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1.0 Introduction 

1.1 Our ambition for our services 

County Durham & Darlington NHS Foundation Trust (CDDFT) is one of the largest providers of community, 
hospital and health and wellbeing services in the National Health Service (NHS).  Our aim is to provide: 

 Services that are evidenced based, accessible, safe, sustainable and effective  

 Care that delivers improvements in health outcomes and reduces inequalities  

 Patient pathways that are integrated across providers 

1.2 Our vision and goals 

Our vision – “Right First Time, Every Time”, has been agreed working with staff.  It summarises how we 
envisage services in the future:  provided by the right professional, in the right place – in hospital or close to 
home – at the right time, first time, every time, 24 hours a day, where necessary. 

Our mission - “with you all the way” describes our commitment to put patients at the centre of everything 
we do in delivering the very best integrated healthcare and being the best provider of community, hospital 
and health and well-being services. 

Key to the delivery of our Mission are our ‘touchstones’, as follows: 

 The best health outcomes for patients – we need to achieve the highest possible standards of care 
and improved results for patients; 

 The best patient experience – because evidence shows that better outcomes are linked to a better 
experience; 

 The best efficiency – reducing our costs so we can continue to invest for the future; and, 

 Being a best employer – because high levels of staff motivation and satisfaction are closely related 
to better patient care. 

Taken in the round, our Vision and Mission, combined with the other elements outlined above, articulate our 
Ambition, shown in the diagram below: 

 

1.3 Our Strategic Direction 

2016/17 will see a continuation of the momentum that has been gained over the last year with respect to 
the strategic direction of the Trust and its services, as well as the way it delivers and manages its business.  
Additionally, although this document covers Year 1 of the NHS Five Year Forward View period, robust 
planning is being undertaken for the entirety of this period, with particular focus on the following: 

 Partnering with our local health economy at a strategic level to ensure long-term sustainability of 
provision across our area; 
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 At a tactical level, delivering on the 7 key projects that make up a major component of our Clinical 
Strategy; and, 

 At service level, pursuing the sustainability of our high-quality services – a process that has been 
on-going for almost 2 years. 

To go into more detail, the Trust has been working with its partners and stakeholders within the Durham, 
Darlington and Tees Valley area with regard to the strategy for the provision of clinical services.  This wider 
piece of work is entitled the Better Health Programme (BHP) and it is within that umbrella that the Trust has 
been working to determine the shape of services for the future.  The BHP is looking to secure the 
achievement of the highest clinical standards for the people of the area, as well as ensuring sustainability 
going forward.  Within this framework, the Trust has modelled the implications and benefits in respect of 
access for patients, activity, revised clinical pathways & achievement of standards, as well as finance and 
workforce considerations.  All of this will come together as part of the wider engagement and consultation 
later this year and will shape the content of the local Sustainability & Transformation Plan (STP - see 
below).  

Alongside this shaping of strategic direction has been a focus on the short- and medium-term sustainability 
of services that are being affected by a range of issues including the recruitment and retention of key 
clinical staff.  This has led to a clearer determination and plans for the way forward which will be 
implemented in 2016/17 and will give the services more robust sustainability, more certainty and our 
patients the confidence in local service provision. Consequently, the Trust is engaging in providing specific 
services such as Breast Services and Ophthalmology in a partnership approach with neighbouring trusts; 
developing the community care services in line with the vanguard programmes being piloted elsewhere in 
England; and furthering the progress towards centres of excellence where elective work is protected from 
the pressures of emergency demand. 

In support of this strengthening of the service offer, the Trust continues to make progress with a number of 
tactical investments to improve standards and help patients to gain access to services.  So a major 
redevelopment of theatres at Darlington is underway; likewise, further capital works are taking place at 
Bishop Auckland to enhance provision for elective orthopaedic patients and upgrades to the outdated and 
under-sized Emergency Departments are being planned. 

This clearer focus and direction comes at a time when the Trust is making a substantial commitment to the 
way it manages its business.  2016/17 will see a consolidation of the new Care Groups as the vehicle for 
operational delivery, greater clinical leadership and engagement, embedding of the Integrated Performance 
Framework and the further reinforcement of enhanced governance arrangements introduced in 
2015/16. Together, these elements make for a stronger Trust, better able to meet and deliver the 
challenges and deliver high quality care for patients. 

1.4 The delivery of our Operational Plan in 2016/17 

At the time of completion of this plan, the main contract for 2016/17 with our local Clinical Commissioning 
Groups (CCGs) has not been agreed, and consequently there is risk in terms of the financial and activity 
projections until such time as the contract is signed. 

In confirming our commitment to attain a surplus control total, this is predicated upon being able to agree a 
contract with commissioners which does not increase the efficiency requirement beyond that incorporated 
into the first draft plan submission. The extent of the Quality, Innovation, Productivity and Prevention (QIPP) 
saving that the CCGs have attempted to impose upon the CDDFT contract signals a significant risk to the 
scope of health service provision in the economy. Whilst the longer-term solution to this situation should be 
provided through the STP, the outputs of the Better Health Programme and any subsequent consultation, 
the CCGs will need to work with the Trust to agree up front QIPP schemes, involving reductions in capacity 
in 2016/17.  At present, there is a lack of developed QIPP schemes within the contract proposals which 
signals further risk that commissioners will have to resort to other contract levers to reduce their financial 
exposure to CDDFT services. The main risks and assumptions incorporated within the Trust’s financial 
planning are: 
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 Activity – the Trust has mitigated the QIPP activity risk by remaining on a full Payment by Results 
(PbR) contract for those services with a national tariff. It is clear that commissioners have to 
significantly reduce activity and related expenditure in order to deliver their own control totals, and so 
will be attempting to control demand in year. The ability of the Trust to react to new demand reduction 
schemes in year will be subject to a time lag because of the normal processes that have to be 
followed if capacity and cost is to be removed from CDDFT.  

 Commissioning for Quality & Innovation (CQUIN) – CQUIN provisions are not yet agreed with 
commissioners, and the Trust is guided by the advice of NHS Improvement that it should not agree 
CQUIN provisions it is not confident of meeting. Accordingly, the financial plan does not provide for 
any loss of CQUIN funding.   

 

2.0 Approach to activity planning 

CDDFT’s activity assumptions are developed from a combination of commissioner intentions and internal 
CDDFT forecasts, based on the previous year’s outturn, demographic trends, changes in guidance and 
best practice, as well as agreed business case developments. 

A draft activity model, based on CDDFT demand assumptions, is under review by clinical Care Groups. The 
final draft will form the basis for CDDFT’s position in discussions with commissioners. These demand 
assumptions are matched to capacity at Specialty and Sub-Specialty level using the nationally-recognised 
NHS Interim Management and Support IST model (Waiting List Dynamics, Outpatients Demand & Capacity 
and Endoscopy). Demand and capacity are reviewed in a weekly Primary Target Listing (PTL) meeting 
which focusses on operational pressures and responses. At a more strategic level, the Trust has revised its 
Performance Management Framework, incorporating clear levels of escalation or earned autonomy based 
on performance in respect of quality, patient experience, activity and financial dimensions. Critical aspects 
of Care Group performance are reviewed at least monthly by Directors and Clinical Leaders.  

Commissioners’ demand assumptions are based on forecasts made during the 2014/15 planning cycle.  

Commissioning 
Intentions 

2014-15 2014-15 
Actual 

2015-16 2015-16 
Actual 

2016-17 2017-18 

Referrals -1% 0.9% -1% 1% -1% -1% 

1st Out-patients -1% 1.6% -1% 1.4% -1% -1% 

Review out-patients -0.5% 0.2% -0.5% 0.5% -0.5% -0.5% 

Electives 0% 8.6% 0% 2.9% 0% 0% 

Non-Electives 0% 1.4% 0% -2.8% 0% 0% 

A&E  -3% 2.4% -3% 3% -3% -3% 

CCG commissioners did not achieve their stated commissioning intentions in 2014/15, resulting in 
significant pressure on many CDDFT services.  In spite of the growing gap between reality and intention, 
the Trust is not aware of any significant changes being made to these assumptions, although planning 
discussions with the main commissioners for 2016/17 are still at a relatively early stage. The most 
encouraging aspect of these figures is that non-elective activity declined in 2015/16. This includes 
Medicine, which experienced an activity fall of 2.7%. Taken together with 1.9% growth in the use of 
ambulatory care, this figure suggests that whole system actions can have some impact. On the other hand, 
due to the acuity of patients and the difficulty in accessing care packages in the community at weekends in 
particular, it has proved difficult to reduce length of stay, with the effect that pressures on acute beds 
continue at high levels, such that most escalation beds have remained open throughout the year. The other 
most challenging issues are the growth in A&E and elective activity, including growth in cancer referrals; 
and in demand for community services which are currently commissioned on a block basis. In 2015/16, 
cancer referrals grew by 6.8% compared to the same period in the previous year, and two-week wait 
referrals by 10.9%, the latter fuelled by the unexpected closure of the breast service in a neighbouring trust. 

Despite these increases in activity, prudent planning based on internal CDDFT demand assumptions meant 
that, in 2015/16, the Trust saw relatively strong performance against all national performance standards. 
However, serious risks due to rising demand exist in relation to the 4-hour A&E waiting time standard, the 
62-day cancer screening and treatment standards, and the two-week Cancer breast symptomatic standard. 
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A symptom of growing elective pressures is seen in the number of admitted patients waiting longer than 18 
weeks for treatment. The main pressure points continue to be Orthopaedics and General Surgery.  

2.1 Planning for 2016/17 

In terms of 2016/17, planning for activity based on CDDFT’s assumptions (see above) suggests a broadly 
flat annual outturn compared to 2015/16.  However, mechanisms have been put in place this financial year 
that will result in a greater focus on managing demand.     

In relation to non-elective demand, the Trust will continue to work closely with commissioners on many 
practical initiatives to match demand to capacity, including: 

 Temporary escalation measures (e.g. for Winter) will continue to be available including chiefly: retaining 
current acute escalation beds and the ability to flex beds in some areas, such as the Medical 
Assessment Unit at the University Hospital of North Durham (UHND) into overnight accommodation; 

 The multi-agency Transforming Emergency Care Programme, overseen by the local System Resilience 
Group, is the main vehicle for matching acute capacity to demand by focussing on demand 
management initiatives in Primary and Community Care, senior review of patients at the front-door of 
the hospital, a transformed Trust escalation framework, electronic patient flow/bed management 
system, improved home to assess and discharge support schemes; 

 Agreed investments in Intermediate Care to create more robust step-up and step-down facilities; 

 A review of Urgent Care across CDDFT’s three main CCGs with plans already formed to co-locate the 
Urgent Care Centre with Accident & Emergency at Darlington Memorial Hospital (DMH) to add to the 
already co-located Out of Hours service at UHND; 

 Agreed re-investment of penalties (e.g. re-admissions penalties) into schemes designed to suppress 
demand for acute beds; and, 

 A review of Community Hospitals. 

In relation to elective demand, the Trust successfully weathered the main challenges in 2015/16, which 
included rapid growth in Endoscopy and breast symptomatic referrals and continuing pressure in General 
Surgery and Orthopaedics, by a combination of: additional Consultant appointments, regular additional 
clinics and sessions and use of locums, as well as other measures. The major development in 2016/17 will 
be the move of most elective Orthopaedic work to Bishop Auckland Hospital in a Meticillin Resistant 
Staphylococcus Aureus (MRSA) carrier-free environment, where it will be protected from the effect of non-
elective pressures and subsequently cancelled operations. 

In order to manage any gap between anticipated and actual activity, we continually keep open dialogue with 
CCGs through Contract meetings to understand and try to manage trends.  In particular, we are working 
with our CCGs in relation to diabetes and paediatrics on an innovative approach to moving care closer to 
home, including risk share funding of a range of services, some of which were PbR-based and some of 
which were block funded.   

Proposed trajectories for delivery against key performance targets have been submitted to NHS England 
via CCG; these are not yet agreed. These have also been submitted with caveats that broadly centre 
around factors that are outwith the control of the Trust( eg management of demand to current levels for 
A&E aendances).  

In respect of the levels of expected demand, it is important to note that we remain reliant on other parties in 
relation to demand management and activity flows, in particular our local CCGs & primary care colleagues, 
as well as local ambulance services.    

As far as current community block is concerned, we are working closely with commissioners to develop a 
consistent model of care for adults which moves care closer to home but which also allows community 
services to be delivered within the funding envelope. This will form the basis for an agreement in 2016/17 
about service affordability and priorities for investment or disinvestment.  

Other major areas in which the Trust has been working with commissioners to manage activity and match it 
to the finances available, which will impact in 2016/17, include pathway reviews of new to review ratios to 
achieve top quartile performance.  

More broadly still, the unfolding of the Trust’s Clinical Strategy, linked to the commissioner-led Better Health 
Programme (BHP) review of services across Durham and Teesside, will continue – more detail on this is 
contained in Section 6 (below).  



 

7 

 

2.2 Planning for a growing & changing population  

We are mindful that the population that we serve continues to grow as well as change in terms of its make-
up.  

Referencing the 2014 Office for National Statistics Mid-Year Population Estimates (the latest available) 
between 2001 and 2014 the population of County Durham increased by 24,100 people (4.9%).  In the North 
East, the average increase was 3.1%. Over the same period, the number of males over the age of 65 
increased by 35.6% (12,200) while females increased by 15.8% (7,500).  Males aged 85 and over 
increased by 86.4% (1,900) and females increased by 20.6% (1,300).  This trend is likely to continue in the 
medium-term; population estimates for CDDFT’s three main CCG areas envisage general net growth of 
0.8% between 2015-2017, although the numbers of people aged >75 years (the main consumers of 
CDDFT’s services) will grow by 3.7%. 

As a result, we are focussed on the growth in the ageing population, which is likely to continue to place 
further strain on non-elective capacity. In this area, the Transforming Emergency Care Programme 
(mentioned above) is at the forefront of managing demand in partnership with Primary and Community 
Care.  Care of the elderly patient will continue to be at the centre of our planning priorities.    

3.0 Approach to quality planning 

3.1 Introduction 

As reported to Monitor in May 2015, quality issues have been at the forefront of CDDFT’s priorities over the 
last year and a comprehensive quality strategy developed last year, called ‘Quality Matters 2015/17’, which 
includes quality goals, has been approved by the Board.  This built on our previous quality strategy, 
approved by the Board in October 2013, as well as the commitments to our local communities made in our 
policy document: ‘Right, first time, 24/7’.   

3.1.1 Quality Goals 

Our ‘Quality Goals’ fall into three areas, as follows: 

Patient Safety:  

 Patient falls – continue Root Cause Analysis (RCA) investigations following all falls resulting in 
significant harm. Implementation and monitoring of falls bundle through the Patient Falls Group. 

 Sepsis – implementing the Sepsis Care Bundle in all areas of the Trust, development of a post one-hour 
pathway and raising of professional awareness through education. 

 Learning from incidents – identify and support areas of low level reporting. Further development of 
education and awareness programme and monitoring of action taken to reduce harm. 

Clinical Effectiveness: 

 Right patient, right place, right time – understand patient flow, plan safe patient discharge as early as 
possible, monitoring and reviewing patient transfers. Implement new ways of working which focus on 
removing duplication and waste in a patient’s pathway of care. 

 Care bundles – continue to expand and develop care bundles as new evidence becomes available. 

 Health improvement – implement work health programmes for employees. Continue to make every 
contact count. Work with partner organisations to promote health and well-being. 

 Unscheduled care – continue to implement our clinical strategy programme. To monitor and ensure no 
patient admitted via A&E waits longer than 14 hours to see a Consultant. Work towards providing 7-day 
access to diagnostic tests and multidisciplinary teams. Expand capacity and infrastructure.  

Patient Experience: 

 Dementia care – development of a dementia strategy and full implementation of the dementia pathway. 
Increase education and awareness and audit for continuous improvement. 

 End of life – implementation of the Deciding Right principles, educating and supporting staff in providing 
End of Life Care and supporting patients to develop and complete Advanced Care Plans. 

 Nutrition and hydration – identification and screening of patients at risk. Re-energising protected meal 
times. Provision of nutritious snacks between meals for those patients at risk.  
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3.1.2 National and local commissioning priorities 

Our response to national & local priorities identified is as follows: 

National 

 Acute Kidney Injury (AKI) – diagnosis and treatment in hospital and the plan of care to monitor kidney 
function after discharge.  

 Sepsis – implementation of sepsis care bundle into all areas of the Trust. 

 Dementia and delirium – find, assess, investigate, refer and inform. 

 Reducing emergency admissions – development of emergency healthcare plans for the elderly.  

 Reducing A&E attendances – development of mental health care plans.  

Local 

 Adult Learning Disabilities – development of a ‘Coming into Hospital Pack’ and emergency health care 
plans. 

 Safe care maternity CTG – deliver programme of education and competency based training package.  

 Paediatric admission avoidance – children presenting to General Practitioners (GPs) with minor illness 
will be provided with additional support/intervention, delivered by a specialist children’s nurse in the 
child’s home, which may prevent a referral to hospital. 

 Criteria lead discharge from community hospitals – pilot patient discharge without medical review 
when criteria are met. 

 Children in Crisis – development of a model/pathway to assess and treat children and young people at 
risk of harm to themselves and others. 

 End of Life – roll-out and implementation of regional guidance ‘Deciding Right’. 

 Intervention plan for people who frequently attend A&E – identification of patients who attend A&E 
for an average of 25 visits per year, develop a care plan and gain Multidisciplinary Team (MDT) 
involvement.  

 General Admission Avoidance – work with local ambulance services and primary care to develop 
options to reduce attendances at hospitals; analysis of figures from GP surgeries suggests that there are 
significant variations between different practices in terms of admissions.   

 Dementia:  work with all services throughout CDDFT to raise awareness of dementia and increase the 
ease of access of those with the condition to health services.  A new Dementia pathway is in place, 
whereby online Dementia assessment is carried out on all patients 65 years and over within 72 hours of 
admission.  This runs in tandem with the introduction of Dementia-friendly environments throughout the 
Trust’s hospital sites, as well as the implementation of other aspects of the Regional Dementia Strategy.  
43 staff have so far signed up as Dementia Champions to push this forward.     

3.1.3 Care Quality Commission Inspection – February 2015 

Our Care Quality Commission (CQC) inspection, conducted in February 2015, resulted in an overall rating 
of Requires Improvement, notwithstanding that the care and responsiveness of our services was assessed 
as ‘Good’.  The assessment was consistent, in large part, with the Board’s self-assessment and quality 
improvement programme. Together with significant positive feedback, the main quality improvement 
themes identified by CQC, and the actions being taken, are as follows: 

 The need to strengthen arrangements for the care of patients receiving non-invasive ventilation 
(NIV), ensuring that sufficient numbers of competent staff and robust procedures and documentation 
are in place. Since the inspection, protocols have been introduced to increase and maintain staffing 
levels, all staff involved in providing NIV have been re-trained using documented competency 
assessments and procedures in line with the British Thoracic Society Guidelines are now in place. 
Clinical audits of outcomes for NIV patients have been performed, confirming outcomes in line with 
the 2013 national average (last national audit report). As agreed with CQC, the Trust is exploring 
further options to strengthen care for patients requiring high dependency medical care, linked to the 
implementation of key projects and our clinical strategy programme. One such development is the 
Acute Care Intervention Team (see page 10). Also, there have been improvements in staffing, 
cleanliness, infection and stock control practices in our A&E departments; 24x7 cleaning is now in 
place in both our A&Es, staffing has been reviewed resulting in plans to increase consultant and 
specialist nursing staff and infection and stock control practices have been reinforced and internally 
inspected. This is an on-going process. 
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 Ensure actions in response to the National Care of the Dying Audit of Hospitals (NCDAH), and other 
identified actions to develop End of Life Care, are carried out in a planned and timely way with 
continued evaluation. A dedicated steering group is in place, overseeing the action plan resulting 
from the audit, recruitment of additional consultant staff is underway and management and 
governance arrangements for the service have been strengthened.  

 Reinforcement of individualised care plans and high standards of record-keeping. Considerable 
work has been done to develop skills and performance across wards and frequent audits of 
compliance are being carried out. 

 The need to embed governance arrangements consistently across our acute and community 
services. In 2015/16, we restructured our Care Groups along clinical pathways, to better integrate 
acute and community teams and common governance arrangements are now being rolled out.   

Ahead of our CQC inspection, the lessons learned from our self-assessment had already fed into 
development of ‘Quality Matters 2015/17’ and our published Quality Accounts.  Specific areas of concern 
remaining, together with mitigating actions already in place, are as follows: 

 Demand and Capacity in Unscheduled Care – expanding capacity and focusing on the safe and early 
discharge of patients. Continue to implement the ‘assess to admit’ programme with appropriate work 
streams. 

 MRSA & C-Difficile – re-energise infection control measures relating to line management. Continue with 
RCA and MDT meetings for identified cases. Increase education, awareness and audit of practice. 

 Falls – further review of policy and pathway. Full review of all cases resulting in significant harm. 
Thematic review of falls incidents with a particular focus on medication. 

 Pressure Ulcers – full review of all grade 3 and 4 pressure ulcers and dissemination of learning. 

 Endoscopy – expansion of Endoscopy cover to 6-7 days per week. 

 Documentation – audit compliance following update of core documentation as part of Quality Matters 
programme. Identify areas of non-compliance and provide support and education. Introduce e-
observations to automate, reduce human error and provide early identification of patient deterioration. 

 Workforce, including shortages of specialist medical & nursing staff – development of a one-stop 
recruitment clinic, use of recruitment agencies, trialling of new roles (such as Assistant Practitioners) and 
development of a large-scale staff bank, as well as introducing a range of incentives for hard-to- recruit 
medical & nursing posts, such as overseas recruitment.  

 Workforce development & effectiveness - comprehensive training to counter risks regarding variable 
learning of lessons, responsiveness of services to patient feedback (including complaints), potentially 
low reporting of low harm incidents & near misses and clinical engagement gaps with the quality agenda      

In summary, whilst some concerns exist on the basis of the CQC’s findings as well as our identification of 
risks, CDDFT has the capacity and flexibility for these to be managed in the short-term and longer term 
goals will be broadly addressed as the Clinical Strategy progresses.  Underpinning this, CDDFT is carrying 
out a process of reviewing roles, increasing capacity and strengthening leadership teams at all levels within 
Care Groups and corporate areas, ensuring good governance and adherence to quality standards.   The 
Board of CDDFT is firmly focused on securing a ‘Good’ rating at the next inspection and has set out an 
ambition to improve services further beyond this. 

3.2 Our approach to quality improvement 

The Director of Nursing has the overall responsibility for quality within CDDFT and is therefore ultimately 
accountable for the delivery of ‘Quality Matters 2015/17’ (covered above).  This encapsulates CDDFT’s 
quality governance systems.  The Quality & Healthcare Governance Committee is responsible for providing 
assurance to the Board of Directors that the Trust is managing the quality of patient care, the effectiveness 
of clinical interventions, patient experience and patient safety.   

The ‘Sign up to Safety’ priorities for 2016/17, which follow through from 2015/16, are as follows: 

 Put safety first - Commit to reduce avoidable harm in the NHS by half and make public our goals 
and plans developed locally, in particular, reducing sepsis, providing safe staffing levels, introducing 
e-observations & reviewing the serious incident levels.  

 Continually learn – make our organisation more resilient to risks, by acting on the feedback from 
patients and by constantly measuring and monitoring how safe our services are. 
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 Honesty – Be transparent with people about our progress to tackle patient safety issues and 
support staff to be candid with patients and their families if something goes wrong, in particular, 
measuring compliance with Duty of Candour and involving stakeholders in the identification of 
priorities within the quality agenda. 

 Collaborate – Take a leading role in supporting local collaborative learning, so that improvements 
are made across all of the local services that patients use, in particular, by sharing the learning from 
incidents across the wider health economy. 

 Support – Help people understand why things go wrong and how to put them right. Give staff the 
time and support to improve and celebrate the progress. 

In addition, CDDFT is always looking to develop innovative new ways to raise the quality of our service 
provision to patients.  An example of this is the emergence of the Acute Intervention Team, which provides 
education and communication to support the delivery of 24-hour Acute Care in CDDFT and, in particular, 
provides a more effective track and trigger service for patients at risk of deterioration, operating out of core 
hours, to ensure through timely escalation that the care of such patients involves prompt intervention. 

In terms of background, the deteriorating patient and the reduction of cardiac arrests have both been a 
priority for CDDFT for a number of years. 2015 saw the Trust shortlisted for a National Patient Safety Award 
for our targeted work in relation to cardiac arrest reduction, believed to be unique nationally. Over a three-
year period, the Trust has reduced Cardiac Arrests by 20% and has prioritised initiatives (such as 
Nervecentre) to improve the care of acutely unwell and deteriorating patients. This presents us with an 
excellent foundation from which to build momentum. Analysis of cardiac arrests and serious incidents 
shows that there is more to do in terms of recognising and acting upon physiological deterioration in 
patients – ‘failure to rescue’ – and in recognising and introducing when an end of life pathway is appropriate 
rather than escalating a patient to a higher level of care – ‘failure to palliate’.   

Recognising that there are staffing differences between the ‘hospital at night’ and ‘daytime hours’ – a 
challenge for all acute care providers - is critical in moving forward.  The concept of failure to rescue is 
widely discussed in both medical circles and the media as it now accounts for more deaths than both 
hospital-acquired infections and in-patient falls combined. As a result, there is growing momentum to utilise 
‘rapid response teams’ to manage the differences between daytime and out-of-hours. Almost 90% of acute 
hospitals in England fund and operate some form of this model.  

In line with this, over the last 12 months a small team of doctors, nurses and managers within CDDFT has 
been developing the concept of the ‘Acute Intervention Team’ to support all teams, 24 hours-a-day, 7 days-
a-week on our two acute sites. Following multiple presentations and discussions, the project has received 
the support of the Trust Board to move forward.  

To ensure that every member of staff (including those on rotation) possesses the necessary skills to 
manage all possible acute scenarios 24/7 would be close to impossible. A more proportionate approach is 
to ensure a core body of permanent staff is trained in areas such as critical care, tracheostomy and end-of-
life care. A hybrid model was therefore developed encompassing best elements of ‘hospital-at-night’ and 
‘critical care outreach’; to not only support teams in managing acutely sick and deteriorating patients but 
also to help identify and manage patients who are at the end of life through improving recognition and 
facilitating communication between ward staff, on-call teams, patients and families. We believe this to be an 
innovative inclusion, albeit one that is required if we are to address challenges in providing 24/7 end-of-life 
care for patients at the end of their lives. 

The Acute Intervention Team will comprise of Band 6 and Band 3 nurses who will work closely with all 
‘parent’ and ‘on-call’ teams, especially Foundation Doctors. The Team will attend handovers in key clinical 
areas such as the Acute Medicine Unit (AMU) and, through effective communication, and utilising the 
technology of Nervecentre, will track and follow-up at-risk patients whilst being aware of ‘hotspots’ where 
risk may be escalating. They will be the primary responders to Medical Emergency Team (MET) calls and 
responsible for ensuring escalation to the appropriate individual. Importantly, all patients will remain the 
responsibility of the supervising/on-call consultant and to whom care will be escalated as required. 
Referrals for Acute Intervention Team follow-up and tracking can be made by any member of staff whether 
they are based in theatre, the wards or emergency departments.  

The Team’s role will primarily be in communication, support and education, so that ward teams are able to 
continue patient management whenever possible. We believe this will protect any de-skilling of nursing 
staff, parent/on-call teams will continue to be involved every step of the way and there will be no shortcuts 
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for referrals to critical care which will remain Consultant-to-Consultant as mandated within the Critical Care 
Admissions Policy. 

This Team will be focused on supporting the management of all patients, in all specialties, at all times both 
in and out-of-hours. We believe that no patient should be placed at risk during periods of high clinical 
pressure and that avoidable deaths should not occur. By minimizing the risk of unrecognized deterioration 
and inappropriate late escalation, we will pursue the concept of Zero Avoidable Deaths. 

3.3 The move towards seven day services  

CDDFT is fully cognisant of NHS England’s ambition that, by March 2017, 25% of the population will have 
access to acute hospital services that comply with four priority clinical standards on every day of the week.  
Also, all areas will need to set out their ambitions for seven day services as part of their Sustainability & 
Transformation Plans (STPs), due by mid-2016.   

CDDFT is keen to play a full part in this.  Early moves have already been made in this direction, in particular 
in the following areas: 

 Access to diagnostics, including Endoscopy – expansion of Endoscopy cover to 6-7 days per week. 

 Multidisciplinary Teams – further development of older people’s assessment to ensure care is provided 
at the right time in the right place by the right people.  

These are the subject of current contractual negotiations (see below).  

3.4 The Quality Impact Assessment (QIA) process  

All cost improvement programmes (CIPs) are required to complete a Quality Impact Assessment (QIA) 
which covers the quality drivers in the identified change and how this will affect patient safety, clinical 
effectiveness and patient experience. CIPs are required to indicate what measures and processes have 
been identified as quality indicators, key performance indicators for assurance and mitigation of risks. 

Our QIA process has been developed over several years, with the most up to date version having been 
approved by the CDDFT Board in October 2015.  The relevant QIA details are embedded into the CIP 
scheme template, with the clinical lead responsible for identifying QIA factors. 

The QIA template, once populated, must then be signed off by the Medical Director and the Nursing 
Director, ahead of any progress on the scheme.  QIA panels are held monthly to monitor Care Group 
schemes; a further QIA process is then undertaken with commissioners. The Director of Finance attends 
QIA meetings to provide support and explanation to the Medical and Nursing Directors in understanding the 
content of proposed schemes. 

In order to ensure that a robust process exists in relation to the assessment of the impact on all aspects of 
quality of cost reduction schemes, under the CDDFT QIA process, the Trust Board agrees and is sighted on 
the detail of initial assessments via the QIA ‘Star Chamber’ and Finance Committee and is assured that 
robust monitoring is in place with appropriate alert systems should any worry or concern develop. 

On an on-going basis, the Finance Director, Medical Director and Executive Director of Nursing have a key 
leadership role in the overall process, including: 

 personally signing off each QIA using the ‘Star Chamber’ concept, having input from Finance, 
Human Resources, Senior Clinicians, Quality, Safety & Compliance departments; 

 in the event of concerns regarding the impact on quality, considering the level of quality 
expected in making the assessment. A reassessment will be requested if the quality standard is 
revised, although this must remain at a level that is still acceptable to CDDFT; 

 presenting the position regarding QIAs at Executive & Clinical leaders group (to ensure matrix 
working and information exchange); 

 carrying out a monthly presentation at Trust Board, assuring the Board on the delivery of CRTs 
and the on-going validity of this QIA process following scrutiny at Trust Board; engaging and 
briefing all stakeholders (e.g. HealthWatch, Local Involvement Networks (LINks)), overview and 
scrutiny committees, social partnerships, Council of Governors); and, 

 leading on a monthly “cross-over” review to help assess the cumulative impact of Cost 
Reduction Targets (CRTs) and to keep a search for any unintended consequences or known 
risks which are not being adequately mitigated. 
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3.5 Periodic triangulation of indicators 

Quality indicators are monitored through the Complaints, Litigation, Incident and PALS (CLIP) report on a 
quarterly basis at Quality and Healthcare Governance Committee. The Quality Matters audit programme 
will identify areas where quality is affected by workforce issues.  Currently, a baseline of monthly audits is 
being undertaken by wards and departments; however, the frequency will change depending on the 
baseline results. Triangulation of quality, workforce and financial indicators takes place in Care Group 
performance review meetings quarterly and within Executive & Clinical Leaders (ECL) performance review. 

4.0 Approach to workforce planning 

4.1 Introduction 

CDDFT has implemented a range of workforce planning activities over the past few years, aimed at 
supporting clinical services, Care Groups and the Trust as a whole, in identifying and action planning for our 
workforce challenges.  Effective workforce planning is about ensuring we have the right staff, with the right 
skills to enable us to plan for the future.   

CDDFT’s Workforce Strategy and Plan was approved by the Workforce Transformation Group (a sub-
committee of the CDDFT Board) in July 2015 and updated in September 2015.  This strategy outlines 
CDDFT’s approach to workforce planning and the identification of workforce development activities & aims 
to provide a consistent approach to how we produce workforce plans across the Trust. It is designed to 
ensure that CDDFT is able to: 

 Identify and prioritise key workforce challenges at a service, Care Group and Trust-wide level; 

 Identify actions to address agreed workforce risks and priorities; 

 Plan and implement workforce development priorities; and, 

 Monitor and evaluate agreed actions.  

4.2 Approach 

The Workforce and Organisational Development (OD) Group takes forward Trust-wide issues and ensures 
a consistent approach to the development of sustainable workforce plans. Each Care Group’s workforce 
plan identifies and summarises: 

 The key challenges facing the department in the next 3 to 5 years;  

 The areas of risk and issues facing the workforce, which will focus on recruitment, retention, changing 
work practices, new skills, competencies and changing roles, as well as service specific issues; and, 

 The priorities identified and the action to be taken.  

4.3 Workforce Risks  

The key workforce risks have been identified as shortages of substantive medical staff in some specialties, 
as well as shortages of nursing staff which have been compounded by local market conditions in the 
County Durham and Darlington area, which favour agency working.  The Trust has experienced difficulty in 
maintaining engagement through times of pressure and change, compounded by the challenge of 
developing leadership capacity and capability at all levels; however, the results of the most recent National 
Staff Survey show that real improvement in these areas is being achieved and consolidated.  To support us 
in addressing some of the leadership and engagement issues we face, we are working with the King’s 
Fund, via a cultural survey which we have recently completed, to understand our culture and how to 
improve this.  The result of the survey was shared with senior managers and clinicians across the Trust at 
the end of February 2016.  This work is helping to shape our leadership and management development 
programme going forward. 

Support is provided to Care Groups from the Workforce and OD Directorate to carry out their workforce 
planning, including programming service reviews & transformation activity, dealing with recruitment issues, 
changing delivery models, succession planning and developing retention strategies, as well as identifying 
risks & putting in place actions to address these.  Workforce data reports are provided to Care Groups 
which focus on the percentage of agency workers as a proportion of each staff group, vacancy levels, 
sickness levels, turnover rates and age profiles.   
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4.4 Towards a more sustainable workforce balanced by the use of agency staff 

Care Groups have identified the need to increase contracted staff to create a more stable workforce with 
less reliance on agency/locum staffing to deliver services.  A reduction in vacancies will see a 
corresponding reduction in all elements of temporary working, whilst recognising that there will always be a 
requirement for some transient workforce to allow for flexibility.  This shift to a more sustainable workforce 
is underpinned both by our Nursing and Medical Workforce strategies and supporting action plans plus 
financial trajectories for planned agency spend controls which place a major shift from agency workers to 
bank and substantive roles as a key priority.  This will be achieved by ensuring we have a robust ‘bank’ of 
staff to call upon, as well as plans in place to promote effective recruitment strategies for both nursing and 
medical staff including international recruitment campaigns, targeted head hunting and creative national 
recruitment adverts.   

The introduction of an internal Bank and Agency team last year has already made significant inroads 
towards the establishment of a sustainable but flexible workforce supported by a compliant and effective 
temporary workforce.  This will continue to be developed and increased fill rates will support the 
achievement of a stable workforce across all skill areas.   Working with the Agency Improvement Team at 
Monitor has provided additional intelligence around best practice and this work has helped to achieve 
significant improvements in the utilisation of agency staff in addition to the introduction of the Monitor 
Guidelines on agency fee caps and framework suppliers.  Whilst providing challenges, it will continue to be 
a crucial backdrop from which to plan an effective temporary workforce supply. In addition, a detailed action 
plan around the management of sickness absence will be supported by the Staff Health & Wellbeing 
strategy, which is designed to minimise sickness amongst staff, thereby impacting on the reliance on 
agency staff. Good progress in reducing our expenditure in this area has already been made.  

The Trust has forecast that further savings will be achieved by continuing its robust bank recruitment policy 
and migrating agency workers to those who will supply at Monitor capped rates. The Trust expects to 
achieve an 85% fill rate for bank nurses by the end of July 2016. Partnered with the Trust’s overseas 
recruitment programme for nurses and Monitor Capped Rates for Agency workers, we expect that by 
offering a viable alternative to agency via our Bank team through continued robust recruitment to both 
substantive and bank posts, it is expected that demand for temporary workers will reduce overall. 

In addition to the above, the near-term actions being taken to maintain the sustainability of some services, 
as outlined on page 4 and in section 4.6 overleaf, will, in part, help to address dependence on medical 
locum staff in some areas.  

The increases in bank spend and reductions in agency spend will be incorporated into Care Group 
workforce performance metrics and Care Groups will be held accountable for achieving their individual 
target KPIs on a month-to-month basis.  To support this, Workforce & OD have also put in place a robust 
monitoring process involving regular monthly meetings between HR Managers and Care Group leads 
where workforce metrics will be discussed and action plans developed to address non-compliance or 
slippage from agreed targets. Analysis suggests that the greatest potential resides in the Surgery and 
Unscheduled Care areas 

4.5 Workforce Transformation Priorities 

CDDFT remains focussed on three key strategic areas of importance in terms of its Clinical Strategy: 

 Transforming Unscheduled Care; 

 Centres of Excellence; and, 

 Integration and Care Closer to Home.  

To support these areas of importance, CDDFT has identified seven key projects that will be the focus of 
attention over the next 12-18 months (more detail on these is contained in Section 6, below): 

 P1 – Achieving CDDFT Sustainability; 

 P2 – University Hospital of North Durham (UHND) A&E / Acute Medicine Unit (AMU); 

 P3 – Darlington Memorial Hospital Urgent Care Centre (UCC) / A&E Integration; 

 P4 – Creating Capacity at UHND; 

 P5 – Surgical Theatre and Extended Mortuary Project (STEM); 

 P6 – Mobile Working; and, 
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 P7 – Multidisciplinary Teams & New Models of Care 

One of these seven strategic projects (P1) is looking to ensure we remain focussed on our medium- to long-
term ambitions whilst retaining an element of flexibility to meet patient and commissioning needs, balanced 
against quality and affordability.   

In addition to the change drivers identified above, there are also recognised pressures across a range of 
CDDFT services born solely from a national shortage of skilled and qualified staff.  This pressure alone is 
leading to services reviewing new ways of working, opportunities for developing new roles, more 
widespread skill mixing, revised training programmes and greater provision of integrated solutions looking 
to maximise the whole health and social care economy workforce more effectively to meet patient needs.   
Project P1 is therefore aimed at determining the future service configuration for CDDFT to ensure long term 
sustainability, with the workforce being a key aspect of this. 

4.6 Workforce Initiatives - achieving sustainability 

Our work to determine the sustainability of our services has highlighted concerns in a number of areas 
relating to workforce.  Our Nurse and Medical Workforce strategies have identified plans to address these 
issues.   

The recruitment and retention of nursing and healthcare assistant (HCA) staff continues to be a priority with 
the development of the staff bank, the recruitment of international nurses and our focus on recruiting HCAs 
to underpin the sustainability of the workforce are key activities where we are seeing positive results. 

The recruitment and retention of doctors remains a challenge in many specialties; to maintain quality, a 
number of services have been dependent on both agency and locum staff to provide cover.   

Whilst this has an obvious impact upon finances, there are also concerns that these arrangements do not 
provide for a sustainable workforce and that reconfiguration is needed in these cases to achieve service 
sustainability, commensurate with our Clinical Strategy.  Clinical engagement at every level has been 
central to determining this and there is now the opportunity to use the Clinical Strategy as a framework for 
change and to bring workforce costs under control and to achieve the service transformation necessary in 
the short and longer term.       

The Executive Directors of CDDFT recognise the opportunity to manage the challenge of the Monitor 
agency caps in line with the Trust’s Clinical Strategy.  The emerging key themes are therefore as follows: 

 Develop a consultant recruitment strategy, including the development of novel posts to attract clinical 
leaders to support and deliver change; 

 Develop strategies to reduce dependency upon junior medical staff;  

 Consolidate rotas within and across sites, delivering capacity and prospective cover; 

 Institute a Trust-wide job planning policy & develop a bank to manage all extra sessional and locum 
work for medical staff; and, 

 Implement consultant & junior doctor agency caps in line with a clear strategy as agreed with the Trust 
Board.  

Comprehensive sustainability analyses were submitted to Monitor in May 2015 as part of our Annual 
Planning Review (APR) submission in respect of 2015/16, so CDDFT has been aware of issues around 
sustainability for some time and there has been focus on achieving a more sustainable workforce. 

4.7 Alignment with Local Education and Training Board plans  

CDDFT produces an annual workforce forecast plan for Health Education North East (HENE) as part of the 
local Education & Training Board (LETB) planning round.  This is a 5-year forecast of training needs for all 
staff groups across the Trust and is based on our agreed planning assumptions.  The latter are the result of 
consultation with Care Group and Corporate management teams and, as such, our future plans are built 
from the bottom-up initially before the Trust-wide workforce strategies are factored into the plan.   

4.8 Triangulation of quality and safety metrics with workforce indicators 

Both our Medical and Nursing workforce strategies identify outcomes linked to patient experience, quality, 
mortality and clinical outcomes. The learning and impact on workforce from these activities is fed into 
governance and education arrangements at Care Group and Trust level. 

5.0 Approach to financial planning   
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5.1 Financial Forecasts and Modelling 

5.1.1 2015/16 Forecast Outturn and Bridge to 2016/17 

The underlying financial position of the trust has deteriorated over recent years as a consequence of: 

 The Public Accounts Committee concluded, in its report on the Sustainability and Financial Performance 
of Acute Hospital Trusts, published in March 2016, that the targets set by NHS England and Monitor for 
providers to make efficiencies were unrealistic and have caused long term damage to trusts’ finances. 
The outcome of the 2014/15 Contract Resolution process in February 2015, which resulted in a higher 
efficiency requirement for that year compared to the national efficiency requirement. 

 The impact of safer staffing levels, combined with the excess of demand over supply across qualified 
nursing and a range of medical specialities, has led to a significant reliance on agency and locum costs 
at a significant premium. The greater controls and other measures introduced and planned, together 
with the impact of the national agency rules will result in much reduced spend in 2016/17 (see section 
4.4 above in particular). 

 The loss of financial contribution from the contraction of Local Authority contracts as they respond to 
their financial constraints. This results in the requirement for further cost reduction in excess of the 
national efficiency requirement. 

 The Better Health Programme (formerly SeQiHS – the County Durham, Darlington & Tees Valley review 
of acute and Not in Hospital service provision) has identified structural financial issues across a number 
of acute services across all 3 main providers in the area. The programme continues to develop clinical 
models designed to ensure clinical standards are met within available resources. 

 Commissioners investment in Better Care Fund initiatives, readmissions schemes and deployment of 
winter funding and emergency marginal rate funding, has not resulted in the reduction on admissions 
and readmissions as expected.   

In common with other NHS providers, this has resulted in a challenging financial position in the current year 
ending on 31st March 2016.  CDDFT has been set a target to deliver a control total surplus in 2016/17 that 
will require significantly higher cost improvements than have been seen in recent years.   

5.12 Activity and the Impact of Commissioning Intentions 

The underlying activity assumption is that in 2016/17 we will need to deliver 2015/16 outturn, adjusted for: 

 The full year effect of business case developments in 2015/16. 

 The impact of proposed new business cases to align with the estimated expenditure projections. 

 The impact of decommissioned services. 

 The removal of non-recurrent activity in 2015/16. 

Commissioners shared a number of contracting intentions with the Trust in September 2015, which were 
largely of the nature of proposed price reductions in addition to the national efficiency requirement. In line 
with the planning guidance, we have assumed exposure to the national efficiency requirement only, and so 
the issues proposed by commissioners will be refused, which will constitute risk in terms of contract 
agreement.  

5.2 Efficiency Savings 2016/17 

A range of programmes have been worked up that will constitute the overall cost improvement programme 

for the Trust in 2016/17 in order to deliver the required control total surplus.    These schemes are 
categorised as: 

Scheme Category % 

Fully Developed 25% 

Plans in Progress 69% 

Opportunity 6% 

Unidentified 0% 

Total 100% 
 

and risk rated as: 
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Scheme Category % 

High Risk 14% 

Medium Risk 50% 

Low Risk 36% 

Total 100% 

 

Following its establishment in August 2015, the Programme Management Office (PMO) supporting cost 
improvement delivery has demonstrated its effectiveness, and there are plans to further strengthen the 
function in order to ensure delivery, with recruitment to PMO roles now underway. 

We expect to convert plans to fully developed schemes within the first 6 weeks of the current financial year, 
being driven through the strengthened PMO and governance processes which the Trust considers, coupled 
with the improvements in Care Group leadership and processes, to provide assurance of the likelihood of 
more robust delivery than in prior years.  

5.2.1 Engagement with Lord Carter of Coles’ Productivity and Efficiency Opportunities 

The Trust has received its Adjusted Treatment Cost pack from the Carter team, which has identified 
significant preliminary efficiency opportunities. Trust officers have engaged with the Carter team at events 
in December and January with respect to the overall approach and the estates potential saving. In addition, 
the Trust’s Associate Director of Procurement is actively engaged in the process. 

A number of the top ten specialties identified by the process for savings accord with the work undertaken by 
Deloitte for local Clinical Commissioning Groups in its analysis for the Better Health Programme which 
identified structural deficits across the wider economy in the provision of such services. 

The Trust has supplied all the data requested of it to date from the Carter team, and awaits an update to the 
savings opportunity in order to focus in on specific deliverables in 2016/17. 

The Trust’s Nursing Director has taken a full analysis of the Ward Nursing Workforce opportunity contained 
in the Model Hospital pack to both Finance Committee and Trust Board. Many of the areas of opportunity 
with regard to nursing are embedded in the detailed action plan that the Trust is pursuing to reduce its 
nursing agency cost. Further iterations of the Carter team’s work in this area is awaited to facilitate 
quantification of the opportunity locally. 

5.2.2 Impact of Agency Rules and Caps 

The Trust’s Nursing and Medical Directors are leading the development and implementation of action plans 
to address the use and cost of nursing and medical agency respectively, with support from HR and 
Finance, and specifically, the Trust’s recently-established temporary workers’ service. The action plans 
have been through the Trust’s Finance Committee and Trust Board, and have been shared with Monitor’s 
agency improvement team.  

5.2.3 Tighter Procurement Practices 

The Trust has a well-established Purchase to Pay (P2P) and catalogue system (Cardea) which is a shared 
platform with our neighbouring Trusts, North Tees and Hartlepool NHS Foundation Trust (NTH) and South 
Tees Hospitals NHS Foundation Trust (ST), with a fully managed system support and information service 
provided to all three organisations from within CDDFT’s Procurement team. Electronic requisitioning is 
100% rolled out across the organisation with approx. 70% of non-pay spend channelled via a Purchase 
Order (PO), 29% is on the Trust’s permitted PO exclusions list, meaning that, routinely, 99% of spend 
accords with the Trust’s Standing Financial Instructions (SFIs), which is rigorously challenged and reported 
to Audit Committee on a monthly basis. In order to increase the percentage of spend via PO, a working 
group has been established with a cross section of procurement and accounts payable (AP) staff, to review 
the categories on the permitted exclusions list and identify the most appropriate and efficient method of 
managing the expenditure.  
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In more recent months, the Trust has made further investment in procurement, to undertake a review of 
materials and stock management across the whole of the organisation. It is widely accepted that, in order to 
fully realise any benefits, we must step aside from the historical set-up and think more radically, in particular 
around spatial utilisation, stock sharing, bulk buying, consistency of shared information and, once the future 
state has been agreed, enforce adherence to the uniformity of approach with on-going monitoring and 
consequences for those who deviate. The review will commence in earnest in April; however, to expedite 
the outcome of this, NHS Supply Chain have been engaged and are supporting the Trust with an initial 
review of 5 key areas, which include Theatres. As part of the review, inventory management systems will be 
evaluated and considered and it is expected that initial savings will be made through better demand 
management and an improved understanding of what is on our shelves. It is expected that further 
opportunities will be identified following the initial review.  

We are also working closely with Health Trust Europe who, as a collaboration partner to all three 
organisations, is currently undertaking a review of all PO and AP data to identify opportunities where they 
can support a more collaborative approach.  

As the provider of systems support to NTH, we are working with them as part of their successful bid to 
become a GS1/PEPPOL demonstrator site, which will in turn allow CDDFT to benefit from a greater 
understanding of the process and lessons learned. Discussions have already taken place with our P2P 
provider, Wax Digital, in relation to GS1/PEPPOL as they are looking to establish themselves as a PEPPOL 
Access Point Provider.  Cardea will be PEPPOL compliant by Spring-2017. 

A programme of work has commenced to review high value medical and surgical devices. This priority 
programme of work is expected to deliver savings over an 18-month period. Spend analysis is well 
underway for identified work streams with clinical engagement commenced.  

Working closely with the Associate Director – Medical Director, and other key individuals from across the 
organisation, we have developed and are about to implement a process to manage the trialling of medical 
devices across the organisation. The process will ensure that Procurement are aware of and can support 
and challenge the decision making process and avoid any clouding of judgement   In addition to this, we 
have had initial discussions with supplier credentialing providers, and will continue to explore how supplier 
tracking will benefit the Trust. 

5.3 Capital Planning 

The capital programme for 2016/17 is over £27m, including £15m on the Darlington theatres scheme. 

5.3.1 Consistency of the Capital Programme with Clinical Strategies 

Aside from the general replacement programme and maintenance of capital assets to facilitate continuing 
operations and to meet regulatory requirements, the key elements of the capital programme for 2016/17 
that support the Clinical Strategy are: 

 DMH Theatres and Mortuary Scheme – to facilitate on-going operating capacity at the Darlington site 
and to enable the sustainable provision of elective services across the Trust. The scheme is consistent 
with the emerging Better Health Programme’s review of services across the Durham, Darlington and 
Tees Valley area.  

 UHND Emergency Care Centre – the development of the business case for the enhancement of 
emergency care facilities to meet the increased demand on services since the current facility opened. It 
further supports the transformation of the service model for unscheduled care. 

 Trauma & Orthopaedics Centre of Excellence – the transfer of elective activity to Bishop Auckland to 
facilitate more efficient pathways and create additional unscheduled care capacity at UHND. 

 Electronic Prescribing and Electronic Patient Observation and Patient Flow – the completion of both 
schemes to improve patient quality, reduce prescribing risk and error, and facilitate more efficient 
patient pathways. 

 Mobile Working – the completion of the scheme to enable a significant increase in the productivity of 
community clinical professionals. 

5.3.2 Better Use of NHS Estate and Efficient Capital Asset Management 

The Trust’s Director of Estates and Facilities is engaged with the estates work stream of the Carter team. 
Further work is underway to refine the figures taking into account the extensive PFI footprint the trust 
occupies. Estates rationalisation is a key component of the Trust’s cost reduction programme for 2016/17. 
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As cash levels become tighter through the year, largely due to the expenditure on the DMH theatre 
replacement scheme, the Trust’s Capital Planning Group will undertake a thorough review of the 
prioritisation of the as-yet uncommitted spending anticipated in 2016/17 in order to achieve the optimum 
balance between maintaining productive capacity, managing risk with regards to backlog, fire, health, safety 
and other statutory requirements, and minimising spending. 

6.0 Link to the emerging ‘Sustainability and Transformation Plan’ (STP) 

Although the Durham/Teesside Sustainability and Transformation Plan, in which CDDFT is a partner, is in 
the early stages of development, it builds upon existing partnership work, the key drivers behind which are 
the need to implement the Five Year Forward View (in particular, moving care closer to home) and to 
increase standards for acute care over a 7-day week. The main constraints making it unrealistic to maintain 
the status quo include: 

 Workforce: the reliance of some services on high levels of locum, bank and agency staff and the 
inability to recruit sufficient Consultant staff in some specialties (see Section 4 (Workforce) -  Section 
4.6 in particular); 

 Service pressures: growing non-elective demand; 

 Raising the quality of care to that of the best, seven days per week; and, 

 Financial sustainability. 

The main multi-agency forum is the Better Health Programme (BHP) led by Local Authorities and CCGs, 
with CDDFT as a partner. The aims of the Programme are to improve preventive care and self-help through 
the voluntary sector, better Primary and Community Services targeted at high risk patients, revised 
pathways of care, and integrated working.  

 

As mentioned, the BHP evolved from the Securing Quality in Health Services (SeQiHS) project led by 
the five Durham and Teesside CCGs. It aims to ensure acute services across the region meet agreed 
standards within the finances and staffing available and could involve major strategic change in the medium 
term. Draft recommendations were made to the Project Board in Autumn-2015. Discussions are also taking 
place with Hambleton, Richmondshire and Whitby CCG. 

CDDFT has recently completed an up-to-date self-assessment against standards established by SeQiHS. 
Many can be achieved through internal change, but some will require system-wide change affecting all local 
Foundation Trusts. 

In the meantime, CDDFT’s Operational Plan is guided by its Clinical Strategy (mentioned in Section 4.5), 
which has been shaped in dialogue with clinicians and local commissioners. The key themes are: 

 Transforming Unscheduled Care at UHND by developing a new 24/7 front of house clinical model 
including expanded and co-located Consultant-led multi-agency assessment, urgent and ambulatory 
care facilities. The aim is to have the new configuration in place by late-2017. This will go a long way 
towards addressing one of the greatest strategic challenges for the local health economy: non-elective 
pressures at UHND. 

 Integration and co-location of the Darlington Urgent Care Centre with A&E at DMH. The aim is to 
have the new configuration in place by late-2016.  



 

19 

 

 Creating Centres of Excellence. In this connection, work is underway to upgrade theatres at Bishop 
Auckland Hospital in order to move most elective Orthopaedics work to that site from August 2016. 
This will shelter it from the non-elective pressures at UHND and DMH which disrupt the elective service 
and cause inconvenience to patients through cancelled operations. Other service changes under 
consideration include potential relocation of Biliary surgical activity from UHND to DMH and changes to 
the configuration of Cardiology, Gastroenterology and Colorectal surgery services. 

 DMH theatres and support services. The Trust has commenced demolition of the Pierremont 
Building in preparation for its replacement by a new building housing twelve modern theatres (to 
replace the existing six), new mortuary and bereavement facilities. 

 Introduction of mobile working for CDDFT community staff. This project involves supplying staff 
with electronic devices, enabling them to remotely access and add to patient notes, saving repeated 
journeys to and from the office. The project is already in its implementation phase with roll-out taking 
place incrementally to all community teams. 

 Development and sustaining of the award winning DMH multi-disciplinary team for complex and 
frail elderly people over 60 who are most at risk of hospital admission. 

Other key strategic and operational processes involving collaboration between commissioners and CDDFT 
to create sustainable services in line with the Five Year Forward View include:  

 Community Services Review: Community Services are commissioned via a block contract. Payments 
have not kept pace with activity growth, giving rise to threats to the sustainability of some services. 
Commissioners and CDDFT are currently engaged in a joint review of priorities which will inform 
investment/disinvestment decisions for 2016/17. 

 A commissioner-led review of the Durham Intermediate Care Strategy: Recently concluded, this 
will be used to agree investment priorities for step-up and step-down care for 2016/17. 

 The CDDFT Emergency Care Improvement Programme includes four early priority areas: Improved 
access to ED with fewer delays, managing demand, more efficient use of acute beds, and more timely 
and supportive discharge processes. All these themes require significant multi-agency collaboration. 
Progress on implementation is monitored through the multi-agency System Resilience Group. 

 Out-patient review programme: the Trust and commissioners have agreed a series of reviews 
designed to improve new to review ratios to achieve top quartile performance. This will promote care 
closer to home. 

 7-day services: the Trust and commissioners have maintained a contractual dialogue about moving 
towards 7-day services through the Service Development and Improvement Plan. The Trust completed 
a self-assessment against the key standards in the Autumn-2016 and has appointed a Project Manager 
to lead the 7-day working Strategy. In 2014/15, it successfully achieved a CQUIN target regarding 
access to early Consultant assessment. 

 Integrated Care: commissioners and CDDFT agreed CQUINs in 2015/16 for improved information 
sharing and use of integrated Care Plans for two key groups of patients: frequent attenders at A&E with 
mental health problems and complex elderly patients admitted to an acute bed. 

 Arms-length trading company: CDDFT established a trading arm in July 2015, Synchronicity Care 
Limited, and has identified a number of opportunities to provide innovative & transformational services, 
generate income and benefit from managed service opportunities. 
 

7.0 Membership and elections  

7.1 Governor elections in previous years and plans for the coming 12 months  

The Trust’s Council of Governors comprises 39 members, of which 20 are public governors, 9 are staff 
governors and 10 are appointed governors. Governors serve three-year terms of office and can stand for 
re-election, subject to a maximum term of nine years; elections are held annually in December, to refresh 
the Council with effect from 1st February each year.  Foundation Trust by-elections are held in May of each 
year for any public or staff governor seats which are not filled in the main election. Election turn-out has 
typically been between 20-25%.  

At present, all public governor seats are filled but there are four vacancies for staff governors. By-elections 
are to be held in May 2016 for these seats. A full election will be conducted in December 2016 covering five 
public governor seats and three staff governor seats. The Trust uses external agents to conduct elections 
under the Model Election rules and is currently re-tendering this service. Hitherto, voting has been solely by 
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post; however, electronic voting will be in place for the main election, and potentially for the by-election this 
year.  

 

7.2 Examples of governor recruitment, training and development, and activities to facilitate 
engagement between governors, members and the public  

Public and staff governors are elected as outlined above. The role of governors is publicised on the Trust’s 
website and through staff forums in order to secure interest. Public governors represent nine constituencies 
in County Durham, Darlington and bordering areas. Appointed governors represent stakeholder bodies, 
including local CCGs and local authorities.  The Trust is actively seeking to fill three vacancies for appointed 
governors and expects to fill two of these in the near-term. 
 

Governors are provided with a comprehensive full-day induction course, which is also used as an annual 
refresher and update course for existing governors and a further training seminar covering their 
responsibilities with respect to external audit, and the annual report and accounts. Governors are asked to 
request further training, which will be arranged through the Foundation Trust Office as necessary.  
Governors receive fortnightly email bulletins to help them remain up to date with Trust affairs. 
 

Examples of activities to facilitate engagement between governors, members and the public include: 
 

 Publicised meetings for members, at each of our main hospital sites with the Chairman and Governors. 
These commenced in January 2016 and will be held every six months; 

 Open invitations to the public and members to our full Council of Governors and Trust Board meetings, 
are published on our website and at our main hospital sites; 

 A survey of member views, was conducted by the Foundation Trust Office in September 2015; 

 We are developing dedicated pages on the Trust’s internet site, through which members can exchange 
electronic correspondence and share views with their Governors from early in 2016/17; 

 We plan ‘Medicine for Members’ briefings on topical issues at our hospital sites; and, 

 Regular ‘Member Bulletins’ are to be issued by e-mail and through the Trust’s website. 

7.3 Membership strategy and efforts to engage a diverse range of members from across the 
constituency over past years, and plans for the next 12 months   

The Trust is seeking to grow its public membership and to maintain a representative membership with 
respect to its constituency populations, age, gender and socio-economic factors. 

In general terms, the Trust will aim to grow the membership using its website and social media platforms 
and by galvanising governors and staff to engage and recruit members.   

The Trust’s public membership is broadly representative in geographical terms. Further member surveys 
are planned to address gaps in our database with respect to members’ social economic backgrounds. 
Focused campaigns will then be planned.  

A key priority for 2016/17 is to increase the representation of younger members and there are plans in 
place for campaigns using social media (Twitter and Facebook) and to link in with the Trust’s existing 
programmes for university, school and college activities. Through these, we will look to encourage any 
younger person with an interest in a medical or nursing career, or in the Trust’s services more widely, to 
take up membership as a means of becoming better informed.  

8.0 CDDFT Council of Governors involvement  

The Trust has involved the Council of Governors in the development of the plan, so that it recognises their 
views and those of their constituency members, through the following mechanisms:  

i) The Trust has sought views from its Governors, in general, in developing the plan through both 
Council of Governors' meetings and inviting Governors to Foundation Trust Planning Group 
meetings; 

ii) The plan has been reviewed in draft form by the Council of Governors' own Strategy Committee 
who have provided comments and views, which the Trust has taken into account in its further 
development; and, 

iii) The Council of Governors was provided with an initial version of the final submission narrative 

for comment on 6 April 2016 – again, views and comments expressed in that meeting have been 
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taken into account in completing the plan, the final version of which was circulated to Governors 

ahead of submission. 


