Y Y Diabetes Lead for DDES CCG  Not declared Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Jose Winny C


Sedgefield Locality Lead 
COM rep for Dene Valley Surgery and Jubilee 
Medical Group
Primary Care Home Lead for Sedgefield
also attends Joint Quality Committee
DDES staff


GP partner 10.5.19 Y Y Y Y Y
The practice is a member of South 


Durham Health CIC
 1.4.14 Present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Jose Winny C


Sedgefield Locality Lead 
COM rep for Dene Valley Surgery and Jubilee 
Medical Group
Primary Care Home Lead for Sedgefield
also attends Joint Quality Committee
DDES staff


GP partner 10.5.19 Y Y Y Y Y
PCH Lead and Locality Lead - Sedgefield I 
and II


 Not declared present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Jose Winny C


Sedgefield Locality Lead 
COM rep for Dene Valley Surgery and Jubilee 
Medical Group
Primary Care Home Lead for Sedgefield
also attends Joint Quality Committee
DDES staff


GP partner 10.5.19 Y Y Y Y Y


Trustee, Bethany House Care Home, 
Woodham, Newton Ayclliffe and 


Trustee at Woodham Christian Centre 
Ltd


 2014 Present day


The person declaring the interest 
will fully outlined how they might be 
benefitted as a result of a decision 
being made by the CCG in relation 
to that area of conflict of interest.  
The course of action relating to 
whether the person should take 
part in any discussions/decision 
making would be made on a case 
by case basis.
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(agreed with line manager where 


appropriate)


Jose Winny C


Sedgefield Locality Lead 
COM rep for Dene Valley Surgery and Jubilee 
Medical Group
Primary Care Home Lead for Sedgefield
also attends Joint Quality Committee
DDES staff


GP partner 10.5.19 Y Y Y Y Y
Wife  is a GP Partner at Bishops Close 


Spennymoor
 2015 present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Mole Sue C Easington PRG Chair
Easington PRG 
Chaitr


4.4.19 Y
Daughter is Regional Productivity 


Manager for NHSI from 1.2.19
 1.2.19 present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


Mudalagiri Rushi C


Easington Locallity Lead
COM rep for Shotton Medical Practice and Station 
Road Surgery  - now called Bevan Medical practice
attends Joint Quality Committee
DDES staff


GP Partner Shotton 
Medical practice 
and Station Road 
and Locality Lead 
Easington


10.5.19 Y Y Y Y


Shotton Medical Practice and Station 
road Surgery - now called Bevan 


Medical practice - are members of 
South Durham Health CIC


 1.4.14 Present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Mudalagiri Rushi C


Easington Locallity Lead
COM rep for Shotton Medical Practice and Station 
Road Surgery  - now called Bevan Medical practice
attends Joint Quality Committee
DDES staff


GP Partner Shotton 
Medical practice 
and Station Road 
and Locality Lead 
Easington


10.5.19 Y Y Y Y
GP partner at Station Road surgery and 
Shotton Medical practice - now called 


Bevan Medical practice
 Feb '15 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Mudalagiri Rushi C


Easington Locallity Lead
COM rep for Shotton Medical Practice and Station 
Road Surgery  - now called Bevan Medical practice
attends Joint Quality Committee
DDES staff


GP Partner Shotton 
Medical practice 
and Station Road 
and Locality Lead 
Easington


10.5.19 Y Y Y Y Easington Locality Lead for DDES CCG  Oct '15 8.3.18


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


O'Brien Neil C
Chief Clinical Officer - Durham, Darlington and 
Tees CCGs


Chief Clinical Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


1.10.18 Y Y Y


GP Partner at Cestria Health Centre, 
Chester-le-Street Financial Direct


 1.10.18 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


O'Brien Neil C
Chief Clinical Officer - Durham, Darlington and 
Tees CCGs


Chief Clinical Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


1.10.18 Y Y Y


Cestria Health Centre is a member of 
the Chester Le Street Primary Care 
Network


 1.7.19 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.
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 to Action taken to mitigate risk 
(agreed with line manager where 


appropriate)


O'Brien Neil C
Chief Clinical Officer - Durham, Darlington and 
Tees CCGs


Chief Clinical Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


1.10.18 Y Y Y


Cestria provides intermediate level 
service in ear, nose and throat, 
dermatology and minor surgery and 
palpations in which I financially benefit 
from.  1.10.18 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


O'Brien Neil C
Chief Clinical Officer - Durham, Darlington and 
Tees CCGs


Chief Clinical Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


1.10.18 Y Y Y


Cestria is a member of Chester-le-Street 
Health Ltd (GP Federation) non financial 
professional direct


 1.10.18 present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


O'Brien Neil C
Chief Clinical Officer - Durham, Darlington and 
Tees CCGs


Chief Clinical Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


1.10.18 Y Y Y


Wife works at County Durham and 
Darlington NHS Foundation Trust 
(CDDFT) indirect


 1.10.18 Present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.


O'Brien Neil C
Chief Clinical Officer - Durham, Darlington and 
Tees CCGs


Chief Clinical Officer - 
Durham, Darlington 
and Tees CCGs from 
1.10.18


1.10.18 Y Y Y


Working as Chief Clinical Officer 
(Accountable Officer) across the five 
CCGs of Durham, Darlington and Tees 


 1.10.18 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Pickering Mark C
Chief Finance Officer for DDES
Chief Finance Officer for Darlington CCG (from 
1.4.19)


Chief Finance 
Officer


23.4.19 Y Y Y Y Y Y
Foundation Trust - public member of 


CDDFT
 April '13 Present day


The person declaring the interest 
will fully outlined how they might be 
benefitted as a result of a decision 
being made by the CCG in relation 
to that area of conflict of interest.  
The course of action relating to 
whether the person should take 
part in any discussions/decision 
making would be made on a case 
by case basis


Pickering Mark C
Chief Finance Officer for DDES
Chief Finance Officer for Darlington CCG (from 
1.4.19)


Chief Finance 
Officer


23.4.19 Y Y Y Y Y Y


From 1st April 2019 Chief Finance 
Officer for Darlington CCG (whilst 


continuing with role as Chief Finance 
Officer for DDES CCG)


 1.4.19 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Pickering Mark C
Chief Finance Officer for DDES
Chief Finance Officer for Darlington CCG (from 
1.4.19)


Chief Finance 
Officer


23.4.19 Y Y Y Y Y Y


My wife is a director of Tees, Eask and 
Wear Valley Trust who are a current and 


potential future provider of services 
commissioned by the CCG


 April '13 Present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.
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appropriate)


Seward Angela C Member of Durham Dales PRG
PRG Chair for 
Durham Dales 
Locality


2.3.19 Y
Elected Governor on South Tees 


Hospital Foundation Trust
 Dec '13 Present day


The person declaring the interest 
will fully outlined how they might be 
benefitted as a result of a decision 
being made by the CCG in relation 
to that area of conflict of interest.  
The course of action relating to 
whether the person should take 
part in any discussions/decision 
making would be made on a case 
by case basis.


Seward Angela C Member of Durham Dales PRG
PRG Chair for 
Durham Dales 
Locality


2.3.19 Y Elected Lead Governor  Mar '17 present day


The person declaring the interest 
will fully outlined how they might be 
benefitted as a result of a decision 
being made by the CCG in relation 
to that area of conflict of interest.  
The course of action relating to 
whether the person should take 
part in any discussions/decision 
making would be made on a case 
by case basis.


Seward Angela C Member of Durham Dales PRG
PRG Chair for 
Durham Dales 
Locality


2.3.19 Y
Chair, Patient Participation Group. 


Barnard Castle Surgery, Durham Dales
 Sept '15 present day


The person declaring the interest 
will fully outlined how they might be 
benefitted as a result of a decision 
being made by the CCG in relation 
to that area of conflict of interest.  
The course of action relating to 
whether the person should take 
part in any discussions/decision 
making would be made on a case 
by case basis.


Seward Angela C Member of Durham Dales PRG
PRG Chair for 
Durham Dales 
Locality


2.3.19 Y
PRG representative for Barnard Castle 


surgery on Durham Dales PRG
 Feb '15 Present day


The person declaring the interest 
will fully outlined how they might be 
benefitted as a result of a decision 
being made by the CCG in relation 
to that area of conflict of interest.  
The course of action relating to 
whether the person should take 
part in any discussions/decision 
making would be made on a case 
by case basis.


Smith Jonathan C
Clinical Chair for DDES
COM rep for Silverdale Family practice
Primary Care Home Lead for Easington


GP Partner / Clinical 
Chair


3.4.19 Y Y Y Y Y Y
I am a partner at Silverdale Family 


practice
 2008 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.
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(agreed with line manager where 


appropriate)


Smith Jonathan C
Clinical Chair for DDES
COM rep for Silverdale Family practice
Primary Care Home Lead for Easington


GP Partner / Clinical 
Chair


3.4.19 Y Y Y Y Y Y
Silverdale practice is a member of South 


Durham Health CIC
 1.4.14 present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Spencer Ian C Secondary Care Clinician for DDES
Secondary Care 
Clinician


27.2.19 Y Nothing declared


Waller Dilys C


Durham Dales Locality Lead 
COM rep for Woodview Medical Practice
Primary Care Home lead for Durham Dales
DDES staff
attends Joint Quality Committee


GP partner 11.3.19 Y Y Y Y
I am a GP Partner at Woodview Medical 


Practice
 1989 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Waller Dilys C


Durham Dales Locality Lead 
COM rep for Woodview Medical Practice
Primary Care Home lead for Durham Dales
DDES staff
attends Joint Quality Committee


GP partner 11.3.19 Y Y Y Y
Woodview Medical practice is a 


member of Durham Dales Health 
Federation


 ?? Present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Waller Dilys C


Durham Dales Locality Lead 
COM rep for Woodview Medical Practice
Primary Care Home lead for Durham Dales
DDES staff
attends Joint Quality Committee


GP partner 11.3.19 Y Y Y Y
I am locality lead for DDES CCG and 


Primary Care Home Lead for DDES CCG



Locality
2014
PCH
2017


Present day


The person declaring the non-
financial professional interest will 
not take part in any decision 
making relating to the area of 
interest being declared might may 
take part in decision making if 
appropriate.


Waller Dilys C


Durham Dales Locality Lead 
COM rep for Woodview Medical Practice
Primary Care Home lead for Durham Dales
DDES staff
attends Joint Quality Committee


GP partner 11.3.19 Y Y Y Y
Woodview Medical practice is a 


dispensing practice
 1.4.14 present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Whitehouse John C
Lay member Governance and Audit for DDES CCG 
and North Durham CCG


Lay member - 
Governance and 
Audit


11.3.19 Y Y Y Y
I hold a lay member position with North 


Durham CCG and DDES CCG
 June '15 Present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.
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 to Action taken to mitigate risk 
(agreed with line manager where 


appropriate)


Whitehouse John C
Lay member Governance and Audit for DDES CCG 
and North Durham CCG


Lay member - 
Governance and 
Audit


11.3.19 Y Y Y Y
Governing Body member for North 


Cumbria CCG - appointment held since 
July 2018


 Jul-18 present day


The person declaring the financial 
interest will not take part in any 
decision making relating to that 
area of financial interest is being 
discussed.  They will be asked to 
leave any meeting where that area 
is being discussed.


Whitehouse John C
Lay member Governance and Audit for DDES CCG 
and North Durham CCG


Lay member - 
Governance and 
Audit


11.3.19 Y Y Y Y


Daughter is doctor in training with Lead 
Employer Trust for Junior Doctors (LET) 


hosted by County Durham and 
Darlington Foundatin Trust (CDDFT)


 20.5.16 Present day


Any conflict of interest declared in 
relation to an indirect interest will be 
considered on a case by case basis 
depending on the discussions 
taking place at the time.
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Appendix 4 


Proposed County Durham CCG 


Supporting Place Based Approaches 


 


Introduction and Background 


Since October 2018 the five CCGs across Durham and the Tees Valley have been working 
together under a joint leadership team with a single Accountable Officer (Dr Neil O’Brien) 
and two Chief Officers (Nicola Bailey and Stewart Findlay). Since April 2019 this was further 
progressed with the implementation of a combined senior management structure.  


Whilst changes have been implemented to facilitate collaborative working and improve 
management efficiency, we have endeavoured to retain a strong focus on local communities 
working in partnership with Local Authority (LA) partners and providers to ensure that the 
needs and priorities of local people are addressed and that we deliver the services and 
outcomes set out in the NHS Long Term Plan such as Primary Care Networks (PCNs).  


During the last few months CCGs have been engaging with their Members, partners, 
stakeholders, staff and the public, to explore the opportunities that a merger of the 
organisations into two distinct CCGs with a shared management team might provide, 
particularly given the requirement to reduce running costs by at least 20% and the focus 
now being placed on greater levels of integrated working with partners and providers.  The 
intention is that there will be one CCG covering County Durham and one CCG covering the 
Tees Valley. 


Engagement feedback has been supportive of the change, recognising the opportunity for 
greater efficiency and maximising resources to front line services, however many 
respondents have taken the opportunity to highlight their views on the importance of place 
and the avoidance of remote working that does not take into account the needs of local 
people or the importance of partnership working. 


This report describes the arrangements the CCGs are committed to continue and/or develop 
further to support a continued robust and inclusive local focus. 


Ways of Working 


Collaborative commissioning currently takes place at a place based level for adults and is 
developing for children’s services.  Working with the LA we have developed PCN 
performance profiles which will ensure that where there are specific performance issues 
relative to existing CCG geographies there will be a continued focus on this via the local 
place based working. The existing structures for safeguarding and infection, prevention and 
control will be maintained and strengthened by closer working with the other CCGs in our 
collaborative. 


For mental health and learning disability services there are existing partnership 
arrangements across County Durham and collaborative working across the Durham and 
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Tees Valley CCGs’ footprint.   This will continue to ensure a local focus on understanding 
needs and priorities and enable the achievement of economies of scale by working across 
the MH&LD partnership. 


For Children’s services, there is collaborative working across the Tees Valley and Durham 
footprint, supporting economies of scale and knowledge sharing, supported by the 
emerging development of children’s place based collaboration for County Durham which 
will enable targeted work in local communities.  The merger will enable more focused 
clinical input to commissioning development across health and social care.  Some of these 
benefits have been realised through existing collaborative arrangements, but will be 
strengthened by the merger.  It will be clear that a clinician has a mandate to act on behalf 
of the whole of the population of County Durham. 


Durham has a large geography with varied demographics and issues across the area.  The 
current development of a comprehensive five year health and social care plan for Durham 
which links to the Central ICP development will demonstrate how very targeted local work 
across the communities of Durham will combine with at scale working across the County 
and the CCG collaboration within the Central/Southern ICPs to work in the most efficient 
and effective way. 


CCG Governance  


The creation of a new CCG will require the development of a new Constitution which is a key 
document that describes how the CCG will discharge its functions and those of its Governing 
Body, its process for decision making (including arrangements for ensuring openness and 
transparency) and the process for managing conflicts of interest.   


The practices within the new CCG boundary will be its Members who will be responsible for 
certain statutory functions and will hold the Governing Body to account for those duties 
delegated to it. The CCG will have a new Governing Body, which will be reflective of its 
Membership and local communities including a lay member for Public and Patient 
Involvement. Typically Governing Body membership includes a combination of local clinical 
leaders and senior managers who work together to deliver the duties as set in statute and 
as appropriately applied to the population within the CCG boundary. 


These include for example to: 


• Make arrangements to secure public involvement in the planning of commissioning 
arrangements and in developing, considering and making decisions on any proposals 
for changes in commissioning arrangements that would have an impact on service 
delivery or the range of health services available.  


• Co-operate with relevant local authorities and participate in their Health and 
Wellbeing Boards and to co-operate with other NHS bodies.  


• Have regard to the need to reduce inequalities between patients with respect to 
their ability to access health services and the outcomes achieved for them.  


• Contribute to the Joint Strategic Needs Assessment (JSNA) and the Joint Health and 
Wellbeing Strategy (JHWS) led by the Health and Wellbeing Board(s) on which the 
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CCG has a representative, and to have regard to any JSNA or JHWS to which they 
have contributed which is relevant to the exercise of any of their functions. 


 


Organisational Structure 


The single management team across the two CCGs (currently across the 5) will ensure 
greater levels of economy, opportunities for improved efficiency (reducing internal 
meetings and statutory functions e.g. production of accounts, annual reports etc.) and 
sharing of expertise and capacity. 


Local facing roles 


Chief Officer - Each Chief Officer whilst supporting the Clinical Chief Officer (Accountable 
Officer), is a very senior leader and decision maker in their own right with a clear local focus 
as well as having responsibilities that span the whole geography (supporting resilience and 
shared learning). The Chief Officer for County Durham is Dr Stewart Findlay. 


Locality Director of Commissioning, Development and Delivery- There is a named ‘locality 
Director’ responsible for service commissioning with a placed based focus, partnership 
working with key local stakeholders e.g. LAs, and a remit to explore and support greater 
levels of integration where this will improve pathways and patient services. Typically their 
staff teams support patient engagement, service design, transformation and procurement 
working with partners across the local geography. Some will lead some pieces of work that 
make sense to do at scale for efficiency whilst also bringing the benefits and the learning 
into their place based work.  The Locality Commissioning Development and Delivery Director 
for County Durham is Sarah Burns. 


Director of Nursing and Quality - Each CCG will continue to have a Director of Nursing and 
Quality who will focus their work on improving quality and safety of services as well as 
ensuring a strong partnership approach to safeguarding of vulnerable people and services. 
Their staff teams will work wholly within the Local Authority boundaries ensuring 
appropriate close working arrangements with their local authority and provider 
counterparts within the patch. The Director of Nursing and Quality for County Durham is Gill 
Findley. 


Medical Director – the Medical Directors will continue to work closely with the Director of 
Nursing and Quality on quality and safety issues, supporting the emerging local Primary Care 
Network leaders in developing services in Primary care and ensuring a strong clinical voice in 
service transformation. There are currently two Medical Directors who share this role across 
the county. They are Dr James Carlton and Dr Ian Davidson. 


Executive clinical leaders – additional clinicians, drawn from the practices within the 
geography will support the Medical Directors and the Governing Body in ensuring there is a 
local clinical voice shaping services from their experience of one to one patient care. 


Chief Finance Officer – there are currently two Chief Finance Officers (CFO) working in 
County Durham. Post-merger it is envisaged that there will be one CFO working across the 
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county ensuring that the appropriate financial governance is in place to protect and support 
the financial health of the local system and that resources are used to maximise the very 
best patient outcomes and that services are best value.    


Locality Director of Commissioning, Development and Delivery - Primary Care: given the 
importance of developing new primary care networks, supporting our local clinicians in their 
connections with local people to transform primary and community services and to deliver 
the primary care contractual arrangements delegated from NHS England, a placed based 
Director with specific responsibility for primary care has been established for some time and 
will be maintained to support the work outlined above. The Director with this responsibility 
in County Durham is Joseph Chandy. Some primary care focused team members will lead 
some pieces of work that make sense to do at scale for efficiency, whilst also bringing the 
benefits and the learning into their place based work. 


Local and at scale working 


Since our collaboration we have taken the opportunity to strengthen our focus on some of 
the most vulnerable groups in our communities and have therefore created two new 
Director lead roles for Mental Health and Learning Disability and Children and Young 
Peoples services.  


Director of Commissioning Development and Delivery – Mental Health:  To ensure that 
there continues to be a focus on County Durham, a Director with specific responsibility has 
been established. For County Durham, this is Mike Brierley. Mike also works across Tees 
Valley ensuring learning is spread and the teams he manages are able to work efficiently 
and effectively through the local partnerships in place and with their equivalent senior 
leaders in the Local Authority and service providers. The establishment of the Accountable 
care Partnership has ensured that key partners are working effectively to achieve the best 
possible outcomes for local people. Mike also chairs a number of local strategic Mental 
Health partnerships including the Crisis Care Concordat on behalf of partners in the local 
system.  


Director of Commissioning, Development and Delivery- Children and Young People: To 
ensure there continues to be is a focus in each of the Local Authority areas on Children and 
Young People, a Director with this specific responsibility has been established. For County 
Durham, this is Alex Sinclair. Alex also works across Tees Valley and ensures that the 
learning from each of the Local Authority areas is disseminated; improving efficiency and 
effective working, whilst maintaining strong local partnerships with each of the Local 
Authority areas and providers. 


Locally based support staff 


Other staff members - The new CCG will continue to employ a number of junior and middle 
management staff that will continue to work in the locality and a strong corporate services 
function which whilst being managed across the 2 CCGs will provide support to locally based 
meetings and processes.  
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Creating a County Durham CCG 


The merger of the Durham CCGs would mean that: 


• The CCG boundary is co-terminus with the local authority boundary.   
• A single health commissioner will ensure a consistency of approach across the 


county.  
• Simplification of partnership approaches by working to one CCG agenda, priorities 


and approach whilst continuing to tackle issues and inequalities in communities 
across the county. 


• Agreement of a single strategy for health improvement across the County.   


 


Whilst some of these benefits have already been realised through the collaborative working 
already in place, further benefits in terms of reduction of duplication can still be realised.   


 


Ensuring ongoing Patient and Public Engagement 


A single Lay member for patient and public engagement is already in place across both of 
the Durham CCGs who supports the leadership and co-ordination of engagement activity 
across the two organisations. 


Both CCGs have very (similar and) well established structures for engaging with GP practice 
patient groups which we intend to continue. Through these working practices the CCG are 
already able to effectively engage patient representatives in aspects of their day to day 
engagement work, involve these members in devising appropriate engagement plans and 
provide regular updates on local service developments.  


Opportunities already exist for sharing and learning from one another as members from 
each CCG patient group are encouraged to attend those held by the ‘other’ CCG. Patient 
groups meetings are held with the CCGs in localities that make up their local areas, as well 
as collectively across each CCG area as a whole. We will be keen to explore how best these 
formats can operate alongside the developing ‘place based’ Primary Care Networks as these 
continue to evolve in the future.  


The current CCGs have a strong working relationship with local Healthwatch and leading 
Voluntary and Community Sector organisations. There are already lots of excellent examples 
of joint working between the CCGs and these organisations to ensure that engagement and 
consultation activities reach the desired audiences and are delivered according to best 
practice principles. With a single CCG for County Durham, stronger alignment with the 
boundaries of the local VCS organisations will be in place and will enable further 
development in the future.  


Shared staffing working across the two County Durham CCGs in relation to engagement has 
meant that here is a joined up approach to the requirements as well as having dedicated in-
house resource focussed on this work. This collaborative approach has supported both 
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organisations in their practices and the public presentation of information about 
engagement activities through their respective websites. This has been recognised by NHS 
England through their recent assurance process, achieving a ‘Good’ rating in 2018/19 for the 
Patient and Community Engagement indicator).  


As a single CCG, patient engagement and involvement will continue to be a priority and 
successful approaches to date will continue. 








 
 


Development of a single 
strategic commissioning 
function across Durham 


Creation of a single 
Governing Body and 
Sub-Committees 


Improved health and 
wellbeing of the 
Durham population 
whilst retaining local 
patient focus 


Increased financial 
efficiency through best 
use of space 


Working together to 
improve the health 
and wellbeing of 
people in Durham, 
continuously 
improving and 
delivering high 
quality, innovative 
and equitable health 
services and person 
centred care.  
 
 


Digital technology 
implemented  


Development of a single 
Clinical Leadership 


model across Durham 


Rationalisation of CCG 
Estate 


Improved team working 
within single base 
 


Increased efficiency and 
productivity of 
Executive Team 


Improved collaborative 
working, team 
satisfaction and 
communication 
between staff & 
stakeholders 


Increased financial and 
staffing time efficiencies 
through reduction in 
dual processes, CCG 
costs. Increased focus 
on recovery & control 


 


Appropriate capacity 
and capability to deliver 
organisational priorities 
and statutory functions 


Additional availability of 
resource for healthcare 
and improved patient 
outcomes 


Consistent deployment 
of corporate and 
strategic policies  


 


Improved retention of 
staff and satisfaction 
levels 


Improved fairness 
across the System  


 


Increased opportunity 
for shared learning and 
staff resilience 


Reduced financial & 
corporate risk, 
improved control. 
Increased power of 
negotiation / influence 


Reduction in 
unwarranted variation 
and improving patient 
quality and experience 


Increased focus of 
Clinical Leaders for key 
decision making 


Enabling Changes Business Changes Benefits Outcome Vision 


Reduction in the 
number of office 
bases 


Creation of a single 
Durham staffing 
structure 


Creation of a single 
financial plan, 
assurance process 
and statutory 
obligations for 
Durham, monitoring 
and management 
processes 


Standardisation of 
care pathways to 
improve equity of 
care and reduce 
unwarranted 
variation 


Clinical leadership 
model aligned with 
priorities will support 
increased clinical 
focus, simplified 
decision-making and 
engagement model. 


Tranche of the Long 
Term Plan priorities 
delivered 


Staff 
utilising/accessing 
digital technology for 
meetings / 
collaboration 








 
 


 
Appendix 11 


 
 


CCG Merger Financial Strategy / Plan 
 


NHS Darlington CCG, NHS Hartlepool and Stockton-on-Tees (HaST) 
CCG and NHS South Tees CCG 


 
 
1. Introduction / Context 
 
The scale of the financial challenge facing the CCGs and local health economy is 
significant.  Every year the NHS faces additional pressure on the funding received 
due to inflation, demographic changes of an aging and growing population and the 
cost of innovative new technologies and drug advancements.  This is within a 
context of constrained growth funding in the current times of austerity. 
 
This means that there is a need to drive high levels of efficiency out of the current 
system in order to maintain a stable and high performing health service that can 
meet the growing needs of the population and allow continued investment in new 
services. 
 
Locally, the CCGs are not in a relatively stable financial position, two of the CCGs 
have consistently met relevant financial targets and control totals since inception and 
one CCG is currently in special measures but making inroads to delivering its 
financial recovery. Significant financial pressures continue to be evident in the local 
system, particularly amongst our local providers and these are only likely to increase. 
 
Moving into 2019/20 there is a clear need through the Integrated Care System (ICS) 
and Integrated Care Partnerships (ICPs) to work with local providers and partners to 
manage pressures across the health economy, both locally and across the ICS 
footprint. 
 
This summary financial strategy document provides an overview of the financial 
position / plans of the three CCGs and summarises the draft financial plan of the 
proposed new merged organisation. 
 
 
 
2. CCG Allocations 
 
The three CCGs have received confirmation of their allocations for 2019/20, both for 
commissioning spend and running costs, along with expected allocations for future 
years. 
 







The three CCGs are currently above (Darlington 1.47%) and below (HaST -2.42% 
and South Tees -1.81%) target allocation but are within +/-5%, over the 5 years 
Darlington subsequently goes below target and the other CCGs don’t significantly 
move, meaning the merged CCG is c£18m (-1.5%) below target.  It is assumed the 
funding allocations for the merged CCG will simply reflect the sum of the current 
individual CCG allocations. 
 
A summary of the expected allocations is shown below (reflected published CCG 
allocations together with any recurring allocation adjustments in Q1 2019/20): 
 


 
 
Note – running cost allocations are not published beyond 2020/21 but have been 
assumed to continue at the same value. 
 
Funding for primary care delegated budgets has been assumed in the plan for the 
merged CCG going forwards, although it is acknowledged an application for the 
delegation of primary care budgets will need to be approved separately for the new 
CCG. 
 
 
3. Current Position 
 
The current position is mixed across the 3 CCGs, Darlington has previously been in 
financial recovery but has hit its control total consistently and is currently in a 


CCG Allocation Summary 2019/20 2020/21 2021/22 2022/23 2023/24
£'000 £'000 £'000 £'000 £'000


Darlington CCG:
Programme 159,173       164,796       170,412       176,100       181,745       
Primary Care Delegated 14,937         15,488         16,185         16,713         17,313         
Running Costs 2,271            2,003            2,003            2,003            2,003            
Total Darlington CCG 176,381       182,287       188,600       194,815       201,060       


HAST CCG:
Programme 437,363       455,737       474,687       493,553       512,108       
Primary Care Delegated 41,888         43,663         45,992         47,878         49,852         
Running Costs 6,376            5,627            5,627            5,627            5,627            
Total HAST CCG 485,627       505,027       526,306       547,058       567,587       


South Tees CCG:
Programme 455,563       472,670       490,162       507,546       524,472       
Primary Care Delegated 45,658         47,317         49,531         51,263         53,076         
Running Costs 5,988            5,282            5,282            5,282            5,282            
Total South Tees CCG 507,209       525,269       544,975       564,091       582,830       


Expected merged CCG
Programme 1,093,203   1,135,261   1,177,199   1,218,325   
Primary Care Delegated 106,468       111,708       115,854       120,241       
Running Costs 12,912         12,912         12,912         12,912         
Total Expected funding for merged CCG -                1,212,583   1,259,881   1,305,964   1,351,477   







stronger financial position. HaST CCG has consistently hit its control total but is 
beginning to show signs of underlying financial problems which are being addressed 
and South Tees has been placed into special measures and year 1 has hit its agreed 
control total utilising Commissioner Sustainablility Funding and is on track to deliver 
its financial recovery programme. As a system the two main acute providers are also 
in financial recovery with significant efficiency programme to be delivered to hit their 
control totals.  
 
Whilst there are a number of potential financial risks to manage, all three CCGs are 
expected to deliver expected control totals in 2019/20 . 
 
The proposed merged position of the 3 CCGs should improve the financial position 
given the potential of resetting the 1% surplus carry forward position could be met 
meaning any legacy surplus issues are addressed. 
 
 
 
4. Financial Plan 
 
A summary of the draft financial plan for the proposed merged organisation, together 
with the 2019/20 plan of the three current CCGs is shown in Appendix 1.  This is an 
initial draft plan which will need to be reviewed and updated in line with the LTP 
planning guidance and submissions due in the Autumn. 
 
The plan demonstrates delivery of an in-year breakeven position in each year, with 
maintenance of the underlying surplus position. 
 
The reserves position includes an expected 0.5% contingency and other 
uncommitted reserves, along with a balance of investment to be committed to meet 
the requirements of the LTP. 
 
 
 
5. Planning Assumptions 
 
The financial plan for the proposed merged organisation from 2020/21 is based on a 
similar set of planning assumptions as those applied in the individual CCG plans for 
2019/20, as shown in Appendix 2. 
 
The assumptions reflect the guidance set out within the LTP Implementation 
Framework, including expected tariff uplifts and the requirement for spending on 
mental health and learning disabilities services, community services, primary care 
and continuing healthcare to grow at least in line with CCG allocation growth. 
 


• CCG allocations have been based on those set out in section 2 above, 
• The starting point for the 2020/21 plan is the sum of the expected recurring 


outturn costs for the two CCGs in 2019/20, 
• Net national tariff uplift is based on the assumptions published within the LTP 


implementation framework, 







• In line with the requirement for the Mental Health Investment Standard, 
spending on mental health and learning disabilities services has been 
assumed to grow in line with CCG allocations, 


• Spend on community services and primary care has been assumed to grow in 
line with CCG allocations, in accordance with the LTP, 


• Significant growth on individual packages of care have been planned for, to 
reflect the cost growth seen in previous years, 


• CQUIN has been assumed to remain constant and no other significant 
national contract changes have been assumed (other than net tariff uplift), 


• A contingency sum of 0.5% of programme funding has been held, 
• An in-year breakeven position will be delivered 
• QIPP savings are expected to be delivered at a similar level to both 2018/19 


actuals and 2019/20 plans, for 2020/21 then reduce in future years as outlined 
below 


 
 
 
6. QIPP 
 
The financial plan includes certain expected efficiencies under the QIPP programme, 
which are summarised below, together with savings delivered in 2018/19: 
 


 
 
The CCGs have successfully delivered their QIPP plans for 2018/19 and robust 
plans are in place to deliver the 2019/20 plan.  Expected savings for 2020/21 
onwards are assumed to continue at a similar level to current year plans, and then a 
reduced expectation in future years at between £14.0m to £14.2m per year (circa 
1.1%). 
 
The QIPP management and reporting process has been reviewed in the current year 
and a revised process has been agreed as part of collaborative working 
arrangements across the five CCGs in County Durham, Darlington and Teesside.  
This provides a more robust process and set of standard documentation to manage 
QIPP delivery.  Joint arrangements are also in place across all three CCGs and FTs 
to manage delivery of relevant QIPP and cost improvement schemes across the 
CCGs and provider. 
 
 
 
 
 


QIPP Efficiencies


£m % £m % £m % £m %


DARL CCG 4.7 2.80% 2.4 1.30%
HAST CCG 11.3 2.70% 11.3 2.50%
STEES CCG 18.9 3.90% 11.0 2.20%
Total 34.9 24.7 28.2 2.30% 14- 14.2 1.10%


2018/19 
Actuals


2019/20 
Plan


2021/22 
onwards


2020/21 
Target







7. Risks and Mitigations 
 
There are a number of potential risks reflected within this plan, arising from: 
 


• Challenging efficiency saving requirements across the local health economy 
particularly with our main acute provider,  


• Acute contract over performance on remaining PbR contracts due to 
increasing demand from an ageing and growing local population, 


• Continued increasing growth in continuing healthcare packages and 
pressures on fees, 


• Primary Care prescribing growth 
 
These have been successfully managed by both CCGs in previous years and 
sufficient mitigations exist within the plan going forward via the 0.5% contingency 
and other uncommitted reserves / investments to manage pressures as required. 
 
A joint 'system assurance group' also continues to operate across the 3 CCGs in and 
the main providers, to ensure alignment of plans and progress actions to support a 
balanced health economy. 
 
 
8. Delivery of Long Term Plan Financial Tests  
 
There are 5 financial tests set out within the NHS Long Term Plan.  The proposed 
merger of the CCG is anticipated to improve on delivery against those tests.  The 
expected position is summarised below: 
 
Test 1: The NHS (including providers) will return to financial balance 
The merged plan demonstrates how the 3 CCGs will return to financial balance and 
this is expected to continue.   
 
Test 2: The NHS will achieve cash-releasing productivity growth of at least 


1.1% per year 
Given the CCGs are currently not as a collective delivering financial balance a 
stretch efficiency programme is in place in the early years of the merged CCG to 
ensure the collective underlying position improves.  The merger will produce some 
additional financial efficiencies which will contribute to the QIPP plan. 
 
Joint work programmes and PMO arrangements are in place across the three CCGs 
and with our main provider to support delivery of the stretch efficiency programme 
across the system, along with the additional efficiencies required to deliver financial 
balance across the wider system.   
  
Test 3: The NHS will reduce the growth in demand for care through better 


integration and prevention  
This forms a key part of existing QIPP plans.  Joint work programmes are in place 
across the three CCGs and with our main providers to support appropriate 
reductions in demand growth and maximise efficiencies.  This includes regional 
schemes in respect of medicines optimisation and value based clinical 
commissioning policies (which build upon the current national programmes). 







 
No significant impact on this is expected from a merger as the work programmes are 
already developed and delivered jointly across the CCGs (and wider).   
 
Test 4: The NHS will reduce unjustified variation in performance  
The three CCGs continue to work with providers and partners at ICP and ICS level to 
reduce unjustified variation and have a rightcare programme established.  The 
proposed merger, and existing collaborative working arrangements across the 5 
CCGs in County Durham and Tees Valley will help to ensure a consistent approach 
is taken across a wider footprint. 
 
Test 5: The NHS will make better use of capital investment and its existing 


assets to drive transformation 
The CCGs have minimal direct capital investment / assets and no changes to that 
are anticipated from the proposed merger.  The CCGs will continue to support the 
development/delivery of the ICS Estates Strategy and are already working 
collaboratively with providers across County Durham and Tees Valley to jointly 
manage existing estate and maximise efficiencies through reducing void space and 
improving estate utilisation.  That work forms a key component of the system savings 
plan across County Durham and Tees Valley.  
 
 
 
 
 







Appendix 1 – Financial Plan Summary 
 


 


Tees Valley Plan Summary


Darl CCG 
2019/20 


Plan


HAST CCG 
2019/20 


Plan


South Tees 
CCG 


2019/20 
Plan


2020/21 
Plan


2021/22 
Plan


2022/23 
Plan


2023/24 
Plan


 £'000  £'000  £'000  £'000  £'000  £'000  £'000 


Resource available 176,381 485,627 507,209 1,212,583 1,259,881 1,305,964 1,351,477


Commissioning Spend:
Acute services 80,313 240,108 227,399 563,994 578,285 590,379 600,730
Mental Health/Learning Disabilities services 22,208 55,619 66,247 150,716 156,517 162,301 167,971
Community services 17,223 30,939 35,750 86,745 90,070 93,392 96,649
Continuing Care / funded nursing care (FNC) services 12,650 34,090 41,753 96,374 103,562 112,361 121,907
Primary Care services 20,343 52,267 57,074 130,384 131,660 133,445 135,739
Primary Care Delegated Commissioning 14,862 41,679 45,430 105,935 111,149 115,274 119,639
Other Programme Services 5,238 21,815 25,622 56,435 59,289 61,957 64,608
Total Commissioning Services 172,838 476,516 499,276 1,190,585 1,230,532 1,269,108 1,307,242


Reserves:
Contingency (Minimum 0.5%) 882 2,428 2,536 6,062 6,300 6,529 6,757
Other Reserves 617 944 1,009 3,624 10,388 17,665 24,816
Efficiency Programme
Total Programme Expenditure 174,337 479,888 502,821 1,200,271 1,247,220 1,293,302 1,338,815


Total Running Costs 2,044 5,739 5,388 12,312 12,662 12,662 12,662


Grand Total Application of Funds 176,381 485,627 508,209 1,212,583 1,259,882 1,305,964 1,351,477


Net in-year (surplus) / deficit 0 (0) 1,000 0 1 (0) 0


Revenue Budget


Expected merged CCG







 
Appendix 2 – Financial Plan Key Assumptions 
 


 
 
Primary care delegated commissioning budgets are set in line with expected primary care delegated allocations each year. 
 
 


Tees Valley Plan Summary


Net 
tariff 
uplift


Growth
Net 


tariff 
uplift


Growth
Net 


tariff 
uplift


Growth
Net 


tariff 
uplift


Growth
Net 


tariff 
uplift


Growth


% % % % % % % % % %


Resource available


Commissioning Spend:
Acute services 5.4% 1.0% 1.5% 0.9% 1.5% 1.0% 1.1% 1.0% 1.1% 1.0%
Mental Health/Learning Disabilities services 2.7% 2.8% 1.7% 1.0% 1.7% 1.1% 1.4% 1.1% 1.4% 1.2%
Community services 2.7% 1.8% 1.3% 0.1% 1.3% 0.1% 0.9% 0.2% 0.9% 0.2%
Continuing Care / funded nursing care (FNC) services 3.6% 10.0% 3.5% 5.0% 3.5% 5.0% 3.5% 5.0% 3.5% 5.0%
Primary Care services 1.2% 1.7% 0.5% 1.0% 0.6% 1.0% 0.5% 1.0% 0.5% 1.0%
Primary Care Delegated Commissioning 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Other Programme Services 0.9% 1.2% 1.2% 0.1% 1.3% 0.1% 0.9% 0.1% 0.9% 0.1%


2022/23 2023/24


Revenue Budget


2019/20 2020/21 2021/22
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GOVERNING BODIES IN COMMON 
DDES CCG AND NORTH DURHAM CCG 


  
 


Purpose of Paper For decision 
 


Which CCG is this 
report applicable too? 
Please () as relevant 


All 
 


D’ton DDES 
 


HaST 
 


North 
Durham 


S Tees 
 


HRW 
CCG 
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Title North East and North Cumbria Integrated Care System  
Memorandum of Understanding for NHS Clinical 
Commissioning Groups and Foundation Trusts 


Responsible Director / 
Sponsor 


Dr Neil O’Brien, Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley Clinical Commissioning Groups (CCGs) 


Author of the Report Mr Alan Foster,  Integrated Care System (ICS) Lead for the North 
East and North Cumbria 


Name of the person 
presenting at the 
meeting: 


Dr Neil O’Brien, Accountable Officer/Clinical Chief Officer, County 
Durham and Tees Valley CCGs 


Date of the report: August 2019 
Report Status Official 


 
Is this report 
confidential? 


No. 


Recommendation(s) Governing Bodies are asked to: 
 approved the draft North East and North Cumbria Integrated Care 


System (ICS) Memorandum of Understanding. 
Summary The Memorandum of Understanding is an understanding between 


the North East and North Cumbria NHS organisations within our 
ICS.  It sets out the details of our commitment to work together to 
realise our shared ambitions to improve the health of the 3.1 million 
people who live in our area, and to improve the quality of their 
health and care services.  
 
In working together as a system we will place the people we serve, and 
the communities in which they live, at the centre of our decision-making, 
alongside a commitment to clinical leadership at every level of our ICS, 
and to an appropriate balance between primary, community and acute 
care. 
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Declarations of interest 
and how they have 
been/will be managed 


No conflict anticipated. 


 
Consultation Route 
Please detail any 
consultation and other 
approval routes 


Meeting Date 
 


Outcome 
 


Governing Bodies in 
Common 


27/8/19  


Does this need to be 
reported to another 
Committee? 


No. 


Strategic Aims Does this report support the achievement of relevant 
CCG Strategic Aims? 


YES 
 


Financial Implications The ICS has a key role in supporting organisations and ICPs to 
collectively drive financial sustainability and improve productivity.  As an 
ICS, we have agreed a set of principles for working together which 
include adopting a transparent, open-book approach to financial 
planning, in year reporting and a collective approach to financial risk 
management. 


Legal Implications  The Memorandum is not a legal contract. It is not intended to be legally 
binding and no legal obligations or legal rights shall arise between the 
Partners from this Memorandum. 


Assurance 
Framework/Risk 
Register Implications 


Links to ICS risk on corporate risk registers. 
 


Details of Patient and 
Public Involvement 
and/or Implications 


No patient or public involvement in the creation of this report. The 
report is created to provide assurance to the CCG of the IG 
activities over the year. 


Has an Equality Impact 
Analysis been 
completed?  


Not Applicable. 


Attachments  Appendix 1: ICS Memorandum of Understanding 
 Appendix 2: ICS-ICP Governance Structure 
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Background  


Building on the solid foundations of collaborative working and the shared 
management team already in place this proposal sets out the potential options for 
the five CCGs in the Tees Valley and County Durham to further progress this work 
as merged CCGs. This approach is in line with the NHS Long Term Plan and could 
offer benefits in respect of management efficiency and investment and 
improvements in patient services. 


There are four options for the future configuration of NHS Darlington; NHS Durham 
Dales, Easington and Sedgefield (DDES); NHS Hartlepool and Stockton-on-Tees 
(HaST); NHS North Durham and NHS South Tees CCGs. 


There are a number of factors to be taken into account when considering any 
potential merger configuration, including: quality and safety, financial stability and 
sustainability, partnership working and workforce.   


The options under consideration are: 


Option 1: Single CCG across the ICS, i.e. Cumbria and the North East 


Option 2: Single CCG across the 5-CCG collaborative: merger of NHS Darlington 
CCG, NHS Durham Dales, Easington & Sedgefield CCG; NHS 
Hartlepool & Stockton-on-Tees CCG; NHS North Durham CCG and 
NHS South Tees CCG. 


Option 3: Single CCG across each Integrated Care Partnership: i.e. the southern 
ICP (NHS Darlington CCG, NHS Hartlepool and Stockton on Tees 
CCG, NHS South Tees CCG,) and the central ICP (NHS Durham 
Dales, Easington and Sedgefield CCG, NHS North Durham CCG, NHS 
South Tyneside CCG and NHS Sunderland CCG) 


Option 4: Create two CCGs with a shared management structure:  i.e.: a single 
Tees Valley CCG (comprising NHS Darlington CCG, NHS Hartlepool & 
Stockton-on-Tees CCG and NHS South Tees CCG) and a single 
Durham CCG (comprising NHS Durham Dales, Easington & Sedgefield 
CCG and NHS North Durham CCG). 


Preferred Option 


There are clear opportunities and challenges for each of the options considered and 
work is continuing to better understand how opportunities are maximised and that 
plans are in place to mitigate the challenges.   


The emerging preferred option is to pursue Option 4:  create two CCGs from the 
existing five.  
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This Equality Impact Assessment has been undertaken based on this option, as it 
reflects the least disruption to the current ways of working which is five CCGs with a 
shared management team and retains the benefits that come with sharing 
commissioning and corporate expertise whilst enabling a continued focus on place-
based commissioning. This will also still enable the organisation to contribute to and 
benefit from broader collaborative working through the local Integrated Care System 
and being supported by the North of England Commission Support unit (NECS). 


There are a number of areas that the CCGs still need to explore as part of the 
engagement with members, patients, public representatives, staff, partners and 
stakeholders. 


The CCGs will engage with the public as part of the process.  A Communications 
and Engagement Plan has been developed to support and inform the merger 
application process itself and will be further developed for each of the resulting 
CCGs post-merger.    


Assessment of Equality Impact  


This assessment demonstrates that we have considered the impact our activities 
will/may have on patients, the public and staff; and identifying changes we can make 
to reduce/remove any negative impacts is a statutory duty. 


This Equality Impact Analysis is a comprehensive, analytical tool that captures both 
positive and negative impacts that the recent NHS changes have had on the 
emerging CCG and the impact of such on the workforce and patients/ community 
groups.  


The general equality duty that is set out in the Equality Act 2010 requires public 
authorities, in the exercise of their functions, to have due regard to the need to:  


- Eliminate unlawful discrimination, harassment and victimisation and other 
conduct prohibited by the Act.  


- Advance equality of opportunity between people who share a protected 
characteristic and those who do not.  


- Foster good relations between people who share a protected characteristic 
and those who do not.  


The general equality duty does not specify how public authorities should analyse the 
effect of their existing and new policies and practices on equality, but doing so is an 
important part of complying with the general equality duty.  


As such this Equality Impact Analysis reviews the proposals and determines if the 
actions taken/ or to be taken in the future will have a positive or negative impact on 
staff and service users who could be categorised with a protected characteristic.  
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For more information on the Protected Characteristics & Human Rights Principles 
please refer to Appendix 1. 


About Us: Population data  


The CCGs are aligned with one or more local authority areas as follows:  


CCG geography Local authority area  
Darlington CCG Darlington  
Durham Dales, Easington and Sedgefield 
CCG  


County Durham 


Hartlepool and Stockton-on-Tees CCG  
(HaST) 


Hartlepool 
Stockton-on-Tees 


North Durham CCG County Durham 
South Tees CCG Middlesbrough 


Redcar and Cleveland  
 


The data in Figure 1 provides a breakdown the age and sex of population by local 
authority. 


Figure 1: age and sex of population by local authority  


  


Stockton on Tees     
% of population  


(196,000)  


Hartlepool                 
% of population 


(93,000) 


Middlesbrough        
% of population 


(140,000)  


Redcar and 
Cleveland                   


% of population  
(135,000) 


Darlington                    
% of population  


(106,000) 


County Durham                             
% of population 


(108,000) 


  Male  Female  Male  Female  Male  Female  Male  Female  Male  Female  Male  Female  


90 + years 0.24 0.58 0.24 0.59 0.24 0.58 0.24 0.65 0.24 0.58 0.24 0.55 


85-89y 0.54 0.87 0.57 0.96 0.52 0.84 0.67 1.02 0.61 1.02 0.59 0.94 


80-84y 1.04 1.4 1.18 1.58 0.98 1.32 1.24 1.62 1.18 1.58 1.14 1.49 


75-79y 1.49 1.76 1.55 2.01 1.37 1.67 1.99 2.28 1.69 2.02 1.75 2.02 


70-74y 2 2.14 2.05 2.18 1.74 1.9 2.59 2.81 2.25 2.55 2.06 2.56 


65-69y 2.7 2.88 2.95 2.99 2.41 2.53 3.21 3.48 2.89 3.08 2.66 3.32 


60-64y 2.79 2.9 2.85 2.97 2.58 2.79 2.96 3.21 2.57 2.88 3.03 3.16 


55-59y 3.25 3.42 3.44 3.46 3.06 3.22 3.4 3.55 3.21 3.45 3.32 3.53 


50-54 3.54 3.79 3.74 3.92 3.46 3.55 3.75 3.96 3.76 3.81 3.76 3.84 


45-49y 3.47 3.58 3.34 3.62 2.94 3.18 3.29 3.64 3.53 3.68 3.54 3.64 


40-44y 2.92 3.11 2.84 2.89 2.75 2.81 2.65 2.92 2.99 3.67 2.66 2.95 


35-39y 2.86 3.1 2.55 2.86 2.65 2.84 2.44 2.71 3.04 3.06 2.8 2.79 


30-34y 3.24 3.14 2.91 3.2 3.19 3.34 2.65 2.99 2.92 3.16 2.93 2.96 


25-29y 3.32 3.21 3.25 3.29 3.94 3.55 2.91 3.04 2.97 3.16 2.96 3.01 


20-24y 3.33 2.95 3.12 3.06 4.62 4.06 3.3 3.14 2.58 2.61 3.63 346 


15-19y 3.01 2.75 3.05 2.9 3.27 3.12 2.81 2.8 2.78 2.75 2.94 2.81 


10  14y 2.96 2.8 2.87 2.78 2.96 2.83 2.81 2.57 3.04 2.74 2.6 2.49 


5-9y 3.33 3.23 2.98 3.1 3.35 3.29 2.97 2.8 3.06 3.01 2.89 2.76 


0-4y 3.21 2.97 3.05 2.86 3.63 3.3 2.95 2.74 3.09 2.9 2.72 2.58 
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Source: https://fingertips.phe.org.uk/profile/health-profiles 


Health Overview  


Health across all CCGs is generally worse than the England average; with health 
inequalities between most and least deprived wards being significant particularly in 
the Tees Valley.  In the majority of areas, obesity in children is worse than the 
England average and the rate of alcohol-specific hospital stays among those under 
18 is also worse than the national average. While GCSE attainment is lower than 
average in half of the local authority areas, five have rates of breastfeeding lower 
than the national average and all have higher than average levels of smoking at time 
of delivery. In most areas excess weight in adults and physical activity is worse than 
the UK average. There appear to be more similarities than differences amongst the 
general population across the six local authority areas.  More detailed info can be 
found in Figure 2 over the page.  


Diversity within local communities  


Within the current configurations of CCGs in the Tees Valley there is a spread of 
BAME populations within organisations, with around 4.4% of the population in HaST 
and Darlington CCGs belonging to BAME communities, and 6.8% in South Tees. 
Bringing these CCGs together to form a Tees Valley CCG would reflect a BAME 
communities average of around 5.3% of the total population. 


Across DDES and North Durham CCGs, the profile remains unchanged within the 
single unitary authority with a BAME communities’ average within the total population 
of 1.9%.  However, sharing a single management team with the other three CCGs 
who have high proportion of diversity (Middlesbrough 11.9%, Stockton-on-Tees 5.5% 
and Darlington 4.1%) has the potential to offer additionality to the CCGs and their 
BAME communities. This could be through access to engagement strategies and 
commissioning plans that take into account the needs of a range of diverse 
communities, with support from public health teams with expertise in reducing health 
inequalities and insight and intelligence relating to BAME communities.  


Similarly, 40% of the total traveller population across the current five CCGs live in 
the Durham area; their knowledge and experience of commissioning services to 
meet the needs of this community can be shared. Darlington CCG also has a large 
travelling community, which equates to around 30% of the total traveller population 
across the 5 CCGs.  


Furthermore, 39% of the total Chinese community across the six local authority 
areas lives in County Durham, and makes up 16% of the total BME population in 
County Durham.  This is compared to slightly smaller populations within current 
configurations such as HaST CGG with 26% of the total Chinese community across 
the 5 CCGs living locally; and similarly 25% of the total number of Chinese residents 
across the 5 CCGs living in the South Tees CCG area. In addition, in both of these 



https://fingertips.phe.org.uk/profile/health-profiles
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areas the percentage of the total BAME population that is Chinese is much lower 
due to the diversity of these populations. Therefore there is potential opportunity to 
learn from areas such as Durham with regards to meeting the needs of the Chinese 
communities. 


Please see Figure 3 on page 10 for more information. 


Similarly, due to local authority participation in national programmes to support the 
settlement of people who are refugees or who are seeking asylum, the Tees Valley 
CCGs and their partners can share some of their experience of assessing and 
meeting the needs of these populations and how it impacts on access to and the 
commissioning of health services. 
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Figure 2: Health in summary 


 County Durham Stockton-on-Tees Darlington Redcar and 
Cleveland 


Middlesbrough Hartlepool 


Overall 
health  


Generally worse 
than the England 
average. About 
21% (18,700) of 
children live in low 
income families. 
Life expectancy 
for both men and 
women is lower 
than the England 
average.  
 


Varied compared 
with the England 
average. About 
21% (7,600) of 
children live in low 
income families. 
Life expectancy for 
both men and 
women is lower 
than the England 
average. 
 


Varied compared 
with the England 
average. About 
20% (3,900) of 
children live in 
low income 
families. Life 
expectancy for 
both men and 
women is lower 
than the England 
average. 
 


Generally worse 
than the England 
average. Redcar 
and Cleveland is 
one of the 20% 
most deprived 
districts/unitary 
authorities in 
England and about 
24% (5,800) of 
children live in low 
income families. 
Life expectancy for 
both men and 
women is lower 
than the England 
average. 
 


Generally worse 
than the England 
average. 
Middlesbrough is 
one of the 20% most 
deprived 
districts/unitary 
authorities in 
England and about 
31% (8,900) of 
children live in low 
income families. Life 
expectancy for both 
men and women is 
lower than the 
England average. 
 


Generally worse 
than the England 
average. Hartlepool 
is one of the 20% 
most deprived 
districts/unitary 
authorities in 
England and about 
27% (4,800) of 
children live in low 
income families. 
Life expectancy for 
both men and 
women is lower 
than the England 
average 
 


Health 
Inequalities  


Life expectancy is 
7.7 years lower for 
men and 7.1 years 
lower for women 
in the most 
deprived areas of 
County Durham 
than in the least 
deprived areas. 


Life expectancy is 
14.9 years lower 
for men and 13.9 
years lower for 
women in the most 
deprived areas of 
Stockton-on-Tees 
than in the least 
deprived areas. 


Life expectancy 
is 11.7 years 
lower for men 
and 8.5 years 
lower for women 
in the most 
deprived areas 
of Darlington 
than in the least 
deprived areas. 


Life expectancy is 
10.1 years lower for 
men and 7.0 years 
lower for women in 
the most deprived 
areas of Redcar 
and Cleveland than 
in the least 
deprived areas. 


Life expectancy is 
12.5 years lower for 
men and 13.0 years 
lower for women in 
the most deprived 
areas of 
Middlesbrough than 
in the least deprived 
areas. 


Life expectancy is 
11.7 years lower for 
men and 10.2 years 
lower for women in 
the most deprived 
areas of Hartlepool 
than in the least 
deprived areas. 


Child 
Health  


In Year 6, 22.6% 
(1,211) of children 
are classified as 


In Year 6, 21.1% 
(480) of children 
are classified as 


In Year 6, 22.5% 
(277) of children 
are classified as 


In Year 6, 21.0% 
(307) of children 
are classified as 


In Year 6, 22.7% 
(401) of children are 
classified as obese, 


In Year 6, 23.3% 
(260) of children 
are classified as 
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 County Durham Stockton-on-Tees Darlington Redcar and 
Cleveland 


Middlesbrough Hartlepool 


obese, worse than 
the average for 
England. The rate 
of alcohol-specific 
hospital stays 
among those 
under 18 is 56*, 
worse than the 
average for 
England. This 
represents 56 
stays per year. 
Levels of 
breastfeeding 
initiation and 
smoking at time of 
delivery are worse 
than the England 
average. 


obese. The rate of 
alcohol-specific 
hospital stays 
among those under 
18 is 75*, worse 
than the average 
for England. This 
represents 32 
stays per year. 
Levels of teenage 
pregnancy, 
breastfeeding 
initiation and 
smoking at time of 
delivery are worse 
than the England 
average. 
 


obese, worse 
than the average 
for England. The 
rate of alcohol-
specific hospital 
stays among 
those under 18 
is 52*, worse 
than the average 
for England. This 
represents 12 
stays per year. 
Levels of 
smoking at time 
of delivery are 
worse than the 
England 
average. 


obese. The rate of 
alcohol-specific 
hospital stays 
among those under 
18 is 72*, worse 
than the average 
for England. This 
represents 20 stays 
per year. Levels of 
teenage pregnancy, 
GCSE attainment, 
breastfeeding 
initiation and 
smoking at time of 
delivery are worse 
than the England 
average. 
 


worse than the 
average for England. 
The rate of alcohol-
specific hospital 
stays among those 
under 18 is 55*, 
worse than the 
average for England. 
This represents 18 
stays per year. 
Levels of teenage 
pregnancy, GCSE 
attainment, 
breastfeeding 
initiation and 
smoking at time of 
delivery are worse 
than the England 
average. 


obese, worse than 
the average for 
England. The rate 
of alcohol-specific 
hospital stays 
among those under 
18 is 38*. This 
represents 8 stays 
per year. Levels of 
teenage pregnancy, 
GCSE attainment, 
breastfeeding 
initiation and 
smoking at time of 
delivery are worse 
than the England 
average. 


Adult 
Health  


The rate of 
alcohol-related 
harm hospital 
stays is 754*, 
worse than the 
average for 
England. This 
represents 3,926 
stays per year. 
The rate of self-
harm hospital 
stays is 204*, 
worse than the 
average for 


The rate of alcohol-
related harm 
hospital stays is 
901*, worse than 
the average for 
England. This 
represents 1,698 
stays per year. The 
rate of self-harm 
hospital stays is 
239*, worse than 
the average for 
England. This 
represents 467 


The rate of 
alcohol-related 
harm hospital 
stays is 769*, 
worse than the 
average for 
England. This 
represents 802 
stays per year. 
The rate of self-
harm hospital 
stays is 212*. 
This represents 
217 stays per 


The rate of alcohol-
related harm 
hospital stays is 
768*, worse than 
the average for 
England. This 
represents 1,032 
stays per year. The 
rate of self-harm 
hospital stays is 
261*, worse than 
the average for 
England. This 
represents 329 


The rate of alcohol-
related harm hospital 
stays is 898*, worse 
than the average for 
England. This 
represents 1,159 
stays per year. The 
rate of self-harm 
hospital stays is 
331*, worse than the 
average for England. 
This represents 476 
stays per year. 
Estimated levels of 


The rate of alcohol-
related harm 
hospital stays is 
952*, worse than 
the average for 
England. This 
represents 862 
stays per year. The 
rate of self-harm 
hospital stays is 
230*, worse than 
the average for 
England. This 
represents 205 
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 County Durham Stockton-on-Tees Darlington Redcar and 
Cleveland 


Middlesbrough Hartlepool 


England. This 
represents 1,042 
stays per year. 
Estimated levels 
of adult excess 
weight are worse 
than the England 
average. Rates of 
sexually 
transmitted 
infections and TB 
are better than 
average. 


stays per year. 
Rates of sexually 
transmitted 
infections, people 
killed and seriously 
injured on roads 
and TB are better 
than average. 
Rates of early 
deaths from 
cardiovascular 
diseases and early 
deaths from cancer 
are worse than 
average 


year. Estimated 
levels of adult 
smoking in 
routine and 
manual 
occupations are 
better than the 
England 
average. Rates 
of people killed 
and seriously 
injured on roads 
and TB are 
better than 
average. 


stays per year. 
Estimated levels of 
adult excess weight 
are worse than the 
England average. 
Rates of sexually 
transmitted 
infections, people 
killed and seriously 
injured on roads 
and TB are better 
than average. 


adult smoking and 
physical activity are 
worse than the 
England average. 
The rate of hip 
fractures is worse 
than average. Rates 
of sexually 
transmitted 
infections and 
people killed and 
seriously injured on 
roads are better than 
average. 


stays per year. 
Estimated levels of 
adult excess 
weight, smoking 
and physical activity 
are worse than the 
England average. 
Rates of sexually 
transmitted 
infections and TB 
are better than 
average. 


Source: https://fingertips.phe.org.uk/profile/health-profiles 


The full health profile for each local autority area can be found in Appendix 2. 


 


 


 


 


 


 


 



https://fingertips.phe.org.uk/profile/health-profiles
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Figure 3: Diversity within local communities 


Ethnicity breakdown can be seen below for each local authority area: alongside a comparison against England: 


  Stockton on Tees Hartlepool  Middlesbrough Redcar and Cleveland Darlington County Durham England 


All categories: Ethnic group 191610 92028 138412 135177 105564 513242 53012456 


White: English/Welsh/Scottish/Northern Irish/British 178965 88924 119106 131928 98898 495664 42279236 


White: Irish 536 193 574 415 328 1229 517001 


White: Gypsy or Irish Traveller 143 40 85 85 350 467 54895 


White: Other White 1655 742 2290 775 2019 6409 2430010 


Mixed/multiple ethnic group: White and Black Caribbean 419 180 541 298 463 969 415616 


Mixed/multiple ethnic group: White and Black African 316 54 452 107 97 321 161550 


Mixed/multiple ethnic group: White and Asian 823 173 904 273 350 1093 332708 


Mixed/multiple ethnic group: Other Mixed 439 143 465 175 236 711 283005 


Asian/Asian British: Indian 1488 266 1477 91 726 1368 1395702 


Asian/Asian British: Pakistani 3072 291 6811 295 145 463 1112282 


Asian/Asian British: Bangladeshi 132 214 244 94 523 241 436514 


Asian/Asian British: Chinese 866 229 904 155 349 1598 379503 


Asian/Asian British: Other Asian 1074 304 1332 234 462 1186 819402 


Black/African/Caribbean/Black British: African 936 129 1470 80 206 447 977741 


Black/African/Caribbean/Black British: Caribbean 84 36 92 34 105 158 591016 


Black/African/Caribbean/Black British: Other Black 113 5 169 8 46 96 277857 


Other ethnic group: Arab 236 57 950 37 112 459 220985 
Other ethnic group: Any other ethnic group 313 48 546 93 149 363 327433 
 


Source: https://fingertips.phe.org.uk/profile/health-profiles 


 



https://fingertips.phe.org.uk/profile/health-profiles
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Our Staff 


 
The graph below shows that the CCGs have a predominantly female workforce, with 
slightly more female workers working full time than part time and fewer male staff 
working under part time arrangements. 
 
 
 


 
 
There is a very broad spread of ages within the CCGs.  The majority of staff fall 
within the 46 -60 year age bands. The CCGs may wish to continue to monitor this 
and should consider longer term workforce planning strategies, such as talent 
management and succession planning, to reduce the effects of loss of experienced 
staff. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Age Range    


Gender   
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The CCGs have a predominantly white British workforce, although other groups are 
represented.  A high number of staff have chosen not to declare or specify their 
ethnicity, the reasons for which are unknown. 
 
Based on the data shared by staff, the staff profile does not reflect the diversity 
within the local communities we serve.  
 
 
Source: Annual HR & OD Performance Report - 2018/19 for the 5 CCGs working in 
collaboration (drawn from workforce profile at 31 March 2019) 
 
 
 
 
 
 
 


Ethnicity   
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Equality Impact Assessment: Impact on protected groups 


Subject  Application to create two clinical commissioning groups across County Durham and 
the Tees Valley with a shared management team.  


Names and roles of people completing the 
assessment 


Phillipa Poole, Communication, Involvement and Equality Manager  


Julie Bailey, Partnership and Health Inequalities Manager  


Date assessment started/completed 
Started: June 2019 Completed: July 2019 


 


1. Outline 


Give a brief summary  The following CCGs are submitting an application to NHS England to form two commissioning organisations 
with a shared management team from 1 April 2019: 
 
NHS Darlington; NHS Durham Dales, Easington and Sedgefield; NHS Hartlepool and Stockton-on-Tees; NHS 
North Durham and NHS South Tees CCGs. 
 


What outcomes do you 
want to achieve 


The 5 CCGs across Durham and the Tees Valley have been working together under a joint leadership team 
with a single Accountable Officer and two Chief Officers for all 5 CCGs since October 2018, and this was 
further progressed with the implementation of a combined senior management structure in April 2019. There 
is a move nationally however, to reduce the total number of CCGs and create more ‘strategic’ commissioning 
organisations. 


The mergers, with a shared management team, are intended to support greater efficiency and improve 
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1. Outline 


population health by supporting providers and partners in local government.  


We believe merging in this way will retain a greater level of local focus so that we can respond to how people 
experience care at a local level. In submitting this application we have considered the balance of benefits, 
efficiencies and increased influence to be gained from bigger organisations with our clear desire to continue to 
understand and respond to local needs, including the challenges posed by health inequalities. We are also 
able to draw upon our experience to date of general NHS collaboration across the local area, and the shared 
management arrangements recently implemented that we believe are already offering benefits to the way we 
work and the outcomes we achieve for local people.  


There will be a standard approach to equality and diversity to ensure cross CGG learning, with a single lead 
director and operational manager across the 5 CCGs.  


 


2. Evidence, data or research 


Give details of 
evidence, data or 
research used to inform 
the analysis of impact 


• Public Health England Health Profiles  
• Age and gender population data – https://fingertips.phe.org.uk/profile/health-profiles 
• Ethnicity breakdown - https://fingertips.phe.org.uk/profile/health-profiles 
• Annual HR & OD Performance Report - 2018/19 for the 5 CCGs working in collaboration (drawn from 


workforce profile at 31 March 2019) 
 


 


 


 



https://fingertips.phe.org.uk/profile/health-profiles

https://fingertips.phe.org.uk/profile/health-profiles





15 
 


3.Consultation, engagement  


Give details of all 
consultation and 
engagement activities 
used to inform the 
analysis of impact 


Darlington Healthwatch, working with other local Healthwatch organisations across the 5 CCGs has led some 
public engagement activity via a brief online survey. Results awaited – expected 31 July   
 
Patients and public engagement continues through routine systems and processes such as CCG patient 
groups etc.  
 
Engagement also has taken place with MPs, local authorities, Health and Wellbeing Boards and Overview 
and Scrutiny Committees.   
 


 


Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  


Race  Positive Impact  
The collaborative working across the five CCGs has the 
potential to strengthen the commissioning of services for 
Black, Asian and Minority Ethnic (BAME) communities, 
and ensure the need and experiences of BAME 
communities are understood and met.  


Positive Impact  
Greater opportunities for staff within larger employing 
organisations to move around the organisations, and 
likely to be additional opportunities to deploy skills across 
the five local authority population areas. 


Actions: We will continue to undertake assessments of 
equality impact within all commissioning and decision 
making processes.  
 
We will raise awareness of commissioning experience 
and expertise in relation to a range of BAME communities 
across the new organisations via the shared management 
team and staff events programme. For example County 
Durham based CCGs have larger Chinese and travelling 


Actions:  The organisations have been selected to be an 
early adopter of a Talent Management diagnostic 
process with additional support from the North East 
Leadership Academy.  A key feature of the approach will 
be equality, diversity and inclusion in Talent 
Management. The results will inform our shared 
organisational development plan.  
 
We will promote national NHS Leadership Academy 
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Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  


communities and can share experience of commissioning 
to meet the health needs of these populations. Similarly, 
due to local authority participation in national programmes 
to support the settlement of people who are refugees or 
who are seeking asylum, the Tees Valley CCG can share 
some of this experience and how it impacts on access to 
and the commissioning of health services.  
 
 


programmes for BAME colleagues.  
 
In recruitment we will seek to attract applicants from 
candidates reflective of the communities we serve.  
 
We will ensure that staff undertake mandatory equality 
and diversity training and receive appraisals.  


Gender/ Sex  Neutral impact identified  
 
On assessment there is no indication that there will be 
any change to commissioning/decision making and 
patient experience based on gender/sex as a result of 
merger.  


Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on staff gender/sex as a result of 
merger. 
 
The percentage of women outnumbering men in terms of 
employed staff across the NHS is expected to be 
unchanged. However, it is recognised that women are 
often under-represented at Board/Governing Body level 
within the NHS.  
 


Actions: We will continue to undertake equality impact 
analysis of all commissioning plans and decisions. 


Actions: There may be some external recruitment to 
identify membership of new governing bodies although 
CCGs are already sharing some roles such as lay 
members. Usual recruitment processes and policies will 
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Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  
be applied to support any required internal and external 
recruitment to roles.  
 
We will ensure that staff undertake mandatory equality 
and diversity training 


Age  Neutral impact identified  
Using electronic media (websites, email) to communicate 
may exclude some older people who may not use the 
internet. This has been rated neutral as a broader 
challenge for CCG communications and engagement as 
opposed to explicitly related to merger and it is 
recognised this affects other groups.  
 


Neutral impact identified  
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on age as a result of merger. 
 


Actions: We will continue to undertake equality impact 
analysis of all commissioning plans and decisions. 


Actions: We will ensure that staff undertake mandatory 
equality and diversity training 
 


Sexual 
Orientation 


Neutral impact identified  
On assessment there is no indication that there will be 
any change to commissioning/decision making and 
patient experience based on sexual orientation as a result 
of merger. 
 
However, there is the potential for greater opportunity to 
understand and commission to better meet the health and 
wellbeing needs of LGBT patients across a larger 
population group, a group known to experience health 


Neutral impact identified  
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on sexual orientation as a result of 
merger. 
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Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  


inequalities.  


Actions: We will continue to undertake equality impact 
analysis of all commissioning plans and decisions.  
 
We will explore opportunities to develop awareness and 
understand the health profile of LGBT patients across the 
new, larger population group to inform commissioning. 


Actions: We will ensure that staff undertake mandatory 
equality and diversity training 
 


Gender 
Reassignment 


Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to commissioning/decision making and 
patient experience based on gender reassignment as a 
result of merger. 
 
Greater opportunity to understand and commission for the 
health and wellbeing of patients who have or are planning 
to undergo gender reassignment across a larger 
population group. 
 


Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on gender reassignment as a result of 
merger. 
 


Actions: We will continue to undertake equality impact 
analysis of all commissioning plans and decisions. 
 
We will explore opportunities to develop awareness and 
understand the health profile of patients who have or are 
planning to undergo gender reassignment across the 


Actions: We will ensure that staff undertake mandatory 
equality and diversity training 
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Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  


new, larger population group to inform commissioning. 


Religion or Belief  Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to commissioning/decision making and 
patient experience based on faith as a result of merger. 
 
Greater opportunity to understand and commission for the 
health and wellbeing of patients of different faiths across 
a larger population group. 
 


Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on faith as a result of merger. 
 
 
 


Actions: We will continue to undertake equality impact 
analysis of all commissioning plans and decisions.  
 
 


Actions: We will ensure that staff undertake mandatory 
equality and diversity training. 
 
We will continue to consider requests for access to a 
place to worship during the working day as required and 
where this can be accommodated in line with 
responsibilities as an employer.  
 


Disability  Neutral impact identified 
The formal merger of the CCGs will ensure a consistent 
approach to commissioning as we will remain required to 
do so in line with national guidance and statutory duties.  
 


Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on disability as a result of merger. 
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Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  


Communications with patients and the wider public should 
be available in a range of formats for people with sensory 
and learning disabilities, e.g. Braille, audio, video, Easy 
Read etc, to ensure engagement in an exclusive way. 
Arrangements should be made for Governing Body 
meetings which are held in public to be accessible to all 
e.g. ramps for wheelchairs, disabled toilets, hearing 
loops, signing, interpreters/translators (where requested).  
 
Arrangements for Governing Body meetings held in public 
are expected to remain unchanged.  
 
Greater opportunity to understand and commission for the 
health and wellbeing of patients with disabilities across a 
larger population group. 
 
 


 
We will ensure that staff undertake mandatory equality 
and diversity training. 
 
 


Actions: We will continue to undertake equality impact 
analysis of all commissioning plans and decisions. 
 
We will ensure that all reasonable steps are made to 
ensure we meet the communication and information 
needs of patients/public and that buildings and venues 
are accessible. 
 


Actions: We will continue to make reasonable 
adjustments in order to meet the needs of disabled 
employees or other individual stakeholder. 
 
We will ensure that staff undertake mandatory equality 
and diversity training. 
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Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  


Pregnancy & 
Maternity  


Neutral impact identified  
The formal merger of the CCGs will not change approach 
to commissioning as we will remain required to do so in 
line with national guidance and statutory duties.  


Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on pregnancy and maternity as a result 
of merger. 
 


Actions: We will continue to undertake equality impact 
analysis of all commissioning plans and decisions. 
 


Actions: As an employer, the CCG should ensure that 
staff who are/or are intending to breastfeed are given 
appropriate access to an area should they wish to 
express milk at work. Some CCG headquarters are 
already accredited as part of ‘breastfeeding welcome’ 
schemes. 
 
Staff on maternity leave will be included in consultation 
and engagement regarding the merger.   
 
We will ensure that staff undertake mandatory equality 
and diversity training 
 


Marriage & Civil 
Partnership  


Neutral impact identified 
 
On assessment there is no indication that there will be 
any change to commissioning/decision making and 
patient experience based on marriage & civil partnership 
as a result of merger. 


Neutral impact identified.  
 
On assessment there is no indication that there will be 
any change to CCG constitution, structure and role as an 
employer based on marriage & civil partnership as a 
result of merger. 
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Protected Group  Impact on commissioning/decision making and 
patient experience and identified actions 


Impact on CCG constitution, structure and role as an 
employer  


  
The five CCGs currently share staff policies informed by 
a shared central HR function and developed on behalf of 
a number of CCGs in the North East. Greater consistent 
in implementation can be achieved.   
 


Other NHS 
Considerations  


In broader terms, a formal merger is not anticipated to 
result in any less focus on the needs of particular groups 
of patients.  
 
From the commitment of the CCGs to retain a focus on 
place-based commissioning while sharing the efficiencies 
of a single management team and fewer statutory 
organisations, and with the development of primary care 
networks there is not anticipated to be an adverse impact 
on rural communities.  
 


In broad terms, a formal merger is not anticipated to 
result in any less focus on, or opportunity for, staff.  
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Appendix One 
Protected Characteristics and Human Rights  


 
 
 
 
Protected Characteristics  
This equality strategy outlines our commitment to valuing the diversity of service 
users and employees, and identifies our approach to promoting equality and respect 
for human rights. In doing so we will take the following categories into account, which 
are the specific groups listed in the Equality Act 2010, and are referred to as the nine 
protected characteristics:  
 
Age  
Where this is referred to, it refers to a person belonging to a particular age  
 
Disability  
A person has a disability if s/he has a physical or mental impairment which has a 
substantial and long-term adverse effect on that person's ability to carry out normal 
day-to-day activities.  
 
Gender Reassignment  
The process of transitioning from one gender to another.  
 
Marriage and civil Partnership  
Marriage is defined as a 'union between a man and a woman'. Same-sex couples 
can have their relationships legally recognised as 'civil partnerships'. Civil partners 
must be treated the same as married couples on a wide range of legal matters.  
 
Pregnancy and Maternity  
Pregnancy is the condition of being pregnant or expecting a baby. Maternity refers to 
the period after the birth, and is linked to maternity leave in the employment context. 
In the non-work context, protection against maternity discrimination is for 26 weeks 
after giving birth, and this includes treating a woman unfavourably because she is 
breastfeeding.  
 
Race  
Refers to a group of people defined by their race, colour and nationality (including 
citizenship) ethnic or national origins.  
 
Religion and Belief  
Religion has the meaning usually given to it but belief includes religious and 
philosophical beliefs including lack of belief (e.g. Atheism). Generally, a belief should 
affect your life choices or the way you live for it to be included in the definition.  
 


Sex 
A man or a woman.  
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Sexual Orientation  
Whether a person's sexual attraction is towards their own sex, the opposite sex or to 
both sexes.  
 


Human Rights  
The Human Rights Act 1998 gives further legal effect in the UK to the fundamental 
rights and freedoms contained in the European Convention on Human Rights. These 
rights not only impact matters of life and death, they also affect the rights you have in 
your everyday life: what you can say and do your beliefs, your right to a fair trial and 
other similar basic entitlements.  
Most rights have limits to ensure that they do not unfairly damage other people's 
rights. However, certain rights – such as the right not to be tortured – can never be 
limited by a court or anybody else.  


You have the responsibility to respect other people's rights, and they must respect 
yours.  


Your human rights are:  


- the right to life  
- freedom from torture and degrading treatment  
- freedom from slavery and forced labour  
- the right to liberty  
- the right to a fair trial  
- the right not to be punished for something that wasn't a crime when you 


did it  
- the right to respect for private and family life  
- freedom of thought, conscience and religion, and freedom to express your 


beliefs  
- freedom of expression  
- freedom of assembly and association  
- the right to marry and to start a family  
- the right not to be discriminated against in respect of these rights and 


freedoms  
- the right to peaceful enjoyment of your property  
- the right to an education  
- the right to participate in free elections  
- the right not to be subjected to the death penalty  


If any of these rights and freedoms are breached, you have a right to an effective 
solution in law, even if the breach was by someone in authority, such as, for 
example, a police officer.  


Source: Equality and Human Rights Commission- www.equalityhumanrights.com 



http://www.equalityhumanrights.com/
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Appendix Two 
Health profiles 


 
 
 
 
 


cd health profiles.pdf


 


darlington health 
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middlesbrough  
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Proposals for the Merger of Durham Dales, Easington and Sedgefield CCG and 
North Durham CCG and  


the Merger of Darlington CCG, Hartlepool and Stockton-on-Tees CCG and 
South Tees CCG 


 


1 Purpose of the Report 


The purpose of the report is to present Governing Bodies with proposals for the 
merger of Durham Dales, Easington and Sedgefield CCG and North Durham CCG 
and the Merger of Darlington CCG, Hartlepool and Stockton-on-Tees CCG and 
South Tees CCG. 


The report highlights the key considerations Governing Bodies will need to take into 
account in making their decision to submit the applications for dissolution of the 
current CCG configuration and the formation of the proposed new CCGs. Included 
therefore is the cases for change as this relates to each of the proposed CCGs 
including the background and context relating to the proposed changes; the options 
considered and the preferred option; the legal framework within which the changes 
would be delivered; the potential benefits and challenges identified through the 
preparation work to date and in particular feedback from the public, member, partner, 
stakeholder and staff engagement process; the impact on financial sustainability and 
efficiency; the outcome of the equality impact assessment; and identified risks and 
mitigations.    


A summary of required documentation for submission to NHS England is included, 
copies of the key documents appended and/or available to Governing Body 
Members prior to the meeting with hard copies reproduced for the meeting for 
reference.  


Durham Dales, Easington and Sedgefield CCG Governing Body is requested 
to: 


• Consider the proposals and agree to progress an application for the merger of 
Durham Dales, Easington and Sedgefield CCG and North Durham CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria and 
reflects the geography of the CCG which is NHS County Durham CCG. 


 


North Durham CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the merger of 
Durham Dales, Easington and Sedgefield CCG and North Durham CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria and 
reflects the geography of the CCG which is NHS County Durham CCG. 
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Darlington CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the merger of 
Darlington CCG, Hartlepool and Stockton-on-Tees CCG and South Tees 
CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria and 
reflects the geography of the CCG which is NHS Tees Valley CCG. 


 


Hartlepool and Stockton-on-Tees CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the merger of 
Darlington CCG, Hartlepool and Stockton-on-Tees CCG and South Tees 
CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria and 
reflects the geography of the CCG which is NHS Tees Valley CCG. 


 


South Tees CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the merger of 
Darlington CCG, Hartlepool and Stockton-on-Tees CCG and South Tees 
CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria and 
reflects the geography of the CCG which is NHS Tees Valley CCG. 


 


 


2 Background 


2.1 Collaboration to date  


Governing Bodies are aware that substantial work has already been undertaken to 
build on the solid foundations of collaborative working, both in the separate County 
Durham and Tees Valley localities as well as the wider 5-CCG geography. 


In addition to the appointment of a shared Accountable Officer and Chief Officers, we 
have streamlined the management structure and decision-making arrangements 
across all CCGs in order to minimise duplication wherever possible and provide a 
consistent approach to strategic issues such as: clinical pathway redesign and 
quality improvement e.g. vascular services, children’s services, mental health and 
learning disabilities.  We have recognised, however, the importance of ensuring a 
local focus is maintained and priority has been given to ensuring work with our 
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partners at a very local level continues to be supported, with locality facing Directors, 
senior involvement in partnership forums with local authorities and key providers, 
and continued meaningful engagement with our members, patients and the public. 
Similarly, a local focus has been retained for primary care commissioning and 
transformation given the importance of maintaining our support for the nascent 
Primary Care Networks.  We are already seeing benefits from this approach. 


Given that the requirements of the Long Term Plan are to have fewer more ‘strategic’ 
commissioning organisations, a reduction in running costs by at least 20%, a need to 
focus on transforming services across providers to provide better outcomes for 
patients and to reduce inequality, the CCG Governing Bodies requested that we 
consider the potential additional benefits and the challenges of merging 
organisations to create new CCGs with a broader geographical reach.  


A full ‘Case for Change’ for each of the proposed new CCGs has been developed 
and these are provided in Appendix 1 and 2. 


2.1 Legal and policy context 


There are provisions under section 14G of the Act allowing for mergers of CCGs, 
with specific requirements set out in the CCG Regulations 2012. CCGs have a legal 
right to apply for a merger and there are specific legal factors and further criteria that 
NHS England will consider when deciding whether to agree the merger. These 
criteria are set out in section 5.3 of https://www.england.nhs.uk/wp-
content/uploads/2019/04/procedures-ccgs-constitution-change-merger-dissolution-
april-2019.pdf . 


Assurance that these criteria have been met will be included in the application 
template that will be provide to NHS England should the decision be made to 
progress the mergers. 


Section 242 of the NHS Act 2006 (as amended by the Act 2012) requires NHS 
organisations to involve and consult patients and the public in:  


• The planning and provision of services  


• The development and consideration of proposals for changes in the way services 
are provided.  


• Decisions to be made by NHS organisations that affect the operation of services. 


Section 244 of the NHS Act 2006 requires NHS organisations to consult relevant 
Overview and Scrutiny Committees (OSC) on any proposals for a substantial 
development of the health service in the area of the Local Authority, or a substantial 
variation in the provision of services.  


These provisions do not apply to changes in the way our organisations are 
configured but there is an expectation both from NHS England and Governing 
Bodies that we have explored public and partners’ views and provide assurance 
where there are concerns that such changes may impact on their care. For 



https://www.england.nhs.uk/wp-content/uploads/2019/04/procedures-ccgs-constitution-change-merger-dissolution-april-2019.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/04/procedures-ccgs-constitution-change-merger-dissolution-april-2019.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/04/procedures-ccgs-constitution-change-merger-dissolution-april-2019.pdf
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assurance purposes, further information in this respect is provide in Section 3 of this 
paper. 


 


Equality and diversity 


Section 149 of the Equality Act 2010 states that a public authority must have due 
regard to the need to:  


• Eliminate unlawful discrimination, harassment and victimisation and any other 
conduct prohibited by the Act;  


• Advance equality of opportunity between people who share a protected 
characteristic and people who do not share it; and  


• Foster good relations between people who share a protected characteristic 
and people who do not share it.  


The protected characteristics covered by the Equality Duty are:  


1. Age  


2. Disability  


3. Gender reassignment 


4. Marriage and civil partnership (but only in respect of eliminating unlawful 
discrimination)  


5. Pregnancy and maternity 


6. Race – this includes ethnic or national origins, colour or nationality 


7. Religion or belief – this includes lack of belief · 


8. Sex  


9. Sexual orientation  


The Equality Act 2010 replaced previous anti-discrimination laws with a single Act. It 
simplified the law, removing inconsistencies and making it easier for people to 
understand and comply with. It also strengthened the law in important ways, to help 
tackle discrimination and inequality. 


Consideration needs to be given to equality and diversity during consideration of the 
proposals to merge. For assurance purposes, further information in this respect is 
provide in Section 3 of this paper. 


 


2.2 Guiding principles  


The Governing Bodies of the five CCGs have been clear that any change must 
ensure that: 
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• Quality and safety of patient services remains a key priority focus, with no 
detrimental impact arising as a result of the changed structures; 


• There is a balance of benefits between commissioning at scale, with 
understanding local needs; 


• The focus on local work with primary care practice networks, local authorities 
and others is retained and remains a priority; 


• Strong clinical leadership both within the CCGs and the local system is 
supported; 


• A greater level of management efficiency can be delivered so that funding can 
be directed to patient care; 


• We are not distracted from delivery of our key priorities, including 
transformation of clinical pathways and the development of local primary care 
networks; 


• Any changes are fit for purpose in the longer term, supporting us to work 
effectively with partners while ensuring the CCGs have a strengthened voice 
in system decision making. 


 


Options considered 


These principles have remained at the forefront of the work we have undertaken, 
together with the NHS England criteria for merger, to support the development and 
agreement of a short list of four merger options, which we have used to engage our 
members, public, partners, stakeholders and staff. These were:    


• Option 1  -  Single CCG across the Integrated Care System (ICS) ie Cumbria 
and the North East. 


• Option 2  -  Single CCG across the 5-CCG collaborative: merger of Darlington 
CCG, Durham Dales, Easington and Sedgefield CCG; Hartlepool and 
Stockton-on-Tees CCG; North Durham CCG and South Tees CCG. 


• Option 3  - Single CCG across each Integrated Care Partnership (ICP), i.e. 
the southern ICP (South Tees CCG, Hartlepool and Stockton on Tees CCG 
and Darlington CCG) and the central ICP (Durham Dales, Easington and 
Sedgefield CCG, North Durham CCG, South Tyneside CCG and Sunderland 
CCG). 


Hambleton, Richmondshire and Whitby CCG who are also part of the 
southern ICP are pursuing a separate merger application with NHS Harrogate 
and Rural District CCG and NHS Scarborough and Ryedale CCG, (with whom 
they share a management structure).   


• Option 4 - Two CCGs with a shared management structure i.e. a single Tees 
Valley CCG (comprising Darlington CCG, Hartlepool and Stockton-on-Tees 
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CCG and South Tees CCG) and a single County Durham CCG (comprising 
Durham Dales, Easington and Sedgefield CCG and North Durham CCG) 
whilst retaining a shared management structure. 


 


3 Merger Proposals  


 


3.1 Public Sector Equality Duty and a detailed Equality Impact Assessment  


A detailed assessment of the impact of the proposed changes on those groups with 
protected characteristics has been undertaken and the outcome of this assessment 
is provided at Appendix 3. In all cases these indicate that we expect the proposed 
change will have a neutral or positive impact on our populations. It is worth 
reiterating that the proposed merger of CCGs is an administrative arrangement and 
is not about making changes to clinical pathways. Access to services therefore will 
continue as at present. Where services can be improved and changes are proposed 
in the future, the CCGs will continue to deliver their statutory requirement to engage 
and consult with the public as described in section 2.1 above.  


Some areas have been identified where actions will be put in place to ensure 
different population groups will continue to be heard and will continue to influence 
commissioning priorities through involvement and engagement activities.  


A communication and engagement plan has now been developed to ensure this 
continues throughout the merger preparation process should Governing Bodies 
agree to progress (available on request and at the meeting).  


 


3.2 Outcomes of the Communication and Engagement process 


The first stage of the engagement process commenced in June 2019 and concluded 
on 31st July 2019.  


Engagement included the following key activities: 


• Letters sent to key stakeholders including MPs, NHS and other partner 
organisations such as Local Authorities. Offers were made to attend key 
forums or hold one to one meetings where the proposals could be discussed. 


• Presentations at key partner forums including Health and Wellbeing Boards, 
formal Health Scrutiny Committees etc. 


• Papers and presentations to all CCG Council of Members. 
• Healthwatch organisations in each CCG area were commissioned by the 


CCGs to undertake on our behalf a public survey and to include information 
and discussion where possible in scheduled Healthwatch events during the 
month of July. 


• Presentations and discussion through CCG patient forums 
• Information available on CCG websites with opportunities for the public to 


provide their responses in written or questionnaire form. 
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The overwhelming response from the engagement process was positive with all 
partners, stakeholders and the public recognising the challenges of working 
efficiently and the need to direct as much resource as possible towards patient care.  


Some specific issues were raised by members in relation to ensuring the merging 
CCGs provided the best opportunity for financial sustainability and security and staff, 
whilst supportive, were concerned about the potential need for further merger in the 
future across the central ICP and the wish to minimise disruption.  


Option 4 was overwhelmingly supported on the balance between achieving the 
required levels of efficiency whilst attempting to retain a local focus.  


However, there was a very strong theme throughout all feedback in relation to 
providing clarity on how a local focus would be maintained. A response will be 
provided to members and partners to provide assurance in this respect. A summary 
document has been developed which describes current and proposed future ways of 
working and the key personnel who will support the local work and is provided at 
Appendix 4 and 5.  


A full engagement report is provided at Appendix 6. 


Throughout the engagement process the project team captured the emerging 
perceived benefits and the key challenges that may be encountered and these will 
be reflected in the benefits realisation process.   


 


3.3 Summary of the key benefits 


A full benefits realisation dependency map and a benefits realisation plan has been 
created to understand the dependencies between our vision for patient services and 
the benefits and outcomes of the proposed change (Appendix 7 and 8).  


The changes are expected to create: 


• A stronger, clearer and more consistent commissioning voice for our area, 
building on the strong foundations of locality-based GP-led commissioning 
and be more able to deliver the resilient and sustainable NHS services that 
local people need. 


• Enhanced ability to transform patient pathways across locally linked providers, 
which will help us to address health inequalities. 


• Opportunities to eliminate the significant administrative burden that comes 
from running five statutory organisations.  Operating more streamlined 
corporate functions would enable us to focus more of our people and 
resources on delivering improved services and better patient experience. 


The key outcomes from the change include:  


• Improved health and wellbeing of Tees Valley / Durham population whilst 
retaining local patient focus 


• Additional availability of resource for healthcare and improved patient 
outcomes 
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• Improved collaborative working, team satisfaction and communication 
between staff and stakeholders 


• Reduced financial and corporate risk.  Improved control. Increased power of 
negotiation / influence 


• Tranche of the Long Term Plan priorities delivered 
 


The benefits register (available on request) clearly details the benefits expected, the 
outcomes they will deliver, the change processes that need to take place to deliver 
them and the responsible benefit owner and the timescale for delivery. 


Benefits will be monitored carefully and reported regularly to the Executive 
Committees to ensure all required changes take place and full delivery is achieved. 


In addition we have described in the Case for Change document the key impacts on 
Local Authority partners, our member GPs, our patients and public and our staff. 


 


3.4 Potential Challenges 


No change is without its challenges and risk, and throughout the engagement 
process a number of challenges have been noted.  


It is possible that management and decision making may feel more remote from the 
membership and local partners. Continued engagement with members and partners 
will be key to ensuring this is mitigated. The new Primary Care Networks, the work in 
Integrated Care Partnerships and plans for greater integration with local authority 
partners, may provide a helpful mitigation by supporting an even greater level of 
involvement as we work more effectively together with a common aim and a focus on 
improving outcomes for our population. 


Whilst there will continue to be a significant clinical presence within the CCG and 
current effective engagement is planned to continue or be strengthened, the clinical 
leadership may become less aware of very local issues if drawn from a wider 
membership. Representation from the GPs serving the populations across the whole 
geography will be critical to retaining that local focus. 


If we do not maintain and strengthen the successful techniques in place to engage 
effectively with our local population, we will make poor decisions and not realise the 
improvement outcomes we are striving to achieve. Whilst we have developed a 
communication and engagement plan to ensure that we are clear about the actions 
that need to take place to maintain engagement throughout the merger process, 
each CCG currently has a communication and engagement strategy and a clear 
action plan in place for ongoing engagement work. Recent assurance processes 
from NHS England, whilst recognising many areas of good practice, has also 
highlighted where we can improve. As part of the merger process therefore we are 
reviewing our approaches and looking to learn from each other where these have 
worked best. We are strengthening our capacity and capability within the CCGs, 
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developing a robust and experienced team to ensure the outcomes we wish to see 
are successfully delivered.   


Whilst we are streamlining financial management and governance processes there is 
a potential to create greater complexity in financial planning as we strive to take local 
needs and priorities into account. However, our experienced Chief Financial Officers, 
and our internal and commissioning support teams, will be fully focused on delivery 
of sustained financial health across the CCGs which delivers our commissioning 
aspiration and the requirements of the system within which we work.  


We fully recognise that staff uncertainty and disruption that, to an extent, has 
characterised the changes we have made to date, will continue for a little longer. 
However, the benefits to be gained of sharing expertise and a larger staff base 
presents significant opportunities for greater learning, team support and 
development. We have developed a Human Resource and Organisational 
Development plan that will support the work we need to do to bring cultures together 
and help staff to positively manage the change (available on request and at the 
meeting). This will need to be monitored at Governing Body level to ensure all staff 
are provided with development opportunities and talent management approaches 
whether they be administrative staff, middle or senior managers, Directors, 
Governing Body members or clinicians.   


 


3.5  Financial impact of proposed Mergers 


Durham CCGs 


A 5 year financial plan has been developed for the proposed new County Durham 
CCG based on the two current CCGs allocations, priorities and commissioning plans 
(Appendix 9). Clearly each year NHS England sets out their mandate for the coming 
year, and proposed financial plans are adjusted accordingly. The current plans are 
based on a series of assumptions that may need to be adjusted in the light of further 
guidance later in the year. NHS England have confirmed that as allocations have 
already been set nationally, that a new CCG would receive the aggregate value of 
the allocations already communicated to Durham Dales, Easington and Sedgefield 
CCG and North Durham CCG.  


This will ensure that there is no negative impact of the merger on financial stability 
and sustainability for the CCGs and the potential for improved management of 
financial risk is strengthened.  The current financial management, reporting and 
governance arrangements are already consistent across the CCGs and no 
significant impact is anticipated from the merger.  


Governing Bodies are aware that CCGs are required to deliver a minimum of 20% 
efficiency in running cost allowance by 2020. The close collaboration of the CCGs to 
date together with the merger of the two organisations will support the delivery of 
additional RCA efficiency and puts the CCGs in a very strong position to fully realise 
the requirement despite the one off costs of merger. The detailed calculations are 
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presented in Appendix10 and the potential net additional saving is £0.269m with 
savings already achieved of £0.529m. 


Tees Valley CCG 


A 5 year financial plan has been developed for the proposed new Tees Valley CCG 
based on the three current CCGs allocations, priorities and commissioning plans 
(attached in Appendix 11). This plan addresses the very challenging financial 
position in both South Tees CCG and Hartlepool and Stockton-on-Tees CCG 
currently. Whilst Darlington CCG is in a relatively stable position at this point, 
financial challenges have been an ongoing feature of the CCG since its 
establishment due to the relatively small population base and as a consequence, 
financial allocation. The proposed coming together of the CCGs will support 
improved risk management and greater stability in the future.  


The CCGs who form the most substantial part of the Integrated Care Partnership in 
the Tees Valley are working closely with providers and have developed an ICP level 
plan to ensure improved financial health and sustainability in the next 5 years. 


Clearly each year NHS England sets out their mandate for the coming year, and 
proposed financial plans are adjusted accordingly. The current plans are based on a 
series of assumptions that may need to be adjusted in the light of further guidance 
later in the year. NHS England have confirmed that as allocations have already been 
set nationally, that a new CCG would receive the aggregate value of the allocations 
already communicated to Darlington CCG, Hartlepool and Stockton-on-Tees CCG 
and South Tees CCG. 


This will ensure that there is no negative impact of the merger on financial stability 
and sustainability for the CCGs and the potential for improved management of 
financial risk is strengthened. The current financial management, reporting and 
governance arrangements are already consistent across the three CCGs and no 
significant impact is anticipated from the merger. 


Governing Bodies are aware that CCGs are required to deliver a minimum of 20% 
efficiency in running cost allowance by 2020. The close collaboration of the CCGs to 
date together with the merger of the three organisations will support the delivery of 
additional RCA efficiency and puts the CCGs in a very strong position to fully realise 
the requirement despite the one off costs of merger. The detailed calculations are 
presented in Appendix 10 and the potential net additional saving is £0.306m with 
savings of just over £1m already achieved. 


 


3.6 Risks 


Governing Bodies are aware that a robust approach to risk management is already 
in place in the CCGs and this is being constantly refined and improved to ensure that 
all staff are risk aware and understand how to document and manage risks in 
operational business. Governing Bodies and the Audit Committee on the Governing 
Body’s behalf, regularly review strategic and operational risks and those that remain 
significant after mitigation. All key risks associated with the merger itself have been 
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identified and are captured within the project risk register (available on request). 
Significant risks, should we progress merger plans, will be escalated to the corporate 
risk registers for ongoing monitoring within the usual corporate processes.  


Key risks identified during the planning process include the potential for distraction 
from delivery of the key CCG priorities, our ability to create a new healthy culture 
within the new CCGs and delivery of the key benefits including financial that are 
expected form the merger proposals.  


The establishment of a project team and a robust project plan to deliver the required 
activities associated with a merger of the organisations is already in place and has 
been made available for Governing Body members to review prior to the meeting.  


The plan sets out the key leadership arrangements and responsibilities, the 
governance arrangements to ensure the project plan is effectively monitored and 
delivers in a timely and effective way and the steps required to disestablish and 
establish two new CCGs by 1st April 2020. 


 


4 What will need to happen now? 


Should the Governing Bodies agree to submit applications for merger, these will be 
submitted to NHS England by 30 August 2019 in order for the existing CCGs to be 
dissolved and the new organisations to be in place by 1 April 2020. 


Any application will need to demonstrate how the proposals comply with the NHS 
England criteria and this will be summarised in a ‘Case for Change’ and ‘Application 
Template’.   The following detailed plans will also form part of the formal application 
to merge: 


- Communication and Engagement plan;  


- Equality Impact Assessment;  


- Financial Plans and Financial governance arrangements; 


- Procurement plan for key support services including commissioning support; 


- CCG commissioning plans and commissioning approach;  


- Human Resources and Organisational Development Plan and  


- Benefits Realisation Plan 


The formal submission and the outcome of the recent assurance meeting with NHS 
England will be submitted for national review and approval. Notification of the 
decision is expected by November.  
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5 Project Management approach to delivery  


The establishment of a project team and a robust project plan to deliver the required 
activities associated with a merger of the organisations is already in place and is 
available for Governing Body members to review prior to the meeting.  


The plan sets out the key leadership arrangements and responsibilities, the 
governance arrangements to ensure the project plan is effectively monitored and 
delivers in a timely and effective way, the steps required to disestablish the existing 
CCGs and establish two new CCGs by 1st April 2020. 


The Project Sponsor is Dr Neil O’Brien, Chief Clinical Officer and Chief Officers, 
Directors and managers across the five CCGs are working closely together as part of 
a Project Team that is supported with expert programme management input.   A 
detailed work programme has been established that maps out the key workstreams 
and the required milestones for the application process and the establishment of the 
new organisations within the timescales. 


Key activities, should the Governing Bodies approve an application to NHS England 
and the proposed mergers are approved by NHS England, will include the ongoing 
communication and engagement of our members, partners, stakeholders, public and 
staff; the development and approval of a new constitution for each CCG, the 
agreement of the Governing Body’s membership; the Transfer of Undertakings and 
Protection of Employment (TUPE) of staff, the transfer of estates and assets and 
novation of contracts, key financial processes that will close down the current CCGs 
and set up the new financial ledger and associated processes.  


 


6 Conclusion  


The paper sets out the key issues Governing Bodies may wish to consider before 
making their individual decisions to progress with the mergers. Supporting 
documentation has been made available prior to and will be available at the meeting. 


The processes and required documentation as it has been developed has been 
shared with NHS England, to provide confidence that the CCGs are well prepared to 
progress the Merger application and in the event of approval by NHS England, to 
deliver the proposed changes within the required timescale. 


Ongoing communication with staff, partners, stakeholders and members will be 
critical to ensure that the CCGs take account their views as the project progresses 
and new constitutions are developed.  


An assessment of the resource requirements to progress the Mergers has been 
completed and resources are in place to deliver the project whilst continuing to focus 
on the day to delivery of our commissioning plans and our financial sustainability.  
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7 Recommendations 


6.1 Durham Dales, Easington and Sedgefield CCG Governing Body is 
requested to: 


• Consider the proposals and agree to progress an application for the 
merger of Durham Dales, Easington and Sedgefield CCG and North 
Durham CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria 
and reflects the geography of the CCG which is NHS County Durham 
CCG. 


 


6.2 North Durham CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the 
merger of Durham Dales, Easington and Sedgefield CCG and North 
Durham CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria 
and reflects the geography of the CCG which is NHS County Durham 
CCG. 


 


6.3 Darlington CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the 
merger of Darlington CCG, Hartlepool and Stockton-on-Tees CCG and 
South Tees CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria 
and reflects the geography of the CCG which is NHS Tees Valley CCG. 


 


6.4 Hartlepool and Stockton-on-Tees CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the 
merger of Darlington CCG, Hartlepool and Stockton-on-Tees CCG and 
South Tees CCG. 


• Agree the proposed name for the new CCG which meets NHS criteria 
and reflects the geography of the CCG which is NHS Tees Valley CCG. 


 


6.5 South Tees CCG Governing Body is requested to: 


• Consider the proposals and agree to progress an application for the 
merger of Darlington CCG, Hartlepool and Stockton-on-Tees CCG and 
South Tees CCG. 
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• Agree the proposed name for the new CCG which meets NHS criteria 
and reflects the geography of the CCG which is NHS Tees Valley CCG. 


 


 


Prepared by Ali Wilson 


Director of Strategic Development (Transition) 


August 2019 
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Background 


Purpose 


In 2018, NHS England and NHS Improvement told CCG’s that they would be reducing 


their administration costs by 20% by 31 March 2020. In turn, they asked all CCGs to 


reduce their own running costs by 20% in the same timescale. Whilst the reduction does 


not apply to the health services that they commission (and therefore will not affect 


frontline patient services), it does apply to CCG staffing arrangements. 


CCGs aim to take a more streamlined approach to commissioning and simplify their 


governance arrangements. The new organisation/s will be more efficient, saving money 


from management to direct towards patient care and able to support their health and 


care partners in improving local people’s health and the services they use, and 


implementing the NHS Long Term Plan. 


They will keep their current local arrangements for engaging with people and health 


professionals in the places where they live and work and look for opportunities to 


improve that engagement, so that they stay in touch with, and take account of, local 


needs. 


If supported by CCG Governing Bodies and by NHS England, the new CCG/s would be 


created on 1 April 2020, following the dissolution of the existing ones. 


The County Durham and Tees Valley CCGs approached Healthwatch to help gather the 


views of local people during July 2019. These views will be taken into account and 


presented to the five CCG Governing Bodies to help them decide on a proposal to create 


a new CCG/s. 


The local Healthwatch organisations involved in this engagement include: 


 Healthwatch County Durham 


 Healthwatch Darlington 


 Healthwatch Hartlepool 


 Healthwatch Middlesbrough 


 Healthwatch Redcar and Cleveland 


 Healthwatch Stockton 


The five CCGs include: 


 NHS Darlington CCG 


 NHS Durham Dales, Easington and Sedgefield CCG 


 NHS Hartlepool and Stockton-on-Tees CCG 


 NHS North Durham CCG 


 NHS South Tees CCG 


Between them, the CCGs plan, buy and monitor (commission) local health services for a 


population of over 1.2 million people.  
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They cover the following areas: 


 


CCGs work to improve population health, by tackling health inequalities, to improve life 


expectancy and the quality of life and to ensure local people can get the services they 


need when they are unwell. 


They are membership organisations, with local family doctors (GP practices) as their 


members. 


Responsible for commissioning most hospital and healthcare services in the local area, 


CCGs are regulated by NHS England and are accountable to the Secretary of State for 


Health and Social Care. The types of services commissioned by CCGs include: 


 planned hospital care 


 rehabilitative care 


 urgent and emergency care (including out-of-hours and NHS 111) 


 most community health services 


 mental health services 


 learning disability and/or autism services 
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What are the current arrangements? 


The 5 CCGs across Durham and the Tees Valley have been working together under a joint 


leadership and management team with a single Accountable Officer (Dr Neil O’Brien) 


and two Chief Officers (Dr Stewart Findlay and Mrs Nicola Bailey) since October 2018.  


Whilst changes have been implemented to help joint working they have maintained a 


strong focus on local communities and the delivery of the new NHS Long Term Plan 


priorities locally, such as Primary Care Networks (PCN)1 and they would ensure this 


continued. 


There is a move nationally however, to reduce the total number of CCGs and create 


more ‘strategic’ commissioning organisations, the NHS plan states this would ‘typically 


involve a single CCG for each Integrated Care System area’, which in our region would 


be for Cumbria and the North East. Whilst this is intended to support greater efficiency, 


and improve population health by supporting providers to work with local government, 


the CCGs believe that they can achieve more for local people if they keep a greater 


level of local focus.  


The CCG collaborative work and the management changes they have already made, 


mean that the CCGs are already in a good position to demonstrate the benefits of 


working across a larger population base with a shared management resource.  Given 


national expectations and the desire to ensure as much resource as possible is freed up 


for investment into front line health services, they believe that they should give this 


serious consideration.  


In each CCG, member GP practices come together in a “council” that directs the work of 


the organisation. CCGs also have a governing body made up of elected GPs and other 


clinicians, including a nurse, a hospital consultant, and lay people. The governing body 


ensures that the CCG follows the direction set by the members and makes decisions that 


will provide the best outcomes for patients. 


Although each CCGs appoints its own members to a governing body and other 


committees, since 2018/19 these have been operating as committees in common in Tees 


Valley and in Durham (that is, one meeting at which members take decisions together or 


separately, as appropriate). The CCGs’ clinical leaders are central to making these 


decisions.  


All five CCGs commission primary care (services provided by, and in, general practice) 


and have a Primary Care Commissioning Committee.  


                                            
1 All General Practices are now part of a Primary Care network. Primary care networks build on the core of 
current primary care services and enable greater provision of proactive, personalised, coordinated and 
more integrated health and social care by working closely with partners in health and social care. 
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Based on the health needs of local people, and to help reduce health inequalities, NHS 


England gives money to CCGs to pay for local NHS services. Money allocated to the CCGs 


is spent within each of the CCG local areas. Within the CCGs’ annual budget, there is a 


separate allocation for administration (or “running”) costs, which helps to determine 


their total staffing. 


Since October 2018, all five CCGs have implemented a shared management structure to 


try and avoid duplication and to cut down on management costs.  


 


 


 


 


 


 


 


 


What do the CCGs propose to do? 


The CCGS think the best way they could balance reducing costs with keeping a local 
focus would be through creating two single CCGs instead of the five that they have now. 


They would make the savings in ways such as reducing some costs that all 5 CCGs have 
to pay such as audit costs and by appointing members to two governing bodies (rather 
than a combination of the membership of five governing bodies) and through shared 
clinical leadership across the Durham and Tees Valley. 


They are looking to achieve the rest of the savings required in two ways. For some time, 
they have appointed staff to vacant posts only if their role is essential, looking to share 
staff with their partners where this is sensible. They are also reducing their buildings 
where these are not being or will not be fully used.  


Ultimately, if they do not achieve their savings target, they run the risk of further staff 
cutbacks and impacting on the services they commission. 


How will fewer CCGs impact on their members and partners? 


By moving to two CCGs, they know that there may be concerns about the dilution of the 
voice of five smaller CCGs. However, they are already working with groups of GP 
practices and others at a local level across Durham and Tees Valley that focus on 
people’s health and wellbeing in local communities. They will be strengthening the 
clinical leadership within the new CCGs.  


How will having one CCG impact on patients and their carers? 
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Two single CCGs would ensure consistency and help make their resources go further, 
delivering fair outcomes for patients no matter where they live. It would not affect 
frontline patient services. Their financial resources are directly linked to supporting 
these communities in improving health outcomes and reducing inequality. 


As many of their existing teams already work across Durham and Tees Valley there are 


good relationships and engagement networks in all areas that put local people’s views 


and experiences at the heart of their decision-making. They will continue to build on 


these relationships and strengthen joint working with partners. 


So that people’s voices are heard no matter where they live in Durham and Tees Valley, 


CCGs will continue to meet their statutory duties to provide information about, and 


opportunities to influence, their plans, priorities and any future plans to change 


services. 


Methodology:  


Engagement Method: 


The CCGs provided information and questions including a slide set for local Healthwatch 


to use to engage with the public.  The questions included: 


1. Are you responding as an individual or on behalf of an organisation? 


2. What benefits could you see from CCGs merging? 


3. What concerns do you have about a CCG merging? 


4. Is there anything else you’d like to tell us, or any questions which have not been 


answered? 


As the coordinating Healthwatch across the region, Healthwatch Darlington distributed 


the CCGs information to each Healthwatch with suggestions for engagement during July.  


The questions were uploaded to Surveymonkey to ensure everyone could access the 


survey online as well as upload hard copy questionnaires from each area.  


Through their ongoing outreach activity and events local Healthwatch helped 


communities to receive and understand information about the proposals and to gather 


people’s views. 


Healthwatch Darlington collated the engagement information from all 6 Healthwatch 


and the online survey to produce this report for the CCGs  


Conflicts of Interest: 


Healthwatch leads who had a potential conflict of interest listed below made it known 


to HWD as the coordinating Healthwatch, should a direct conflict of interest occur with 


any connections they have with organisations or agencies during the course of this 


project. 


Healthwatch Conflict of Interest 
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HW Darlington Chief Executive Officer – Michelle Thompson BEM: 


 Darlington CCG Patient and Public Involvement  
Lay Member  


 South Tees CCG Patient and Public Involvement 
Lay Member  


 


 


Ethical Considerations:  


All Healthwatch proactively championed ethical behaviour and reflected and applied 


their organisational values in all activity they undertook, in addition to meeting their 


legal and regulatory requirements.  


Who was engaged: 


All Healthwatch used their local knowledge to focus on particular groups to ensure they 


included ages, gender and other variables that could have affected the engagement 


methods. Each Healthwatch gathered feedback in their communities during their 


everyday activities due to the tight timescales. These included online newsletters, e-


bulletins and social media as well as outreach activities including community events, 


groups and meetings. 


Feedback 


The findings are based on responses to the surveys designed by the CCGs and 


Healthwatch Darlington. In total, there were 356 survey responses collected by local 


Healthwatch in the region. The five questions asked were as follows:  


1. Are you responding as an individual or on behalf of an organisation? 


2. Please indicate which CCG area you live in? 


3. What benefits could you see from CCGs merging? 


4. What concerns do you have about a CCG merging? 


5. Is there anything else you’d like to tell us, or any questions which have not been 


answered? 


Question One: Are you responding as an individual or on behalf of an 
organisation? 


Healthwatch wanted to ensure that they reached a wide range of individuals and groups 
in their everyday activities. There were 18 responses from people who represented 
organisations and 338 individual responses including 4 blank responses. 
 


1. Coniscliffe W.I Darlington, Co. 


Durham 


2. CRUSE Bereavement care - Tees 


Valley and Durham area 


3. Alice House Hospice, Hartlepool 
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4. Alice House Hospice, Hartlepool 


5. Cleveland Fire 


6. St Cuthbert's Hospice 


7. Hartlepool Deaf Centre 


8. Whippet Up CIC 


9. Alzheimer's Society 


 


10. Accept Care Ltd 


11. North Durham patient reference 


group 


12. Social Enterprise Acumen CIC 


13. Darlington M.S society 


14. Darlington M.S society 


15. Darlington M.S society 


16. Darlington Borough Council  


17. Sunshine Project North East  


18. Darlington Mind 







 


 


 


 


3 


 


  


Question Two: Please indicate which CCG area you live in? 


 


 NHS Darlington Clinical Commissioning Group = 67 


 NHS Durham, Dales, Easington and Sedgefield Clinical Commissioning Group = 83 


 NHS Hartlepool and Stockton-on-Tees Clinical Commissioning Group = 61 


 NHS North Durham Clinical Commissioning Group = 71 


 NHS South Tees Clinical Commissioning Group = 57 


 Don’t Know = 11        Blanks = 5 
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Question Three: What benefits could you see from CCGs merging? 


Following analysis of the 324 survey responses to this question from across the 5 CCG areas, the 


most important benefits that people cited from the CCGs proposals were:  


 


 


24% 


6% 


9% 


5% 


9% 


7% 


2% 


15% 


12% 


2% 


2% 


4% 
1% 1% 1% 


Benefits 


Cost Saving 24% Reduced admin 6%


Reduced Management 9% Reduced Running Costs 5%


More Efficient & Cost Effective 9% Joined up working/shared services 7%


Shared back office/resources 2% Equality of Services/Economies of Scale 15%


Sharing Expertise/Best Practice 12% Spending Power/Bulk Purchasing 2%


More Integrated Care 2% Direct Patient Care/Frontline Services 4%


Simplified Service for Patients 1 % Greater Choice/Specialisms 1%


Social Prescribing /Community Services 0.6%
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Darlington 


Most Darlington responses revealed that “cost saving” would be most beneficial through 


“better joined up working” and “more shared services”. People also saw the benefits in 


the reduction in admin, management and running costs and hoped that the savings would 


be “ploughed into frontline services”. In addition, “addressing services geographic 


inequalities” to ensure people get the same service everywhere was deemed important as 


well as “sharing best practice”. However, pooling resources was thought to have risks due 


to the “dilution of services” from the savings of higher salaries by taking on lower 


salaried staff to accommodate a higher volume of work load. Some people were “unsure” 


about the benefits with others stating that they would like the CCG to “remain 


independent” because although there will be cost savings, the “local focus and 


knowledge will be lost”. It was also mentioned that combining smaller CCGs with larger 


ones “could result in patients in outlying areas being disadvantaged as they will be 


swallowed up and forgotten about”. 


Durham, Dales, Easington and Sedgefield 


In this area there was a very strong 40% emphasis on the benefits of “saving money” 


especially in “reduced management and admin costs”. Opinions were also very positive 


about the consistency of services across localities to “prevent a postcode lottery” with a 


“more joined up approach” and “more efficient way of working”.  Also an increased size 


was thought to be beneficial in giving “better bargaining power” or “service acquisition”. 


It is hoped that freeing up medical staff from CCG work would also reduce the load by 


“eliminating some of the duplication”. However there were also some strong opinions 


against the proposals with 11% of the responses to this question stating that there were 


“no benefits” and “local voices and concerns will be heard even less than what they are 


now”.  


One individual said: “The CCG are currently out of touch with the needs of individual 


communities and local areas.  They are unable to organise meetings in public that 


actually tell the public they are happening.  The current CCG manages to make decisions 


completely against the wishes and views of local people.  Making the area the CCG 


covers will only make all these issues of local knowledge and local accountability much 


worse.  The CCGs need to remember that they are funding publicly”. 


Hartlepool and Stockton-On-Tees 


“Cost saving” from this area was also was deemed the most important with a particular 


emphasis on the “cost efficiency” benefit as well as “economies of scale”, “less 


duplication of bureaucratic departments” and “less chance of communication hiccups”. A 


common theme of opinion was regarding the “increased commissioning power” and a 
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“more streamlined management arrangement”. Responses also recognised that this 


approach could provide the opportunity to “service provision across a patch that is 


coterminous to the hospitals that patients can access in this area”. Some people, 


however were not so sure and questioned whether there will be a fairer pricing structure 


in future as they currently believe that CCGs in different areas pay different amounts for 


the same service. Others expressed concern about “job losses” and “having to travel for 


vital services” eg. A & E services. One individual voiced their unease regarding 


redundancies: “How many will be made redundant and brought back again?” Whilst 8% of 


responses felt there will be no benefit whatsoever and the “local focus will be lost” in 


another “cost cutting exercise”. 


North Durham 


60% of responses thought “saving money” especially regarding “reduced management 


costs” and “economies of scale” would be most beneficial. People mentioned the benefit 


of “standardised systems and procedures” with an emphasis on “sharing expertise” and 


“best practice” as an efficient way of working together. Access to a “wider range of 


specialisms” in health care was thought to be a positive as well as “greater patient 


choice” “Better communication” and “less variation in quality of care services offered” 


were also seen as benefits of the proposal. Concerns were raised regarding structures 


who cover larger areas may give “less attention to local detail” and members of the 


decision making body may have “less feel for local issues”. Others feel it is purely about 


“cost cutting rather than care”. 


South Tees 


Although the benefit of “cost savings” including “reduced management, admin and 


running costs” featured highly with respondents, the “equality and efficiency of services” 


were deemed equally important benefits of the proposal. “Better and easier access to 


services” throughout the region and less of a postcode lottery was mentioned in addition 


to a “reduction in duplication” of some roles and services. “Improved co-ordination of the 


VCSE sector” was suggested as a benefit including “social prescribing” and “community 


based solutions to wellbeing”. Some respondents were unclear of the benefits and said 


they “needed more information to understand the proposals” whilst others expressed 


concern about the workload for the remaining staff in what they feel is an over stretched 


service. One individual said “short term savings frequently create increased overall costs 


in the longer term” and although the benefit of cost savings was a common theme, 


concern was expressed regarding the retention of current services due to reduced costs. 


Don’t know/blanks 
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Respondents who did not know which CCG area they belonged to, or left the question 


blank, all expressed similar opinions with regards to benefits as in other areas. In 


particular the “pooling of resources”, “equity across larger areas” and “sharing of best 


practice”. A few people were not sure or did not understand the proposal enough to give 


a definitive opinion. 


Question Four: What concerns you have about the CCGs merger? 


The main themes across the Tees Valley and Durham CCG areas are as follows in order of 


importance and were completed by 305 respondents: 


1. Loss of local connections and needs 37% 


2. The organisation will be too big 12% 


3. Making people unemployed will lead to loss of expertise 10.5% 


4. Loss of budget for local needs 7% 


5. No concerns 7% 


6. Worse services/reduction in frontline services 5% 


7. Less staff/less effective 4% 


8. Would all areas have equal status in decision making? 4% 


9. Having to travel further/rural issue concerns 4% 


10. Lack of local accountability 3% 


11. Reduced patient participation/no voice 2% 


12. In house fighting – who will they report to? 1% 


13. Is it cost cutting for privatisation? 1% 


14. More difficult to influence 1% 


15. Public accountability at zero 0.5% 


16. Re-inventing the wheel 0.5% 


17. Health and Social Care should be joined up 0.5% 


Examples of comments: 


 “Lack of focussed leadership at the top and how would it work in terms of 


separate Health and Wellbeing Boards?   Working across a larger patch may mean 


losing that on the ground community knowledge.  Red tape accessing data across 


the areas to efficiently use population health management may lead to unfair bias 


for some areas compared to others” Darlington 


 “A lessening of the commitment to provide appropriate services for the people of 


Darlington.  The CCG is not even in Darlington anymore. If become two, 
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Darlington would be part of Tees Valley, the hospital trust is Co Durham and 


Darlington.  Too few staff, I worked in the CCG believe me I know how stressed 


these folk already are I saw more and more staff who were not local and so did 


not have the commitment to Darlington  Once again, we reinvent the wheel” 


Darlington 


 


 “Merging the CCGs (as with option 1) to make a single commissioning body for the 


entire North East and Cumbria is very concerning. CCGs were intended to consider 


the needs of a locality. How can we get health provision tailored to local needs 


when the 'locality' spans across the country?     


 I am concerned that services will consolidate into fewer 'central hubs' - as we have 


 seen within DDES CCG in the past (moving services from the Richardson and Bishop 


 Auckland hospitals to Darlington and Durham). In rural areas as large as ours, this 


 just is not feasible.       


 Decreasing management staff whilst increasing the geographical area will only 


 result in greater stress and overwork for managerial and administrative staff. I 


 believe that managers have an important role within the NHS (contrary to popular 


 belief) and I am concerned that this will increase their workload unfairly - or lead 


 to poorer, one-size-fits-all processes being introduced which may be detrimental 


to  services”. Durham, Dales, Easington and Sedgefield 


 “Ensuring local needs are met, maybe having champions/representatives/service 


users/carer reps from each area would help” Durham, Dales, Easington and 


Sedgefield 


 “Would some smaller areas ie Hartlepool and Darlington, get overlooked in 


planning. How will Hartlepool be appropriately represented as a town in its own 


right?” Hartlepool and Stockton on Tees 


 “Becoming too strategic, focusing too much on beyond the area than within it. 


Need to ensure that existing local patches are not lost if there is a merger of 


existing CCGs.   Each household should know, without asking, that it has parity of 


access and parity of quality in the health services it requests.  Governance at a 


micro level could be either over done or under done and it is important to do 


neither - perhaps by ensuring each and every resident in the area has improved 


access to the powers that be in terms of meaningful feedback and engagement - 


NOT tokenistic friends and family forms.  Individual Practice Managers feeling a 


loss of control and over reacting to try and gain that back. At the best of times, 


these folks are individuals to be reckoned with: very few of them understand the 


impact and consequences of their actions and rules and when made aware of them 


very few listen and learn” Hartlepool and Stockton on Tees 
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 “Service area too big and I may have to travel further for services. Amalgamation 


of services so less availability near to where I live. Longer waiting times for 


appointments” North Durham 


 “That the savings made from merging will not go towards reducing health 


inequalities/towards front line patient care  That there will not be proper scoping 


of jobs that are made redundant and as a result agency will be used to plug the 


gap or those individuals whom have been made redundant return to a newly 


formed CCG (which has happened in the past)” North Durham 


 “Appointments will become inaccessible for the low paid and poor leading to more 


deaths.  Too many managers and administrators soaking up funding for health.  


Top health professionals being unable or unwilling to travel for clinics”. North 


Durham 


 “Reducing staff can effect quality of care. Confusion created during the transition 


could have a damaging effect on those with a greater need, how are you going to 


ensure a smooth transition and keep people informed. Including people with 


Learning Disabilities and those who care for them who are sometimes too over 


stretched to read material and often find this confusing and worrying” South Tees 


 “Bigger is not always better. We have a unique population in this area with unique 


needs, they can be very different from other regions. Keep it local where local 


people understand the local needs” South Tees 


 “Firstly for the staff left behind to continue the exact same workload (reportedly 


already stretched) and stretch their capacity further, likely to put at great risk 


their locally developed connections.  


Whilst local systems are just getting used to having adapted to the south tees 


geographic way of working, many more plans exist to maintain this strategic area 


through cross south tees plans. Clearly, this will pose tough questions of a 


potential tees merger when it comes to many other commissioning intentions, 


aligned so strongly to a south tees set up.   


I see it as a politically (and therefore about austerity and financial savings) driven 


idea that is being dressed up as savings and increasing efficiency where wastage 


exists when the reality is very different. We already have a fund and react system 


that with proper long term planning and time and incentive could do much better 


with the available resource.  


The issues are in the lack of prevention thread in long term planning and in 


capacity and policy to allow this to happen properly. Young person’s mental 


health and prevention agenda are perfect examples of many missed opportunities 


and quick reactions that would be even less prepared in such a proposal.   


The areas of current coverage for the South Tees CCG and essential links from 


CCG to local providers, local pathways, local public health teams, blue light 
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services, voluntary sector and more would be under threat. The widening of 


geographic area coverage, a step backwards into old, tired and previously failed 


systems combined with cuts to staff numbers would be a damaging policy which 


has been shown to impact on the services that the most vulnerable desperately 


need the most.   


The changes only go towards maintaining a status quo of reform into a generation 


old system. Evidence from inequality studies demonstrate that this would further 


damage the life expectancies and integration of essential grassroots and 


community services for which we owe much debt to in holding back the flow for 


many health issues. The merger should not happen, and a much longer period of 


planning and evaluation should be encouraged with stability with the current 


system to maintain the still fairly young system.  In short, old ideas dressed up as 


reform do not make a healthy population” South Tees 


 “There will not be sufficient capacity to deliver everything that is needed.   There 


will also be a lack of local knowledge to ensure that appropriate services are put 


in place”  Don’t Know/Blanks  


 “Larger towns get more benefits. Outlying districts and smaller areas suffer.” 


Don’t Know/Blanks 


 Less responsive to local needs  Less understanding of local issues  Loss of links to 


the coal face   Waste from reorganising again and having to establish new ways of 


working” Don’t Know/Blanks 


Question Five – Is there anything else you would like to tell us, or any 
questions which have not been answered? 


 


Many of the questions and comments relate to those already mentioned earlier in the 


report. The following are a snapshot of further questions and comments gathered across 


the region which people thought important to ask or mention: 


 


Questions: 


1. If the Clinical Commissioning Groups were to merge could this be the first step in 


seeing us lose vital, already overstretched services to our rapidly expanding town? 


2. How much money would it save?  


3. Would standards remain high?  


4. Who would be on the single CCG?  


5. How many members?  


6. How unbiased would the members be?  


7. When is this likely to be introduced? 
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8. If 20% reduction is required by March 2020, why are we just being asked now in July 


2019? 


9. In the case of a merger, what plans are there for local consultative networks to 


ensure local communities feel they have a voice?  


10. The proof will be in the detail and as health commissioning appears to have been in 


a constant state of change for over 30 years I wonder if in-fact a completely 


different model is required? 


11. Will contracts be publicised (value) transparency? 


12. How can upstream investment generate better and more favourable cost effective 


outcomes? 


13. I would like to know if Equality Impact Assessments, Equality Delivery Systems and 


the impact on your Public Sector Equality Duty have been considered in these 


proposals. 


14. At what level will decisions be made for the medicines and services we receive?  


15. Will the changes have any effect on the local authorities & social care services?  


16. Will I still have choice as to where I go for appointments? I’m led to understand that 


quickest appointments may not be close to where I live, will travelling times be 


taken into consideration? 


17. Where can I access a copy of the full proposals and their implications as only able to 


give general observations on the sparse information provided? 


18. The VCSE input into health and wellbeing across the Tees Valley is an untapped 


resource - how would a merged CCG improve the discussion about VCSE 


involvement? 


 


Comments:  


“Would be fantastic if the financial savings and other benefits are shared with us after 
the mergers so we can see the impact of the change” 
 
“Those with certain illnesses are often ignored and rely on charities” 


“Involve patients more in the best way you can to provide information and ensure 


inclusion and involvement in decision and potential impact” 


“Need to have some clarity about how the voice of each resident in the CCG area can be 


heard and listened to”   


“I think that there should be a greater focus on providing health services for people in 


work.  For example, those that are suffering with chronic pain or chronic illnesses and 


still going to work, need a system that is quick and not having standard response times 


of 3 months, 6 months etc.  It's not good enough.  More people will end up having to 


leave work if the system does not look at this demand.  The economy is built on an 


active and healthy labour market.  We need to make sure that every effort is made to 







 


 


 


 


1
2 


 


streamline services for those trying their best to remain economically active and in 


work, and therefore contributing to the prosperity of the UK” 


“That all patients should be offered holistic, mental health options” 


“There needs to be more transparency with regard to CCG as to members and what you 


do, you also need to be more responsive to the needs of service users/ patients” 


“I know to my cost that an Angiogram cannot be offered in North Durham Hospital.  The 


bus journey from Chester le St takes 2 hours 38 mins.  Similarly an MRI for cardiology 


purposes is commissioned at James Cook.  Chemotherapy Services in North Durham are 


not adequate and patients have to put up with cramped conditions or even have to 


travel the length of the county.  That in my opinion is not providing safe good quality 


local services.  I speak not from my own experience but from supporting patients who 


have required these services” 


“Would want reassurance that larger contracts have clauses for enabling smaller 


organisations to be full parts of a supply chain and not just bid candy” 


Next steps 


Local Healthwatch have listened to a wide range of local people’s views in each CCG area 


which is reflected in this report. As agreed, these views will be taken into account when 


presented to the Governing Bodies to help them decide on a proposal to create a new 


CCG/s. In addition, and in response to the questions, comments and concerns raised in 


this report, there will be a follow up question and answer document provided by the 


CCG/s once a decision has been made. 


 


All local Healthwatch will be reviewing the impact of the research findings by keeping 


positive and collaborative working relationships with their respective CCGs We expect 


communications to be released on a regular basis from the CCGs in order for it to be fed 


back to the relevant parties involved including participants and the general public. 
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Local Healthwatch contact details 


 


Phone:  
0191 3781037 (Office Landline) 
0191 3787696 (Volunteer Support) 
0800 3047039 (Freephone Signposting No.) 
07756 654218 (Text) 
E-mail: 
healthwatchcountydurham@pcp.uk.net  
Website: 
www.healthwatchcountydurham.co.uk  
 


 


Phone:  


01325 380145 (Landline) 


07525 237723 (Text) 


E-mail: 
info@healthwatchdarlington.co.uk  
Website:  
www.healthwatchdarlington.co.uk  
 


 


Phone: 
01429 288 146 
Website: 
www.healthwatchhartlepool.co.uk  
 


 


Phone: 
01642 955 605 
E-mail: 
general@healthwatchsouthtees.org.uk  
Website: 
www.healthwatchmiddlesbrough.co.uk  
 



mailto:healthwatchcountydurham@pcp.uk.net

http://www.healthwatchcountydurham.co.uk/

mailto:info@healthwatchdarlington.co.uk

http://www.healthwatchdarlington.co.uk/

http://www.healthwatchhartlepool.co.uk/

mailto:general@healthwatchsouthtees.org.uk

http://www.healthwatchmiddlesbrough.co.uk/
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Phone: 
01642 955 605 
E-mail: 
general@healthwatchsouthtees.org.uk 
Website: 
www.healthwatchredcarandcleveland.co.uk  
 


 


Phone: 
01642 688312 
08081 729559 
Email: 
healthwatchstockton@pcp.uk.net  
Website: 
www.healthwatchstocktonontees.co.uk  
 


 



mailto:general@healthwatchsouthtees.org.uk

http://www.healthwatchredcarandcleveland.co.uk/

mailto:healthwatchstockton@pcp.uk.net

http://www.healthwatchstocktonontees.co.uk/
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3 Mr Andrew Atkin Lay Member 07.11.17 Yes Yes Yes Yes Yes
Jointly Employed by Durham Dales, Easington and 
Sedgefield CCG as Lay Member


Yes Direct 01.02.17 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Mr Andrew Atkin Lay Mamber 07.11.17 Yes Yes Yes Yes Yes
Partner is an employee of Durham Dales, Easington and 
Sedgefield CCG


Yes Direct 01.02.17 08.02.18


The person declaring the interest will fully outlined how they might be benefitted as a 
result of a decision being made by the CCG in relation to that area of conflict of 
interest.  The course of action relating to whether the person should take part in any 
discussions/decision making would be made on a case by case basis.


08.02.19


3 Mrs Nicola Bailey


Chief Operating Officer, North Durham CCG - until 
30/9/18
Chief Officer, Durham, Darlington and Tees CCGs - from 
1/10/18


06.11.17
01.10.18


Yes Yes Yes Yes Yes


Employed as Chief Operating Officer  across the Durham, 
Darlington and Tees CCGs - from 1/10/18 of Durham 
Dales, Easington and Sedgefield CCG with effect from 
01.03.14


Yes Direct Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Mr Mike Brierley
Director of Corporate Programmes,
Delivery and Operations


08.12.17 Yes Yes Yes Yes Yes Yes
Wife, Sue Brierley works for County Durham and 
Darlington NHS Foundation Trust (CDDFT)


Yes Indirect 24.05.16 08.12.17 Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time. 08.12.18


3 Mr Mike Brierley
Director of Corporate Programmes,
Delivery and Operations


08.12.17 Yes Yes Yes Yes Yes Yes No interests Declared


Mr Joseph Chandy Director of Primary Care 27.06.18 Yes Yes Yes Yes Yes
Partner - Wheatley Hill and Thornley Practice, Carodoc 
Practice 


Yes Direct 00.04.13 27.06.18
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


27.06.19


3 Mr Joseph Chandy Director of Primary Care Yes Yes Yes Yes Yes Partner and sole provider at Shinwell Medical Group Yes Direct 00.07.96 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Mr Joseph Chandy Director of Primary Care Yes Yes Yes Yes Yes
Premises interest - Peterlee Health Centre Consortium, 
Wheatley Hill Property Company and Shinwell Property 
Partnership. 


Yes Direct 00.10.01 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Mr Joseph Chandy
Director of Primary Care Development and Innovation 
(Non Clinical) - from 1/3/16


Yes Yes Yes Yes Yes Partner ME Medical Chambers Yes Direct 24.05.16 24.05.18
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


24.05.19


Mr Joseph Chandy Director of Primary Care Yes Yes Yes Yes Yes
Trustee Dr Joseph Chandy Charitable Fund Inc. Roseberry 
Road


Yes Direct 00.00.12 Ongoing


The person declaring the interest will fully outlined how they might be benefitted as a 
result of a decision being made by the CCG in relation to that area of conflict of 
interest.  The course of action relating to whether the person should take part in any 
discussions/decision making would be made on a case by case basis.


Mr Joseph Chandy Director of Primary Care Yes Yes Yes Yes Yes
Practice is a member of South Durham Health 
Community Interest Company  (GP Federation)                  


Yes Direct
not 


provided
Ongoing


The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


3 Dr Ian Davidson
Director of Quality and Safety
Medical Director


04.01.18 Yes Yes Yes Yes Yes Yes
GP Partner at Lanchester Medical Centre
(formerly Park House Surgery)


Yes Direct 09.06.16
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Ian Davidson
Director of Quality and Safety
Medical Director


04.01.18 Yes Yes Yes Yes Yes Yes
Practice is a member of Derwentside Healthcare Ltd (GP 
Federation) Yes Direct 09.06.16


The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


Dr Ian Davidson
Director of Quality and Safety
Medical Director


Yes Yes Yes Yes Yes Yes


Wife is employed by North of England Commissioning 
Support Yes Indirect 09.06.16 25.01.17 Any conflict of interest declared in relation to an indirect interest will be considered 


on a case by case basis depending on the discussions taking place at the time.
25.05.18


Dr Ian Davidson
Director of Quality and Safety
Medical Director


04.01.18 Yes Yes Yes Yes Yes Yes Daughter is employed by Durham County Council Yes Indirect 09.06.16 04.01.18 Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


04.01.19


Dr Ian Davidson
Director of Quality and Safety
Medical Director


04.01.18 Yes Yes Yes Yes Yes Yes
Wife is employed by Derwentsude Healthcare Ltd (GP 
Federation)


Yes Indirect 25.01.17 Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


Denise Elliott
Durham County Council representative on Governing 
Body from 1/2/17


17.04.18 Yes
Daughter works in Community Matron Services - 
Sunderland 


Yes Indirect
Not 


provided 
Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


Denise Elliott
Durham County Council representative on Governing 
Body from 1/2/17


17.04.18 Yes Interim Head of Commissioning, Durham County Council Yes Direct
Not 


provided 
Ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


3 Dr Stewart Findlay
Chief Officer, Durham, Darlington and Tees CCGs - from 
1/10/18


01.10.18 Yes Yes Yes Yes
Conflict relating to being Chief Officer across five CCGs in 
Durham, Darlington and Tees


Yes Direct 01.10.18 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


3 Dr Stewart Findlay
Chief Officer, Durham, Darlington and Tees CCGs - from 
1/10/18


01.10.18 Yes Yes Yes Yes Part owner Bishopgate Medical Centre, Bishop Auckland Yes Direct 01.01.92 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


3 Dr Stewart Findlay
Chief Officer, Durham, Darlington and Tees CCGs - from 
1/10/18


01.10.18 Yes Yes Yes Yes Daughter works for North Durham CCG Yes Indirect 15.01.18 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.
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3 Dr Stewart Findlay
Chief Officer, Durham, Darlington and Tees CCGs - from 
1/10/18


01.10.18 Yes Yes Yes Yes Member of the NECS Shadow Owned Customer Board Yes Direct 01.03.17 Ongoing
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


3 Mrs Gillian Findley Director of Nursing Yes Yes Yes Yes Yes


Director of Magnitas - an environmental consultancy     
firm


Yes Direct 07.05.16 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Mrs Gillian Findley Director of Nursing Yes Yes Yes Yes Yes
Director of Nursing for Durham Dales, Easington and 
Sedgefield CCG Yes Direct 07.05.16 Ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Mrs Gillian Findley Director of Nursing Yes Yes Yes Yes Yes
Related by marriage to the McCardle family of Helen 
McCardle Care Homes


Yes Indirect 07.05.16 24.04.18 Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time. Apr-19


Ms Amanda Healy Director of Public Health Durham County Council 03.05.17 Yes Yes I am Direcor of Public Health, Durham County Council Yes Direct 01.05.17 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


3 Mr Richard Henderson Chief Finance Officer 10.11.17 Yes Yes Yes Yes No interests declared


3 Mr Michael Houghton Director of Commissioning and Development 06.11.17 Yes Yes Yes Yes No interests declared


Mr Feisal Jassat Lay Member - Patient and Public Involvement 27.03.18 by email
13.06.18 by email


Yes Yes Yes Yes Yes Yes Trustee Age UK Co. Durham Yes Direct 11.05.16 31.03.18


The person declaring the interest will fully outlined how they might be benefitted as a 
result of a decision being made by the CCG in relation to that area of conflict of 
interest.  The course of action relating to whether the person should take part in any 
discussions/decision making would be made on a case by case basis.


31.03.18


3 Mr Feisal Jassat Lay Member - Patient and Public Involvement 27.03.18 by email Yes Yes Yes Yes Yes Yes
Wheels 2 work - Trustee (Chester-le-Street)


Yes Direct
11.05.16


Ongoing


The person declaring the interest will fully outlined how they might be benefitted as a 
result of a decision being made by the CCG in relation to that area of conflict of 
interest.  The course of action relating to whether the person should take part in any 
discussions/decision making would be made on a case by case basis.


Apr-19


3 Dr Rushi Mudalagiri
Member of Joint Quality Committee but is DDES CCG 
member of staff


08.03.18 Yes Yes Employed by DDES CCG as GP Locality lead Yes Direct
Not 


provided
ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Rushi Mudalagiri
Member of Joint Quality Committee but is DDES CCG 
member of staff


08.03.18 Yes Yes GP Practice, Lead GP of Station Road Surgery, Shotton Yes Direct 01.02.15 ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Rushi Mudalagiri
Member of Joint Quality Committee but is DDES CCG 
member of staff


08.03.18 Yes Yes GP Practice, Lead GP of Shotton Medical Practice Yes Direct 01.04.14 ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Rushi Mudalagiri
Member of Joint Quality Committee but is DDES CCG 
member of staff


08.03.18 Yes Yes
Practice is a member of South Durham Health 
Community Interest Company  (GP Federation)                  


Yes Indirect
Not 


provided
ongoing Any conflict of interest declared in relation to an indirect interest will be considered 


on a case by case basis depending on the discussions taking place at the time.


3 Dr Neil O'Brien
Clinical Chief Officer, North Durham CCG until 30/9/18
Clinical Chief Officer, Durham, Darlington and Tees CCGs 
from 1/10/18


13.11.17
01.10.18


Yes Yes Yes Yes Yes
GP Partner at Cestria Health Centre, Chester-le-Street


Yes Direct
Not 


provided
ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Neil O'Brien
Clinical Chief Officer, North Durham CCG until 30/9/18
Clinical Chief Officer, Durham, Darlington and Tees CCGs 
from 1/10/18


13.11.17
01.10.18


Yes Yes Yes Yes Yes
Cestria provides intermediate level service in ear, nose 
and throat, dermatology and minor surgery and 
palpations in which I financially benefit from. 


Yes Direct 13.06.16 ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Neil O'Brien
Clinical Chief Officer, North Durham CCG until 30/9/18
Clinical Chief Officer, Durham, Darlington and Tees CCGs 
from 1/10/18


13.11.17
01.10.18


Yes Yes Yes Yes Yes
Cestria is a member of Chester-le-Street Health Ltd (GP 
Federation)


Yes Indirect 13.06.16 Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


Dr Neil O'Brien
Clinical Chief Officer, North Durham CCG until 30/9/18 13.11.17


Yes Yes Yes Yes Yes Director of the Academic Health Scheme Network Board Yes Direct 13.06.16 13.11.17
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


13.11.18


Dr Neil O'Brien
Clinical Chief Officer, North Durham CCG until 30/9/18 13.11.17


Yes Yes Yes Yes Yes Clinical Lead for the Better Health Programme Yes Direct 13.06.16 30.09.16
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


Dr Neil O'Brien
Clinical Chief Officer, North Durham CCG until 30/9/18
Clinical Chief Officer, Durham, Darlington and Tees CCGs 
from 1/10/18


13.11.17
01.10.18


Yes Yes Yes Yes Yes
Wife works at County Durham and Darlington NHS 
Foundation Trust (CDDFT)


Yes Indirect 13.06.16 Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


Dr Neil O'Brien
Clinical Chief Officer, North Durham CCG until 30/9/18
Clinical Chief Officer, Durham, Darlington and Tees CCGs 
from 1/10/18


13.11.17
14.11.18


Yes Yes Yes Yes Yes
Working as Chief Clinical Officer (Accountable Officer) 
across the five CCGs of Durham, Darlington and Tees


Yes Direct 13.06.16
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


3 Dr David Smart Clinical Chair 22.11.17 Yes Yes Yes Yes Yes Yes Yes GP Principal and Partner in Dunelm Medical Practice Yes Direct 18..11.85 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr David Smart Clinical Chair 22.11.17 Yes Yes Yes Yes Yes Yes Yes Practice is member of Central Durham GP Providers Ltd Yes Indirect 17.05.16 Ongoing Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


Dr David Smart Clinical Chair Yes Yes Yes Yes Yes Yes Yes
Trustee of the Ferryhill Station, Mainsforth and Bishop 
Middleham Aid-in-Sickness charity


Yes Direct 17.05.16 22.11.17


The person declaring the interest will fully outlined how they might be benefitted as a 
result of a decision being made by the CCG in relation to that area of conflict of 
interest.  The course of action relating to whether the person should take part in any 
discussions/decision making would be made on a case by case basis.


Nov-18


Dr David Smart Clinical Chair 22.11.17 Yes Yes Yes Yes Yes Yes Yes


Appointed Governor (CCG representative) on Council of 
Governors for Tees, Esk and Wear Valley
NHS Foundation Trust (representing North Durham CCG, 
Durham Dales, Easington and Sedgefield (DDES) CCG and 
Darlington CCG


Yes Direct 01.10.14 Ongoing
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


Dr David Smart Clinical Chair 22.11.17 Yes Yes Yes Yes Yes Yes Yes
Appointed Governor (CCG representative on the Council 
of Governors for County Durham and Darlington NHS 
Foundation Trust (representing North Durham CCG only


Yes Direct 01.10.14 Ongoing
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


Dr David Smart Clinical Chair 22.11.17 Yes Yes Yes Yes Yes Yes Yes
Member (NDCCG representative) Durham County 
Council, Health and Wellbeing Board


Yes Direct 01.10.14 Ongoing
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.
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Dr David Smart Clinical Chair 22.11.17 Yes Yes Yes Yes Yes Yes Yes
One of my practice partners (Martin Ibbott) is involved 
with VOCARE a provider of out of hours GP services.


Yes Indirect 00.00.14 Ongoing Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


3 Mr John Whitehouse Lay Member, Governance and Audit 07.12.17 Yes Yes Yes Yes Yes Lay Member, Governance and Audit at DDES CCG Yes Direct 20.05.15 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Mr John Whitehouse Lay Member, Governance and Audit 07.12.17 Yes Yes Yes Yes Yes
Daughter is a doctor in training with Lead Employer Trust 
for Junior Doctors (LET) , hosted by County Durham and 
Darlington NHS Foundation Trust (CDDFT)


Yes Indirect 20.05.16 Ongoing Any conflict of interest declared in relation to an indirect interest will be considered 
on a case by case basis depending on the discussions taking place at the time.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Registered on the GP performers list as GP locum status Yes Direct


Not 
provided


Ongoing
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes


Accredited GP with a special interest in the management 
of make sexual dysfunction via an NHS commissioned 
community based clinic.


Yes Direct
Not 


provided
Ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Patrick Wright
Constituency GP Lead, Durham and
Macmillan Cancer Lead


17.11.17 updated by email 
1.5.18


Yes Yes Yes Yes Yes
Committee member of the British Society of Sexual 
Medicine


Yes Direct 17.05.16 17.11.17
The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


17.11.18


3 Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes


Undertaking of occasional part 2 cremations forms on 
request from local GPs


Yes
Not 


provided
Ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes


Accredited GP with a special interest (GPSI) in 
management of male sexual dysfunction via an NHS 
commissioned community-based clinic.


Yes
Not 


provided
Ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes


Committee Member and Treasurer for the Primary Care 
Testosterone Advisory Group (PCTAG),


Yes
Not 


provided
Ongoing


The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes Member of the British Society for Sexual Medicine Yes


Not 
provided


Ongoing


The person declaring the interest will fully outlined how they might be benefitted as a 
result of a decision being made by the CCG in relation to that area of conflict of 
interest.  The course of action relating to whether the person should take part in any 
discussions/decision making would be made on a case by case basis.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes


Between 1996-2004 I conducted a number of 
pharmaceutical industry sponsored clinical research trials 
for Pfizer, Bayer and Eli-Lilly


Yes 00.00.96 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes


Committee Member and Treasurer for the Primary Care 
Testosterone Action Group (PCTAG), which receives 
financial support from Besins Pharmaceutical Company.


Yes Direct
Not 


provided
Ongoing


The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 
17.11.17 updated by email 


1.5.18
Yes Yes Yes Yes Yes Yes Yes


I have received honoraria from Besin’s Pharmaceutical 
Company in 2016-17, for attending occasional  advisory 
board and PCTAG Committee meetings to review "the 
management of male testosterone deficiency" and for 
recent work reviewing a now published paper; 
"Improving the primary care management of erectile 
dysfunction and testosterone deficiency in men with or 
without Type 2 diabetes: findings rom the REVITALISE 
audit" In 2017-2018. I have lectured and participated in 
educational events for primary care clinicians on 
management of Testosterone Deficiency and Erectile 
Dysfunction, for which I have been provided with 
honoraria from Besin's Pharmaceutical Company, to 
cover essential accommodation, travel and preparatory 
work. 


Yes Direct 00.00.16 Ongoing
The person declaring the financial interest will not take part in any decision making 
relating to that area of financial interest is being discussed.  They will be asked to 
leave any meeting where that area is being discussed.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 17.11.17 Yes Yes Yes Yes Yes Yes Yes
Recently appointed an honorary contract as Macmillan 
GP Cancer Lead with County Durham and Darlington NHS 
Foundation Trust (CDDFT). 


Yes Direct
Not 


provided
Ongoing


The person declaring the non-financial professional interest will not take part in any 
decision making relating to the area of interest being declared might may take part in 
decision making if appropriate.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 17.11.17 Yes Yes Yes Yes Yes Yes Yes GP Macmillan funded cancer lead. Yes Direct 17.11.17 Ongoing


The person declaring the interest will fully outlined how they might be benefitted as a 
result of a decision being made by the CCG in relation to that area of conflict of 
interest.  The course of action relating to whether the person should take part in any 
discussions/decision making would be made on a case by case basis.


Dr Patrick Wright Clinical Lead and Teams around Patients (TAPs) Lead 17.11.17 Yes Yes Yes Yes Yes Yes Yes Registered on the GP performers list as GP locum status Yes Indirect
Not 


provided
Ongoing Any conflict of interest declared in relation to an indirect interest will be considered 


on a case by case basis depending on the discussions taking place at the time.
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MERGER APPLICATION - CASE FOR CHANGE (Appendix 1) 


1. Introduction 
 
This Case for Change forms part of the merger application for NHS Durham Dales, 
Easington and Sedgefield CCG and NHS North Durham CCG, which together cover 
the County Durham geography. It is proposed, therefore, that the merged CCG will 
be known as [TBC - NHS County Durham] Clinical Commissioning Group, which is 
compliant with the requirements of the CCG Regulations 2012 (3) to (6). 


[TBC - The merger has the support and formal approval of the respective Governing 
Bodies and has been an item of regular discussion with the CCGs’ GP membership, 
staff, Local Authorities, Healthwatch, our public and other stakeholders].   


 
2. Current organisational profiles 
 
The current organisational profiles are shown below and the two CCGs, together, are 
coterminous with the Durham County Council boundary.  
 
The health of people in County Durham is generally worse than the England 
average.  About 21% (18,700) of children live in low income families.  Life 
expectancy for both men and women is lower than the England average. 
 
Life expectancy is 7.7 years lower for men and 7.1 years lower for women in the 
most deprived areas of County Durham than in the least deprived areas. 
 
In respect of children, in Year 6, 22.6% (1,211) of children are classified as obese, 
worse than the average for England.  The rate of alcohol-specific hospital stays 
among those under 18 is 56 per 100,000 population, worse than the average for 
England.  Levels of breastfeeding initiation and smoking at the time of childbirth are 
worse than the England average. 
 
In adults, the rate of alcohol-related harm hospital stays is 754 per 100,000, worse 
than the average for England.  The rate of self-harm hospital stays is 204 per 
100,000, worse than the England average.  Estimated levels of adult excess weight 
are worse than the England average.  Rates of sexually transmitted infections and 
TB are better than average.  
 
a. North Durham 
 
NHS North Durham CCG is made up of 30 local GP practices, which make up 5 
Primary Care Networks covering a population of c260,000 across a mixture of rural 
and urban areas.  The University of Durham is home to a large and internationally 
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diverse student population.   The CCG has an allocation of over £415 million and a 
2018/19 Improvement Assessment rating of ‘good’. 
 
People who live in the North Durham area have significant health challenges and 
problems.  They are also more likely to die sooner than those living in other parts of 
the country. The main causes of early death include high levels of cancer and 
diseases of the heart or blood vessels. 
 
With an ageing population, there is a  greater demand for hospital services and an 
increase in illnesses related to older people such as stroke, long-term conditions and 
dementia. The large student population in Durham City results in a demand for 
sexual health, alcohol and harm reduction services. 
 
The below graphic represents the local population’s health needs for North Durham. 
 
 


 
 
 
b. Durham Dales, Easington & Sedgefield CCG 
 
NHS Durham Dales, Easington & Sedgefield CCG is made up of 36 local GP 
practices, which make up 8 Primary Care Networks covering a population of 
c291,000 across a mix of urban and rural areas.  The CCG has an allocation of over 
£535 million and a 2018/19 Improvement Assessment rating of ‘good’. 
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The main health challenges facing the communities across Durham Dales, 
Easington and Sedgefield are linked to an increasingly ageing population that has 
significant and complex long-term conditions. In addition, an increasing number of 
people have poor health related conditions such as obesity, diabetes, respiratory 
disease, depression, dementia and coronary heart disease resulting in premature 
death, all of which result in significant health inequalities.  The population also faces 
higher than average unemployment rates, severe deprivation, poor housing and 
isolation in many of our rural communities.  At least 50% of our population has at 
least one long term condition. 


The below graphic represents the local population’s health needs for Durham Dales, 
Easington and Sedgefield. 
 


 
 
 
It can be seen, therefore, that there are significant health challenges facing the 
CCGs and a co-ordinated approach that maximises our capacity and capability will 
give us greatest potential to effectively address this. 
 
3. Current business model  
 
Since authorisation as CCGs in 2013 Durham Dales, Easington and Sedgefield CCG 
(DDES) and North Durham CCG have worked effectively together and with other 
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partners across the wider health and social care system.  Both CCGs have fully 
delegated arrangements from NHSE for the commissioning of primary care (and a 
new Delegation Agreement will be arranged for the merged CCGs). 


The CCGs have had a shared Chief Operating Officer since September 2014; a joint 
Director of Nursing since 2015 and a shared Director of Primary Care since April 
2017.  We have had joint teams in place for infection, prevention and control, 
safeguarding and practice nurse links since the CCGs’ inception in 2013. Executive 
Committees have been held ‘in common’ since May 2017 with Governing Bodies 
being held ‘in common’ since September 2017.  Following the success of these 
arrangements and the natural departure of some individuals, we have also shared all 
three Lay Members as well as the Secondary Care Doctor across both CCGs, with 
effect from April 2018. 


Our local collaboration includes shared procurement programmes, collaborative 
quality and performance management approaches and risk share arrangements. 


Our approach to integration is shared not just across the CCGs but with partners 
including Durham County Council and NHS Foundation Trusts.  Together, the CCGs 
are coterminous with Durham County Council.  A Director of Integration was 
appointed in early 2017 who leads a programme approach to work being done 
across all health and social care partners.  That role evolved into a Director of 
Integrated Community Services and ensures true partnership working with member 
practices across both CCGs putting general practice at the heart of our work.   


We are also working to develop an integrated strategic commissioning unit that will 
help to support the further development of integrated health and social care services 
in County Durham. 


Alongside the development of the NHS five year plan we are developing a five year 
place based Health and Social Care Plan for County Durham.  As with the one year 
plan this involves providers and commissioners across health and social care.  This 
document will align closely with the Joint Health and Wellbeing Strategy (JHWS) for 
County Durham, with the timescales for the revised JHWS being aligned to the five 
year Plan. 


We are also working on a health and social care performance framework to enable 
us to measure the effectiveness and success of our integrated commissioning and 
provision arrangements in County Durham.  This will ensure that we are truly making 
progress on: 


• increasing funding on prevention, primary and community services,  
• maintaining independence and reducing dependence 
• Ensuring maximum efficiency of services in Durham 
• Improving outcomes and reducing inequalities for our population 
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Together we also work collaboratively on a wider scale with CCGs across Cumbria 
and the North East Integrated Care System (ICS).  A Joint Committee of CCGs 
across the ICS is in place and has been an important element of the system-wide 
approach to strategic commissioning.   


With the retirement of the Accountable Officer of Hartlepool and Stockton on Tees 
CCG (HaST) in 2018, these successful historic joint working arrangements were 
reviewed across the wider geography with the aim of further developing and 
strengthening collaborative working and achieving greater levels of streamlining 
across a wider geography.   The current arrangements are described below: 


The 5 CCGs across Durham (Durham Dales, Easington & Sedgefield and North 
Durham) and the Tees Valley (Darlington, HaST and South Tees) have been 
working together under a joint leadership team with a single Accountable Officer (Dr 
Neil O’Brien) and two Chief Officers (Nicola Bailey and Dr Stewart Findlay) since 
October 2018, and a combined senior management structure was implemented in 
April 2019. 


The two CCGs have maintained a strong relationship with the North of England 
Commissioning Support Unit (CSU), accessing the full range of support functions.  A 
Service Level Agreement is in place and includes commissioning and delivery 
teams, provider management, quality, finance, business intelligence, continuing 
healthcare and meds optimisation, along with a range of other back office functions, 
e.g. governance, human resources etc. 


This arrangement has not only resulted in efficiencies in terms of workforce, but has 
also ensured that the CCGs have access to a broader range of expertise and a 
greater level of business resilience than could be achieved by the CCGs operating 
all these functions in-house.  It also better utilises the limited availability of experts in 
particular fields of work.  


A number of staff from the CSU are wholly allocated to the work of the CCGs and 
are based within CCG premises; this helps to ensure that they fully understand the 
CCGs’ priorities and approach and they are integrated members of the wider CCG 
team.  These staff already operate as one combined team across County Durham, 
reflecting the joint working arrangements of the two CCGs.   


As our approach to collaborative working has increased, we have worked closely 
with our CSU colleagues to develop and implement our shared leadership 
arrangements and HR processes such as vacancy control. 


Whilst changes have been implemented to facilitate collaborative working we have 
retained a strong focus on local communities and the delivery of NHS Long Term 
Plan priorities such as Primary Care Networks.  Primary Care Networks (PCNs) 
represent a major change on how primary care will be delivered across our footprint. 
PCNs will be at the forefront of delivering integration in a more joined up way with 
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the aim of delivering better outcomes and improved population health. The 
development of PCNs will strengthen collaboration and integration across the wider 
health and social care system being an equal partner within the ICP. Through the 
continued focus on population health management, local patient pathways will 
continue to support the personalisation agenda and co-ordination of care. This 
approach supports front line clinical engagement at a population level whilst working 
with strategic partners in the ICS and ICP geography. 


In addition to the appointment of a shared Accountable Officer, there has been 
significant work undertaken to streamline the management structure and decision-
making arrangements across all CCGs.    This approach was developed to optimise 
quality of services as well as minimise duplication across the CCGs wherever 
possible and provide a consistent approach to strategic issues such as: vascular 
services, children’s services, mental health and learning disabilities.  We recognise, 
however, the importance of ensuring a local focus is maintained and Locality 
Directors were identified to ensure this is not lost.  Similarly, a local focus has been 
retained for primary care commissioning. 


A review of clinical leadership is underway to develop sustainable proposals to 
strengthen the senior clinical infrastructure of the CCGs, which will be a crucial 
element of our future direction – particularly with the advent of Primary Care 
Networks.  


The CCGs have realised a number of benefits from the CCG collaborative 
arrangements, including:  


• Simplifying and speeding up decision making, removing duplication and starting 
to harmonise policies and processes. 


• Collectively, we have realised cost savings and efficiencies of over £1.5m on our 
running costs (across the 5 CCG collaborative).  £0.5m of this is from the Durham 
CCGs. 


• The establishment of a Joint Committee (for the five CCGs and Hambleton, 
RIchmondshire & Whitby CCG which is part of the southern ICP), which ensures 
that system-wide changes can be discussed and agreed upon in a more effective 
way. (This will continue under the merged arrangements). 


• The introduction of a single executive team, working with a single Accountable 
officer and two Chief Officers has strengthened capability and capacity and 
ensures the CCGs can be better placed for more a strategic, coherent and 
aligned approach to commissioning.  


• We have been able to appoint to dedicated roles across the five CCG 
collaborative to focus on children’s commissioning, mental health and learning 
disability partnership arrangements whilst also maintaining some locality-specific 
roles. 


• Contributed to wider system working through the secondment of directors to 
ICS/ICP work on finance and cervical screening.   
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• A full review of the frequency and arrangements for Governing Body meetings, 
joint committee meetings and other committee meetings has resulted in a 
reduction of around 60 meetings per year across the 5-CCG collaborative.     The 
combined management arrangements and the development of a Combined 
Management Group and Joint Committee has meant that this has also resulted in 
a slight reduction in meetings for North Durham CCG and DDES CCG; this is 
lower than in Tees Valley because in-common meeting arrangements were 
already in place. 


With a shared management team across Durham and Tees and the place based 
working, this gives the opportunity to streamline effort wherever possible.  There are 
a number of service reviews or projects where we are working in collaboration 
already with some examples listed below.  We expect this to continue to grow over 
time allowing us to free up resource to focus on faster transformation and place 
based improvement. 


Examples of collaboration 


• Formation of a Mental Health and Learning Disability Partnership across the 
five CCG collaborative and Tees, Esk & Wear Valley NHS Trust. 


• Re-design of adult hearing services across the 5 CCG collaborative 
• Re-design of dermatology services across Durham, Sunderland and South 


Tyneside 
• Re-design of rheumatology services across the Southern and Central ICPs 
• Developed a joint approach on the reduction in urine testing 
• Developed joint approach to antibiotic prescribing in line with our joint 


antimicrobial resistance policy 
 
Despite the above, each of the CCGs remain separate statutory organisations able 
to make their own decisions and retain their individual obligations to meet all 
statutory requirements in their own right.  The ability to make further efficiencies in 
the current configuration is, therefore, limited beyond what has already been 
achieved and it is clear that a merger is the natural next step towards maximising the 
potential of the CCGs. 


4. Rationale for merger – maximising our combined potential 
 
The proposed new CCG will cover the geography illustrated below, which continues 
to be coterminous with Durham County Council.    
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a. Reason for application 
 
Following an options appraisal process that took into account the views of our 
membership, public, staff and stakeholders the Governing Bodies have determined 
that if we were to maintain the current arrangements of 2 separate Durham-based 
CCGs with a shared management structure across 5 CCGs, we would maintain 
autonomy and local decision making for each CCG, however the ability to gain 
further financial and administrative efficiencies would be strengthened by working as 
one. A single CCG presents the opportunity to alleviate current and future pressures 
on the availability of clinical expertise/involvement, which we believe is critical to 
ensuring our commissioning decisions are patient and place focused.  The 
agreement to, and successful delivery of, future system-wide commissioning 
developments for the improvement of patient services and the transformation of 
clinical pathways across a broader footprint would be maximised by speaking as one 
voice within the health and care system.  Taking this into account, and the need to 
work with new primary care networks; acute, mental health and learning disabilities 
providers and local authorities in an integrated system to meet current and future 
challenges, proposals for merger appear to be the next logical step to deliver our 
ambitions and the requirements of the Long Term Plan. 


 
The national direction to create more ‘strategic’ commissioning organisations intends 
to support greater efficiency and improve population health by supporting providers 
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to partner with local government.  Our Governing Bodies support this direction, but 
strongly believe that it is important to retain a greater level of local focus so that we 
can respond to both their identified needs and how people experience care at a local 
level. Feedback received as part of our engagement work has identified that this is 
the key area of concern raised by many of our stakeholders.  This means that our 
consideration of options for merger have tried to balance the benefits of the 
efficiencies and increased influence to be gained from bigger organisations with our 
clear desire to continue to understand and respond to what the research and 
evidence basis tells us about local needs, including the challenges posed by health 
inequalities.  This is why our merger application focuses on a partial footprint of the 
Central ICP instead of the significantly larger ICS footprint.  We have discussed 
merger opportunities with the other CCGs in the central ICP (South Tyneside CCG 
and Sunderland CCG) and although they are not yet in a position to pursue a formal 
merger, they have indicated their support of the proposed Durham merger and 
highlighted their desire to pursue with us some additional collective commissioning 
arrangements in the central ICP and this is something that we will explore with them. 
The proposed merger of the Durham CCGs does not, however, preclude exploring 
further merger options within the Central ICP in future. 


A formal merger of the organisations now, will allow the CCGs to more quickly turn 
their entire focus to changing and improving clinical services for our populations. 
This would also provide greater stability for our staff and signal to providers and 
other stakeholders that our aim is to urgently progress clinical service improvement 
in the interest of our local population. 


 
b. Governing Body support 


In recent Governing Body discussions for the two CCGs, we have been clear that the 
change must ensure that: 


• Quality and safety of patient services remains a key priority focus, with no 
detrimental impact arising as a result of the changed structures.  


• There is a balance of benefits between commissioning at scale with 
understanding local needs. 


• The focus on local work with primary care practice networks, local 
authorities and others is retained and remains a priority. 


• Strong clinical leadership both within the CCGs and the local system is 
supported. 


• A greater level of management efficiency can be delivered so that funding 
can be directed to patient care. 


• We are not distracted from delivery of our key priorities including 
transformation of clinical pathways and the development of local primary 
care networks. 
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• Any changes are fit for purpose in the longer term, supporting our 
endeavours to work effectively with partners whilst ensuring the CCGs 
have a strengthened voice in system decision making. 


c. Benefits of merger 


i. Improving services for patients 


As one organisation we will be better able to progress our work to create a stronger, 
clearer and more consistent commissioning ‘voice’ for our area, built on the strong 
foundations of network-based, clinically-led commissioning, and drive forward the 
changes needed to deliver the resilient and sustainable NHS services that local 
people need.   


Our Governing Bodies are committed to continuing to drive high quality safe 
services, with optimised outcomes for our residents and to reduce the variation in 
service provision, standardise pathways and ensure better care is delivered to our 
population.  Patient flow does cross some CCG boundaries across the ICPs and the 
CCGs’ involvement in wider clinical strategy reviews will continue under a merged 
organisation as we work collectively so that residents receive their care appropriately 
and we are in a stronger position to commission services to best support our patient 
flows.  


We anticipate benefits in relation to safeguarding will come from having a larger 
team of expert nurses and medical staff. We will be able to pool resources and 
provide an element of cross cover for the teams that has not been available 
previously. The Designated staff will be able to support each other and work 
collaboratively on issues such as policy development and strategy. Implementation 
will still happen at a local level with the relevant local authority where required. 


Work to support the residential and nursing home sector has been coordinated at a 
CCG level. There are now opportunities to learn from the successes in each part of 
the collaboration and to share resources and staff skills and knowledge.  


In addition, by consolidating decision making, we will be able to better drive quality 
and focus on the important issues, working together to solve them.  


ii.  Financial stability and sustainability 


Currently, our biggest challenge is finding a way to deliver the high-quality safe 
services for our populations within the constraints of our budgets. Whilst both 
Durham CCGs are in a relatively healthy financial position, there are significant 
pressures within the wider Durham system, particularly at our local acute and 
community services provider (CDDFT), which we are working collectively to manage.  
We can continue to improve our decision-making process to make it less 
fragmented, to allow for economies of scale and improve the quality of care offer for 
all residents. The NHS long term plan asks us to make 20% savings on our 
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management costs; coming together as a smaller number of CCGs allows us to 
make that more easily than as separate organisations.  A comparative summary of 
some key financial indicators is given below: 


  2018/19 Actual   2019/20 Plan 


  DDES   
North 


Durham 
 


DDES   
North 


Durham 
                
In-year surplus £2,000k 


 
£2,000k 


 
£0 


 
£0 


  0.4% 
 


0.5% 
 


  
 


  
    


 
  


 
  


 
  


Cumulative surplus £15,177k 
 


£12,598k 
 


£11,177k 
 


£8,598k 
  3.2% 


 
3.4% 


 
2.3% 


 
2.2% 


    
 


  
 


  
 


  
Underlying surplus £4,725k 


 
£4,053k 


 
£5,775k 


 
£3,756k 


  0.9% 
 


1.0% 
 


1.1% 
 


0.9% 
    


 
  


 
  


 
  


QIPP delivery £8,204k 
 


£5,862k 
 


£8,114k 
 


£5,386k 
    


 
  


 
  


 
  


Acute sector deficit in 
local health economy               


At the end of the financial year 2018/19, both Durham CCGs were in a relatively 
healthy position and this is expected to continue within agreed financial plans for 
2019/20.  There are significant challenges within the wider health economy however, 
across our main acute and community providers.  We recognise that it is important 
that we continue to explore and exploit opportunities for efficiencies in order to 
maintain this position and secure a sustainable financial position across the Durham 
health economy.  


The financial plans demonstrate delivery of the 5 financial tests within the Long Term 
Plan and no significant impact is expected from the proposed merger. 
 
Both CCGs are currently delivering financial balance and delivering efficiencies of 
over 1.1% per year.  The merger will produce some additional financial efficiencies, 
which will support the financial position. 
 
Joint work programmes are already in place (and will continue) across the CCGs and 
with our main providers to manage growth in demand and support delivery of the 
1.1% efficiency across the system, along with the additional efficiencies required to 
deliver financial balance across the wider system.  This includes regional schemes in 
respect of medicines optimisation and value based clinical commissioning policies 
(which build upon the current national programmes). 
 
The CCGs are already working collaboratively with providers across County Durham 
and Tees Valley to jointly manage existing estate and maximise efficiencies through 
reducing void space and improving estate utilisation.  That work forms a key 
component of the system savings plan across County Durham and Tees Valley 
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Building upon the substantial savings already made through collaborative working 
(c£1.5m in total and c£0.5m across County Durham), there are still some significant 
efficiencies to be gained by creating two CCGs and continuing with the shared 
management arrangements, including more than halving the amount of statutory 
obligations (e.g. annual reports and accounts, audits, information governance 
requirements etc.) and further reducing expenditure on leadership budgets and non-
pay costs.   Over the next 1-2 years, we project that this saving will increase to 
c£2.1m in total (c£0.8m for County Durham). 


Maintaining separate statutory bodies is difficult to justify when there is so much 
pressure on health spending, and each statutory body has an element of their 
running costs that can only be reduced if they merged.  We want to minimise the 
administrative burden that comes from running separate statutory organisations. 
Whilst we recognise that a merger of a larger number of CCGs would offer a greater 
level of running cost efficiency, we believe that by retaining a shared management 
structure the additional savings will still be significant and our approach must 
balance the benefits of efficiency with retaining a strong local focus that is supported 
by our partners and the public.   


iii.  One commissioning voice 


Retaining the shared management structure will help to ensure a coherent and 
streamlined approach to commissioning across the CCGs wherever possible, while 
ensuring that the local place-based focus is not diminished.  It will also significantly 
increase the CCGs’ ability to transform pathways for the broader population, 
particularly across locally linked providers.   


We will have a joint approach to monitoring the quality of our organisations; reducing 
the burden on provider organisations that cover more than one CCG area. 


DDES and North Durham are part of the central ICP together with Sunderland and 
South Tyneside CCGs, County Durham and Darlington Foundation Trust, 
Sunderland and South Tyneside Foundation Trust and Northumberland Tyne and 
Wear Mental Health Foundation Trust.  There are patient flows from County Durham 
into the South ICP and Tees, Esk and Wear Valley Foundation Trust provides mental 
health services for the Durham population.  As Durham sits in the middle of the North 
East there are patient flows to other areas.  The merger will reduce duplication by 
being able to streamline effort when dealing with partners.  This approach has 
proved to be effective when working as a 5 CCG collaborative. 


Clinical strategies (acute hospitals) are being developed in both the Durham and 
Tees Valley areas working within the Integrated Care partnerships and the CCGs 
have played a key part in these discussions, drawing on local knowledge as well as 
benefitting from the wider knowledge gained from the shared leadership team. 
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The CCGs are committed to helping deliver high quality, best value and safe care in 
an environment that can more sustainably support our membership and staff.   An 
important element of this is maintaining a local focus while also working closely 
together to transform pathways; this has already begun following the introduction of 
Aligned Incentive Contracts with the main providers of each CCG.   


As one organisation, our ability to further develop our collaborative working will be 
more effective and streamlined with the Commissioning Support Unit, CCGs and 
providers across the CNE Integrated Care System and specifically with the Tees 
Valley CCGs as we will continue under shared leadership and management 
arrangements. 


A balance must be struck between ensuring the sustainability of the CCGs through 
securing longer-term financial stability and ensuring a local focus but with increased 
influence to transform patient pathways.  The proposed merger does not inhibit 
consideration of increased collaborative working across a wider footprint at a later 
stage, should this be considered appropriate, and this is acknowledged by the two 
other CCGs in the central ICP (Sunderland CCG and South Tyneside CCG). 


iv. Maintaining a local focus 


We recognise that to-date our partners have been supportive of our collaborative 
arrangements but have stressed the importance to us of ensuring that we maintain a 
place-based focus.   We share this priority and fully intend to strengthen our 
individual relationships with local authority, primary care, acute, ambulance, mental 
health, community services and the voluntary sector.  This has been reflected in the 
way we have developed our combined management structure and the ability to 
streamline/eliminate duplication will allow us to build on our long history of 
collaboration locally and solid foundations of working as part of a wider system.  The 
concentration of our commissioning focus is an essential element of these future 
arrangements, providing a single coherent strategic commissioning voice within an 
increasingly integrated care system. 


The benefits of bringing organisations together and working across a wider 
geography will also be realised through Primary Care.  The term ‘working at scale’ is 
described in NHS England’s General Practice Forward View (April 2016) and with 
the introduction of Primary Care Networks working across CCG boundaries will 
enable not only organisational benefits but benefits that working at scale can provide 
to patients, GP practices, and the health care system as a whole such as: 


o Economies of scale 
o Quality improvement 
o Workforce development 
o Enhanced care and new services 
o Resilience 
o System partnerships 
o Effective succession planning 
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o GP career development 
 


Our Communication and Engagement Strategy further explains how we will be 
working with partners and staff to ensure that the local voice of our patients, public 
and stakeholders is not diminished.  


v. Valuing and developing our staff 


Our biggest asset is our workforce and we aim to make our new CCG a great place 
to work where staff experience is positive, and we make the best use of our skills 
and expertise.    


The breaking down of organisational boundaries and the development of a shared 
vision will help us to develop a talent pool and support our staff development more 
easily through our shared management structure.  We have been successful in our 
bid to progress a talent management diagnostic and the feedback from this will be 
reflected in the Human Resources and Organisational Development Plan for the new 
organisation.  


 


In summary, the ability to make further savings as separate CCGs is reducing as is 
the ability to continue to attract and retain strong clinical leadership and engagement 
because of the increasing pressures in primary care.    As a result, the CCGs’ ability 
to further direct management resources into patient services is reducing, however, 
by merging we can have a joint approach to monitoring the quality of our 
organisations; reducing the burden on provider organisations that cover more than 
one CCG area.  The boundaries of our local authority mean that there is a single 
approach to safeguarding, but this can be further enhanced by having one 
commissioning organisation.   


5. What this might mean to others 


The Governing Bodies have been mindful of the impact on others throughout their 
deliberations.  We have engaged with our stakeholders to understand their views 
and we are pleased that there is general support for the merger.  The predominant 
message from all our stakeholders was that a merger must not distract from local 
population needs. 


Throughout our considerations, we have considered what is important to our 
population and key stakeholders and this has been kept under review as feedback 
from our engagement work has been received.  A detailed report on engagement 
feedback is provided for Governing Body consideration to ensure that public and 
stakeholder views are taken into account when making the decision whether to apply 
for merger. 
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i.  What this might mean to our Local Authority. 


We view our local authority as a key partner, pivotal both to the delivery of population 
health and through their democratic responsibilities for ensuring that the local voice 
is helping us when determining major changes to services.  


We want to build on the existing strong partnership arrangements and relationships 
described above, so we are all able to achieve more for our residents in improving 
health and care services within the budgets we have.  


Integrated care partnerships will encourage innovation and give local freedom to 
determine how best to collectively work to deliver the agreed outcomes for local 
residents.  In so doing, they will build on existing good practise and will allow us to 
take action more quickly. 


We envisage that Health and Wellbeing Board’s role of providing a strategic steer for 
effective local delivery of health and care outcomes would continue and the 
importance of the local authority in scrutinising health services would of course 
continue under any reform of commissioning structures.  Similarly there would be no 
impact on the Better Care Fund (BCF) as we will continue to meet BCF 
commitments regardless of CCG structure.  


The one year County Durham Health and Social Care Plan sets out the collective 
priorities of commissioners and providers across Health and Social Care across the 
Durham geography.  Building on the strong collaborative arrangements between 
North Durham and DDES CCG, the merger will enable the local authority to engage 
with a single CCG whilst maintaining a focus on individual communities in Durham. 


As a merged CCG we would build on the examples of strong partnership with our 
Local Authority so that we can deliver our ambitious integration plan over the coming 
years. 
 
ii. What this might mean to GPs 


The CCG will remain as a membership organisation and be clinically led.   Members 
are aware that they will need to consider and adopt a new Constitution for the 
resulting merged CCG.  Commissioning of primary care would continue to be 
undertaken by the CCG and managed locally as part of a renewed Delegation 
Agreement.  This local input is important to ensure we continue to be fully responsive 
to local population health needs. It is our aim that GPs experience an appropriate 
and high level of service from our commissioning function; we want to keep primary 
care management, relationships and operational support, including IT, local and will 
do this by maintaining local delivery teams.  


The ability of clinical leaders across both commissioner and provider organisations to 
own and drive the local agenda, will continue to be important. We want to continue to 
build upon the good relationships we have with our local GPs and we will not lose 
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the understanding of local issues and needs that has been a real benefit to our 
CCGs.   Clearly the role of clinical leadership will develop in any new operating 
model and a review of the clinical leadership is underway, but it is our priority that we 
continue to embody the ethos of clinically-led local decision making to suit local 
population needs, reducing health inequalities and improving patient experience.  It 
is our aim to ensure that we focus the valuable input of our clinicians so that we can 
make a real difference. 


Engagement, involvement and supporting our member practices and Primary Care 
Networks will continue to be an important factor for the success of the organisation.  
We will continue working with them to support their involvement in the ICP as well as 
local commissioning decisions.   


 
iii. What this means for patients and the public  
 
Our proposal is about an internal structural change rather than patient facing service 
changes.  However it is intended that the greater efficiencies gained from moving to 
a reduced number of CCGs will enable us to be more financially sustainable, more 
streamlined in our decision making and ultimately lead to more opportunities to 
address health inequalities across the region. 


We have opportunities to develop our relationships with our local Healthwatch, 
patient representatives and other community and voluntary sector groups. We will be 
able to learn from the experiences of other CCGs and develop a model of 
engagement and patient involvement that draws on best practice so that we continue 
to be publically accessible and transparent in our working. 


We recognise that the people making up the population of the CCGs are not a 
homogenous group and that there will be different opinions, interests and priorities 
among different stakeholders and communities. We also acknowledge that people 
identify with their local area rather than a broad footprint.  We have undertaken an 
Equality Impact Assessment and this has identified that the impact of the proposed 
change will be either neutral or positive.   


We are committed to build upon our strong record of engagement with the public and 
patients.  Working with our CSU, PPI Lay Members and Healthwatch, we have 
developed a Communications and Engagement Strategy to ensure a robust 
approach has been taken throughout the pre-application stage as well as pre and 
post-merger.   


iv. What this means for CCG staff  
 
As part of a move to a reduced number of CCGs, we would want to build on staff 
feedback and improve ways of working for staff. Previous staff engagement surveys 
have shown that staff feel there is limited career progression within the 
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organisations.  The shared management structure and, through merger, the removal 
of some of the organisational boundaries would allow us to create a shared talent 
pool. This would give staff the flexibility to progress, develop and use their skills in 
more challenging and interesting ways, and provide greater opportunities for vertical 
and horizontal progression across the CCGs. 


The significant amount of duplication that often occurs, especially when working on 
projects across more than one CCG, causes frustration for staff due to differing 
governance structures and processes proving confusing and time consuming.   
Although we have made inroads into reducing this duplication, working as a reduced 
number of CCGs would enable us to establish greater consistency in standards and 
expectations so we can address this variation.  


Any change by its nature introduces ambiguity that can have an impact on people’s 
productivity as well as their health and wellbeing. We are also aware that there are 
many questions staff will have about this and we will continue to engage with them; 
we have already introduced ‘full staff meetings’ where the staff of the five-CCG-
collaborative come together to hear common messages and feel part of a wider 
team.   


Throughout the process the Human Resources and Organisational Development 
(HR&OD) team have been working closely with colleagues to develop and 
implement plans. There will be a programme of regular communications to ensure all 
colleagues are informed of progress and everyone has had  an opportunity to feed 
into the decision making process.   Some examples of this are: the introduction of a 
dedicated and confidential ‘ask the chiefs’ email address/inbox where staff can post 
questions/concerns/suggestions, the answers to which are collated into a full staff 
briefing; a staff event to discuss the merger proposals and ask staff to contribute to 
the identification of potential benefits or challenges to patients, partners and staff.  


The Governing Bodies have supported the development of the HR and OD Plan and 
a structured approach to talent management that will ensure the new CCG works 
towards the development of a vision, aims and values that are shared by all staff as 
we move towards a new culture. 


6. Summary  


In summary, the feedback gained from our extensive engagement work has been 
supportive of the proposed change; recognising the opportunity for greater efficiency 
and maximising resources to front line services, however many respondents have 
taken the opportunity to highlight their views on the importance of place and the 
avoidance of remote working that does not take into account the needs of local 
people or the importance of partnership working. 
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In response to these views, we have produced a separate report describing the 
arrangements the CCGs are committed to continue and/or develop further to support 
a continued robust and inclusive local focus and this is included with the application. 


 
The supporting documentation produced as part of the application evidences that the 
CCGs have carefully considered all key aspects of the benefits and challenges of a 
merger, including how the proposal aligns with the requirements of the Long Term 
Plan and the impact on stakeholders within the ICP and ICS.  In addition, a high-
level project plan, merger risk register and benefits realisation plan provides me, as 
Accountable Officer, with assurances that there are good controls in place to ensure 
the CCGs can deliver the requirements for the merger of the CCGs. 


A letter of support from the ICS leaders is appended [being co-ordinated by NHSE]. 
 
I declare that the decision to apply for merger is made in accordance with the 
existing governance arrangements for NHS Durham Dales, Easington & Sedgefield 
CCG and NHS North Durham CCG.  
 
 
Signed by: ……………………………………….. 
  Dr Neil O’Brien 
  Accountable Officer for 
  NHS Durham Dales, Easington and Sedgefield CCG 
  NHS North Durham CCG 
 
Date: ………………………………….. 
 
 





