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1. Introduction

1.1. Chairman’s Statement
It is my pleasure to write this foreword at
the end of my first full year as Chairman.
I am sure you do not need me to remind
you how demanding and challenging this
past year has been. I would, however, like
to take this opportunity to sincerely thank
all our staff, volunteers and friends of
the Trust in helping us realise significant
achievements in enhancing the quality of
care to our patients, both in hospital and
in the community. This good work and
commitment to quality will continue to be
promoted in an inclusive climate of caring,
compassion, engagement and support.
Throughout this report you will read
how we have realised the majority of
our performance targets in 2015/16.
It is evident that there is a lot of work
yet to be done but this will continue to
be the case as we must always strive
for and maintain excellence. We have
a collective responsibility, therefore, to
maintain the highest standards of care
and to raise awareness where and when
this may not be so. This has been no
more important than for those services
identified as requiring improvement by the
Care Quality Commission in their report
issued in September 2015. I was pleased
to note the good ratings allocated to all
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of our community services and most acute
services; it was clear, however, that we
had more to do with respect to Emergency
Care, End of Life Care and Medicine at
University Hospital North Durham. The
Director of Operations and Director of
Nursing have overseen improvements
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made by the service teams and with great
support from our commissioners and our
staff in general.
Additional approaches have been
implemented over the past year to engage
and listen to the public we serve and these
have proven once again to be helpful and
useful. An example of this includes how we
can improve our communication processes.
This is particularly important in light of
potential service changes but also to share
the good practices, innovations and new
developments in our Trust.
The clinical and strategic priorities we set
for 2015/16 have been implemented and
are progressing well. These include, for
example, the building of new operating
theatres at Darlington Memorial Hospital,
upgrading the theatres at Bishop Auckland
Hospital and progressing the design of a
new Emergency Department at University
Hospital North Durham.
The main challenge has been remaining
within the strict budget constraint we set
as a Trust and I am delighted to report that

we achieved it. I and my colleagues on
the Board continue to focus on securing
the Trust’s underlying financial position,
not as an end in itself but to ensure that
our services are sustainable and offer the
highest standards of care. We are working
closely with all of our service teams, our
commissioners, partners in the local health
economy and with our regulator, NHS
Improvement, as part of their on-going
investigation, to meet this objective.
None of our achievements and
enhancements could be realised without
the hard work and commitment to quality
by all those referred to in my opening
remarks. We were pleased to note much
improvement in our last staff survey but
aware we have more to do to acknowledge
the loyalty and efforts of our most valuable
resource.

Professor Paul Keane OBE
Trust Chairman
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1.2. Chief Executive Officer’s Review
2015/16 has been another very challenging
year for the NHS. We have seen provider
organisations across the country, and
regionally, struggle with the delivery of
some key performance standards and
financially. We have felt these pressures
in County Durham and Darlington, as we
strive to improve patient care against a
backdrop of delivering efficiencies and
national financial constraints; yet, due to
what I can only describe as the magnificent
dedication and consistent efforts of our
8,000 strong workforce, we have ended
the year having performed well against
most of our operational targets and within
plan financially. This sort of performance is
only possible when we all work together
and we must also recognise and thank
our Governing Council, our Foundation
Trust Members, volunteers and of course
our patients and families for their tireless
support over the year.
This is my fourth year as Chief Executive
of County Durham and Darlington NHS
Foundation Trust and once again I am
reminded how much healthcare is a
team game. This year we have worked
with partners across the local health
economy to deliver real improvements
in the integration of care and increasing
alternatives to hospital care allowing our
patients to access care closer to home
and stay fitter and healthier. Particularly,
in Darlington, we have seen the success
of this more innovative approach to care
through multi-disciplinary teams working
across agencies providing seamless care
for the most vulnerable patients. These
partnerships and relationships will become
increasingly important in 2016/17 as we
look to implement Sustainability and
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Transformation Plans and work with
partners across Darlington, Durham and
Tees Valley to realise the outcomes of the
Better Health Programme, a programme
designed to improve outcomes for a
population of over one million people.
We recognised the value of partnership
during our ‘Perfect Week’ initiatives in
2015/16: dedicated weeks in Darlington
and Durham where we focussed on
understanding and improving the patient
journey through services which started in
the emergency departments. We were
delighted with the engagement from our
local clinical commissioning groups and
local authority partners in identifying delays
in the patient’s journey and supporting
ways of improving and managing
discharge. The legacy of this work lives
on in our Transforming Emergency Care
agenda which will continue to be a priority
in 2016/17. We saw a 3% increase in A&E
attendances during 2015/16, which meant
we were unable to meet the national
target of 95% of patients waiting no more
than four hours for treatment, achieving
93.19% over the year as a whole. This
was an outcome which we saw mirrored
nationally.
Referrals rose by 1% in 2015/16 but we
were consistently able to achieve our 18
week access standards pressures. We also
performed well on all cancer standards
again while managing an increase in
activity: we experienced a significant
12.51% increase in the number of cancer
referrals against the two week access
standard and were one of only three Trusts
regionally to achieve the 62 day access
standard.
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Behind all of the clinical indicators there
is a tremendous amount of work going
on and we know we have a workforce
dedicated to success. Many of our staff
have, once more, received national
recognition for both outstanding examples
of care and compassion in action and for
new, innovative approaches to delivery
of services. This level of commitment and
innovation will stand us in good stead as
we move through the next few years.
During the year we have sharpened
our focus on clinical leadership and
engagement by organising our services
across five care groups with strong clinical
leadership and enabling this leadership to
become involved in setting our standards
and shaping decisions. This has also been
key in supporting the continued delivery of
our ‘clinical strategy’ as we strive to deliver
high quality, sustainable care ‘right first
time, every time’.
Coming into 2015/16, the Trust Board
agreed an annual plan with seven key
projects across the themes of: sustainability;
transforming unscheduled care; centres of
excellence; and integration and care closer
to home. We have seen real progress on
these projects. The footprint of Darlington
Memorial Hospital changed with the
demolition of the Pierremont Unit making
way for building work to begin on our new
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Over the past few years, a key focus for
us has been reducing healthcare acquired
infections and these efforts continue to be
reflected in our performance. Although
we ended the year slightly above threshold
for Clostridium Difficile (also known as
C-Diff or C Difficile) infections, nationally
prevalence is increasing and our relative
performance positioned us as one of the
top 10 Trusts nationally.

state-of-the-art operating theatres which
will be completed in 2017. We have also
invested in mortuary and bereavement
facilities on the site. In Bishop Auckland
work started on upgrading two operating
theatres to create a centre of excellence
for orthopaedic surgery at the hospital.
We implemented and rolled out mobile
technology for our community-based
clinicians supporting them to spend more
quality time with patients in their homes
rather than on the road travelling back to
base, and improving access to information
and patient notes at the point of care.
Some of these projects have required
significant capital developments and work
will continue over the next year.
We have also been investing in our staff,
working to improve our staffing levels, we
continued to recruit nurses both at home
and for the first time in Europe under the
guidance of our new Executive Director of
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Nursing who joined us in June 2015. We
have welcomed a cohort of nurses from
Italy who have established themselves well
within our organisation but we recognise
we still have vacancies and we continue to
work to fill these gaps.
We also joined forces with the King’s Fund
to implement a new culture assessment
tool designed for NHS organisations based
on the intrinsically linked relationship
between culture and the delivery of
compassionate care. We have been able
to have very valuable and meaningful
conversations across the organisation as a
result and the feedback on the assessment,
when taken together with our staff survey
results, gives us a powerful foundation for
our organisational development over the
next year.
The importance of ‘quality’ really comes
to the fore – both in the delivery of
our care and at the heart of our clinical
strategy – and also through our culture
work. Through our conversations we
have identified that a quality, meaningful
appraisal for each member of staff is key
to supporting and empowering colleagues
and in line with our commitment to
achieving the ‘four bests’ – the best
possible outcomes and best experience
for patients, providing best value by
using resources wisely and being the best
employer; this will be a focus for us looking
ahead.
Despite all of the progress and
achievements noted above, there remain
some key challenges going into 2016/17.
Whilst the majority of our services, and all
of our community services were ranked as
‘good; by the Care Quality Commission,
we have worked hard to tackle the
challenges of those services flagged as
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‘requires improvement’ – Emergency Care
Services, End of Life Care and Medical Care
at University Hospital North Durham. In
September 2015, we agreed a plan with
the CQC to deliver an overall rating of
‘good’ within 12 months as a platform to
move towards providing great care in the
future. The follow up inspection, planned
for later in the year, provides us with the
opportunity to demonstrate the great work
undertaken and the improvements we have
made.
We are engaging our service teams,
commissioners and partners across the local
health economy in tackling the underlying
financial pressures which have left the Trust
in deficit for the last two years and have
triggered the on-going investigation by
NHS Improvement. The Board is dedicated
to embedding and leveraging recent
improvements in financial governance, and
to working with our staff, partners and
NHS Improvement to achieve long-term
sustainability for the high quality services
that our patients deserve.
2016/17 will no doubt bring its fair share
of other challenges and opportunities. Our
strength will come from all 8,000 of us
working together to provide the highest
quality care – the care our populations
deserve – that we can.
The annual report which follows provides
much more information on the matters
covered above, and was approved by the
Trust’s Board of Directors on 25th May
2016.

Sue Jacques
Chief Executive
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Kind donations
Many donations from patients, their
families and friends, organisations and
members of the public were gratefully
received during the year.
Some of these were for specific purchases,
such as the family who gave ward 51 at
Darlington Memorial Hospital a cheque
to purchase a very comfortable recliner
chair for relatives wishing to stay on the
ward overnight. Other donations were
more general, such as those from the
Wolsingham School which ran a series
of fundraising events in aid of Weardale
Community Hospital.

Not surprisingly, Christmas is a focus for
generosity and we are always delighted
when the casts of local professional
pantomimes and Premier League football
squads, not only visit our wards, spending
time with patients of all ages, but also
bring gifts and make donations.
At Easter too we are always humbled
by the number of donations of both
cheques and gifts we receive. A tradition
established in recent years, of bikers from
across the region visiting both University
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1.3. Highlights of the Year 2015/16
Hospital of North Durham and Darlington
Memorial Hospital, continues to grow. On
Easter Sunday this year, over 900 bikers
participated in a well-coordinated event
that caused quite a spectacle in our car
parks.

Embracing the future
Several of our key capital and other
strategic plans have taken steps forward
during the year.

Mobile technology…

Community Clinicians and Nursing
teams now use mobile technology. The
£2.3million investment in small lightweight
devices, secured by encryption, allows
clinicians to update and access the
community electronic patient records,
including entries from other health care
professional such as GPs, whilst delivering
patient care in the community. It allows
more time to be spent with patients and
less time travelling to office locations to
update records.
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Research project wins
national award
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New theatres at Darlington…

Building work on six new state-of-the-art
operating theatres at Darlington Memorial
Hospital is well underway. An investment
of £27m is creating a high quality
environment for surgery, so that more
procedures can be offered and performed,
reducing waiting times and time in hospital
for patients. The scheme includes a new
mortuary facility, bereavement centre and
multi faith chapel.

Bishop Auckland theatre
improvement….

Consultant paediatrician, Dr Tushar
Banerjee’s work to minimise the risks
faced by allergy patients, earned him the
first ever Jill Warner Award from Imperial
College London. The annual award will go
to the MSc research project considered to
have had the greatest impact on allergy
patient care. Dr Banerjee identified a
significant risk of accidental exposure to
food allergies from restaurant and takeaway meals and collaborated with local
authorities and the Food Standards Agency
to run a series of education events for
caterers.

Successful innovation
A bright idea by a member of our back care
team, Diane Hindson, has been developed
into a commercial product and was ‘Highly
Commended’ in the prestigious Royal
College of Nursing RCNi awards.

Work has progressed well on upgrading
two of the operating theatres at Bishop
Auckland Hospital in readiness for
establishing a Centre of Excellence for
orthopaedic surgery. An investment of just
over half a million pounds ensures all four
theatres will become ‘clean air’ theatres,
which are essential for joint surgery.
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Hug in a Bag
Introduction

Diane identified that the large number
of slide sheets, used for transferring
and moving patients unable to move
themselves, was confusing for nurses.
Diane developed ReDi Slide, a slide sheet
which can be used in any situation. ReDi
Slide is now the slide sheet of choice across
the Trust. It has also been patented and
sales are earning royalties for both the Trust
and Diane.

Digital screening services
Women undergoing breast cancer
treatment at University Hospital of North
Durham now benefit from the generosity
of a local charity, Hug in a Bag, established
by three local women when they were
undergoing treatment themselves a
number of years ago. Each woman
receives a bag packed with information and
luxury treats worth around £60.

Support for patients
with dementia

Innovative screening programmes are
improving care for hundreds of patients
who are now self-monitoring from
the convenience of their homes whilst
remaining under the watchful eye of
clinicians who offer advice and support
either face to face or by phone. The
programmes are supporting patients at
risk of under-nutrition and patients taking
Warfarin.

Elderly care wards across University Hospital
of North Durham and Darlington Memorial
Hospital have introduced ‘orientation
boards’, for patients with dementia to
use during a hospital stay. The interactive
boards are located within patient rooms
and display a range of information
including the date, month, season as well
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as photographs of local landmarks both
past and present, chosen by the patient.
The boards are designed to help avoid the
disorientation common in patients with
dementia and also to stimulate interaction
with staff.

Children’s radiology service

to adopt and remain in the correct position
for the duration of the examination results
in higher quality images, facilitating
accurate diagnosis.
Pictures and colours are projected onto the
scan room walls, and radiographers wear
colourful uniforms, to help children feel
comfortable and calm.

That was the week – focus
on individual services
A number of specialist ‘weeks’ were
celebrated during the year, offering an
opportunity to highlight services.
March 2016 saw us celebrating Nutrition
& Hydration Week during which we
showcased a number of initiatives aimed
at ensuring patients have good nutritional
care, including the introduction of a finger
food version of the regular patient menu
which is sometimes preferred by patients
with dementia. As in previous years, each
patient was also given an afternoon tea of
scones with cream and jam.

Specialist children’s radiology teams are
usually only found in Children’s hospitals
and regional centres but this service is now
available at University Hospital of North
Durham and Darlington Memorial Hospital.
A range of child-friendly changes have
been introduced, including dedicated
waiting areas and children-only lists. Longer
appointment slots enable staff to spend
more time talking to, and reassuring,
children and their parents. Helping children
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Also during March 2016, Healthcare
Sciences Week saw our Medical Physics
Departments open their doors to hundreds
of members of the public who came to find
out more. This ‘behind the scenes’ service,
run by healthcare scientists and engineers,
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Hellomynameis……….
Introduction

plays an essential role in diagnostics and
offers a number of career opportunities.

Recruitment to research studies
Nurses in the Trust’s Centre for Research
and Innovation recruited the first patient
to a global study aimed at providing
better information on the management
and treatment patterns of patients with
prostate cancer. Indeed, working closely
with clinical teams, they recruited the first
ten patients for the study.

Queen’s nurses
Two of our nurses became Queen’s nurses
during the year, bringing our total to eight.
A Queen’s nurse is a community nurse
committed to high standards of practice
and patient-centred care and is awarded by
the Queen’s Nursing Institute.

Simulation centre
The Trust opened a Clinical Simulation
Centre based at Bishop Auckland Hospital
offering the very latest equipment to
create an effective, immersive simulation
environment. The centre offers imaginative
and proactive educational experiences and
training programmes for staff and more
widely across the region.

In June 2015, the Trust was fortunate in
being one of a handful to be visited by Dr
Kate Granger MBE, founder of the global
#hellomynameis campaign. Dr Granger
is a consultant physician, but it was her
experience as a terminally ill cancer patient,
which led her to begin the campaign which
aims to inspire all healthcare workers to
introduce themselves to every patient
they meet and see the person behind the
disease.

New pain management unit
A new pain management unit was opened
at Chester-le-Street Community Hospital,
providing a larger, brighter space than
the previous facility at University Hospital
of North Durham. The additional space
includes an extra consulting room, and a
larger patient waiting area. Patients have
access to a range of multi-disciplinary
experts and care including clinical
consultants, physiologists, physiotherapists
and other support and therapies - all
together in one place.
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2 Governance

2.1. Trust Board of Directors
The Trust’s Board of Directors (“the
Board”) is responsible for exercising all of
the powers of the Trust and is the body
that sets the strategic direction, allocates
the Trust’s resources and monitors its
performance.
The Board is made up of six Non-Executive
Directors including a Non-Executive
Chairman, and five Executive Directors
(including the Chief Executive). The
Chairman and Non-Executive Directors are
appointed by the Nominations Committee
of the Council of Governors for varying
terms not exceeding three years. All of
the Non-Executive Directors identified in
Table 1 were assessed as independent, or
reassessed as such on reappointment and,
in the opinion of the Council of Governors
remain so. The Executive Directors are
appointed by the Nominations Committee
of the Board on permanent contracts. The
appointments of Non-Executive Directors
are for fixed terms and may be terminated
for a number of reasons specified within
their terms and conditions. Principally these
concern: failure to maintain compliance
with the criteria for appointment and / or
the Board’s Standing Orders; unsatisfactory
performance or attendance and failure
to retain the Council of Governors’
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confidence.
The Board has established a framework
of regulation and control for the
Trust’s business which includes the
Trust’s Constitution, Standing Orders,
a Scheme of Decisions Reserved to the
Board and a Scheme of Delegation.
The Board sets the strategic aims of the
Trust, taking account of the Governors’
and members’ views, approves annual
plans and budgets and monitors
performance across the whole range
of Trust business. The Board delegates
the relevant statutory functions to its
Audit, Nominations and Remuneration
Committees and has established a range
of functional committees charged with
approving management policies and
seeking assurance on delivery and risk
management. Management functions and
financial powers are delegated to Executive
Directors in line with their portfolios,
within the limits imposed by a Scheme of
Delegation, Standing Orders and Standing
Financial Instructions.
The Board has an annual schedule of
business which ensures that it focuses
on its responsibilities and the long term
strategic direction of the Trust. It meets no
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The Board completed an evaluation of its
effectiveness with reference to Monitor’s
well led framework in September 2014,
which was facilitated by Deloitte LLP, and
updated this evaluation in preparation
for the Care Quality Commission’s
(CQC’s) comprehensive inspection in
February 2015. During the year, the
Board reviewed the effectiveness of
its Committees, establishing a Finance
Committee to provide increased focus
on financial governance and agreeing
actions to enhance the work of the existing
Committees going forwards. The Board
reviewed the actions taken and progress
made under each of the 10 questions in
the well-led domain at a Board Seminar
in February 2016, and is in the process of
completing an updated self-assessment

ahead of an independent review scheduled
for later in 2016/17.
The following persons served as Board
members for County Durham and
Darlington NHS Foundation Trust during
the year April 2015 to March 2016.
The table below / overleaf also includes
details of Board members professional
background, committee membership and
attendance. Dr Michael Waterston, NonExecutive Director will reach the end of his
term of office on 31 May 2016 and Mrs
Lynne Snowball has also elected to step
down from the Board at that date. The
Council of Governors has appointed two
new Non-Executive Directors with effect
from 1 June 2016, with complementary
and supplementary skills. As a result, the
Board remains confident that it has a
sufficiently balanced and complete range
of skills appropriate to the leadership of a
Foundation Trust.

Governance

less than six times per year to conduct its
business and Board members also attend
seminars and training events throughout
the year.

Trust Board and Council of Governors
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2.1.1. Board Membership

Prof Paul Keane OBE
Governance

Trust Chairman

Appointed 1st March
2015 until 28th
February 2018.

Prof Keane held one
other significant
commitment during
the year. He was the
Dean of the School
of Health and Social
Care at the University
of Teesside on a parttime basis, until this
commitment ceased.
This additional role
did not impact on Prof
Keane’s ability to meet
(and indeed exceed) the
time commitment for
the role of Chairman in
2015/16.
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17/17

3/3

Council of
Governors**2

Background
Formally the North East
Universities’ Nominated
Governor to County
Durham and Darlington
NHS Foundation Trust.

Audit
Committee*1
Nominations &
Remuneration
Committees*1

Name and Position

Trust Board,
Joint Board &
CoG, & AGM*1

Table 1: The Board of Directors 2015 - 2016

5/5

3/3

0
Governance

6/6

Council of
Governors**2

Background
Dr Robert Michael
Owner and Managing
10/17
Waterston
Director of IT
Vice Chairman from
consultancy. Previously
21/11/2012
a Non-Executive Director
of the County Durham
Non-Executive Director and Darlington Acute
Appointed 1st February Hospitals NHS Trust.
2007

Audit
Committee*1
Nominations &
Remuneration
Committees*1

Name and Position

Trust Board,
Joint Board &
CoG, & AGM*1
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Reappointed 1st June
2010 until 31st May
2013
Reappointed 1st June
2013 to 31st May 2015
Reappointed 1st June
2015 until 31 May
2016
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Council of
Governors**2

Audit
Committee*1
Nominations &
Remuneration
Committees*1

Trust Board,
Joint Board &
CoG, & AGM*1

Background
17/17
Qualified solicitor.
Former Non-Executive
Director on the Board
of Durham Dales PCT
and County Durham
PCT previously.
Appointed 1st October Member of the Joint
2014 until 30th
Audit Committee
September 2017
for the Office of the
Police and Crime
Commissioner and
Durham Constabulary.
Was awarded an MBE
for services to her
community of Tow Law
in 2001 and in 2005
was appointed a Deputy
Lieutenant for County
Durham.
Dr Ian Robson
Independent consultant 16/17
Non-Executive Director with board level
experience in sales,
Appointed 1st February marketing and business
2007
development in
healthcare, utilities
Reappointed 1st June
and environmental
2010 until 31st May
services. Previously a
2013
Non-Executive Director
of the County Durham
Reappointed 1st June
and Darlington Acute
2013 to 31st May 2016 Hospitals NHS Trust

Governance

Name and Position
Mrs Jennifer Flynn
MBE
Non-Executive
Director and Senior
Independent Director

3/3

0

3/3

0

Mr Andrew Young
Non-Executive Director
and Chair of the Audit
Committee
Appointed 1st July
2010 until 30th June
2013
Reappointed 1st July
2013 until 31st May
2016

Mrs Snowball elected
to step down from
the Board from 31st
May 2016 for personal
reasons.
Former Chief Executive 14/17
of Durham and Chesterle-Street Primary Care
Trust and Durham
Dales Primary Care
Trust. Former Director
of Commissioning and
Deputy Chief Executive
of County Durham
and Darlington Health
Authority.

Council of
Governors**2

6/6

3/3

0

5/6

2/3

1

Governance

Background
14/17
Member of
Chartered Institute
of Public Finance and
Appointed 1st August Accountancy, and
2012 until 31st July
former North East
2015
Chair. Former District
Auditor with the Audit
Reappointed 1st
Commission. Audit
August 2015 until 31st Committee Chair for the
July 2018
Office of the Children’s
Commissioner. Chair of
the Board of Trustees,
ARC Stockton Arts
Centre Ltd.

Audit
Committee*1
Nominations &
Remuneration
Committees*1

Name and Position
Mrs Lynne Snowball
Non-Executive Director

Trust Board,
Joint Board &
CoG, & AGM*1
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Mr Peter Dawson
Executive Director
Finance

Prof Chris Gray
Executive Medical
Director

Mr Mike Wright
Executive Nursing Director
Left 5 April 2015

Mr Noel Scanlon
Executive Nursing
Director
From 4 June 2015
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Council of
Governors**2

Audit
Committee*1
Nominations &
Remuneration
Committees*1

Background
A Fellow of the
Chartered Association
of Certified Accountants
with extensive
experience as an
executive director in the
NHS.
A Fellow of the
Chartered Association
of Certified Accountants
with over 30 years
of experience in NHS
finance.
Professor in clinical
geriatrics at Newcastle
University. Consultant
Physician with a special
interest in stroke
medicine. Previously
Post Graduate Dean,
Northern Deanery.
A registered nurse
for 32 years, with
a background
predominantly in adult
critical care. Mr Wright
has an MBA and has
been an Executive Nurse
Director for over 10
years
Registered nurse for
over 30 years, including
10 years’ experience of
Executive roles within
the NHS

Trust Board,
Joint Board &
CoG, & AGM*1

Name and Position
Mrs Sue Jacques
Chief Executive

17/17

3

14/17

4

10/17

1

11/12

3

Ms Joanne Todd
Joint Acting Executive Nursing
Director
From 4th April to 3 June 2015

Ms Carole Langrick
Executive Director
Operations

Council of
Governors**2

5/5

0

0/5

0

16/17

1

Governance

From 4th April to 3 June 2015

Background
Joint interim cover for
Executive Director of
Nursing. Mrs Grieveson
attended Board
meetings during this
year
Joint interim cover
for Executive Director
of Nursing. As noted
above, it was agreed
that Mrs Grieveson
would attend Board
meetings during this
period
Former Director of
Strategic Development
and a former Chief
Operating Officer and
Deputy Chief Executive.
Extensive health service
career commencing as
a nurse and moving
forward into a variety
of clinical, managerial
and leadership roles,
as well as working
in commissioning
and Strategic Health
Authorities areas.

Audit
Committee*1
Nominations &
Remuneration
Committees*1

Name and Position
Mrs Maureen Grieveson
Joint Acting Executive Nursing
Director

Trust Board,
Joint Board &
CoG, & AGM*1
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*Note 1: Information recorded = number of attendances at meetings / number of meetings required to attend
**Note 2: Board attendance at governor meetings is not compulsory; board members attend by invitation to specific
meetings or otherwise on attend on a voluntary basis.
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2.1.2. Audit Committee
The Audit Committee is comprised of three
Non-Executive Directors. During 2015/16, the
Committee was chaired by Mr Andrew Young,
an experienced NHS professional. The Vice
Chairman of the Trust, Dr Michael Waterston
and Mrs Lynne Snowball also served on the
Audit Committee throughout the year. The
Committee met on six occasions during the
year with the Executive Director of Finance,
the Senior Associate Director of Assurance
and Compliance and both the Trust’s internal
and external auditors in attendance. The
attendance of members is shown in the Board
of Directors 2015/16 table (page 20).

The Audit Committee completed an annual
programme of work, as agreed with the
Board and in line with its terms of reference,
to seek assurance on behalf of the Board in
respect of the Trust’s risk management, control
and governance systems and to: monitor the
effectiveness of both internal and external
audit services; review the Trust’s accounting
policies and financial statements; seek
assurance on anti-fraud controls and examine
the extent to which controls ensure efficiency,
effectiveness and economy in the use of
resources.

The table below summarises the key elements of the Committee’s work during the year and in
respect of the 2015/16 financial statements:
Financial
statements

The Audit Committee received a detailed briefing on the accounts from the
Associate Director of Finance (Financial Services) which enabled them to
review significant judgments made in areas such as asset valuations, doubtful
debts, provisions and deferred income.

The Committee reviewed the conclusions of the external auditors in respect
of the risks identified in their external audit plan - property valuation, income
recognition, fraud risk and PFI accounting – and satisfied themselves of
the reasonableness of the Trust’s approach and accounting judgments. In
particular, the Committee considered the extent to which judgments made in
preparing the accounts were balanced and were pleased to note the external
auditors’ views that judgments made reflected a generally balanced approach
Operations The Committee agreed a wide ranging programme of Internal Audit work
covering all aspects of the Trust’s operations, supplemented by reports on
the assurance framework and key risks from the Senior Associate Director of
Assurance and Compliance. Significant matters identified by Internal Audit
are summarised in the Annual Governance Statement on page 108 of this
report. The Audit Committee reviewed the adequacy of the management
response and sought evidence that remedial actions were implemented in
respect of weaknesses highlighted.
Compliance The Committee received reports from the Senior Associate Director of
Assurance and Compliance at regular intervals during the year, which
included reporting on regulatory compliance with the CQC’s fundamental
standards and the licence conditions with Monitor.
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KPMG LLP provided non-audit services in
the form of a feasibility analysis for the
implementation of a provider facilities
management company, and provided
associated advice to the Board. The Audit
Committee was satisfied that KPMG’s
independence, as external auditors, was
not compromised. The fees involved
amounted to £18,000. The Audit
Committee has a policy in place requiring
their prior approval of any such nonaudit services, in order to ensure that the
auditors’ independence and objectivity are
maintained.
During the year internal audit services
to the Trust were provided, primarily,
through a shared service arrangement with
other Trusts in the County Durham and
Teesside health economies. The service
(‘Audit North’) was set up as a semiautonomous consortium hosted by North
Tees and Hartlepool NHS Foundation Trust
and reporting to a Consortium Board
consisting of all members. The service
was led by a qualified and experienced
Director of Audit. Audit North completed
an annual plan of work, agreed with the

Trust Board Audit Committee, covering
financial, operational, governance and
related systems based on an annual risk
assessment. Towards the end of the year,
Audit North formed an alliance with two
neighbouring NHS audit services. It is
intended that the three services will merge,
under the name of Audit One, and be
hosted by Northumbria Healthcare NHS
Foundation Trust during the first half of
2017.
During the year, Audit North’s work was
supplemented by specialist internal audit of
IM&T systems, which was contracted out
to Price Waterhouse Coopers. Both sets
of internal auditors agreed charters and
key performance indicators with the Audit
Committee and performance was formally
monitored.

2.1.3. Charitable Funds
Committee
The Trust is the corporate trustee of the
County Durham and Darlington Acute
Hospitals NHS Trust Charitable Fund and
Related Charities which is comprised of
over 140 individual charitable funds. The
committee was chaired by Mrs Jenny
Flynn who was joined on the Committee
by the Trust Chairman, the Director of
Finance, a representative from the Council
of Governors and a representative of the
individual charitable fund managers.
The beneficiaries of the Charity are the
patients and population served by the Trust
and the Committee is mindful that it must
be able to demonstrate that expenditure
by the Charity provides a real benefit to the
people of County Durham and Darlington.
During 2015/16 income from voluntary
sources (fundraising events, donations and
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The Trust’s external auditors are KPMG LLP.
The Committee evaluated the effectiveness
of the external audit service by assuring
themselves that the audit was performed
in line with the auditors’ engagement
letter and plan, that the audit plan covered
credible and relevant risks and that the
auditors’ reporting was clear, robust and
informative. Credit was also given for the
extent to which the auditors have engaged
directly with the Governors in involving
them in understanding and informing the
scope of the external audit. The Committee
recommended the reappointment of KPMG
LLP for 2015/16, and their recommendation
was approved by the Council of Governors.

legacies) remained impressive, with a total
of £107,000 received in donations and
£113,000 from legacies.
During the year, the Committee approved a
range of patient-focused projects such as:

Governance

• £29,822 to provide Paxman scalp
coolers within a chemotherapy unit;
• £19,320 to provide an Acuson
P300 Ultrasound system for
the respiratory service;
• £10,000 as a contribution
to the purchase of a cardiopulmonary exercise bike; and
• £14,167 to provide a SimNewB advanced
manikin for our special care baby units.
In total, the individual charitable funds
have provided a total of £449,000 to
enhance services, facilities and amenities
for our patients. The Trust has appointed a
Charity Development Officer to support the
work of the Charity and assist the many
members of the public kindly wishing to
support the Trust in providing healthcare
and intends to publicise the Charity widely
in 2016/17.
The Committee would like to thank the
many volunteers, patients, staff and
local groups who have, throughout the
year, supported the work of the Trust by
donating to the Charity, directly or by
bequest, or by fundraising. This generous
support has made a real difference to the
lives of the people who use the health
services that we provide in our hospitals,
health centres and patients’ homes.

2.1.4. Nominations and
Remuneration Committees
The Board has a Nominations Committee
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in place to oversee the appointment of
Executive Directors and a Remuneration
Committee in place to oversee Executive
Directors’ remuneration. In practice the two
Committees have common membership
and meet as one Committee.
During the year, the Board’s Nominations
and Remuneration Committees agreed the
objectives and performance measures for
all of the Executive Directors, together with
their remuneration.
The Council of Governors has established
a separate Nominations Committee
to oversee the appointment of the
Chairman and Non-Executive Directors
and a Remuneration Committee to
oversee their remuneration. These
two Committees also share a common
membership and meet, in practice, as
one Committee. Recommendations are
taken to the full Council of Governors for
ratification. Meetings are chaired by the
Trust Chairman, except where the subject
matter concerns his own appointment or
remuneration.
During the year, the Governors’
Nominations and Remuneration Committee
oversaw the process to recruit two new
Non-Executive Directors for the Trust,
which was supported by the Trust Secretary
and an independent adviser. This was to
replace Mrs Lynne Snowball and Dr Michael
Waterston who stepped down from their
posts with effect from 31st May 2016.
Open advertising in the local press and
social media were used to attract a shortlist
of potential candidates for the post. The
selection and interview process was led by
a panel comprising the Chairman and three
Governors appointed by the Governors’
Nominations Committee, and the panel’s
recommendation was endorsed by the
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Further information on attendance and the
work of the Nomination and Remuneration
committees can be found within the
Remuneration Report on pages 84 to 85.

2.1.5. Directors’ Register of
Interests
A register is maintained of the interests of
Directors in companies or related parties
that are likely to do, or may seek to do,
business with the Trust. This register is
available on our website
www.cddft.nhs.uk for inspection by the
public, or by arrangement with the Trust
Secretary. Contact details for the Trust
Secretary are outlined within our “How to
find out more” section on page 338 of this
report.

2.2. Council of Governors
The Council of Governors is comprised of
thirty-nine governors who represent the
Trust’s public and staff constituencies and
those stakeholder organisations who are
entitled to appoint governors under the
Trust’s constitution.

Trust, its members, members of the public
and, in the case of Appointed Governors,
the bodies they represent, by canvassing
opinions and providing feedback at
meetings of the Council of Governors and at
sub-committees.

The Council of Governors has a number
of statutory duties, most importantly
holding the Non-Executive Directors to
account, individually and collectively
for the performance of the Board and
represent the views of the Trust’s members
and stakeholders. Specific responsibilities
include: the appointment and removal
of the Chairman and Non-Executive
Directors, the appointment of the Trust’s
auditor and the approval of changes to the
constitution of the Trust. The Trust values
the contribution of its Governors and the
particular perspectives that they bring to
the development of services. Consequently,
the Governors are active in supporting the
development of the Trust’s strategies and its
Annual Plan, providing views through their
own Strategy and Planning Committee.
Governors act as a conduit between the

The Council of Governors has strong
working links with the Board. Joint
meetings between the Board and Governors
are held throughout the year and Board
members attend relevant Council of
Governors’ committees and participate in
joint seminars. Similarly, elected governors
are fully engaged in the different working
groups established by the Board. The Board
considers that these arrangements are an
effective way to understand the views of
the Council of Governors and maintain
engagement with the Trust’s members.
The Trust’s nominated Lead Governor
is Simon Gerry, Public Governor for
Derwentside.

29

Governance

Committee. In addition, the Committee
endorsed the reappointments for a further
12 months of Mr Andrew Young and Dr
Ian Robson, following a full review of the
options.

2.2.1. Council of Governors Elections
Governors from the public and staff constituencies are elected to office for varying terms up
to three years and may seek election for further terms up to a maximum of three. Elections
were held in eight constituencies during the year as shown in the table below.
Elections to Council of Governors 2015/2016

Governance

Constituency Name of
Type
Constituency

Turnout

No of
Date of
Eligible election
voters
2350

Public

Wear Valley and
4
Teesdale

421

17.91%

Public

Darlington

1

n/a

Elected
n/a
Unopposed

06/11/2015

Public

Chester-leStreet

4

196

25.79%

760

11/12/2015

Public

Derwentside

1

n/a

n/a

06/11/2015

Public

Durham City

2

123

655

11/12/2015

Public

Easington

1

n/a

656

06/11/2015

Public

Gateshead

1

n/a

n/a

06/11/2015

Public

Hambleton,
Richmondshire,
Tees Valley and
beyond

1

n/a

Elected
n/a
Unopposed

06/11/2015

Public

Sedgefield

1

n/a

Elected
n/a
Unopposed

06/11/2015

1

n/a

Elected
n/a
Unopposed

06/11/2015

1

n/a

Elected
n/a
Unopposed

06/11/2015

n/a

11/12/2015

Staff

Staff

Staff

30

No of
No of
candidates Votes
cast

Administrative,
Clerical and
Managers
AHPs,
Professional &
Technical and
Pharmacists
Community
Based Staff

No
nominations n/a
received

Elected
Unopposed
23.56%
Elected
Unopposed
Elected
Unopposed

n/a

11/12/2015
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Constituency Name of
Type
Constituency

Staff

Nursing and
Midwifery

Staff

Medical

No of
No of Turnout
candidates Votes
cast
No
nominations n/a
n/a
received
2
123
18.78%

No of
Date of
Eligible election
voters
n/a

11/12/2015

655

11/12/2015

2.2.2. Council of Governors Membership
Governance

The overall makeup of the Council of Governors over the year together with details of the
appointments of individual governors and their attendance at council meetings is shown in
the table below:
Council of Governors Members 01 April 2015 to 31 March 2016

Governor

Appointment

Constituency

Meetings*1
from 01
April 2015
to 31-Mar-16

Chester le Street

6 of 8

Chester le Street

3 of 8

Darlington

5 of 8

Darlington

7 of 8

Darlington

4 of 7

Darlington

1 of 1

Derwentside

1 of 1

Public Governors
Katherine Featherstone
Carmen Martin Ruiz
Michael Denham
Marjorie Dunn
Elizabeth Sanderson
Carol Bogg
Ethel Armstrong

Elected: three years from
February 2015
Elected: February 2013 Reelected: three years from
February 2016
Elected: three years from
February 2015
Elected: February 2011 Reelected three years from
February 2014
Elected: February 2013 Retired:
February 2016
Elected: three years from
February 2016
Elected: three years from
February 2016
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Governor

Roy Beckwith

Appointment
Elected: February 2008 Reelected: three years February
2011

Constituency

Meetings*1
from 01
April 2015
to 31-Mar-16

Derwentside

6 of 8

Derwentside

7 of 8

Derwentside

6 of 7

Durham City

1 of 1

Durham City

5 of 7

Durham City

6 of 8

Durham City

7 of 8

Easington

1 of 1

Easington

7 of 7

Governance

Re-elected: three years from
February 2014
Elected: 2 years from June
2013
Simon Gerry

Lawrence Welsh

Cliff Duff
Sue Pringle
Carole Reeves
Richard Scothon
Christine Jones

Alexander Murray

Re-elected three years from
February 2015
Elected: February 2010 Reelected: February 2013
Retired: February 2016
Elected: three years from
February 2016
Elected: February 2013 Retired:
February 2016
Elected: three years from
February 2015
Elected: three years from
February 2014
Elected: three years from
February 2016
Elected: February 2007 Reelected: February 2010 Reelected: February 2013
Retired: February 2016

32

James Falade

Elected: February 2014 Reelected: three years from
February 2016

James Heap

Elected: February 2010 Reelected: three years February
2013 Re-elected three years
from February 2016

Gateshead, South
Tyneside and
Sunderland and
Beyond
Hambleton,
Richmondshire,
Tees Valley and
Beyond

8 of 8

7 of 8

Governor

Marjorie Binks
Henry Ballantyne

Bill Davies

Alistair Galston OBE
Ken Davison
Brewis Henderson
Cate Woolley-Brown

Appointment
Elected: three years from
February 2015
Elected: three years from
February 2016
Elected: February 2010
Resigned: Nov 2011
Re-elected: February 2013
Resigned Dec 2015
Elected: three years from
February 2014
Elected: February 2012 Reelected three years from
February 2015
Elected: two years from
February 2015
Elected: February 2013 Reelected three years from
February 2016

Constituency

Meetings*1
from 01
April 2015
to 31-Mar-16

Sedgefield

5 of 8

Sedgefield

1 of 1

Sedgefield

6 of 7

Sedgefield

7 of 8

Wear Valley &
Teesdale

6 of 8

Wear Valley &
Teesdale

4 of 5

Wear Valley &
Teesdale

6 of 8

Administrative,
Clerical and
Managers

4 of 7

Governance
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Staff Governors
Elected: May 2012
Jed Hillary

Re-elected: February 2013
Retired: February 2016

Neil Williams

Elected: three years from
February 2016

Revd. Kevin Tromans

Elected: February 2014 Reelected February 2016

Administrative,
Clerical and
1 of 1
Managers
AHPs, Professional
& Technical &
7 of 8
Pharmacists

Elected: February 2007 Reelected: February 2010
Ancillary

Kevin Hull

5 of 7

Re-elected: February 2013
Retired: February 2016

33

Governor

Appointment

Constituency

Meetings*1
from 01
April 2015
to 31-Mar-16

Vacant

Awaiting Election

Ancillary

n/a

Vacant

Awaiting Election

Vacant

Awaiting Election

Governance

Dr David Laird
Michael Appleby

Carole Bailey

Elected: three years from
February 2016
Elected three years from
February 2015
Elected: February 2010 Reelected: February 2013

Community Based
n/a
Staff
Community Based
n/a
Staff
Medical

1 of 1

Nursing &
Midwifery

3 of 5

Nursing &
Midwifery

0 of 4

Nursing &
Midwifery

n/a

Nursing &
Midwifery

3 of 8

Appointed
by Darlington
Borough Council

5 of 8

Resigned: September 2016
Vacant

Awaiting Election
Elected: June 2013

Patricia Gordon

Re-elected: three years from
February 2014

Appointed Governors
Appointed: June 2008
Appointed: June 2011
Cllr Veronica Copeland
Reappointed: three years from
February 2014
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Cllr Joy Allen

Appointed: three years from
June 2015

Jane Johnstone

Appointed: three years from
June 2015

Jennifer Boyle

Appointed: three years from
October 2015

Appointed by
Durham County
3 of 5
Council
Appointed by
Universities for the 5 of 5
North East
Appointed
by North East
3 of 5
Ambulance
Service NHS Trust
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Appointment

Dr Andrea Jones

Appointed: three years from
September 2014

Dr David Smart

Appointed: three years from
September 2014

Mr Joseph Chandy

Appointed: three years from
September 2013

Vacant

Awaiting reappointment

Vacant

Awaiting reappointment

Patrick Scott

Appointed: three years from
February 2016

Constituency
Appointed by
the Clinical
Commission
Group Darlington
Appointed by
the Clinical
Commission
Group – North
Durham
Appointed by
the Clinical
Commission
Group – Durham
Dales, Easington
and Sedgefield
Appointed by the
County Durham
Local Medical
Committee
Appointed
by North East
Chamber of
Commerce
Appointed by
Tees, Esk and
Wear Valleys NHS
FT

4 of 8

4 of 8

Governance

Governor

Meetings*1
from 01
April 2015
to 31-Mar-16

0 of 8

n/a

n/a

0 of 0

*Note 1: Information recorded = number of attendances at meetings / number of meetings required to attend
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2.2.3. Council of Governors
Register of Interests
A register is maintained of the interests of
governors in companies or related parties
that are likely to do, or may seek to do,
business with the Trust. This register is

available on our website
www.cddft.nhs.uk for inspection by the
public, or by arrangement with the Trust
Secretary. Contact details for the Trust
Secretary are outlined within our “How to
find out more” section on page 338 of this
report.
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2.3. Membership
Our members play a vital role in
representing the views of our public
and patients and in reinforcing our
public accountability. A key priority for
our Chairman, since his appointment
in February 2015, has been to increase
engagement, alongside strengthening links
between the Governors and the Board. The
Trust has two membership groups; a public
membership and a staff membership.
Public membership is open to anyone over
the age of fourteen who resides within
the geographic area served by the Trust.
In turn, the public membership group
is divided into the following nine public
constituencies:
• Chester-le-Street;		
• Durham City;
• Darlington;			

• Derwentside;			
• Easington;
• Gateshead, South Tyneside,
Sunderland and beyond;
• Sedgefield;
• Tees Valley, Hambleton,
Richmondshire and beyond; and
• Wear Valley and Teesdale.
Of the nine public constituencies above,
six reflect local authority borough or ward
boundaries and the remaining three reflect
traditional links with our hospitals either
through the provision of sub-regional
services beyond our main catchment areas
or because of ease of access.
At 31 March 2016, there were 10,747
members in the public constituency as
shown in the table below.

Public Constituency Membership 2015/16

Public Constituency Membership 2015-2016
At year start (April 1)
New Members
Members leaving
At year end (March 31)
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Number of
Members
11,004
143
400
10,747

Members of Constituency Class
Chester-le-Street
Darlington
Derwentside
Durham City
Easington
Gateshead, South Tyneside, Sunderland & beyond
Sedgefield
Tees Valley, Hambleton & Richmondshire & beyond
Wear Valley & Teesdale
Grand Total
Staff who are employed directly by the
Trust on permanent contracts or who are
employed on temporary or fixed term
contracts for more than twelve months
automatically become members, unless
they inform the Trust that they do not
wish to do so. Staff who work for Trust
contractors such as our PFI partners may
join a staff constituency after twelve
months. Staff members are split into six
constituencies which represent the major
staff groups in the Trust, as follows:
• Administration, Clerical and Managers;
• AHPs, Professional and
Technical & Pharmacists;
• Ancillary;
• Community Based Staff;
• Medical; and
• Nursing and Midwifery.
As at 31 March 2016, there were 7,224
members in the staff group.
The Trust’s membership strategy envisages
growth in the public membership
constituency but with a strong focus on
engaging with the membership. The Trust

Number of
Members
744
2073
1589
1865
243
156
1577
155
2345
10,747

Percentage of
Membership
7%
19%
15%
17%
2%
1%
15%
1%
22%

considers the geographical spread of the
membership to be representative, as it
reflects the major population centres and
demand for the Trust’s services. However,
only around 3% of the Trust’s membership
is under 21 years of age; hence our
membership strategy going into 2016/17
will seek to target younger members
through a wider range of communications
including use of our website and social
media.
Membership recruitment in 2015/16
was limited to a ‘plus one’ campaign
that sought to engage staff in recruiting
members from their friends and families.
This resulted in only modest increases
in membership which, unfortunately,
were more than offset by the effects of
data cleansing following a full audit of
the membership database and members
stepping down.
In recent months, the Foundation Trust
Office has trialled direct recruitment of
members by hosting stands in public areas
such as the restaurant areas, with some
success. A recent exercise in the Hollies,
at DMH, recruited 40 public members.
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In addition, some Governors are active
in recruiting members in their local
communities.
However, there are many more points of
contact with the public, which the Trust
intends to leverage to recruit members:
• Public attendance at Board and
Council of Governors meetings
• Attendance of Trust officers
at Universities (Medical and
Nursing Schools);
• Work undertaken by some posts
within the Trust with schools;
• Dealing with the public making
donations to the Trust or the
families of those leaving legacies;
• Post-discharge surveys
undertaken with patients;
• ‘Medicine for Members’ events
to be open to the public; and
• Public listening and consultation events,
which may take place during the year
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• Mainstream recruitment activities for
2016/17 will therefore comprise:
• FT Office ‘stands’ around the sites;
Extending all of the above interactions
to politely ask the member of the
public to consider becoming a Trust
member, ensuring that there are stocks
of membership forms available;
• ‘Passive’ recruitment using TV screens
in restaurants and Outpatients,
ensuring that there are stocks of
membership forms available, banner
headlines on the website home page
and the Chairman’s Twitter Account
• Governors’ own recruitment efforts.
Specific campaigns will be developed to
target younger members, in concert with
the Schools and Universities activities noted
above.
Opportunities for the Trust’s Directors and
Governors to meet the membership are
provided through our Board, Council of
Governors and joint Board and Council
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Members are sent a quarterly magazine
(called “Your Trust”) informing them of the
latest news and notifying them of events
and meetings they can attend. The Trust
will be holding a series of “Medicine for
Members” events in the coming financial
year which will provide an opportunity for
members and the general public to hear

about the work of the Trust first hand.
Public Members also receive a personal
invite from the Trust’s Chairman to attend
the Trust’s Annual General Meeting. The
Trust runs a “healthy market stall” event
prior to its AGM, where specialist staff
are on hand to provide members of the
public with information about their specific
service.
The Trust’s website has been recently
updated to include a facility for members
to contact their local Governor and to
provide feedback on specific issues.

Governance

of Governor meetings, which are held
in public. In keeping with is focus on
increasing public engagement, the Trust
Chairman has held a number of member
meetings at various sites within the
Trust, to enable members to meet with
the Chairman and with Governors on
an informal basis. This has provided an
opportunity for feedback and for members
to ask questions. These will be repeated in
the coming year, covering all of the Trust’s
main sites and geographical locations.

Members wishing to find out more about
the Trust, or to provide views to their local
governors, are invited to do so through the
Foundation Trust Office. Contact details
can be found in the section ‘How to Find
Out More’ on page 338.

2.4. Developing links between the Board,
Governors and Members
at Council of Governors meetings
and frequently take questions
and listen to Governors views;

The Trust has augmented arrangements
to ensure that the views of Governors and
Members are effectively communicated
to the Board, and in particular NonExecutive Directors, during 2015/16. These
arrangements now include:

• Joint meetings are held between the
Board and Governors, in which the
views of Governors can be shared;

• Meetings at the Trust’s sites with
members. Key messages, including
the need to improve communications
with members were fed back to
the Board by the Chairman;

• The Chairman meets with the Chairs of
the Council of Governors’ Committees
and the Lead Governor every quarter
and feeds back key matters from
these meetings to the Board; and

• Non-Executive Directors have attended
Council of Governors meetings to explain
their roles and listen to Governors’ views;

• All Governors are encouraged to attend
public meetings of the Board, with the
Chairs of the Governors Committees now
being allowed to remain, as observers,
for any matters discussed in private.

• Executive Directors are well represented

39

3. Performance Report

3.1. Overview of Performance

Performance Report

3.1.1. Chief Executive’s
Statement
2015/16 has been another very challenging
year for the NHS. We have seen provider
organisations across the country, and
regionally, struggle with the delivery
of some operational and financial key
performance standards. We have felt
these pressures in County Durham and
Darlington as we strive to improve patient
care against a backdrop of delivering
efficiencies and national financial
constraints, yet due to the magnificent
dedication of our 8,000 strong workforce,
we ended the year having performed well
against most of our operational targets and
within plan financially.
We saw a 3% increase in A&E attendances
during 2015/16 – which meant we were
unable to meet the 4 hour wait standard
- with a performance of 93.19% against
the 95% target - at the year-end; however,
we have seen this mirrored nationally. We
recognised the value of partnership during
our ‘Perfect Week’ initiatives in 2015/16:
dedicated weeks in Darlington and Durham
where we focussed on understanding and
improving the patient journey through
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services which started in the emergency
departments. We were delighted with
the engagement from our local clinical
commissioning groups and local authority
partners in identifying delays in the
patient’s journey and supporting ways
of improving and managing discharge.
The legacy of this work lives on in our
transforming emergency care agenda
which will continue to be a priority in
2016/17.
Referrals rose by 1% in 2015/16 but
were consistently able to achieve our 18
week access targets pressures. We also
performed well on all cancer standards
again while managing increases in activity
such as a 14.5% increase in the number
of cancer referrals against the two week
access standard. The Trust was one of only
three Trusts regionally to achieve the 62
day access standard.
Over the past few years, a key focus for
us has been reducing healthcare acquired
infections and these efforts continue to be
reflected in our performance. Although
we ended the year slightly above threshold
for C Diff, our relative performance
positioned us as one of the top 10 Trusts

nationally. In other areas, the Trust has seen
improvements in its incident reporting rate,
relative to its peers, which aids learning
and improvement and, over the longerterm in reducing falls and pressure ulcers
causing harm to our patients. On most of
our quality indicators we have met targets
or improved on prior years; however, the
Board and our staff continue to dedicate
our efforts to continuously improve quality
and address areas where we fall short
of our ambition to provide high quality
outcomes and experience.
2015/16 proved to be an extremely
challenging year financially for Trusts
providing acute hospital services. As
at 31 December 2015, 95% of acute
services providers were running a financial
deficit, the Public Accounts Committee
has concluded that targets set for
provider efficiency have been unrealistic
resulting in damage to Trust finances.
Locally, the Better Health Programme,
which has been established to secure the
sustainability of health services in County
Durham, Darlington and the Tees Valley,

has demonstrated that there are services
across all providers in significant financial
deficit under current arrangements. In the
interim, there is limited scope to reduce
the cost of service provision. Reflecting
the combination of these national and
regional trends, the Trust set an initial plan
for 2015/16 to deliver a £17.6m deficit.
Following a review by Monitor in July 2015,
the Trust submitted a revised financial plan
in October 2015 for a £14.7m deficit,
which was delivered.
The Trust has strengthened its performance
management systems, the capacity of its
operational management and financial
management and governance during the
year and continues to work with NHS
Improvement and partners in the local
health economy to address the financial
challenges both internally and within the
wider system.

Chief Executive and Accounting Officer
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3.1.2. County Durham and
Darlington NHS Foundation
Trust – Purpose and Activities

Performance Report

County Durham and Darlington NHS
Foundation Trust is one of the largest
hospital and community healthcare
providers in the NHS, serving a core
population of approximately 600,000
people across County Durham and
Darlington, together with patients and
service users from further afield in North
Yorkshire, the Tees Valley and South
Tyneside.
We are also one of the largest employers in
County Durham, with approximately 8,000
staff employed across our hospital sites and
in the community, delivering integrated
hospital and community based health and
wellbeing services for patients.
The Trust holds a provider licence from,
and is regulated by, NHS Improvement.
The quality of care provided by the Trust is
regulated by the Care Quality Commission.
The principal purpose of the Trust is
the provision of goods and services for
the purposes of the health service in
England. Services provided by the Trust
are commissioned, based on the needs of
the local population, by the three Clinical
Commissioning Groups serving the County
Durham and Darlington area with some
specialist services being commissioned
by NHS England, and some public health
services commissioned by the two local
authorities in County Durham and
Darlington.

Services provided include:
• Acute and planned hospital services:
including emergency medicine and
trauma and also planned surgery,
diagnostics and outpatient services.
• Community based services:
including adult and children’s services
and specialist services provided in
the community, in the home and in
health centres across the county.
• Health and wellbeing services:
including health improvement
support and advice, such as stop
smoking, alcohol reduction,
improving diet and taking exercise.
The Trust provides acute hospital services
from:
• Darlington Memorial Hospital
(also referred to as DMH)
• University Hospital of North
Durham (as referred to as UHND)
and a range of planned hospital services for
patients across County Durham at Bishop
Auckland Hospital, as well as outpatient,
urgent care and diagnostic services for
local people. We also provide community
services in patients’ homes, and in around
80 premises in the community, including
community hospitals at:
• Shotley Bridge;
• Chester-le-Street;
• Weardale, Stanhope;
• Sedgefield; and
• Richardson, Barnard Castle.
Please see page XXX for details of who to
find out more about County Durham and
Darlington NHS Foundation Trust, or visit
our website: www.cddft.nhs.uk
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Our ambition for our services

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

Our aim is to provide:

• Care that delivers improvements in
health outcomes and reduces inequalities
• Patient pathways that are
integrated across providers
Our vision and goals
Our vision – “Right First Time, Every
Time”, has been agreed 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 wellbeing services.

• 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.
Central to the delivery against our
Touchstones is maintaining the
sustainability of high-quality, safe services.
The quality strategy which was developed
last year, called Quality Matters 2015/17
continues to underpin our quality goals.
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• Services that are evidenced based,
accessible, safe, sustainable and effective

3.1.3. Our history
County Durham and Darlington NHS
Foundation Trust was authorised as a
Foundation Trust on 1 February 2007.
In 2011, the Trust integrated its existing
acute services with the community services
formerly provided by County Durham and
Darlington Community Health Services,
with the aim of integrating care pathways
requiring both community and hospital
based care.
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3.1.4. Key risks to the achievement of our objectives
The Trust’s principal objectives and the risks to their achievement are summarised in the table
below.

Our key objectives
• Provide services which are safe,
clinically effective and responsive
to the needs of patients and their
carers, and in compliance with
recognised and regulatory standards
• Provide services which are caring
and which provide patients with
a the best possible experience

Performance Report

• Acquire sufficient skilled staff delivering
services which meet our standards
• Engage, motivate and support
staff in delivering high quality
and caring patient services

The key risks which we manage to
achieve them
• Increases in patient demand for services,
requiring flexing of capacity (including
workforce, buildings and equipment) to
deliver services which meet our standards
• The potential for our safety culture and
focus on patient care to suffer during
times of pressure, requiring relentless
focus on patients as our key priority.
• Inability to attract sufficient skilled
medical, nursing and other staff to deliver
services which meet our standards,
requiring creative and innovative
approaches to recruitment and retention.
• The potential loss of staff engagement
required to deliver and continuously
improve services, requiring a strong focus
on involving our staff in improving services
and tackling challenges as they arrive.

• Acquire and maintain the physical
capacity, equipment and facilities
needed to deliver services
which meet our standards in a
positive patient environment

• Secure and maintain the financial
resources required to invest
in service sustainability and
improvements, meeting financial
targets agreed with our regulator

• Deterioration of equipment and the
patient environment, with age, which
must be monitored and addressed
• The challenge of understanding
the needs of different patient
groups and adapting our patient
environment to meet their needs
• Financial pressures impacting upon the
achievement of in-year financial targets
and the maintenance of reserves to fund
investments in services and facilities.

The above is essentially an overview of the risks which we manage at a generic-level.
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• Demand pressures: on Unscheduled
Care services, cancer services and
some elective services. Full details
are set out in Section 3.2.2 below.
• Financial pressures: The Trust posted a
deficit in 2014/15 and again in 2015/16,
albeit in line with the financial plan
agreed with the regulator, Monitor.
We need to maintain cash reserves in
order to fund necessary investments
in upgrading out of date theatres
and improvements to our Emergency
Departments at UHND and DMH;
however, increasing operating deficits
risk erosion of those reserves. We
have therefore strengthened financial
governance arrangements, along
with management capacity in our
Clinical Care Groups and Programme
Management capacity to deliver our cost
improvement programme. Whilst the
financial plan was met, there is a need
to further embed these controls and to
realise the benefits from them in order
to address the underlying position. The
Trust remains under investigation with
NHS Improvement around financial
governance as this work progresses.
• Workforce pressures: In keeping with
many other acute trusts, we continued
to experience shortages of nursing
staff in some acute services and some
challenges in maintaining medical
staffing rotas over two sites for particular
specialties, resulting in increasing
dependency on locum staff in some
areas. Many of these challenges reflect
national and regional shortages. An 11
point plan was implemented to address
nursing shortfalls, with improvements
being observed as a result of overseas

nursing recruitment, better planning
and significantly increasing the Trust’s
nursing bank. A similar, 13 point plan is
now in place for medical staff. Protocols
have been introduced to ensure that
safe rotas are maintained and that
any agency or locum staff used carry
appropriate professional qualifications
and registrations and have up to date
professional competency. The Board
agreed specific plans for some services
for delivery over the next 12 months.
• At times of workforce and related
pressure, the Trust has recognised the
need to maintain focus on minimising
patient harm. Fortnightly Patient
Safety Forum meetings and HCAI
Reduction Forum meetings were
held to maintain this focus and, from
the autumn of 2015, learning from
serious incidents has been a standing
agenda item in the Trust’s Executive
and Clinical Leadership Committee.
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During 2015/16 the following specific risks
and challenges were managed:

3.1.5. Going concern
The Trust recorded an underlying deficit
of £14.5m in 2015/16, further to a £4.3m
deficit in 2014/15.
The Trust has, however, submitted a
financial plan to NHS Improvement for
2016/17 to deliver a £6.6m surplus,
utilising the offer of £15.6m of additional
monies from the national Sustainability
and Transformation Fund. The Board
has carefully assessed the risks to the
achievement of this plan, which is
contingent on the achievement of a
challenging cost reduction programme
and conditions associated with the
Sustainability and Transformation Funding.
Having assessed these risks and modelled
the effects of potential risks on the Trust’s
cash flow and cash reserves, the Board
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from its partners, commissioners and
regulators to do so.

It should be noted that the offer of
Sustainability and Transformation Funding
to Trusts was contingent on the NHS as
a whole achieving its control total for
2015/16. Until the NHS Accounts have
been prepared and audited, there remains
uncertainty as to whether this control
total has, in fact, been achieved, and as
to what any failure would mean for the
availability of the promised funding. If the
funding were not to be made available, the
Trust would need to find additional cost
reductions of £9m and may require support

Taking into account guidance in the
Foundation Trust Annual Reporting
Manual, and after making enquiries
the Directors therefore have reasonable
expectation that the Trust has adequate
resources to continue in operation for the
foreseeable future. For this reason, they
have continued to adopt the going concern
basis in preparing the accounts.

Performance Report

considers that the Trust is financially
sustainable during 2016/17.
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3.2. Performance Analysis

The Trust monitors performance against
operational targets, including those relating
to patient access, and with respect to
quality. Each of these three dimensions
is covered below. In order to oversee
performance holistically the Trust has
introduced an Integrated Performance
Framework accompanied by a monthly
Integrated Performance Report to the
Board.
The Performance Framework enables the
Trust to systematically evaluate strategic
and operational performance against
the Trust’s four key Touchstones: Best
Outcomes, Best Experience, Best Efficiency
and Best Employer. It includes the review
of performance against strategic objectives

through to individual appraisals (see
diagram).
In addition to these processes, the Trust has
agreed a cyclical testing plan with Internal
Audit to provide assurance regarding
the reliability of the data systems used
to measure key operational and quality
targets. Key financial systems are tested
annually.
At a service level, the key elements of the
framework are:
• Monthly review of the performance
of each Care Group against Trust and
Operational Plan objectives, including
a focus on quality and safety of
services, national and local operating
standards, finance, workforce, nursing
and quality issues. Care Groups which

Performance Report

3.2.1. How the FT measures
performance
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have earned an increased level of
autonomy by meeting all targets and
objectives are reviewed less frequently;
• Quarterly review by Executive
Directors; and

Performance Report

• Bi-annual review of the Trust Annual Plan
and Trust-wide Integrated Business Plans.
The purpose of these reviews is to provide
assurance not only that performance is on
track but also that the Care Groups have
robust processes in place to manage risks
and sustain performance. To this end, more
detailed operational scrutiny of different
aspects of performance also takes place
in a range of forums. For example, the
18-week Referral to Treatment (RTT) and
cancer standards are monitored at the
weekly PTL meeting chaired by the Director
of Performance; progress against A&E
standards is managed through a dedicated
Transforming Emergency Care Programme;
whilst progress against Quality Accounts is
monitored by the Quality and Healthcare
Governance sub-committee of the Board.
Variance from targets and emerging risks
are reported to the weekly Executive and
Clinical Leadership Committee meeting as
well as to the Board.
The Integrated Performance Report aims
to present a comprehensive summary
of performance across all operational
dimensions, supported by more detailed
reports in areas of significance. Currently
it covers all the main performance
areas with the exception of finance and
some aspects of patient safety (such as
mortality), which continue to be reported
separately. However, the plan is to bring
these remaining areas into the integrated
summary report.
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Indicators currently reported on in the
integrated report include:
• Best Outcome: health care
infections, VTE, patient safety, readmissions, duty of candour, never
events and serious incidents, delayed
transfers of care, Quality Accounts
indicators and CQUIN targets.
• Best Experience: access targets
covering A&E, RTT, Cancer,
community nursing, cancelled
operations, stroke, accommodation,
complaints/compliments, activity.
• Best Efficiency: length of stay,
discharges, missed appointments
and new to review ratios,
financial performance.
• Best Employer: turnover rates,
sickness, vacancies, appraisals.
The issues reported upon in the Integrated
Performance Report are kept under
review. For example, the fact that length
of stay remains a key influence on A&E
performance has led the Trust to start
reporting this monthly to the Board to
ensure it remains clearly in focus at the
highest level.
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3.2.2. Detailed Performance
Analysis

the winter months they rose by 4.8%,
compared to the previous year.

3.2.2.1. Operational
Performance

Over the year, in line with national
pressures and performance, the Trust
treated 93.19% of patients within four
hours compared to 94.3% in 2014-15 and
the national target of 95%. The majority
of four-hour breaches continued to be
caused by a lack of timely access to acute
hospital beds. The greatest pressures occur
at week-ends when fewer patients are
discharged or after morning and afternoon
GP surgeries.

In line with national trends, the Trust’s main
operational challenges continue to come
from:
• Unscheduled care pressures;
• Access to elective treatment within
18 weeks of referral; and
• Rising number of cancer referrals.
Reflecting the needs of an ageing
population and, in the case of cancer,
successful national public health campaigns
and new guidance, these trends occurred
in spite of investment in Primary Care and
community services.
The Office of National Statistics (mid-2012
population estimates) suggests that the
population of our core catchment area
will increase by 1.4% by 2020, with 4.8%
growth in the 65-79 age-group and 14.5%
in the 80-plus group. By 2026, the 80-plus
age group is projected to have increased by
40.5%. This is likely to put pressure on all
health services, including those which we
provide
Unscheduled Care
In 2015-16, commissioners planned to
reduce A&E attendances by 3% and hold
non-elective admissions at 0% growth. In
pursuit of this aim, they made significant
investments in Primary and Community
Care. However, despite these investments
A&E attendances grew by 3%, and over

North East Ambulance Service (NEAS)
arrivals fell by 2.7% in 2015-16. At
Darlington Memorial Hospital this was
partially offset by growth of 2.5% in
Yorkshire Ambulance attendances.
Disappointingly, however, ambulance
handover delays remained roughly
constant. Over the year, a similar number
of ambulance patients were handed over
within 30 minutes as in 2014-15 but more
patients had to wait over two hours to be
handed over: 167 in 2015-16 compared to
124 in 2014-15.
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Overview

On the positive side, non-elective
admissions (all Specialties) fell by 2.8%,
including a fall of 2.7% in the key medical
specialties. There was also a continuing
shift towards ambulatory care, where
activity grew by 1.9%. However, this has
to be set against the fact that non-elective
activity had grown by 1.6% in 2014-15
against a commissioning intention of
0% growth. It is also worth noting that
commissioners have recognised that the
Trust has fewer acute beds per head of
population than any other Trust in the
North East region. Readmissions and length
of stay have remained virtually unchanged.
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We recognise that, despite the constraints,
our patients should been seen as soon as
possible and without ambulance handover
delays; therefore, improving unscheduled
care performance remains one of our very
highest priorities.
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In addition to participating in the local
System Resilience Group’s (SRG) multiagency Unscheduled Care Strategy,
we have launched own Transforming
Emergency Care programme. This was
kick-started in the autumn of 2015 by the
holding of a Perfect Week at each of the
two acute sites. In addition to the Perfect
Week, the two other priority themes of
the programme were Managing Demand,
led by Primary Care commissioners, and
Discharges, led by the Local Authorities.
Our commissioners have continued to
invest in Intermediate Care and communitybased services. In addition, North Durham
CCG commissioned capacity at the Queen
Elizabeth Hospital, Gateshead, to relieve
pressures at the University Hospital of
North Durham (UHND) site. Unfortunately,
pressures on the Queen Elizabeth Hospital
prevented this initiative from proving
successful and North Durham CCG
terminated the contract part-way through
the year.
A wide range of measures are being taken
to address unscheduled care pressures,
some of the key initiatives including:
• The Emergency Department at UHND
was not designed for the number of
patients it currently sees. Originally
designed for about 30,000 patients per
year, it now sees double that number. A
project team is working to reconfigure
and extend the A&E and front-of-house
assessment facilities. This will provide
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a long-term solution to this issue.
• In the meantime, the Trust’s Transforming
Emergency Care programme brings
together actions to improve all
stages of the patient pathway from
admission through to discharge.
Primary work streams include:
• Introducing new best practice
“Command and Control” and
escalation arrangements.
• Roll-out of e-Observations
technology which allows clinical
staff to input patient observations
onto hand-held devices in real
time. Linked to this is the roll-out
of NerveCentre, the Trust’s patient
flow/bed management software,
which allows the progress and status
of every in-patient to be tracked.
Together with the A&E information
system, which fulfils a similar
function for A&E patients, when
fully rolled out this will ensure that
patient flow teams, clinical staff and
managers can track the progress
of every patient in the hospital
and act to remove any barriers to
discharge in a timely manner.
• Using the CQUIN process, the
Trust has tested several initiatives
which have proved sufficiently
successful to continue into
2016-17. These include:
• Multi-agency Care Plans for
regular A&E attenders with
mental health problems,
which have significantly
reduced the number of
attendances by these patients;
• Access to Primary Care
Plans to improve the care
the Trust can provide for
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• Introducing criterialed discharge into
Community Hospitals
• Embedding other successful
features of the Perfect Weeks
such as better use of estimated
dates of discharge and discharge
lounges, putting in place additional
Consultant staffing at weekends,
and targeting morning discharges.
• We have kept in place the majority
of the extra beds and additional A&E
staffing first introduced on both acute
sites during the winter of 2013-14.
• We have also entered a partnership
agreement with an independent
company to reduce discharge delays
by helping patients and carers choose
a Care Home within a week.
• Further development of integrated
multi-agency discharge teams at
both acute sites is taking place.

the 18-week RTT at Trust level throughout
2015-16 but had eleven 52-week waits
resulting largely from gaps in manual
processes which have been remedied.
Although we achieved the main 18-week
admitted RTT target, both General Surgery
and Orthopaedics struggled to achieve the
target during the year. Both Specialties
have developed recovery plans, with key
actions comprising:
General Surgery
• Continued use of the
independent sector;
• Temporary suspension of varicose veins
work, which had surged following a
change in referral guidance until an
additional vascular consultant had been
appointed. This individual is now in post;
• Transfer of patients between our sites to
where waiting lists are shortest and to
the Queen Elizabeth Hospital, Gateshead.
• Additional in-house sessions including
extra sessions in one of the Cardiac
Catheterisation Laboratories.

Referral to Treatment Targets
Our commissioners aimed to reduce GP
referrals by 1% and hold the growth of
elective activity to 0% each year 2014-15
to 2018-19. In the event, both aspirations
remain off track. GP referrals increased
2.6% following a fall of 0.5% the previous
year. Elective activity as a whole grew by
2.6%. In line with our own plans, elective
in-patient activity fell by 5% whilst Day
Case activity grew by 2.9%.
The Trust has submitted plans for 2016/17
to meet the 18-week target consistently
and minimise four 52-week breaches over
the course of 2016-17. The Trust achieved

Orthopaedics
• Continued use of the
independent sector;
• Transfer of patients between CDDFT
sites to where waiting lists are shortest;
• The theatres at Bishop Auckland Hospital
are being up-graded to clean air status
to allow all but the most complex
elective orthopaedic work to be moved
off the two acute sites, protecting it
from the risk of cancelled operations
due to non-elective pressures, and
allowing it to be carried out in MRSAfree environment. The work is expected
be complete by the autumn of 2016.
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the elderly with complex
healthcare needs; and

Access pressures have also been felt in
some of our diagnostic services. Endoscopy
has experienced sustained pressure, such
that at one point a backlog of patients was
waiting for more than six weeks. This was
eliminated and the situation continues to
be managed through the use of additional
sessions, outsourcing to the independent
sector and a contract with an independent
company to provide additional sessions on
our premises at week-ends. Responsibility
for endoscopy booking has also moved to
the Central Appointments team in order to
ensure a more effective administration of
the waiting list.
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Cancer
Significant pressures were experienced in
cancer services during 2015-16 as a result
of which risks relating to cancer targets
have increased. At the time of writing,
figures are only available to the end of
February. The main risks relate to two-week
waits and 62 days referral to treatment.
The 31-day cancer targets have remained
unproblematic all year, mainly due to the
fact that the pathway is entirely within the
control of the Trust.
In relation to two week waits, the breast
symptomatic pathway has been the
main source of pressure, due to the
closure throughout the year of the City
Hospitals Sunderland service, and more
recent service difficulties at James Cook
University Hospital, Middlesbrough. The
Trust is under-target for the year to the
end of February - having achieved 92.2%
compared to a target of 93% - although
this is largely a result of patient choice
as the service has always been able to
offer an appointment at one or other site
within two weeks, but patients sometimes
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prefer to wait for an appointment at
their most local site. The Trust does not
expect to achieve the end of year target as
performance in the fourth quarter to the
end of February stands at 91.9%. Referrals
to the Trust grew by 32% in 2015-16
compared to the previous year, the majority
of growth coming from Sunderland
CCG Practices and those Practices in
Easington locality which normally refer to
Sunderland. Talks are taking place between
City Hospitals Sunderland and the Queen
Elizabeth Hospital, Gateshead to introduce
a hub and spoke arrangement, led by
Gateshead, but this is unlikely to be in
place before the second quarter of 201617. Similar discussions are taking place
between the two Teesside Trusts. In the
meantime, we are managing the additional
demand through the use of additional
sessions and use of the independent
sector; and commissioners have suspended
penalties in relation to the breast
symptomatic target in recognition of the
significant impact of the Sunderland and
Teesside difficulties. For the longer term,
the Trust is beginning to explore stronger
links with the two regional screening hubs.
Other two-week wait referrals have also
risen by 14.5% over the year including
an 18% growth in skin cancer referrals.
This growth may be linked in part to
new cancer guidance published part way
through the year which encouraged GPs
to make greater use of two-week wait
pathways for a range of potential cancers.
The Trust is exploring with commissioners
a dermatology transformation project in
2016-17 using CQUIN funding.
The other main risk in relation to cancer
services relates to the 62-day pathways.
The requirement to treat 85% of patients
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The main 62-day pathway also poses
significant challenges because it usually
involves complex patients requiring multiple
diagnostics and potential referral to tertiary
centres. At present, the Trust is on track
to achieve the 85% standard, with a yearto-date performance of 86.7% to the end
of February. In February, the Trust was
one of only three regionally to achieve the
target. The region as a whole fell short of
the target at 82.1% as did NHS England at
80.8%.
Another significant development in
2015/16 was the publication of more
national Cancer guidance which placed
greater emphasis on:
• Action to avoid very long waiters (over
104 days). The North East Cancer
Network, including this Trust, is
developing a process to assess whether
patients who have experienced avoidable
delays have suffered harm. The Trust will
be testing and implementing this process
during the first quarter of 2016/17; and

across all high risk pathways, such
as those for Lung cancer, Head and
Neck cancer, Upper Gastro Intestinal
cancer, Urology and Colorectal cancer
We have submitted plans for 2016/17
for delivery of the 85% standard during
2016/17, but with the expectation of
failure in the early part of the year and in
months when there is a bank holiday (in
the latter case due to patient unavailability).
Infection Control
The Trust’s performance on infection
control was below target, although the
challenging nature of these targets needs
to be taken into account. In 2015-16, 21
patients were identified as having C.Diff
against a maximum threshold of 19, which
had been set at this demanding level due
to the Trust’s excellent performance the
previous year.
A total of three MRSA cases occurred
against a threshold of zero cases and six
cases in 2014/15. Root cause analyses have
been carried out and lessons disseminated.
Responsibility for infection control lies with
the Director of Nursing. Regular reports
are provided to the Quality and Healthcare
Governance Committee and to the full
Board.

• Referring to tertiary centres by day
38. This will put increased pressure on
our diagnostic services. The Network
is developing a policy to implement
the new national guidance on shared
pathways and breaches, which it
expects to be in place by October
2016. To achieve full compliance, we
will need to see changes implemented
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referred from screening centres within
62 days always poses a performance risk
because so few patients use the pathway
such that a handful of patients can make
the difference between success and failure.
Our year to date performance is good,
however, at 92.3%.

3.2.2.2. Quality
The Trust has set out its Quality Priorities
in its Quality Strategy “Quality Matters
2015/17”. These are summarised below:
Patient Safety:

Performance Report

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

• 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
seven-day access to diagnostic tests
and multidisciplinary teams. Expand
capacity and infrastructure.
Patient Experience:

• 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.

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

• 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.

• 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.

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 patient contact
count. Work with partner organisations
to promote health and well-being.
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• 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.
Each year, the Trust agrees a range of
quality indicators with its key stakeholders
which are measured and reported on in
our Quality Accounts, an annual report
to the public from the providers of NHS
healthcare about our quality of the services.
Quality indicators reflect national priorities
and priorities set locally, for our patients
and public. The Trust’s Quality Accounts
provides a comprehensive picture of the
Trust’s performance against its quality
priorities and are available as part of the
full annual report or separately. The table
below summarises performance for the
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Trust’s 18 key priorities, captured under three
headings:
• Safety;
• Patient Experience; and
• Clinical Effectiveness.
A summary of our progress and achievements is
shown below.
Table - Performance on Key Quality Priorities

y

Improvement not demonstrated
Trust ambition achieved
Trust ambition not achieved but improvements made
2014/15

2015/16
2015/16
Ambition Position

SAFETY
Patient falls – reduce falls/1000 5.84
bed days community hospital

8.0

6.8

☑

Patient falls – reduce falls/1000 6.89
bed days acute hospital

☒

5.6

5.9

y

Over 720

720

Over 720

☑

Follow up patients with fragility 91.43%
fracture

☑

50%

89.9%

☑

Complete root cause analysis
for falls resulting in fractured
neck of femur
Development of a dementia
pathway and audit of
compliance

All
complete

All
complete

All
complete

☑

Further
roll out
required

December Complete
2014

☑

☑
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☒
☑

Footnote – data April 15 to Jan 16

Falls

Care of
patients with
dementia

Introduce sensory training

☑

☑
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2014/15
Healthcare
Associated
Infection
(HCAI)

6

2015/16
2015/16
Ambition Position
0
3

18

19

21

☒

☒

0

5

y

☑

95%

95.9%

☑

95%

89.1%

☒

Rate of patient safety incidents Reporting
reported via National Reporting within
and Learning System (NRLS)
25%

Reporting
to within
75%

Reporting
to within
50%

y

Rate of patient safety incidents
resulting in severe injury or
death from National Reporting
and Learning System (NRLS)
To implement sepsis care
bundle and audit effectiveness
To monitor implementation

0.2%

☑

0.4%

0.2%

☑

N/A

Complete

Complete

☑

N/A

System of
monitoring introduced

Complete

☑

complete

Complete

Complete

complete

Complete

Complete

☑
☑

To audit against new indicators In pilot
Complete
stage
Ensure that we recognise when Actions to Complete
a patient may benefit from
continue
palliative care both at the end y
of their life and earlier in their
illness

Roll out
continues
Progress
made but
work to
continue

Meticillin Resistant
Staphylococcus aureus (MRSA)
post 48 hour bacteraemia
Clostridium difficile post 72
hour

☒
☑

Pressure Ulcers To have no avoidable grade 3
9
or above pressure ulcers within
acute or community services
Venous throm- Maintain venous
96.21%
boembolism
thromboembolism assessment
(VTE)
compliance at or above 95%
Discharge
Discharge summaries
90.56%

y
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Incidents

Sepsis
Duty of
Candour

PATIENT EXPERIENCE
Nutrition and To review audit tool
Hydration
To agree new indicators

End of Life
Care
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☒

y

y
y
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2014/15
Development
of a Learning
Disabilities
outreach
service1

To follow up all patients with
a learning disability upon
discharge into the community
setting, initially with a
telephone call, followed by a
visit in their own home where
(Continuation) appropriate.

Continue

2015/16
2015/16
Ambition Position
Complete Complete

Improved
result for
4 out of 5
indicators
for
personal
needs

Improved
positive
responses
in comparison to
this year’s
results

☑

☑

A biannual report will be
produced and submitted
to Quality & Healthcare
Governance Committee to
show progress and remedial
action taken.
Patient
Responsiveness to patients
personal needs personal needs

Percentage
of staff
who would
recommend
the provider
to family
or friends
needing care

To achieve average national
performance against staff
survey

Improved
result in all
indicator
questions
for
personal
needs

☑

On a scale On a scale On a scale
of 1 to 5
of 1 to 5
of 1 to 5

y

☑

3.45

☒

3.71
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Monitor admission and
readmission rates so that
any recurring themes can be
reported on and raised with the
appropriate partner agencies

3.60
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2014/15
Friend and
family test

To increase Friends and Family
response rates

☑

2015/16
2015/16
Ambition Position
Over 20% 12.1%
in Emergency Department
Over 30% 18.3%
Inpatient
areas

CLINICAL EFFECTIVENESS
Reduction in
To continue RAMI and run
RAMI
risk adjusted
alongside Standardised Hospital
mortality
Mortality Index (SHMI) monthly SHMI as
expected
(RAMI)
measure – no more than 100
monthly
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Reduction in
readmission
to hospital
(within 28
days)

To reduce emergency
readmissions

☒

As
expected

☑

0-15 years 7%
11.8%

0-15 years
11.3%

y

16 years
and over
11.8%%

16 years
and over
7.55%

Total
11.8%%

Total
7.98%

☑

y
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☒

As
expected
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2014/15

To reduce
length of time
for ambulance
services to
hand over
patients to
emergency
departments
Patient
Reported
Outcome
Measure
(PROM)

0.5%

1.5%

☑

<5%

1.8%

☑

95% to be treated/admitted/
discharged within 4 hours

94.30%

☒

95%

93.13%

☒

Time to initial assessment no
more than 15 minutes

57mins

☒

15 mins

63 mins

☒

Time to treatment decision no
more than 60 minutes

29mins

☑

60 mins

34 mins

☑

Baseline measurement quarter
one – leading to reduction
throughout year

☒

Reduction

No
reduction
seen

☒

Patient impact indicators:
Unplanned re-attendance no
more than 5%
Left without being seen no
more than 5%

☑

☑

Timeliness indicators:
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To reduce
length of
time to assess
and treat
patients in
accident and
emergency
department

2015/16
2015/16
Ambition Position
<5%
0.6%

(2 hours ambulance delays)

To gain better understanding of
patient’s view of their care and
outcomes
- Hip
- Knee
- Hernia

Improved
rates
0.44
0.32
0.05

y
8.7
1.9
-0.9

y
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Over the past few years, a key focus for
us has been reducing healthcare acquired
infections and these efforts continue
to be reflected in our performance.
Although we ended the year slightly above
threshold for C Diff, nationally prevalence
is increasing and our relative performance
positioned us as one of the top 10 Trusts
nationally. In other areas, the Trust has seen
improvements in its incident reporting rate,
relative to its peers, which aids learning
and improvement and, over the longerterm in reducing falls and pressure ulcers
causing harm to our patients. On most of
our quality indicators we have met targets
or improved on prior years, but the Board
and our staff continue to dedicate our
efforts to continuously improve quality and
address areas where we fall short of our
ambition to provide high quality outcomes
and experience.
The above table highlights the challenges
experienced by the Trust’s Emergency
Departments in meeting the four hour
waiting time target for A&E attendances
and in facilitating the timely handover
of patients arriving by ambulance.
Section 3.2.2.1 above provides a detailed
commentary on these challenges and the
action being taken.
With respect to electronic discharge letters,
the Trust’s performance is in line with the
best in the region but below the target
of 95%, which reflects the importance
of the patient’s GP being informed about
a hospital episode and discharge at the
earliest opportunity. A task and finish
group is in place, with representation from
all care groups, health informatics and the
information team, with an aim to deliver
sustained improvements in performance.
Our health informatics team has delivered
a number of bespoke developments to
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improve notification of overdue/incomplete
letters.
During 2015-16, data collected from
Emergency Departments were combined
with data collected from Urgent Care
Centres. Similarly, Inpatient data was
combined with Day Case data. The net
effect has been to reduce overall response
rates. We are reviewing our systems
for collecting FFT feedback to improve
response rates.

3.2.2.3 Financial Performance
Our regulator, NHS Improvement (formerly
Monitor, until 31 March 2016) measures
financial performance with reference to
performance against the financial plan
which agreed with them, the underlying
surplus or deficit and a Financial
Sustainability Risk Rating (FSRR). The
FSRR is a composite risk indicator which
takes into account the Trust’s income and
expenditure result, its performance against
plan, its liquidity and its ability to service
capital. Accordingly the Trust measures
performance against these indicators, as
well as underlying targets for cost control
and cost reduction in year.
2015/16 proved to be an extremely
challenging year financially for providers
generally, and particularly those providing
acute hospital services. NHS Improvement’s
report on the performance of the NHS
provider sector to 31st March 2016
(published on 20th May 2016) indicates
that the sector delivered a year end deficit
of £2.45 billion, and this was after utilising
£324 million of capital to revenue transfers
which are non-recurrent. This represents
a net deficit across the entire sector of
3.23% of operating revenues. For acute
trusts only, the rate of deficit was worse at
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The Trust has been an active participant
in the local strategic planning process
established by the local Primary Care Trusts
prior to their dissolution in March 2013,
and led by the local Clinical Commissioning
Groups since. Established originally as the
Legacy Project, and then subsequently
Securing Quality in Health Services, the
now named Better Health Programme aims
to go to public consultation in Autumn
2016 with proposals to simultaneously
improve the quality and outcomes of
patient services, alongside ensuring
sustainable service provision. The work
undertaken to date demonstrates that
there are services across all providers in
significant financial deficit under current
arrangements; and, consequently,
developing new models of care across the
Durham, Darlington and Teesside health
economy represents the solution. In the
interim, there is limited scope to reduce the
cost of service provision, and consequently,
the Trust set an initial plan for 2015/16
at £17.6m deficit. Following a review by
Monitor in July 2015, we submitted a
revised financial plan in October 2015 for a
£14.7m deficit.
The Trust has delivered a £50.9m deficit of

which:
• £36.3m relates to an impairment
resulting from the downward revaluation
of the land and buildings on the trust’s
balance sheet by the District Valuer. This
impairment does not impact on cash.
• £150k relates to the operation of
the trust’s charitable funds.
Both of these factors are disregarded
by NHS Improvement in terms of their
regulatory assessment of our financial
performance, and so the deficit after
excluding those items of £14.5m is what
they use to compare to our planned deficit
of £14.7m. The Trust was therefore able
to deliver a financial outturn slightly better
than plan, whilst the sector delivered a
position some £461m (23.2%) worse than
plan.
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4.6%. By comparison, CDDFT’s operating
deficit of £14.5m represents 3.0% of
its turnover. At the year end, over 85%
of acute trusts posted a deficit outturn.
In March 2016, the Public Accounts
Committee’s report into the sustainability
and financial performance of acute hospital
trusts concluded 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, and that the data used
to estimate trusts’ potential cost savings
targets was seriously flawed.

The financial outturn has been heavily
influenced by the following key issues:
• The financial pressure of the continued
shortage of key clinical staff required
to maintain safe services resulting in
expenditure on agency staffing of
£27.5m, up £0.9m on the previous year;
• The Trust achieved £24.3m of its £27m
cost improvement target, with a marginal
shortfall caused by an inability to reduce
agency staffing levels as planned due
in part to continuing patient demand.
• An inability to reduce the structural
deficit of specific service lines without
a health economy wide solution, which
requires formal public consultation.
The Trust spent £17.9m on capital
investment in its estate, information
technology and medical equipment assets,
including investment in systems to improve
patient observations recording and alerts
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and improving prescribing systems, as
well as providing mobile information
technology to our community staff to
increase the amount of time they can
spend with patients. The Trust also began
the rebuilding and improvement of the
Darlington Memorial Hospital theatre suite
which is a major investment in state of the
art facilities for patients. Whilst capital to
revenue transfers were used elsewhere in
the sector, the Trust was not involved in any
such transfers.
The Trust ended the year with a FSRR of
two, reflecting the financial performance
noted above as well as the Trust’s
underlying liquidity and its ability to service
capital. A rating of one is regarded as the
highest level of risk and a rating of four
is regarded as carrying the lowest level of
risk.
In December 2015, Monitor placed the
Trust in formal investigation in order to
better understand the reasons for the
deterioration in the underlying financial
position and to determine whether
further action was needed to strengthen
financial governance and support the
Trust going forwards. This investigation
is on-going. The Board takes Monitor’s
concerns seriously and is fully co-operating
with the investigation recognising that
it is a supportive process designed to
underpin the on-going sustainability of
our services to our patients. The Board
has strengthened its financial governance
during the year, through the establishment
of a Finance Committee and improvements
in both the programme management
and the operational leadership of cost
improvement activities, resulting in uplifts
in financial performance and improved
control as the year progressed; for example
reductions in run rates for agency and
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locum costs, improved delivery of cost
reduction programmes and performance
in line with a challenging financial plan.
Nonetheless, further effort is required to
reverse the underlying deficit trend and to
embed and leverage the improved financial
management and governance processes
in place, and, in so doing, to assure NHS
Improvement of their adequacy

3.2.3. Information about
Environmental matters
The Trust is committed to meeting its
Corporate Social Responsibility to the
environment. This is in line with national
targets for public organisations to minimise
the impact of their operations on the
environment, and specifically reducing their
carbon footprints. We focus on utilising
investment in new technologies, renewable
energy, reducing our business transport
miles and minimising waste.
The Trust’s approach to fulfilling our
sustainability and climate change
responsibilities is formally established in the
Energy & Environment Policies. We will aim
to understand the impact the organisation
has on the environment and local
community and will develop strategies to
reduce our carbon footprint. These Policies
were reviewed and updated in 2016 to
take account of an update to the NHS
Sustainable Development Unit’s (SDU’s)
“NHS Sustainable Development Strategy”.
We recognise the importance of complying
with the NHS Department of Health carbon
reduction targets. These targets, set against
a baseline set in 2009 are,
• a 34% reduction by 2020; and
• an 80% reduction by 2050.
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We have an ambitious carbon reduction
target to reduce the Trust’s carbon
emissions to 34%, from a 2007/08 baseline
by 2020. From this strategic position the
approach has been a conventional one. To
achieve this, carbon reduction projects have
been identified;
• Spend to save energy reduction projects;
• Efficient energy generation projects
(Combined Heat and Power (CHP));
• Reduce Business miles for Transport; and
• Waste minimisation projects.
So far our carbon reduction has been
successful; in March 2016 our carbon
footprint of 20,524 tonnes of carbon

dioxide (t/CO2e) was 6,138 t/CO2e lower
than the baseline footprint of 26,662 t/
CO2e.
The table below summarises the Trust’s
carbon reduction up until March 2016 and
DoH target for 2020.
Department
of Health
Target
Percentage 34%
Year
2020

Trust
Achievement
23.04%
up until 2016

The graph below summarises the progress
up to March 2016, highlighting the total
carbon emitted from energy, waste &
owned transport. The green line represents
our successful carbon reduction as a
percentage, the blue line the organisation’s
carbon in the baseline year of 2007 and the
red line the reduction in carbon in 2015/16.
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The Trust was independently verified by
the “Carbon Trust” in 2009, resulting in a
2007/08 benchmark year of 26,662 tonnes
of carbon for the organisation.

Sustainability Steering Group
The Trust fulfils its Carbon Management
responsibilities through a Sustainability
Steering Group and concentrates on the
following areas:
1. Energy use and carbon management;
2. Procurement and food;
3. Low carbon travel, business
transport and access;
4. Water;

CDDFT Carbon Management
Strategy (CMS)
The Trust is one of 3,000 mandatory
public and private sector participants
to the Government’s Carbon Reduction
Commitment scheme, which is now in the
second phase.
The Trust’s Carbon Management Strategy
originally approved by the Board in 2009,
is now in its second revision and will be
considered by the Trust Board in 2016-17.

Performance Report

5. Waste; and
6. Organisational and workforce
development.

Summary Performance – Non
Financial and Financial

The Trust has a legal requirement to
participate in both the European Union
Emissions Trading Scheme and the
Carbon Reduction Commitment Energy
Efficiency Scheme. The cost of these two
retrospective schemes for 2015 was £6,000
and £218,000 respectively.

The table below summarises our
performance in the previous year with
reference back to the preceding two years.
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We engaged face to face with our staff,
visitors and patients on Thursday 24th
March 2016, with the Trust participating
for the third time in the annual NHS
Sustainability Day. The event is held
across two sites at Darlington Memorial
Hospital and the University Hospital of
North Durham where our carbon reduction
progress was showcased.
Managers from Energy, Transport,
Procurement and Waste were on hand to
talk to staff and visitors.

To meet the CCA level of ambition there
is still a significant need for innovation
and action from the sector, nationally
and globally. The government’s on-going
support for both demand reduction
and system efficiency in UK energy and
transport infrastructure will continue to
play a key role. For the health sector the
innovation will need to come from within
the sector itself and from its supply chains.
It will mean that we have to go beyond
simply improving the efficiency of our
services to a fundamental review of the
way services are delivered to ensure future
sustainability (environmental, financial and
social.) The existing model for managing
environmental impacts will be reviewed.
The Trust’s Estates team continues to deliver
benefits to patients and staff through
the delivery of the Trust’s investment
programme. This program looks to improve
the environment, in terms of quality, safety,
efficiency and sustainability.

“Where are we now” – The Health Check
2016 carried out by the SDU shows an
overall reduction for the NHS carbon
emissions from 25.7 to 22.8 MtCO2e.
This is equivalent to an 11% reduction,
meaning the NHS has surpassed the 10%
target set in the 2009 Carbon Reduction
Strategy (target set against a 2007 baseline
figure). This is a notable achievement and
something of which the NHS can be proud.

Areas of work that will contribute to our
Carbon Management Strategy include:
lighting upgrades which will be low energy
and controllable; pipe work insulation to
reduce heat loss; variable speed drives
which control the speed of fans and
pumps; energy display meters showing
usage to staff and patients.

Waste Management
We saw a marginal decrease in the overall
volume of waste generated in 2015/16,
following three consecutive years of
increase. The reasons behind this can be
complex but a key factor was a reduction in
waste associated with the bulk clear-out of
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NHS Sustainability Day

buildings. There was a slight increase in the
volume of clinical waste generated which is
likely to correlate with an increase in clinical
activity.
The Trust has made significant strides in
recent years to improve the sustainability
of its waste management practices. We
continue to send zero waste to landfill and
make every effort to recycle and recover
as much waste as possible, where it is
economically feasible to do so. In 2015/16,
we baled and recycled 118 tonnes of
cardboard, which generated £3,500 in
revenue and led to over £15,000 in cost
savings.
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With the introduction of a garden waste
chipper at DMH, we were able to produce
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a mulch to enhance the flower beds
around the site whilst removing the need
for garden waste skips, therefore turning
a waste stream into a valuable resource.
Also in 2015/16 we introduced a dedicated
reuse portal on our intranet, to enable
departments to reuse equipment internally,
with the additional benefit of reducing
waste disposal and procurement costs.
The Trust also signed a new long-term
healthcare waste contract in 2015-16
which has enabled the Trust to achieve
a degree of cost reduction, with the
potential for some newer waste processing
technologies to be introduced over the next
few years to reduce the environmental and
carbon footprint associated with this waste
stream.
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Sustainable Procurement
A significant proportion of the NHS
carbon footprint is attributable to the
Procurement of Goods and Services. The
NHS Sustainable Development Unit has
estimated this to be 65% as highlighted in
the pie chart below.

carbon emissions and improving labour
standards through procurement are two
very important areas for the Trust. We are
also exploring how we can further reduce
carbon emissions associated with everyday
business operation.
The Trust continues to develop their
procurement staff and in 2015/16 all staff
successfully completed the CIPS Corporate
Code of Ethics (reinforcing ethical values
across all procurement and supply
practices), and will be completing this on
an annual basis as part of their CPD.

3.2.4. Social, Community and
Human Rights Issues
The Trust’s Procurement Department
considers sustainable procurement in all
requirements for goods, services, works
and utilities in a way that achieves value for
money on a whole life basis. This means
generating benefits not only to the Trust,
but also to society and the economy, whilst
minimising damage to the environment.
All Trust procurement opportunities
consider the environmental, social and
economic consequences of: design; nonrenewable material use; manufacture and
production methods; logistics; service
delivery; use; operation; maintenance;
reuse; recycling options; disposal; and
suppliers’ capabilities to address these
consequences throughout the supply chain.
The Trust has been working to include
sustainability considerations in its
procurement for many years. Reducing

Equality, diversity and human rights are at
the heart of good employment practice
and the delivery of high quality, continually
improving and compassionate patient care.
The Trust has focused its efforts on building
awareness of equality, diversity and human
rights issues for all our staff and for our
service users in terms of how they access
and make best use of the services we offer
and provide for them.
The Trust’s approach to equality, diversity
and human rights is enshrined within our
new values and behaviours framework
and staff are made aware of the standards
expected of them by ensuring equality,
diversity and human rights forms part of
all staff essential training and development
requirements, regardless of their role or
level. An updated e-learning programme
was launched in April 2015 and continues
to be the main source of delivery of
such training for staff already within the
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The Trust is now embarking on the Flexible
Framework, and endeavours to attain Level
1 in 2016/17.

organisation. Equality and Diversity is part
of the corporate induction programme for
new staff.
The Trust’s commitment to equality,
diversity and human rights and supporting
arrangements are embedded through the
implementation of a number of policies
and procedures including:
• Equality, Diversity and
Human Rights Policy;
• Disability Policy;
• Religious Observance Policy;
• Dignity at Work Policy and the Privacy;
• Dignity and Respect Policy;
Performance Report

• Learning Disability Policy; and
• Interpreting and Translation Policy.
In the NHS Staff Survey 2015 the Trust
fared better than its peers for Key Finding
20, the percentage of staff experiencing
discrimination at work in the last 12
months. The Trust’s performance under
Key Finding 21, the percentage of staff
believing that the Trust provides equal
opportunities for career progression or
promotion was average.
The Trust has maintained a positive
benchmarked position of better than
average for the Key Finding 26, staff
experiencing bullying, harassment or
abuse from staff in the last 12 months.
This reflects the on-going behaviours
campaign started in 2011 that focuses on
a rolling programme of bullying/behaviour
workshops throughout the organisation,
complemented by a number of bespoke
programmes for specific service areas. In
addition, we ensure that staff are aware
of the support in place such as that from
Staff Support Officers and Staff Health and
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Wellbeing though the Employee Assistance
Programme. During 2015-16 a number of
staff were trained as mediators to offer a
further means of local resolution to conflict
between parties as an alternative to using
the formal processes and policy.
The Trust remains a Stonewall Diversity
Champion and has maintained a ranking
of 102 (out of 415 UK employers) in the
prestigious Stonewall Workplace Equality
Index for 2016. Despite an increase of
seven points from 109 to 116 the Trust just
missed out on a top 100 place. Achieving
this position is a great achievement and
testament to the hard work of the lesbian,
gay, bisexual and transgender (LGB&T) Staff
Network group over the last 12 months.
Their work has included continuing to run
a series of LGB&T awareness workshops
for staff and specific services to promote
inclusion, break down barriers, and
challenge unconscious bias.
The Trust has built and maintains
strong links with the LGB&T community
locally. Sitting on the Durham Pride
Committee since it was launched over
the last couple of years Trust staff have
been heavily involved in organising the
event itself in May 2015 and ongoing
events throughout the year to: celebrate
LGB&T culture; commemorate LGB&T
heritage; educate against homophobia,;
and empower our diverse lesbian, gay,
bi-sexual, transgendered, and associated
community across County Durham.
Durham Pride 2015 was tremendously
successful more than doubling the footfall
from the previous year and saw the first
parade through the city centre. The Trust
also supports a collaborative approach to
tackling LGB&T issues within the county
through involvement with the Independent
Advisory Group that focuses specifically on
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Since 2012, NHS Staff Survey results
have continued to show that staff with
disabilities and /or long term conditions
are disproportionately less satisfied when
compared to staff as a whole. Our Staff
Disability network is in place to support
staff with a disability or long term
condition and work on initiatives to make
improvements. The group reviewed and
revised the Disability Policy and have
developed a Disability Passport which will
be launched during 2016-17 to: raise
awareness; focus management support to
implement reasonable adjustments where
needed; and encourage such needs to
be reviewed on a regular basis as well as
informing new managers of their needs if
they move roles within the Trust.
Promoting equality for people with learning
disabilities continues to be a high priority
for the Trust. The following ‘essential
steps’ have been identified to support
people with learning disabilities accessing
our services:
• All patients identified on admission
with a Learning Disability to be flagged
on our clinical system: eCaMIS.
• Complete Learning Disability
risk assessment pathway;
• Progress to appropriate Learning
Disability pathway;
• Evidence reasonable
adjustments on pathway;
• Use a Hospital Passport;
• Inform Lead for Learning Disability /
Acute Liaison Nurse of admission; and
• All staff to have formal Learning
Disability awareness training.

In addition, the Trust is working with
Derwentside College to offer internships
for young people with learning disabilities
across various service areas including HR,
Learning and Development, Catering and
Medical Devices. These placements have
been developed to provide meaningful
work experience opportunities and provide
essential skills to prepare the young people
for future employment in a supportive
environment.
Building on improvements made in
2014-15 to support service users with
dementia and their families/carers, and
in readiness for the national dementia
audit in 2016, a number of initiatives
have been implemented. This includes:
a dementia care pathway; improving
signage throughout the Trust buildings
and grounds; and orientation boards. The
Trust have also taken part in the Regional
Dementia Strategy to map the services for
dementia, looking at facilitating smooth
transitions from one service to another
and linking care pathways. The ‘This is me’
document is being promoted throughout
the trust, along with suggesting to
relatives they develop a personal memory
box, which can come into hospital with
their relative. Other activities include:
supporting nutrition and hydration through
the pilot of the finger food menu; the
successful Dragon’s Den bid to support
the initiative for mugs that enable the
measurement of the patients fluid intake;
and the recruitment of 43 Dementia
Champions that have developed resource
files and notice board information for
service users to access and implemented
visitor logs within their areas.
The Trust continues to support patients
whose first language is not English through
the provision of professional interpreting
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tackling hate crime.
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and translation services. During 2015-16,
as a result of staff feedback, a number
of bespoke and general workshops have
been arranged to support staff in using
interpreters and translation services
effectively, this has been supported with
documentation, signage and a resource
pack relevant to meet specific service
needs. To further support improving
communication particularly with the Deaf
community using our services, Bridges to
Learning have offered a series of British
Sign Language workshops to staff across
the Trust.
The Trust’s equality objectives will be
revised for 2016-2020 based on a
review of performance and progress on
implementing equality, diversity and human
rights that will be measured through
equality monitoring, equality analysis/
impact assessments, a review of the
Equality Delivery System into the revised
standard EDS2 and implementing the
Workforce Race Equality Scheme (WRES)
and Accessible Information Standard.

3.2.5. Important Events since
the end of the financial year
affecting the FT
There have been no important events
occurring since the end of the financial year
affecting the Trust.
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3.2.6. Details of Overseas
Operations
The Trust has had no overseas operations in
the year.

3.2.7. Looking to the future –
major projects and our clinical
services strategy
The coming year 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. Robust plans are being
developed for the next five years, with
particular focus on the following:
• Partnering with our local health
economy at a strategic level to
ensure the long-term sustainability
of provision across our area;
• At a tactical level, delivering on our seven
key projects to improve our infrastructure
and enable mobile working and
improved services for elderly care; and,
• At service level, pursuing the
sustainability of our high-quality
services – a process that has been
on-going for almost two years.
Work continues with partners and
stakeholders within the County Durham,
Darlington and Tees Valley area, on the
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Alongside this shaping of strategic
direction we will 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 sustainability and certainty, and our
patients the confidence in local service
provision. Examples include 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 care demands.

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. 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. Mobile working technology
will continue to be rolled out to our
community-based staff.
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 developments
will enable us to meet our challenges and
to continue to deliver high quality care for
patients.
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strategy for the provision of clinical services,
under the Better Health Programme (BHP)
to seek 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, from
services which can sustainably meet the
needs of patients and the public. Within
this framework, the Trust has modelled
the implications and benefits in respect
of access for patients, activity, revised
clinical pathways and achievement of
standards, as well as finance and workforce
considerations. All of this work will come
together as part of the wider public
engagement and consultation through the
BHP planned for later this year.

4. Accountability Report

4.1. Directors’ Report
4.1.1. Details of Directors
serving during the year

4.1.3. Better Payment
Practice Code

Details of the Directors serving during the
year are set out in Section 2.1.1 (pages
20 to 25) of this report: Trust Board of
Directors.

4.1.3.1. Public Sector
Payment Policy

Accountability Report

4.1.2. Statement of Compliance
with Cost Allocation
and Charging Guidance
Issued by HM Treasury
The Trust has complied with the costs
allocation and charging requirements set
out in HM Treasury and Office of Public
Sector Information Guidance.

Unless other terms are agreed, we are
required to pay our creditors within 30 days
of the receipt of goods or a valid invoice,
whichever is the later. This is to ensure
that we comply with the Better Payment
Practice Code.
The Trust’s performance against this metric
is shown as follows:
Non NHS

NHS

Target: 95%
Result by number:
95%
Result by value:
96%

Target: 95%
Result by number:
86%
Result by value:
94%

Because of the relatively small number and
high value of NHS invoices, a small number
of late paid NHS invoices can result in
dramatic shifts in the percentage paid on
time.
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A detailed breakdown of the figures is shown below:

Total bills paid in the year to 31 March 2016

Non NHS Creditors NHS Creditors
Number £000’s
Number £000’s
121,340 £200,818 2,560
£19,930

Total bills paid within target

115,372

£192,854 2,206

£18,638

Percentage of bills paid within target

95.1%

96.0%

93.5%

86.2%

Average values and payment periods
Average value

£1,655

£7,785

Average payment period

37 days

42 days

Legislation is in force which requires
Trusts to pay interest to small companies
if payment is not made within thirty days,
known as the Late Payment of Commercial
Debts (Interest) Act 1998. The Trust
received one demand for £77.27 interest
and charges, including a £40 penalty
payment during 2015-16.

During 2008, the Government requested
that all Public Bodies review their payment
practices with a view to making payments
within 10 days of the receipt of a valid
invoice. We prioritised payments for small
and medium local companies with a view
to achieving the 10 day payment policy
where possible and the results for all
suppliers are shown below:

Non NHS Creditors
Total bills paid in the year to 31 March 2016

Number
121,340

£000’s
£200,818

Total bills paid within target
Percentage of bills paid within target

115,372
95.1%

£192,854
96.0%

4.1.4. Statement of
Disclosure to Auditors

to assess the NHS Foundation Trust’s
performance, business model and strategy.

The Board of Directors of County Durham
and Darlington NHS Foundation Trust
is responsible for preparing this annual
report and the annual accounts. The Board
of Directors considers the annual report
and accounts, taken as a whole, to be
fair, balanced and understandable and
to provide the information necessary for
patients, regulators and other stakeholders

So far as the Directors are aware, there is
no relevant audit information of which the
auditors are unaware and the Directors
have taken all steps that they ought to as
Directors to make themselves aware of
any relevant information and to establish
that the Trust’s auditor is aware of that
information.

Accountability Report

4.1.3.2. Late Payment Interest
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4.1.5. Political Donations
The Trust made no political donations
during 2015/16.

4.1.6. The Trust’s Quality
Governance Framework

Accountability Report

The Trust follows the Quality Governance
Framework set out by NHS Improvement.
The Trust has a quality strategy “Quality
Matters”, which defines the key quality
priorities for the Trust, including those
already endorsed within the Trust’s
clinical strategy, together with measures
of success, owners and key actions. The
strategy informs the setting of annual
quality priorities within the Annual Quality
Accounts and was based upon consultation
with stakeholders both inside and outside
the Trust.
The Board receives reports at each of its
meetings from the Executive Director of
Nursing and Executive Medical Director
which include performance against annual
and longer-term priorities, together with
on-going risks to particular services and
issues identified from benchmarking (for
example, mortality information). The
Integrated Performance Report provides
further detail of performance against key
quality metrics.
Risks to the achievement of strategic
goals are reflected in the Board Assurance
Framework (BAF) and reported on in
quarterly Risk and Assurance reports to the
Board. There are six objectives within the
BAF Quality Domain covering: mortality;
minimising patient harm; providing care
in the right place at the right time; clinical
effectiveness; patient experience and the
patient environment.
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Non-Executive Directors chair and
participate in the Trust’s Quality and
Healthcare Governance Committee,
providing challenge to quality governance
and leadership of the quality agenda. A
network of lower-level committees is in
place to support the Quality and Healthcare
Governance Committee in giving attention
to specialist areas: examples include
the Clinical Standards and Therapeutics
Committee and the Trauma Committee.
At the Executive-Level, patient outcomes
and patient experience comprise two of
the four strands of performance (along
with workforce and financial performance)
monitored through the Integrated
Performance Framework. This framework
requires Clinical Care Groups to monitor
their own performance, identifying and
escalating risks for Executive Directors’
support where necessary. Monthly
meetings are held with heads of corporate
monitoring functions to validate and,
as necessary, strengthen these risk
assessments, and key issues identified form
the agenda for quarterly reviews with all
Executive Directors. Quality-related risks
are also monitored more frequently at
fortnightly Patient Safety Forum and HCAI
Reduction Forum meetings led by the
Executive Director of Nursing.
There are defined processes and structures
in place for escalating issues through the
governance chain to the Board and for
developing and monitoring action plans in
respect of issues identified.
A variety of mechanisms is in place to
collect patient feedback – with over 70,000
patient contacts captured in the last year and to consult with external stakeholders
on the design of new pathways and
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Regulatory risks, including risks to compliance
with the Care Quality Commission’s standards
are monitored through the Board Assurance
Framework. The Trust has implemented, and
is now seeking to embed, systematic auditing
to monitor compliance with nursing and
regulatory standards at ward and team level.
In addition, a periodic peer review process
is undertaken where teams from one site
audit clinical practice on another site, with
reference to each of the CQC’s Fundamental
Standards.
The Trust actively seeks to involve governors
in its Quality Governance arrangements, to
fully represent the views of our members.
Two governors sit as observers on the
Board’s Quality and Healthcare Governance
Committee and the Council of Governors
has established its own sub-committee to
monitor the quality agenda. Quality of care is
monitored with our commissioners through a
Joint Clinical Quality Review Group.

Quality Governance arrangements are
set out in further detail in the Annual
Governance Statement on page 108 and
the Trust’s achievement of its quality goals
is set out in the Quality Report on page
128.

4.1.7. Income Disclosures
The Trust has met the requirement, within
Section 43(2A) of the NHS Act 2006 (as
amended by the Health and Social Care Act
2013) that income from the provision of
goods and services for the purposes of the
health service in England must be greater
than its income from the provision of
goods and services for any other purpose.
Other income received during the year
related primarily to funding for education
and training (for mainly clinical staff) and
income from non-patient care services to
other bodies. Income from the latter is
used to offset the costs of providing such
services and any surplus used to support
the provision of goods and services for the
purposes of the health service in England.
Accountability Report

processes. A Patient Experience Forum is in
place, reporting to the Quality and Healthcare
Governance Committee to co-ordinate such
arrangements.
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4.2. Remuneration
Report
4.2.1: Annual Statement
on Remuneration
The Trust has two separate Remuneration
Committees:
• The Board’s Remuneration
Committee, which sets and directs
the implementation of remuneration
policy for senior managers; and
• The Council of Governors’ Remuneration
Committee, which sets and directs
the implementation of remuneration
policy for Non-Executive Directors.
As the Chairman of both Committees, it is
my pleasure to set out this Remuneration
Report for 2015/16.

Accountability Report

• The major decisions made by the
Committees during the year consisted of:
• The Board’s Remuneration Committee’s
decision to freeze the salaries of the
Executive Directors and other senior
posts designated as Directors, in
response to financial pressures on the
Trust and national policy applying to
the Trust’s employees as a whole.
• Agreement of the remuneration of the
newly appointed Director of Estates and
Facilities, which was benchmarked against
that of her predecessor and adjusted
in line with differences in her senior
management portfolio and experience.
• Review of the workloads of each NonExecutive Director by the Council of
Governors’ Remuneration Committee.
Having been satisfied that all NonExecutives were taking on a comparable
level of additional responsibility, the
Committee approved the equalisation
of responsibility payments.
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• Agreement, by the Council of
Governors Remuneration Committee
of the remuneration level and terms
and conditions – including the time
commitment – for the recruitment of
two Non-Executive Directors to replace
those standing down from 1st June 2016.
The remuneration level was set in line
with the current level of remuneration,
approved after the last triennial review of
remuneration in 2014/15, and adjusted
for the equalisation of responsibility
allowances noted above. This level
was deemed sufficient to attract NonExecutives of appropriate calibre and skills.
These decisions were made within the
context of the Trust’s remuneration policies,
which remained unchanged during the year,
and on the basis of advice from the Trust’s
Workforce and Organisation Development
team.
In agreeing the remuneration for senior
management appointments, the Board’s
Remuneration Committee balances the need
to attract and retain high calibre managers
capable of implementing the strategic
changes required within the Trust over the
next five years, with the need for any salary
levels to be justifiable in the context of
benchmarking, constraints on the pay of
our general staff, and the productivity and
efficiency targets which the Trust must meet.

Professor Paul Keane OBE
Chair of the Board’s Remuneration
Committee, and
Chair of the Council of Governors’
Remuneration Committee
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4.2.2 Senior Management
Remuneration Policy

Accountability Report

The tables on the following pages
summarise the components of
remuneration for the Trust’s senior
managers and Non-Executive Directors
respectively:
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Future Policy– Senior Managers

Component Alignment
to strategic
objectives
Annual
Salaries are set
salary
at a level capable
of attracting and
retaining high
calibre managers
with the skills to
develop, direct and
implement change
in line with the
Trust’s clinical and
quality strategy
and supporting OD
strategy.

Rules of operation

Annual salaries are fixed. Annual uplifts are agreed by
the Board’s Remuneration Committee on the basis of
recommendations from the Chief Executive, supported
by benchmarking, and assessment of performance
against objectives reviewed by the whole Committee.
However, for 2015/16, the Committee took the decision
to freeze salaries for Executive Directors and other senior
managers within the Committee’s remit.
For the Chief Executive, annual uplifts to the salary are
agreed by the Board’s Remuneration Committee based
upon recommendations from the Chairman, supported
by benchmarking and an assessment of performance
against objectives reviewed by the whole Committee.
The Trust does not set predetermined maximum limits in
respect of annual salary increases.

Accountability Report

Performance against objectives is reviewed over the
financial year. The Trust does not apply weightings
to particular performance objectives or attach predetermined levels of increase to particular performance
objectives. The Board’s Remuneration Committee
considers performance against individual objectives, and
Directors’ contributions to the Trust’s overall objectives
alongside benchmarking and the prevailing rates of
pay for similar posts in neighbouring and similar Trusts;
however, none of the Executive Directors’ pay is directly
linked to performance,

Access to
the NHS
Pension
Scheme
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Determined by the
salary level which
is set to secure
appointments
capable of
implementing the
Trust’s clinical and
quality strategy.

The Committee has discretion not to increase salaries
where it considers that increases are not merited.
In line with the rules of the scheme.
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Executive Director of Operations. None
have received any increase in pay during
the year, in line with the decision to freeze
Executive Directors’ pay made by the
Board’s Remuneration Committee.

The Trust’s policy with respect to
remuneration of senior managers is
consistent with its general policy on
employees’ remuneration.

The Chief Executive’s remuneration
was set on the basis of benchmarking
information and external advice when she
took up her post in 2012, and the level
of remuneration was deemed to be that
necessary to attract and retain a candidate
of suitable calibre. The remuneration of
the Executive Medical Director was set to
match that of his previous employer and is
in line with rates of pay to senior medical
staff with additional responsibilities. The
remuneration of the Executive Director of
Operations was set on advice from Gatenby
Sanderson who provided benchmarking
information to assist the Board’s
Remuneration Committee in agreeing a
remuneration package designed to attract
and retain a candidate with suitable skills
and experience, recognising that this post
also deputises for the Chief Executive.

Each Director’s annual objectives are
agreed by the Chief Executive following
review and approval of a draft by the
Board’s Remuneration Committee. The
Chief Executive’s objectives are agreed by
the Chairman following review of a draft
by that Committee. The Chief Executive
and Executive Directors are appraised on a
quarterly basis.
Senior managers paid more than
£142,500
The Trust has three Executive Directors
paid more than £142,500 per annum,
comprising the Chief Executive, the
Executive Medical Director and the
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There have been no new elements
introduced into senior managers’
remuneration packages during the year and
no changes have been made to existing
elements.
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Future Policy – Non-Executive Directors (NEDs)

Component Alignment
to strategic
objectives
Annual re- Remuneration is
muneration determined at a
level capable of
attracting and
retaining high
calibre NEDs with
the skills to support
the direction and
implementation of
change in line with
the Trust’s clinical
and quality strategy
and supporting OD
strategy.
Additional Payable in respect
of additional time
salary
required from
payments
for
NEDs to chair
additional
Committees which
are closely involved
responsiin scrutinising
bilities
the achievement
of strategic
objectives and
the management
of strategic risk,
or to fulfil duties
on behalf of the
Trust with external
stakeholders which
further the strategy.
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Rules of operation

The Chairman is paid an annual remuneration in
accordance with terms and conditions approved by the
Council of Governors.
Non-Executive Directors’ remuneration is specified
in their contracts, and agreed with the Council of
Governors. All NEDs receive the same basic salary, set in
accordance with regional and national benchmarking.

Any such additional payments must be recommended by
the Council of Governors’ Remuneration Committee and
approved by the Council of Governors.
All NEDs now chair Board Committees and / or have
other elements of additional responsibility. The Council
of Governors approved amendments to equalise
responsibility payments between NEDs in May 2015.
Such payments currently do not exceed £3,500 and
are set taking into account regional and national
benchmarking.
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Non-Executive Directors’ objectives are
set annually by the Chairman. Annual
performance evaluations are carried out by
the Chairman and reported to the Council
of Governors’ Remuneration Committee.
Consideration is being given to involving
members of the Committee more fully in
the appraisal process.
Service contracts obligations
There are no specific service contract
obligations in the senior managers’
contracts other than the six month notice
period for Executive Directors, and for
the Estates & Facilities, Workforce &
Organisation Development and Commercial
Directors, together with standard national
NHS redundancy provisions. It is not
proposed that any others will be entered
into. In 2015/16, the standard national
NHS redundancy provisions were capped
and the Trust has applied this cap in its
contracts with senior managers.
Policy on payments for loss of office
The principles on which determination
of pay for loss of office will be based
are as detailed above although Board’s
Remuneration Committee and the Council
of Governors’ Committee can apply some
discretion as they consider necessary. Senior
manager performance is not formally

relevant in the exercise of discretion,
although it is likely to be taken into
account. Any severance payment outside of
contractual terms must be approved by the
Remuneration Committee following receipt
of appropriate advice, views from the
Trust’s auditors and any required regulatory
approval.
Consideration of employment
conditions elsewhere in the Trust
The pay and conditions of other employees
were considered when setting the pay
and conditions of senior managers to
ensure that they were in keeping save
for any differences arising from specific
circumstances.
The Foundation Trust did not consult
employees when setting the senior
managers remuneration policy. However, as
noted above, in 2015/16, senior managers
pay was frozen.
No external advice was taken in respect
of senior managers’ and Non-Executive
Directors remuneration during the year.
Advice was taken, in the last quarter of
2014/15, from Gatenby Sanderson in
setting the remuneration for the Executive
Director of Nursing and the Director of
Workforce and OD who both took up their
posts in June 2016. The remuneration
for the Director of Estates and Facilities
was benchmarked against that of her
predecessor and adjusted in line with
differences in her senior management
portfolio and experience. Non-Executive
Directors remuneration was subject to a
triennial review in 2014/15.
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Annual performance objectives are agreed
with the Chairman by the Council of
Governors’ Remuneration Committee.
The Committee appraises the Chairman’s
performance annually, a process facilitated
by the Senior Independent Director.

4.2.3. Annual Report on Remuneration
The table shown below summarises the components contract terms and notice periods for
those senior managers and Non-Executive Directors serving all or part of 2015/16:
Senior Managers Service Contracts

Accountability Report

Name

Contract
Term /
date
expiry
Mrs S Jacques, Chief Executive
1 March
Permanent
2012
contract
Mr P Dawson, Executive Director of Finance
25 April
Permanent
2013
contract
Professor C Gray, Executive Medical Director
18 March
Permanent
2013
contract
Mrs C Langrick, Executive Director of Operations
9 February
Permanent
2015
contract
Mr M Wright, Executive Director of Nursing (to 5th 5 November Permanent
April 2015)
2012
contract
Mr N Scanlon, Executive Director of Nursing (from 4 June 2015 Permanent
4th June 2015)
contract
Mr T Hunt, Commercial Director
1 February
Permanent
2011
contract
Mr W Headley, Estates Facilities Director (to 31st
1 February
Permanent
November 2015)
2011
contract
Mrs M Smith, Workforce and Organisation
1 June 2015 Permanent
Development Director (from 1st June 2015)
contract
Miss A McCree, Estates and Facilities Director (from 1 December Permanent
1st December 2015)
2015
contract
Mrs L Ludgrove, Interim Director of HR&OD (to
Interim appointment paid
31st May 2015)
through an agency
Professor P Keane OBE (Chairman)
1 March
28 February
2015
2018
Mrs J Flynn MBE, Non-Executive Director
1 October
30 September
2014
2017
Dr I Robson, Non-Executive Director
1 June 2013 31 May 2016
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Notice
period
Six
months
Six
months
Six
months
Six
months
Six
months
Six
months
Six
months
Six
months
Six
months
Six
months
None.
None
specified
None
specified
None
specified
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Name

Contract
date

Term /
expiry

Notice
period

Mrs L Snowball, Non-Executive Director

1 August
2012

31 July 2015

None
specified

31 July 2018

Dr R M Waterston, Non-Executive Director

Mr A Young, Non-Executive Director

1 August
2015
(reappointed
in year)
1 June 2013 31 May 2015

None
specified

1 June 2015 31 May 2016
(reappointed
in
year)
1 July 2013 31 May 2016 None
specified

Mrs Lynne Snowball resigned from the
Board with effect from 31st May 2016.
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For completeness, the post of Director of
Nursing was covered by two Associate
Directors of Nursing who acted up during
the period 6th April 2015 to 3rd June
2015. Both remained on their substantive
contracts during their period of Acting Up.
Membership of the Remuneration
Committees
Membership of the two Remuneration
Committees is provided in table shown
overleaf.
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Board Remuneration Committee

Prof P Keane OBE

Council of Governors Remuneration
Committee
Meetings Member
Meetings
attended
attended
3/3
Prof P Keane OBE, Chairman
4/4

Mrs J Flynn

3/3

Dr I Robson

3/3

Mrs L Snowball

3/3

Dr R M Waterston

3/3

Mr A Young

2/3
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Member
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Mr Michael Appleby, Staff Governor,
Nursing and Midwifery
Mr Roy Beckwith, Public Governor,
Derwentside
Mr Alistair Galston OBE, Public
Governor, Sedgefield)
Mrs Patricia Gordon, Staff Governor,
Nursing & Midwifery

2/4

Mr James Heap, Public Governor, Tees
Valley, Hambleton and Richmondshire

4/4

Mr Brewis Henderson, Public
Governor, Wear Valley and Teesdale
Mr Kevin Hull, Staff Governor,
Ancillary (to 31st January 2016)
Ms Christine Jones, Public Governor,
Easington (from 1st February 2016)

2/3

Dr Carmen Martin-Ruiz, Public
Governor, Chester-le-Street
Mr Alex Murray, Public Governor,
Easington (to 31st January 2016)
Ms Carole Reeves, Public Governor
Durham City
Dr Richard Scothon, Public Governor,
Durham City
Mr Neil Williams, Staff Governor,
Admin, Clerical and Managers (from
1st February 2016)

4/4

3/4
2/4
3/4

3/3
0/1

2/3
3/4
3/4
1/1
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of their duties (such as mileage to and
from meetings) in accordance with Trust
policies and in compliance with HMRC
regulations or other legislation. Mileage
and travel expenses are reimbursed in line
with the standard rates applied for NHS
staff. The time and travel commitment for
each Governor differs, depending on which
committees they must attend and the
location of the meetings/events attended
on behalf of the Trust.

The Board’s Remuneration Committee met
on the following dates during the year:
• 22nd July 2015;
• 2nd December 2015; and
• 15th March 2016.
The Governors Remuneration Committee
met on the following dates during the year
• 12th May 2015;

Directors may claim reimbursement for
basic expenses necessarily incurred in the
performance of their duties. Expenses
are claimed in compliance with Trust
policies and (where applicable) are subject
to income tax and national insurance
deduction in accordance with HMRC
regulation and other legislation.

• 26th October 2015;
• 18th January 2016; and
• 29th February 2016.
Expenses paid to Governors and
Directors
Governors may claim for basic expenses
necessarily incurred in the performance
Expenses paid to Governors and Directors

2014/15

Governors

Number
in office
32

Number
claiming
expenses
18

Total sum
paid £’00
100

Number
in office
35

Number
claiming Total sum
expenses paid £’00
21
124

Directors

15

11
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12

11
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2015/16

259

Trust systems do not currently differentiate
between expenses incurred by Staff
Governors in their substantive roles, and in
their role as Governors. In the interests of
prudence, all expenses for these individuals,
incurred in 2015/16 and 2014/15 are
included in the table above.
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Senior Managers’ Remuneration and
Fair Pay Multiple
Information in this section has been subject
to audit as part of the external audit of the
Trust’s financial statements.
The Trust does not pay any taxable benefits,
or annual or long-term performance related
bonuses to its senior managers.

Accountability Report

Salary and Pension Entitlement of Senior Managers

2015/16

Role

Salary
banding
£000

Pension related
benefits
£000

Mrs S Jacques

Chief Executive

195-200

47.5-50.0

245-250

Prof C Gray

Executive Medical Director

190-195

0

190-195

Mr W Headley

Director of Estates and Facilties

75-80

0

75-80

To 30th November 2015

Miss A McCree

Director of Estates and Facilties

30-35

0

30-35

From 1st December 2015

Mr T Hunt

Commercial Director

120-125

0

120-125

Mrs M Smith

Director of Workforce and
Organisation Development

85-90

17.5-20.0

105-110

Mrs L Ludgrove

Interim Director of Human
Resources and Organisation
Development

30-35

0

30-35

To 31st May 2015

Mr M Wright

Executive Director of Nursing

0-5

0

0-5

To 5th April 2015

Mr N Scanlon

Executive Director of Nursing

95-100

110.0-112.5

205-210

Mr P Dawson

Executive Director of Finance

120-125

0

120-125

Mrs C Langrick

Executive Directpor of Operations

145-150

0

145-150

Ms J Todd

Joint Acting Director of Nursing

10-15

7.5-10.0

20-25

6th April to 3rd June 2015

Ms M Grieveson

Joint Acting Director of Nursing

10-15

5.0-7.5

20-25

6th April to 3rd June 2015

Prof P Keane

Chairman

50-55

0

50-55

Dr RM Waterston

Non-Executive Director

15-20

0

15-20

Dr I Robson

Non-Executive Director

15-20

0

15-20

Mr A Young

Non-Executive Director

15-20

0

15-20

Mrs L Snowball

Non-Executive Director

15-20

0

15-20

Mrs J Flynn

Non-Executive Director

15-20

0

15-20
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Total Effective date
£000

From 1st June

From 4th June 2015
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2014/2015

Role

Salary
banding
£000

Pension related
benefits
£000

Total Effective date

Mrs S Jacques

Chief Executive

195-200

75-77.5

275-280

Prof C Gray

Executive Medical Director

205-210

0

205-210

Mr W Headley

Director of Estates and Facilties

115-120

22.5-25.0

140-145

Mr T Hunt

Commercial Director

120-125

0

120-125

Ms C Lisle

Director of Human Resources and
Organisation Development

60-65

0

60-65

Mr M Wright

Executive Director of Nursing

145-150

32.5-35.0

180-185

Mr P Dawson

Executive Finance Director

120-125

92.5-95.0

215-220

£000

To 30th September 2014

Mrs C Langrick

Executive Director of Operations

20-25

50.0-52.5

70-75

From 9th February 2015

Miss S Perkins

Director of Performance

20-25

12.5-15.0

35-40

From 1st January 2015

Mr T A Waites

Chairman

50-55

0

50-55

To 28th February 2015
From 1st March 2015

Prof P Keane

Chairman

0-5

0

0-5

Dr M Waterston

Non-Executive Director

15-20

0

15-20

Dr I Robson

Non-Executive Director

15-20

0

15-20

Rt Hon Baroness HJ
Armstrong

Non-Executive Director

5-10

0

5-10

Mr A Young

Non-Executive Director

15-20

0

15-20

Mrs L Snowball

Non-Executive Director

15-20

0

15-20

Mrs J Flynn

Non-Executive Director

05-10

0

05-10

To 30th September 2014

From 1st October 2014
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The mid-point of the banded remuneration
of the highest paid director during 2015/16
is £207,500 (2014/15: £207,500). This is
8.0 times (2014/15 8.0 times) the median
remuneration of the workforce, which
was £26,041 (2014/15 £25,783). The
calculation includes remuneration based
on the whole time equivalent of all staff
employed by the Foundation Trust at 31
March 2016.
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Senior Managers’ Total Pension
Entitlements
Information in the table below has been
subject to audit as part of the external
audit of the Trust’s financial statements.

Name and title

Mrs S Jacques
Mr W Headley
Mr N Scanlon
Prof C Gray
M Smith
Mr M Wright
Mr P Dawson
Mrs C Langrick

Accountability Report

Ms A McCree

Real
increase
in pension
at pension
age

Real
increase
in pension
lump sum
pension
age

Total
accrued
pension at
pension
age at
31 March
2016

Lump sum
at pension
age related
to accrued
pension at
31 March
2016

Cash
Equivalent
Transfer
Value at 01
April 2016

Cash
Equivalent
Transfer
Value at
31 March
2015

Real
Increase
in Cash
Equivalent
Transfer
Value

Employers
Contribution
to
Stakeholder
Pension

(bands of
£2500)
£000

(bands of
£2500)
£000

(bands of
£5000)
£000

(bands of
£5000)
£000

£000

£000

£000

To nearest
£100

2.5-5.0

10.0-12.5

50-55

150-155

893

812

30

0

0

0

0

0

0

0

0

0

5.0-7.5

17.5-20.0

45.0-47.5

135-150

899

844

18

0

0

0

0

0

0

0

0

0

0.0--2.5

0.0-2.5

0.0-2.5

2.5-5.0

19

0

4

0

0

0

0

0

0

0

0

0

0.0-2.5

0.0-2.5

45-50

145-150

973

946

8

0

(2.5)-(5.0)

(7.5)-(10.0)

60-65

180-185

1,164

1,188

-19

0

0

0

0

0

0

0

0

0

J Todd

0.0-2.5

0.0-2.5

25-30

75-80

463

408

1

0

M Grieveson

0.0-2.5

0.0-2.5

25-30

80-85

548

495

1

0

Mr T Hunt

0

0

0

0

0

0

0

0

L Ludgrove

0

0

0

0

0

0

0

0

7.5-10.0

27.5-30.0

265-270

795-800

4,960

4,694

43

0

Total

Payments for loss of office and payments
to previous senior managers
No such payments were made during the
year.

Chief Executive and Accounting Officer
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4.3. Staff Report

Average number of employees
Staff Group
Medical and Dental
Ambulance Staff
Administration and Estates
Healthcare Assistants and other support
Nursing, Midwifery and Health visiting staff
Nursing, Midwifery and Health visiting learners
Scientific, Therapeutic and Technical Staff
Healthcare Science Staff
Social Care Staff
Agency and Contract Staff
Bank Staff
Other
Total average numbers
Of which
Number of employees (WTE) engaged on capital
projects

Total

Permanent

Other

679
0
1,356
1,321
2,485
0
1,004
0
0
412
277
0
7,534

679
0
1,356
1,321
2,485
0
1,004
0
0
0
0
0
6,845

0
0
0
0
0
0
0
0
0
412
277
0
689

12

12

0

This analysis is in line with the financial
accounts and includes adjustments made
in that respect which are not included in
the Electronic Staff Record database. This
includes, for example, seconded staff
and Junior Doctors employed by the Lead
Employer Trust. It sets out average staff
numbers over the financial year 2015/16
The breakdown of staff at 4.2 below
includes core staff only as at 31 March
2016.
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4.3.1 Analysis of Average
Staff Numbers

4.3.2. Breakdown of Staff
Gender Summary as at 31 March 2016
Directors
* Non-Exec/Chair
* Exec Directors

Male
7
4
3

Female
4
2
2

108

178

65
38
5

84
60
34

All other employees

1,137

6,505

All Staff

1,252

6,687

Senior Managers/Managers
* Senior Managers including other Directors
Managers B6 plus
Nurse Manager B6 Plus

4.3.3. Sickness Absence Data

Average FTE

Adjusted FTE
sick days

Statistics Published by HSCIC
from ESR Data Warehouse
FTE-Days
recorded
FTE-Days
Sickness
Available
Absence

Average
Annual Sick
Days per FTE

6,718

67,213

2,452,064

10.0
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2015 Calendar Year Data

4.3.4. Staff Policies and Actions
Relevant policies and procedures are set out
in Section 3.2.4 of our annual report Social,
Community and Human Rights Issues.

4.3.4.1. Disabled persons
Our policies and procedures, and
developments in year have been
summarised in section 3.2.4 of our annual
report Social, Community and Human
Rights Issues.
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109,035

4.3.4.2 Employee
communications, consultation,
involvement and engagement
We have continued to work closely with
Staff Side Representatives and meet
regularly in a joint forum, to ensure that
employment policy, practice and delivery
of service transformation, which inevitably
impacts on the workforce, are well
managed. The Trust’s Joint Consultative
and Negotiating Committee meetings on a
bi-monthly basis, and covers matters such as
Trust performance, consultation on service
changes, and impacts on employees.
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As the Trust progresses work on its clinical
services strategy, we are actively consulting
with, and involving our clinical teams in
developing future service models.
Staff engagement framework
In December 2014 the Trust Board
approved its Organisation Development
Strategy – “Staff Matter”. “Staff Matter”
was officially launched on the 1 April 2015
and is refreshed annually to ensure it meets
the priorities for the Trust going forward.
The Trust has continued to strengthen
programmes in place to support, engage
and communicate with staff during
2015/16, as outlined below. To inform our
long-term approach to staff engagement,
we commissioned the Kings Fund to
conduct an in depth diagnosis of the level
of staff engagement, using their culture
assessment tool. The results from this
have been combined with the staff survey
results and the information collected will
be used to develop the new ‘Staff Matters’
action plan. It is clear that we have more
to do to lift and maintain staff morale
reflecting operating pressures and the scale
of change being faced. Staff engagement
therefore continues to be a key priority for
us as we move through 2016/17, alongside
developing our clinical leaders and care
group management. We continue to
concentrate our efforts on engaging with
staff at service level and ensuring our senior
teams continue to be more visible and
accessible to staff.

Supporting line managers in engaging
with their staff
To engage staff well and for them to
perform at their best the Trust recognises
the importance of enabling ‘great’ line
managers. The following initiatives were
undertaken in support of this objective:
• The ‘Great Line Management’ support
and training programme continued
with “Authenticity”, supporting
staff through change and staff
engagement being core topics.
• Senior Manager and Heads of
Department meetings took place
monthly, allowing senior managers
to meet with the Chief Executive and
other Executive Directors, providing
an opportunity for open two way
discussions on important topical
issues. In addition, every quarter
an extended session is specifically
dedicated to leadership development
or topical issues that require deeper
engagement at senior level.
• The “HR for Clinical Leaders”
programme has been introduced aimed
at informing our Medical Workforce
about the basics of HR policy and
when it is appropriate to seek advice.
• The New Managers Development
Programme continued throughout
2015. This is an on-going programme
of two day events that provides the
basic and necessary skills needed to help
new or inexperienced line managers
be effective in their role quickly. These
sessions have been supported by the
launch of several mini guides to help
busy managers manage staff more
efficiently covering Recruitment,
Managing Absence, Disciplinary Matters,
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This established joint process has served
us well when managing organisational
change or undertaking actions affecting
the interests of staff and we will continue
to take the same partnership approach in
the coming year.

Dignity at Work and, Capability.
• Leadership and Management
Development programmes offered
by North East Leadership Academy
have been widely advertised to staff
throughout the year and staff are
encouraged to attend these.
Kings’ Fund Culture Assessment Tool
The Kings Fund Culture Assessment Tool
has been specifically designed for the NHS
and is based on 20 years of research that

shows that good staff engagement results
in better outcomes for patients. The tool
measures aspects of culture that are directly
related to the delivery of high quality,
compassionate and continually improving
care. The assessment tool provides an
understanding of the current culture of the
organisation; identifies where our culture is
working well in order to share best practice
across the organisation and provides a clear
indication of where we need to improve.
The tool assesses the organisation’s culture
on six dimensions which are:

Values and Vision

Goals and Performance

The degree to which practices within the
organisation align with the achievement
of the values described in the NHS
Constitution.

The degree to which people within the
organisation have clear, agreed objectives
(aligned to the vision) and receive helpful
feedback on their performance.
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The degree to which people in all parts and
at all levels of the organisation are aware of,
and committed to, the long term vision for
the work of the organisation.
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Support and Compassion

Learning and Innovation

The degree to which people feel that their
managers and leaders support them in
their work and the extent to which there
is a culture of compassion across the
organisation.

The degree to which the organisation
supports learning, and the development
of new and improved ways of delivering
patient care.

Team Working

Collective Leadership

The degree to which effective team and
inter-team working is established within the
organisation.

The degree to which there is distributed
leadership, shared leadership in teams (as
opposed to command and control), crossboundary co-operation between leaders and
a common approach to leading supportively
and collaboratively across staff groups and
service areas.
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Other supporting developments
• In addition to conducting the Kings
Fund Cultural Assessment we have
focused on developing a number of
staff engagement and communication
tools as outlined below:
• The Appraisal Policy has been reviewed
to accommodate nurse revalidation and
training in revalidation has been provided
for all nursing staff. Appraiser and
appraisee training continues to run and
the quality monitoring of appraisals is
continuing to ensure staff are getting the
development they need to do their job
and support to progress in their careers.
• Personal Resilience Sessions designed
to support the workforce to develop
coping strategies in a changing
environment, continue to run.
• ‘Breakfast with Sue’ gives a random
selection of staff a genuine opportunity
to meet the Chief Executive and talk
to her about their working lives with
the Trust. These events, held each
month, are small and personal allowing
every attendee the chance to speak.
• Staff benefits continue to be
expanded offering staff local
discounts that they can access when
they produce their ID badge and a
range of salary sacrifice schemes.

• The recent development of our
Recruitment and Retention strategy
“Finders Keepers” has been designed
to help us to attract and retain the right
staff to deliver high quality services and
confront the challenges of the future.
• A programme of Board visits to wards
and teams has been implemented,
augmenting informal visits by Board
members, Governors and others
to wards to support campaigns
such as Sign Up to Safety.
Staff annual awards
The Staff Annual Awards for 2015/16
were presented to staff in April and May
2016. These awards recognise staff for
their outstanding contribution and there
are 10 categories. These are: Shining
Star (clinical and non-clinical); Making a
Difference Award; Leadership for Change;
Service Improvement; Research and
Innovation; Technology Enhancement; the
Chief Executive’s Award; Making You Feel
Better, and the Chairman’s Quality Award.
In addition learner and long service awards
also acknowledged staff at the event.
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The Kings Fund conducted the survey with
all staff and shared the results with Senior
Managers and Heads of Departments
at the end of February 2016. Work is
currently in progress to identify the key
themes and priorities for the Trust for
2016/17. “Staff Matter” will be refreshed
and a Trust wide action plan produced to
address these themes and ensure priorities
are met.

4.3.4.3. Information on Health
and Safety Performance
The Trust’s Health and Safety Compliance
is monitored and managed by the NonClinical Risk Management Team.
The Department investigates all staffrelated incidents and accidents which are
reported on the Trust incident database
and remedial actions are implemented
where appropriate. It also monitors trends
and reviews ward and departmental
risk assessments and their local safety
documentation.
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There has been an increase in the number
of staff incidents reported from 1212 in
2014/15 to 1260 in 2015/16.
All Trust staff are provided with Health and
Safety, Fire and Security Training as part
of the Mandatory Training programme,
training is also provided to new staff as
part of the Corporate Induction Training.
In the last 12 months Non-Clinical Risk
Management have audited 134 wards
and departments on their local safety
documentation, general risk assessments,
COSHH assessments, DSE, security
assessments and waste segregation.
Managers are advised following the audits
of any improvements or corrective actions
to improve their Health and Safety.
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There have been no Health and Safety
Executive (HSE) inspections in 2015/16 and
no Improvement or Enforcement Notices
issued during the last 12 months.
The Trust is committed to providing a safe
environment and to minimising risks and
incidents of fire and false alarms. All sites
are audited with continuous improvements
implemented in fire detection, and in
reduction and elimination of fire risks and
unwanted fire alarms.
Two committees oversee Health and Safety
and Security.
The Health & Safety Committee, which
• meets on a bi-monthly basis with staff,
unions and PFI staff in attendance;
• monitors Health and Safety incidents/
accidents, trends and audits; and
• instigates actions and
recommendations to improve staff
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health, safety and wellbeing.
The Security Group, which:
• meets on a quarterly basis with staff
and the local Police in attendance.
• discusses security incidents/
accidents and implements remedial
actions where appropriate.
The Non-Clinical Risk Management
Department is British Standard OHSAS
18001 accredited for Occupational Health
and Safety Management Systems, this
was achieved in March 2013 and retained
following an audit by an external assessor
in February 2016.

4.3.4.4. Staff Health
and Wellbeing
The Trust is totally committed to supporting
and improving the health and wellbeing
of all employees which, in turn, help to
facilitate the delivery of quality and safe
patient care through improved attendance
and motivation. The key focus is to
support all employees to enable them to
achieve their full potential, be motivated,
energised, healthy, happy and fully
committed to their work.
This is achieved by supporting staff in
assessing and taking responsibility for their
own health as well as promoting health
and wellbeing and providing prevention,
intervention and rehabilitation services.
The Staff Health and Wellbeing (SH&WB)
Occupational Health Service strives to
maintain the highest degree of health,
safety and wellbeing off all staff by working
in partnership with all employees to achieve
a healthy working environment.
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• Improve the quality of patient
care (Safety, Effectiveness
and Experience); and
• Improve the experiences of staff in terms
of career development and behaviours.
The SH&WB Strategy describes the aims
of the Trust for a healthy workforce and is
underpinned by a three year Action Plan
(2016 – 2019) which takes into account
both internal and external influences
including: the Boorman Review; NICE
guidance; the Safe, Effective, Quality,
Occupational Health Service (SEQOHS)
standards; the NHS Health & Wellbeing
Framework; and the North East Better
Health at Work Awards.
The Acton Plan supports and reinforces
the SH&WB Strategy and has Key Priorities
to ensure that staff are engaged with
regard to their health and wellbeing thus
reducing sickness absence rates. This will
be achieved by promoting collaborative
working relationships and work
environments that encourage wellbeing.
The Trust has various policies in place
that offer support to staff throughout
their employment within the Trust
including: Flexible Working Policy, Dignity
at Work Policy, Supporting Staff Involved
in Potentially Traumatic Stressful Work
Related Incidents Policy; Management of
Stress in the Workplace Policy; Parental
Policy; Management of Attendance Policy;
Rehabilitation and Redeployment Policy.

A full Employee Assistance Programme
(EAP) is available to all staff. This is a free,
confidential, information and counselling
service available via a freephone number
24 hours a day, 365 days a year. Advice
is available on debt and financial
management, legal & tax issues, family
care as well as counselling and emotional
support. Online advice and help sheets are
also available.
The SH&WB (Occupational Health) Service
gained full accreditation against the
SEQOHS standards in November 2014 and
on-going annual assessment in November
2015 and the Trust has maintained
‘Continuing Excellence’ of the North East
Better Health at Work Award.
The SH&WB service supports staff by acting
as independent advisers to both employees
and managers, through early intervention,
prevention and rehabilitation advice and
guidance for staff to improve their health
and wellbeing.. The SH&WB Service work
closely with other services in the Trust,
in particular Workforce, the Back Care
Advisory Service and Health & Safety Teams
to ensure a safe and secure environment
for patients, visitors and staff.

4.3.4.5. Information on
Policies and Procedures
with respect to Countering
Fraud and Corruption
The Trust’s counter fraud service is
provided by Audit North who provide
internal audit, IT audit and counter fraud
services to the public sector in the North
of England. We have an Anti-Fraud Policy
in place which outlines our approach to
fraud and identifies the specified fraud
reporting lines. In addition, we have a
Raising Concerns (Whistleblowing Policy)
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A SH&WB Strategy has been developed for
2015 – 2018 which underpins the contents
of ‘Quality Matters’ and ‘Staff Matter’.
Both strategies set out the organisation’s
principles and objectives in order to:

which provides contact details for reporting
concerns in respect of any potentially fraud
related issues. This is being updated in
line with the recently issued NHS national
whistle-blowing policy. Our Local CounterFraud Specialist (LCFS) reports to the Audit
Committee and performs a programme of
work designed to provide assurance to the
Board with regard to fraud and corruption.
The LCFS provides fraud awareness
sessions and induction packs to our staff,
investigates any concerns reported by staff
and liaises with NHS Protect, the Police
and the Crown Prosecution Service as
appropriate. If any issues are substantiated,
we take appropriate criminal, civil or
disciplinary measures.

4.3.5. Staff Survey Results
The overall Staff Engagement score was
3.75 (out of 5, where 5 is the most and
1 is least engaged). This represents an
increase of 0.14 on the 2014 score which
was 3.61 and confirms a pleasing upward
trend over the last three years. However
the Trust is still below the national average
for combined acute and community trusts,
which is 3.79. So, whilst the overall staff
engagement score has improved on last
year we recognise that there is still work to
do to fully engage our staff.

Response Rate
2015/16
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Response
Rate

2014/15

Trust

National
Average

Trust

National
Average

54%

41%

43%

45%

The 2015 response rate for the Trust
has increased by 11% compared to the
2014 response rate. The Trusts response
rate for 2015 was 13% higher than the
national average for combined acute and
community trusts. The national average for
all NHS organisations is also 41% in 2015.
Areas of Improvement and
Deterioration from 2014 to 2015
The 2015 results show that the Trust has
made some key improvements in important
areas across the survey and these are
outlined below:
• 60% of respondents say that they look
forward to going to work at the Trust
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Trust improvement/
deterioration

Increase of 11%

which is a significant increase from 50%
in 2014 and in line with the average of
combined acute and community trusts.
• 75% of respondents say that they are
enthusiastic about their job, compared
with 67% in 2014, which is now
slightly above the sector average.
• 78% of respondents agreed that their
immediate managers encourage staff
to work as part of a team compared
with 70% in 2014. This puts the Trust
in the top 20% for their sector.
• 74% of respondents agree that
their manager will support them
in difficult tasks compared with
69% in 2014. This puts the Trust
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is the top score in the sector.

in the top 20% for their sector.
• 30% of respondents said they
feel unwell due to stress at work
compared to 37% in 2014.

There were no areas in the National
Benchmarking report that showed
statistically significant deterioration from
2014 to 2015. However there are a
number of areas where the Trust remains
below average when compared with other
combined acute and community trusts.

• 54% of respondents reported
attending work when feeling unwell
compared to 66% in 2014.
• 98% of respondents stated that
they report errors that could have
hurt patients/service users compared
to 92% in 2014. The 2015 score

The Trust’s “Top 4” ranked scores are
summarised below.

Top 4 Ranking Scores

Top 4 ranking scores

Trust

% of staff/colleagues
reporting most recent
experience of harassment,
bullying or abuse
% of staff witnessing
potentially harmful errors,
near misses or incidents in
last month
% of staff reporting errors,
near misses or incidents
witnessed in the last month
% of staff suffering from
work related stress in last 12
months

2014/15

Trust
improvement/
deterioration

50%

National Trust
Average
38%
N/A

National
Average
N/A

No 2014 data

24%

29%

27%

34%

Decrease of 3%

94%

90%

91%

90%

Increase of 3%

30%

36%

37%

37%

Decrease of 7%
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2015/16
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The Trusts 4 bottom ranking scores are
summarised in the table below.
Bottom 4 Ranking Scores

Bottom 4 ranking scores

2015

2014

Trust

National Trust
Average
4.04
N/A

National
Average
N/A

3.71

3.44

3.67

Increase of 0.15
points

71%

67%

68%

Decrease of 2%

3.03

N/A

N/A

No 2014 data

Quality of non-mandatory
3.97
training, learning or
development
Staff recommendation of
3.59
the organisation as a place
to work or receive treatment
% of staff able to contribute 69%
improvements at work
Quality of appraisals

2.96

4.3.6. Future priorities
and targets
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Key priorities for staff engagement, moving
into 2016/17 are:
• To consolidate the strengths, and address
areas requiring further development,
identified through the Kings Fund culture
assessment, through dialogue with
and support to the relevant teams;
• To drive up appraisal rates and
the quality of staff appraisals;
• To improve the training offer to
staff, providing a variety of means
to access mandatory training and a
wider range of training to support
the acquisition and maintenance of
competencies for particular posts; and
• In so doing, to increase the pride
and enthusiasm of our staff for the
Trust and their work within it.
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Trust
improvement/
deterioration

No 2014 data

‘Staff Matter’ has been refreshed to
capture relevant actions. Our Workforce
and OD department has been strengthened
and restructured to support the above
work, with new roles for HR Business
Partners being introduced. These officers
will align themselves closely with particular
services and Care Groups providing
targeted support and development where it
is most needed.

4.3.7. Expenditure
on Consultancy
Expenditure on consultancy for the year
amounted to £251,635. This is not directly
comparable with the expenditure reported
in the Trust’s Annual Accounts for 2015/16,
which includes expenditure not covered
by the agreed definition for reporting
purposes.
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4.3.8. Off Payroll Engagements
Off payroll arrangements involving more
than £220 per day, at 31 March 2016, and
lasting for over six months in the year are
summarised in tables below and overleaf.

All such arrangements are reviewed with
respect to value for money, considering any
credible alternatives, and are risk assessed
to ensure that the individual is paying the
correct amount of tax.

The Trust’s policy is to seek to minimise off
payroll arrangements, except where they
are necessary to access the skills required.

The Trust has a number of medical
agency arrangements in place whilst the
recruitment processes are on-going.

Off Payroll Arrangements - at 31 March 2016

Number of existing engagements as of 31 March 2016
Of which :
Number that have existed for less than one year at the time of reporting.
Number that have existed for between one and two years at the time of reporting.

3

Number that have existed for between two and three years at the time of reporting.
Number that have existed for between three and four years at the time of reporting.

0
0

Number that have existed for four years or more at the time of reporting.

0

All of these existing off-payroll
engagements, outlined in table above,
have during 2015/16 been subject to a risk
based assessment as to whether assurance

1
2

is required that the individual is paying the
right amount of tax and, where necessary,
that assurance has been sought.
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Off Payroll Arrangements - reaching six months in 2015/16

Number of new engagements, or those that reached six months in duration, between 1 16
April 2015 and 31 March 2016
Number of the above which include the contractual clauses giving the trust the right to 16
request assurance in relation to income tax and National Insurance obligations
Number for whom assurance has been requested.
Of which :
Number for whom assurance has been received.
Number for whom assurance has not been received.
Number that have been terminated as a result of assurance not being received.

16
16
0
0
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Off Payroll Arrangements – Board Members and Senior Officials

No. of off-payroll engagements of board members, and/or, senior officials with
significant financial responsibility, during the financial year.
No. of individuals that have been deemed “board members and/or senior officials with
significant financial responsibility” during the financial year. This figure should include
both off-payroll and on-payroll engagements.

1
18

The above arrangement related to the
Interim Director of Human Resources and
Organisation Development (HR&OD). This
officer was recruited pending the outcome
of a recruitment exercise to replace the
previous Director of HR & OD. An initial
recruitment exercise failed to source a
candidate of appropriate calibre; therefore
the interim requirement continued until
31st May 2015.

4.3.9. Exit Packages
Exit packages are summarised below.
Compulsory redundancies relate to
restructuring and, in some cases, service
re-tendering and decommissioning. Other
departures relate mainly to capability,
conduct and in some cases agreed
voluntary redundancy schemes.
Accountability Report

Staff Exit Packages

Exit package cost band

Number of
compulsory
redundancies

Number of other Total number of
departures
exit packages
agreed

<£10,000
3 (0)
£10,001 - £25,000
6 (4)
£25,001 - 50,000
6 (10)
£50,001 - £100,000
2 (4)
£100,001 - £150,000
0 (4)
£150,001 - £200,000
2 (7)
>£200,000
0 (0)
Total number of exit packages
19 (29)
by type
Total resource cost £000s
862 (2,238)
Note: Comparative information is provided in brackets

100

41(31)
7 (2)
3 (0)
3 (0)
0 (0)
0 (0)
0 (0)

44 (31)
12 (6)
10 (10)
5 (4)
0 (4)
2 (7)
0 (0)

54 (33)

73 (62)

602 (137)

1464 (2375)
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Exit packages: non-compulsory departure payments

Voluntary redundancies including early retirement
contractual costs
Mutually agreed resignations (MARS) contractual costs
Early retirements in the efficiency of the service contractual
costs
Contractual payments in lieu of notice
Exit payments following employment tribunals or court
orders
Non-contractual payments requiring HMT approval*
Total
Of which:
non-contractual payments requiring HMT approval made
to individuals where the payment value was more than 12
months’ of their annual salary

Agreements
Number

Total value of
agreements
£000

11 (0)

327 (0)

0 (0)

0 (0)

1 (0)

60 (0)

43 (33)

215 (137)

0 (0)

0 (0)

0 (0)

0 (0)

55 (33)

602 (137)

0 (0)

0 (0)
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Note: Comparative information is provided in brackets

101

4.4. The NHS Foundation Trust Code
of Governance Disclosures
The NHS Foundation Trust Code of
Governance (“the Code”) is published by
NHS Improvement. Its purpose is to further
the development of corporate governance
in individual foundation trusts by making
Governors and Directors aware of the
principles of good governance and how to
develop best practice in their application.
The Board ensures compliance with the
Code through the arrangements it puts in
place for its governance structures, policies
and processes and how it keeps them
under review. These arrangements are set
out in documents that include:
• The Constitution;
• Schedule of Matters
Reserved to the Board;
• Standing Orders;
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• Standing Financial Instructions;
• Schemes of Delegation and
Decisions Reserved to the Board;
• Terms of Reference of the Board and
Council of Governors’ Committees;
• Dispute Resolution Procedure; and
• Codes of Conduct.
County Durham and Darlington NHS
Foundation Trust has applied the principles
of the NHS Foundation Trust Code of
Governance on a “comply or explain”
basis. The NHS Foundation Trust Code of
Governance, most recently revised in July
2014, is based on the principles of the
UK Corporate Governance Code issued in
2012.
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The Directors consider that the Trust
complied with the provisions of the
Code during 2015/16 with the following
exceptions:
• Provision A1.1: Whilst the Trust has a
documented statement of the role of
the Council of Governors shared with
the Board, this does not form part
of the Schedule of Matters Reserved
to the Board. The statement will be
incorporated within that document at
the next review date (October 2016); and
• Provision E1.2: Elements of the Trust’s
approach to the representation of patient
and public interest are set out in the
constitution, and there are a number of
other documents in place which set out
how the Trust seeks to engage patients
and the public in providing views on a
range of matters. However, there is no
over-arching statement of principles
agreed by the Board, to ensure that the
individual activities are co-ordinated
within an approved framework. This
will be rectified by 31st July 2016.

4.4.1. Other Disclosures
in the Public Interest
The Trust has sought to cover all of
the content required by Monitor’s NHS
Foundation Trust Annual Reporting Manual
2015/16, and additional information to
allow the public to understand the Trust’s
position and prospects elsewhere in this
report. The Trust considers that there are
no further matters required to be included
in the public interest.
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4.5. Regulatory Ratings
NHS Improvement
NHS Improvement (until 31 March 2016,
Monitor) publishes 2 ratings for each NHS
foundation trust, as follows:
• A financial sustainability risk rating
(FSRR), designed to capture a view of
the level of financial risk a foundation
trust faces and its overall financial
efficiency. A rating of 1 indicates the
most serious risk and 4 the least risk.
The rating considers four components
comprising the Trust’s ability to service
its capital commitments; its liquidity, the
income and expenditure margin and
the extent to which the income and
expenditure out-turn varies from the
Trust’s plan. The FSRR was introduced
with effect from the second quarter
of 2015/16. During the first quarter,
Monitor used a Continuity of Services
Risk Rating (COSRR) which considered
only capital servicing and liquidity.
Accountability Report

• The governance rating is Monitor’s degree
of concern about how the Trust is run, any
steps being taken to investigate concerns
and / or actions which NHS Improvement
is taking. The regulator will either indicate
that they have no evident concerns, that
they have begun enforcement action, or
that the foundation trust’s rating is ‘under
review’, which means we have identified
a concern but not yet taken action.
It is important to note that the ratings do not,
of themselves, trigger enforcement action
but prompt NHS Improvement to consider
when investigation is needed.
During 2015/16 the Trust’s ratings were as
follows:
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Regulatory ratings 2015/16

Plan

COSRR / FSRR

2

Quarter 1

Quarter 2

Quarter 3

Quarter 4

Ended
30th June
2015

Ended 30th
September
2015

Ended 31st
December 2015

Ended 31st
March 2016

3

2

2

2
(rating
declared
to NHS
Improvement)

Governance
rating

Green

Under
review –
requesting
further
information

Under review
– requesting
further
information

Not yet
Under review - ‘We
available
are investigating
governance and
financial sustainability
concerns at this
Trust triggered by
deterioration in
the Trust’s financial
position’.
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Comparatives for 2014/15 are set out below:
Regulatory ratings 2014/15

Plan

Quarter 1

Quarter 2

Quarter 3

Quarter 4

Ended
30th June
2014

Ended 30th
September
2014

Ended 31st
December 2014

Ended 31st
March 2015
Not available
at the time of
publication
of 2014/15
annual report

COSRR

3

3

3

3

Governance

Green

Green

Green

Green
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In December 2015, Monitor placed the
Trust in formal investigation in order to
better understand the reasons for the
deterioration in the underlying financial
position and whether further action was
needed to strengthen financial governance
and support the Trust going forwards. This
investigation is on-going. The Board takes
NHS Improvement’s concerns seriously and
is fully co-operating with the investigation
recognising that it is a supportive process
designed to underpin the on-going
sustainability of our services to our patients.
The Board has strengthened its financial
governance during the year through: the
establishment of the Finance Committee;
as part of the lower-level Financial
Sustainability Programme, establishment
of a Programme Management Office
(PMO) for the development and delivery
of cost improvement schemes, and a
number of other actions planned following
a review of financial performance by the
Audit Committee in January 2015. These
arrangements underpinned the delivery of
improvements in financial performance and
control as the year progressed, including
reductions in run rates for agency and
locum costs, improved delivery of cost
reduction programmes and performance
in line with a challenging financial plan.
The PMO continues to be expanded and
strengthened. Nonetheless, further effort
is required to reverse the underlying
deficit trend and to embed and leverage
the improved financial management and
governance processes in place, and in so

doing to assure NHS Improvement of their
adequacy.
Care Quality Commission
The Care Quality Commission inspected
the Trust in February 2015, reporting in
September 2015. Overall, the Trust was
rated as ‘Requires Improvement’ with DMH
and UHND rated as ‘Requires Improvement’
and our Community Services rated as
‘Good’. This is in keeping with majority
of acute trusts but, whilst most individual
services were rated as ‘Good’, falls short of
the Trust’s aspiration for our patients.
The split of ratings for the five CQC’s
inspection domains, for the Trust as a
whole, was:
Domain
Safe
Effective
Caring
Responsive
Well-led

Rating
Requires Improvement
Requires Improvement
Good
Good
Requires Improvement

The above was broadly similar to the
Board’s own assessment, completed prior
to the inspection, with the exception that
the Board rated ‘Effective’ as Good and
Responsive as ‘Requires Improvement’ At
the individual service level, it was pleasing
to note that over 80% of ratings were
‘Good’ with the following services rated as
good overall:
• Medical Care (at DMH);
• Urgent Care (all sites);
• Surgery (both UHND and DMH);
• Critical Care (both UHND and DMH);
• Maternity (both UHND and DMH);
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Monitor’s initial decision to seek further
information from the Trust was triggered by
the submission of a deficit plan for 2015/16
and the Trust’s failure to meet the A&E four
hour waiting times standard in Quarter 4 of
2014/15.

• Children and Young People’s
Services (Both UHND and DMH);
• Outpatients and Diagnostic Imaging; and
• All community services.
A&E services, End of Life Care in acute
settings and Medical Care (UHND) were
rated as Requires Improvement overall.
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Some 77 actions were agreed, 41 of which
were categorised as ‘must do’ actions in
response to requirements notices within the
report. Progress in implementing actions
is tracked by the Executive and Clinical
Leadership Committee and reported to
the Board and the Council of Governors.
The significant majority of actions have
been taken with the remaining actions
in hand for completion by June 2016.
The main quality improvement themes
are summarised below, together with the
actions we have taken since the inspection.
• The need to strengthen arrangements
for the care of patients receiving
non-invasive ventilation (NIV): 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). In addition, the Trust has
established an Acute Care Intervention
Team, which is being introduced to
track and escalate patients at risk of
deterioration, ensuring senior medical
review and intervention where required.
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• Improving 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.
• End of Life Care: Ensuring that 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. Moreover, the
Trust, supported by its commissioners
is working with partners in palliative
care across the local health economy
to agree a comprehensive strategy
for the development of palliative care
in hospital and in the community.
• Reinforcement of individualised care
plans and high standards of recordkeeping. 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.
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4.6. Statement of The Chief Executive’s
Responsibilities as the Accounting Officer
of the Trust

Under the NHS Act 2006, Monitor has
directed County Durham and Darlington
NHS Foundation Trust to prepare for each
financial year a statement of accounts
in the form and on the basis set out in
the Accounts Direction. The accounts are
prepared on an accruals basis and must
give a true and fair view of the state of
affairs of County Durham and Darlington
NHS Foundation Trust and of its income
and expenditure, total recognised gains
and losses and cash flows for the financial
year.
In preparing the accounts, the Accounting
Officer is required to comply with the
requirements of the NHS Foundation Trust
Annual Reporting Manual and in particular
to:
• observe the Accounts Direction issued
by Monitor, including the relevant
accounting and disclosure requirements,
and apply suitable accounting
policies on a consistent basis;
• make judgements and estimates
on a reasonable basis;

• state whether applicable accounting
standards as set out in the NHS
Foundation Trust Annual Reporting
Manual have been followed, and
disclose and explain any material
departures in the financial statements;
• ensure that the use of public funds
complies with the relevant legislation,
delegated authorities and guidance; and
• prepare the financial statements
on a going concern basis.
The Accounting Officer is responsible
for keeping proper accounting records
which disclose with reasonable accuracy
at any time the financial position of the
NHS Foundation Trust and to enable
her to ensure that the accounts comply
with requirements outlined in the above
mentioned Act.
The Accounting Officer is also responsible
for safeguarding the assets of the NHS
Foundation Trust and hence for taking
reasonable steps for the prevention and
detection of fraud and other irregularities.
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The NHS Act 2006 states that the Chief
Executive is the Accounting Officer of
the NHS Foundation Trust. The relevant
responsibilities of the Accounting Officer,
including their responsibility for the
propriety and regularity of public finances
for which they are answerable, and for the
keeping of proper accounts, are set out
in the NHS Foundation Trust Accounting
Officer Memorandum issued by Monitor.

To the best of my knowledge and
belief, I have properly discharged the
responsibilities set out in Monitor’s NHS
Foundation Trust Accounting Officer
Memorandum.

Chief Executive
Date: 25 May 2016
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4.7. Annual Governance Statement
Scope of responsibility

Capacity to handle risk

As Accounting Officer, I have responsibility
for maintaining a sound system of internal
control that supports the achievement
of the NHS Foundation Trust’s policies,
aims and objectives, whilst safeguarding
the public funds and departmental assets
for which I am personally responsible,
in accordance with the responsibilities
assigned to me. I am also responsible for
ensuring that the NHS Foundation Trust is
administered prudently and economically
and that resources are applied efficiently
and effectively. I also acknowledge my
responsibilities as set out in the NHS
Foundation Trust Accounting Officer
Memorandum.

As Chief Executive and Accounting Officer
I am responsible for risk management.
However, the day to day responsibility for
clinical risk is delegated to the Medical
Director and the Director of Nursing. Risk
to operational performance is delegated
to the Director of Operations, financial
risk is delegated to the Director of Finance
and responsibility for the broader risk
management process is delegated to the
Senior Associate Director of Assurance and
Compliance.
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The purpose of the system of internal
control
The system of internal control is designed
to manage risk to a reasonable level rather
than to eliminate all risk of failure to
achieve policies, aims and objectives; it can
therefore only provide reasonable and not
absolute assurance of effectiveness. The
system of internal control is based on an
ongoing process designed to identify and
prioritise the risks to the achievement of
the policies, aims and objectives of County
Durham and Darlington NHS Foundation
Trust, to evaluate the likelihood of those
risks being realised and the impact should
they be realised, and to manage them
efficiently, effectively and economically. The
system of internal control has been in place
in County Durham and Darlington NHS
Foundation Trust for the year ended 31
March 2016 and up to the date of approval
of the Annual Report and Accounts.
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Managers with responsibility for clinical and
non-clinical risk management, health and
safety, information governance, operational
performance and financial risk support
the Executive Leads. They also provide
support to managers across the Trust on
risk assessment, risk management, staff
training and the development of good
practice. Members of staff receive training
via a range of training programmes to
ensure that staff achieve the appropriate
levels of competence and expertise.
The Trust has an Assurance, Risk and
Compliance (ARC) Team in place to provide
expert review of operational risk registers
including coaching, challenge and support
to risk owners. During 2015/16, this
team has trained over 160 team leaders
and middle managers in the Trust’s risk
management process.
The risk management process is informed
by the analysis of incident reports,
complaints, compliments and survey
feedback, risk identification exercises,
planning processes, national guidance,
legislation and studies of best practice.
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The risk and control framework
Risk management strategy
The overall objectives of the Trust’s risk
management strategy are to:
• Anticipate and effectively manage
risks to the delivery of safe, effective
and responsive care, risks to the
achievement of strategic objectives
and risks to operational delivery
and regulatory compliance; and
• To support the effective implementation
of the Trust’s clinical and quality
strategies, and the enabling
strategies which underpin them.
The strategy is published on the Trust’s
intranet site together with supporting
operational policies and procedures.
Progress against the strategy is reported
to the Risk Management Committee and
outcome-based KPIs are in place.
The key elements of the Trust’s risk
management strategy are:
• Agreed standards for the management
of risk within the organisation;

• A clear framework of accountability and
responsibility for the management of
risk, including a requirement for regular,
documented reviews of risk registers
and emerging risks within each Clinical
Care Group and corporate directorate, in
accordance with the above standards;
• A defined committee structure,
which supports decision making and
actively seeks assurance in response to
organisational risk. This includes the
Risk Management Committee which
reviews the assessment and mitigation
plans for significant risks and seeks
assurance on the operation of the risk
management process within Clinical Care
Groups and corporate directorates;
• Systems for the identification, analysis,
prioritisation and mitigation of risk,
with reference to a view of risk
appetite endorsed by the Board;
• Monitoring of the status of principal
inherent risks to the achievement of
objectives, including strategic risks,
through the Board Assurance Framework;
• Patient Safety and non-clinical risk
management teams to support risk
control processes and the development
of capacity within the Corporate
Departments and Care Groups;
• On-going review, coaching, challenge,
training and support from the ARC team
to embed risk management processes
into the day to day activities of the Trust;
• Communication processes designed
to ensure that, when things go wrong
lessons learned are disseminated
at all levels of the Trust;
• Quarterly reporting to the Board on
the significant risks within the risk
register and the full Board Assurance
Framework, in line with the timetable
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There is a commitment within the Trust to
being candid when things go wrong and
to learn lessons from adverse events and
near misses. The Trust has put in place
systems to ensure that all staff are aware
of their professional and statutory duties
of candour and tracks compliance with
the statutory Duty of Candour through
its incident management system. We
continue to embed these processes and to
monitor their effectiveness, including acting
on the recommendations from Internal
Audit set out later in this statement.

for regulatory declarations; and
• External communication with
stakeholders and the public
through the Council of Governors
and other established forums.
The Board has defined its risk appetite
and reaffirmed it during the year through
the review of the Quarterly Risk and
Assurance reports. Trajectories have been
introduced for the strategic risks within the
Board Assurance Framework, showing the
anticipated impact risk mitigation towards
target risks scores over time. This is a
developing process; however, the Board
has begun to monitor the effectiveness
of risk management against the agreed
trajectories and to seek further mitigation
where required. The Board will review its
assessment of risk appetite in 2016/17 to
ensure that it remains up to date.
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The role of the Board and Committees
The Trust Board sets the strategy and
policy framework within which the Trust’s
operations are handled. The Board has
implemented structures and processes to
allow it to exercise oversight of Trust affairs,
and to provide reasonable assurance that
significant risks to the achievement of key
Trust objectives are identified and mitigated
through the effective operation of systems
of control. The Board receives a quarterly
report on the Board Assurance Framework
and significant (red) risks within the Trust’s
risk register.
The Board delegates oversight of the
risk management process to a Risk
Management Committee, comprising all of
the Executive Directors and senior leaders
within each Care Group and corporate
function. I chair the Risk Management
Committee, which met bi-monthly during
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2015/16 to review the significant risks
escalated by Care Groups and corporate
functions, including validating the
assessment of risk and seeking assurance
as to the adequacy and implementation
of mitigating actions. Once validated,
significant risks are presented to the full
Board routinely through quarterly Risk
and Assurance Reports; significant risks
identified between quarterly reporting
dates are included in escalation reports to
the Board.
The Board delegates its oversight of
Trust business to three functional subcommittees: the Finance Committee,
the Quality and Healthcare Governance
Committee and the Planning and
Workforce Committee. All three
Committees are constituted from full
Board members, are chaired by NonExecutive Directors and include a second
Non-Executive Director. The Quality and
Healthcare Governance Committee and
Planning and Workforce Committee were
in place for the whole year, and met 11 and
nine times respectively during the year. The
Finance Committee was established in June
2016, because the Board recognition of the
need to strengthen financial governance
in response to the increasingly challenging
financial environment. The Committee met
in every month since its establishment.
The terms of reference of each Committee
require the Committee to satisfy itself with
respect to the identification of risks and the
level of assurance available that mitigating
actions and controls are effective. All
three Committees are focused on seeking
assurance that action is being taken and
achieving desired outcomes where risks
and issues are identified. Each reviews
the Board Assurance Framework, for the
principal objectives within their remit,
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The Finance Committee focuses closely
on the management of risks to in-year
financial performance and the future
financial sustainability of the Trust,
receiving and reviewing reports on
performance against the financial plan
and the delivery of cost improvement
programmes at each meeting. A great deal
of emphasis has been given to the scrutiny
of the development and implementation
of plans to arrest increasing dependence
upon, and the associated costs of,
agency and locum staff, as well as the
identification of productivity and efficiency
opportunities from benchmarking,
including work with Lord Carter of Coles
team. Third party assurance reports and
external reviewers are scrutinised.
The Quality and Healthcare Governance
Committee seeks assurance in respect of
the safety and effectiveness of the Trust’s
clinical practice and operations, and on the
patient experience resulting from them.
The Committee uses a number of sources
of assurance including: triangulation of
data on incidents, complaints, litigation,
and compliance audits of individual wards;
patient feedback; clinical audit; internal
audit and third party visits.
The Planning and Workforce Committee
seeks assurance in respect of the on-going
management of business and workforcerelated risks, drawing upon a variety of
management reports and the work of
internal auditors, the Trust’s separate IM&T
Auditors, and third parties.
All three Committees have procedures
in place to escalate risk to the Board
through formal reports from the Chair of

each Committee, and can direct relevant
managers to capture risks to the risk
register for their particular department or
Care Group.
The Executive and Clinical Leadership
Committee, a further Board subcommittee, is the Trust’s senior and clinical
leadership team and meets weekly to
seek clinical consensus on strategic and
significant operational issues; review and
communicate action on behalf of the
Board, on policy and service issues, and to
set performance frameworks in place for
Care Groups and corporate functions.
During the year, the Trust established and
embedded its Integrated Performance
Framework. This framework requires
Clinical Care Groups to monitor their own
performance, identifying and escalating
risks for Executive Directors’ support where
necessary. Monthly meetings are held with
Heads of corporate monitoring functions
to validate and, as necessary, strengthen
these risk assessments with key issues
forming the agenda for quarterly reviews
with all Executive Directors. Risks identified
in-between performance review meetings
are escalated to the Executives and Clinical
Leadership Committee, which meets
weekly, for support or action as necessary.
The Trust Board has established an
Audit Committee charged with seeking
reasonable assurance of the adequacy of
risk management, control and governance
systems within the Trust, including the
Trust’s overall governance structures.
The Committee consists of three nonexecutive directors with extensive,
relevant experience. During 2015/16,
the Committee met six times and sought
assurance based on reports from the Trust’s
internal auditors (including IM&T Audit),
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although this is still a developing process
and needs to be further embedded.

external audit, third parties, and through
its own enquiries of senior managers.
The Committee met with the Chairs of
the Board Committees outlined above to
ensure that the assurance agenda was coordinated and, where appropriate, to place
reliance on the work of those Committees.
The Chair of the Committee provides
updates to the Board on significant matters
arising through formal escalation reports.
Clinical Care Groups
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The Trust’s healthcare services are provided
through a number of Clinical Care Groups.
The Trust restructured its operations during
2015/16, moving from three to five Care
Groups with effect from 1st December
2015. The new Care Groups are more
closely aligned to, and promote better
integration of, care pathways and require
smaller spans of control designed to
enhance management, control and clinical
governance. Each Care Group is led by a
‘triumvirate’ comprising a Clinical Director,
Lead Nurse and Associate Director of
Operations, significantly increasing capacity
for operational control and delivery.
The Board Assurance Framework and
Risk Register
A Board Assurance Framework is in place
which captures the significant risks to
the achievement of the Trust’s objectives,
together with the controls and processes
in place to mitigate them effectively and
the specific evidence available to provide
assurance that these control processes
are effective. Gaps in controls and gaps in
assurance are identified and action plans
put in place to address them. The Board
uses this framework to identify and track
the mitigation of strategic risks towards
target risk positions, scrutinising the
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progress of action plans against agreed
trajectories.
The Trust’s corporate risk register draws
together the “red” risks from the individual
operational risk registers maintained by the
Corporate Departments and Care Groups.
The registers record the nature of the risk,
its relative priority with regards to other
risks, the risk owner and the action plan in
place to mitigate or manage it. Decision
making about risk management priorities is
made by the Risk Management Committee.
Priorities are then fed into Board processes
to support decision making on the
prioritisation and allocation of resources.
The Audit Committee seeks assurance on
the robustness of the Board Assurance
Framework through periodic scrutiny of its
content, discussion with the Chairs of each
Board sub-committee and reports from the
Trust’s internal auditors. As noted above
the Board receives a quarterly report on the
Assurance Framework.
The Trust uses the Safeguard on-line
reporting tool for Risk Management.
This system is also used by the Trust for
incident reporting and ensures that all
staff members have the opportunity to
report incidents easily. All incidents are
investigated within a specified timeframes.
The Trust recognises that it is neither
possible nor always desirable to eliminate
all risks and that systems should not stifle
innovation. When all reasonable control
mechanisms have been put in place there
will inevitably remain some residual risk and
this level of risk must be accepted. Risk
acceptance within the Trust is systemic and
transparent. Risk is assessed both in terms
of its current likelihood and impact, and in
terms of the target likelihood and impact
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Foundation Trust Governance
(including Quality Governance) –
principal risks and mitigations
The Board actively reviews and seeks
assurance over the principal risks to
compliance with Condition FT4 of the its
provider licence (FT governance). Principal
inherent risks include lack of clarity and
effectiveness within the governance
structure, unclear reporting lines and
accountabilities between the Board, its
sub-committees and the executive team,
omissions or errors in key data sets, and
inability to secure succession for key
executive and non-executive posts. The
Board has approved terms of reference and
work plans covering the decision-making
and assurance seeking roles of each Board
sub-committee and has undertaken a full
review of its needs from each Committee
during the year.
In December 2015, Monitor placed the
Trust in formal investigation with respect
to its financial position in order to better
understand the reasons for the financial
position and whether further action was
needed to strengthen financial governance
and support the Trust going forwards.
This investigation is on-going. The Board
takes Monitor’s concerns seriously and is
fully co-operating with the investigation
recognising that it is a supportive process
designed to underpin the on-going
sustainability of our services to our patients.

The Board has strengthened its financial
governance during the year through:
the establishment of the Finance
Committee; a Financial Sustainability
Programme, establishment of a
Programme Management Office (PMO)
for the development and delivery of cost
improvement schemes, and a number
of other actions planned following a
review of financial performance by the
Audit Committee in January 2016. These
arrangements underpinned the delivery of
improvements in financial performance and
control as the year progressed, including
reductions in run rates for agency and
locum costs, improved delivery of cost
reduction programmes and performance in
line with a challenging financial plan. The
PMO continues to be strengthened. The
focus now is on embedding and leveraging
the improved financial management and
governance processes in place, and, in so
doing, to assure NHS Improvement of their
adequacy.
The Trust has commissioned both a peer
review of its financial management, and
an external review of its 2016/17 cost
improvement plans and independent
confirmation that the actions it agreed
in May 2015 have been undertaken. The
final report regarding the former is awaited
at the time of drafting this statement. A
final report has been received following
the external review, in response to which
actions have been agreed and are being
delivered. These will/have been shared
with NHS Improvement and the Trust will
implement any recommendations made to
further strengthen its financial control and
governance.
In combination with the strengthening
of the Clinical Care Groups’ senior
management and the development of
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following implementation of mitigations.
Current risk levels can be compared against
the Board’s risk appetite. Target scores
are reviewed by the Risk Management
Committee. Once the target position is
reached, the risk can be closed. Significant
inherent risks continued to be monitored
through the Board Assurance Framework.

the Integrated Performance Framework,
noted below, the Board considers that
the measures taken to date provide
firmer foundations for improved financial
performance in 2016/17. Further
commentary is provided in the sections on
principal risks below.

Sources of assurance with respect to the
Trust’s arrangements for risk management,
control and governance are captured and
reported to the Board through the Board
Assurance Framework. The Assurance
Framework, supported by further evidence
collated by the Senior Associate Director
of Assurance and Compliance, provides
the evidence on which the Board is able to
consider and make submissions to Monitor,
including the Corporate Governance
Statement required annually.

The Board receives reports at each of its
meetings from the Executive Director of
Nursing and Executive Medical Director
which include performance against annual
and longer-term priorities, together with
on-going risks to particular services and
issues identified from benchmarking (for
example, mortality information). The
Integrated Performance Report provides
further detail of performance against key
quality metrics. Risks to the achievement
of strategic goals are reflected in the
Board Assurance Framework and reported
on through the quarterly Risk and
Assurance reports to the Board. There are
six objectives with the Quality Domain
covering: mortality; minimising patient
harm; providing care in the right place
at the right time; clinical effectiveness;
patient experience and the patient
environment. Non-Executive Directors
chair and participate in the Trust’s Quality
and Healthcare Governance Committee,
providing challenge to quality governance
and leadership of the quality agenda. A
network of lower-level committees is in
place to support the Quality and Healthcare
Governance Committee in giving attention
to specialist areas: examples include
the Clinical Standards and Therapeutics
Committee and the Trauma Committee.

The Trust follows the Quality Governance
Framework set out by Monitor. The Trust
has a quality strategy “Quality Matters”,
which defines the key quality priorities for
the Trust, including those already endorsed
within the Trust’s clinical strategy, together
with measures of success, owners and key
actions. The strategy informs the setting
of annual quality priorities within the

At the Executive-Level, patient outcomes
and patient experience comprise two of
the four strands of performance (along
with workforce and financial performance)
monitored through the Integrated
Performance Framework. Quality-related
risks are also monitored more frequently
at fortnightly Patient Safety Forum and
HCAI Reduction Forum meetings led by the

A programme of data quality testing
is in place, through the internal audit
plan, comprising cyclical testing of
indicators covered under Monitor’s Risk
Assessment Framework and risk-based
testing of data for Quality Accounts and
CQUIN performance indicators. This is
supplemented by external audit testing of
quality account indicators, to provide the
Board with assurance over the reliability
of performance information. Data kitemarking procedures were in development
by the end of the year and are planned to
be rolled out from June 2016.
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Annual Quality Report and was based upon
consultation with stakeholders both inside
and outside the Trust.
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Staff members are actively encouraged to
make suggestions to improve quality, for
example through ‘Dragon’s Den’ events
where funding can be obtained to support
innovative ideas, and to report harm and
errors. The Trust significantly improved its
incident reporting rates during 2015/16
based on national benchmarking data
from the National Reporting and Learning
System and, in the National Staff Survey
2015, positive responses were received
with respect to the willingness of staff to
report matters and their confidence in the
investigation process. There are defined
processes and structures in place for
escalating issues through the governance
chain to the Board and for developing and
monitoring action plans in respect of issues
identified.
The Audit Committee monitors the
effectiveness of internal audit processes,
together with the implementation of the
Trust’s whistle-blowing policy. A variety of
mechanisms is in place to collect patient
feedback – with over 70,000 patient
contacts captured in the last year - and to
consult with external stakeholders on the
design of new pathways and processes.
A Patient Experience Forum is in place,
reporting to the Quality and Healthcare
Governance Committee to co-ordinate
such arrangements.
Regulatory risks, including risks to
compliance with the Care Quality
Commission’s standards are monitored
through the Board Assurance Framework.
The Trust has implemented, and is now
seeking to embed, systematic auditing
to monitor compliance with nursing and
regulatory standards at ward and team
level – with built in triggers to highlight

strong performance and to escalate where
performance needs to be improved. In
addition, a periodic peer review process
is undertaken where teams from one
site audit clinical practice on another
site, with reference to each of the CQC’s
Fundamental Standards. Further details of
the CQC’s inspection of the Trust, and the
actions taken are set out on page 11.
Data Quality and Security
The Trust Board has in place a rolling three
year programme of independent validation
of data sets used to report against
Monitor’s quality governance indicators,
through the internal audit programme,
supplemented by other sources of
assurance through the Board Assurance
Framework.
The Trust has robust procedures in place for
the management of risks associated with
the holding and processing of personal
information. The Trust has a dedicated
manager with responsibility for information
governance and data security. In my
capacity as designated Senior Information
Risk Owner, I have oversight of information
governance and data security. The
Trust has in place a full information risk
management structure and I am regularly
updated on all incidents and risks monthly.
Information Asset Owners are responsible
for the information held in their areas,
recording information on Information Asset
Registers, assessing risks and implementing
actions to mitigate that risk as required.
The Trust is obliged to formally report
any Level 2 serious incidents requiring
investigation to commissioners via STEIS
and as part of its Information Governance
Toolkit submissions. There were no
incidents occurring which were rated, by
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Executive Director of Nursing.

the Trust’s Information Governance team,
at Level 2, during 2015/16
The Trust conducts an annual review of
its arrangements using the Information
Governance Toolkit Assessment and was
rated “Green - Satisfactory” with 92%
compliance against the relevant standards.
Governors and third parties
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As a foundation trust, the Trust’s Board
of Directors is accountable to the Council
of Governors. The Council of Governors
receives updates on performance and
is able to ask questions of Directors at
each of its four meetings per annum. The
Council has established sub-committees,
with particular roles for the Strategy and
Planning Committee, and the Quality and
Healthcare Governance Committee in
respect of risks and controls.
The Strategy and Planning Committee
scrutinises draft plans and strategies
(including component strategies) and the
management of the strategic risks within
the Board Assurance Framework on behalf
of the Council of Governors.
Quality related risks are discussed by
the Governors’ Quality and Healthcare
Governance Committee. This committee
also reviews the Complaints, Litigation,
Incidents and Patient Advice and Liaison
Service (CLIPs) report at every meeting
and reports on these matters to the
Council of Governors. During 2015/16,
the Committee received updates on the
implementation of the action plan agreed
with CQC to address the requirement
notices within their comprehensive
inspection report.
In addition, the Trust reports all Serious
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Untoward Incidents to its commissioners as
part of its contractual arrangements and
works with the local Overview and Scrutiny
Committees to address issues of concern
raised by the public or local councillors.
Head of Internal Audit Opinion – areas
for control improvement
Whilst providing significant assurance in
respect of the Trust’s control environment
overall, the Head of Internal Audit Opinion
for 2015/16 highlighted a number of areas
from audits completed during the year
where controls were deemed to be in need
of improvement. These are summarised
below, together with the action taken by
the Trust.
• Learning from incidents and complaints
– Internal Audit found, in some cases, a
lack of evidence of the follow through
of the implementation of actions in
response to complaints and incidents,
and of dissemination of learning within
some Care Groups. In addition, there
were delays noted in concluding the
investigation of some complaints in the
sample inspected and gaps in records
used by the Trust to monitor compliance
with the statutory Duty of Candour for
notifiable safety incidents.
The new Care Groups are at present
implementing new governance structures
based on agreed standards which
include follow through of learning from
complaints and incidents. Increased
emphasis has already been placed upon
disseminating learning from serious
incidents through the Executive and
Clinical Leadership Committee and
the Medical Director is establishing a
Trust-wide Clinical Quality and Safety
Panel to bring together senior medical
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The Trust’s Patient Safety and
Governance Team monitor and
escalate gaps in records required for
Duty of Candour purposes to the
senior management in each Care
Group and to the Executive and
Clinical Leadership Committee.
• Development and delivery of cost
reduction schemes – Plans underpinning
the delivery of some CRT schemes were
not found to be sufficiently robust with
respect to underlying assumptions, key
actions, milestones, action owners and
risk assessment, and there was a greater
need for review of schemes within Care
Groups and corporate directorates prior

to review at Programme Management
Office (PMO) and Executive level. In
addition, at the time of Internal Audit’s
testing the Quality Impact Assessment
process had lapsed.
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and nursing staff and Allied Health
Professionals to support organisational
learning.

Internal Audit’s work was, in part,
completed prior to the start of the
Financial Sustainability Programme
and the PMO arrangements which
are now being strengthened. The
PMO will have additional resources to
support Care Groups and directorates
in putting in place and following
through plans. Quality Impact
Assessment meetings were reinstated
late in the year and have taken place
to review schemes underpinning
the annual plan for 2016/17.
• Embedding the ‘Quality Matters’ ward
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performance audit process – Internal
Audit reviewed the process, which is
relied on to allow wards and teams, as
well as senior management, to assess
compliance with nursing standards, twice
during the year. Issues with respect to the
design of the process and the reporting
tool were subsequently addressed;
however, by the date of the follow up
review in March 2016, there was still
further work required to embed the use
of the audit tools across all ward areas.
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The audit tool has been used by all
wards for three months and there has
been extensive support provided to ward
sisters and matrons by the Associate
Director of Nursing (Standards). A
small number of wards have had some
difficulty in collecting and reporting
the results effectively. These are
being worked through individually.
• Reliance on local, manual processes to
underpin some aspects of waiting list
management – Internal Audit were asked
to look at a small number of cases in
which patients had waited more than 52
weeks to identify any gaps in processes
which had contributed to the delays.
Action has been taken, mostly in year,
to correct the specific deficiencies
identified. The Trust is working on the
implementation of an electronic system
for results acknowledgement which
will address the risk of delays in results
being acted upon or communicated.
• Strengthening the governance and
management of programmes and
projects – Programme governance
has to date been managed through
the Executive and Clinical Leadership
Committee. Executive Directors
agreed that more formal programme
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management arrangements would be
required, pending the results of Internal
Audit’s review which was on-going.
Internal Audit’s findings reinforce the
need for change, highlighting the need
for: better definition of programmelevel objectives; an overall programme
plan with key milestones; improved risk
assessment and reporting from projects;
more detailed monitoring of programmelevel costs and benefits, and of projects
against agreed targets; a review of
programme resources and increased
reporting to the Board.
Internal Audit work completed on key
projects during the year also found some
weaknesses in project management
documentation and in reporting on
progress, risks and issues to Project
Boards. Some clinical routines had
been developed by project staff outwith the formal approval process. The
requirements of the project management
framework, including approval processes,
are being reviewed alongside programme
management needs, and are being
reiterated to those involved with key
projects.
Internal Audit’s recommendations on
programme management have only
recently been received. The Executive
and Clinical Leadership Committee
will oversee agreed improvements.
• Ambulance handover records – Internal
Audit found that reports from the
North East Ambulance Service, showing
ambulance handover delays were not
being checked and validated.
The reports are now being validated.
• Temporary staffing controls / Nurse
rostering – Internal Audit found that
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In addition, Internal Audit found
examples of expenditure with nursing
agencies outside of the Trust’s financial
and nursing policies with off framework
agencies and gaps in evidence of preemployment checks. Since the start
of 2016, the Trust has put in place
arrangements through a neutral vendor
to act as a broker securing bookings
only with agencies included within
an agreed framework that meet the
requirements set by our regulator,
including the requirement to complete
pre-employment checks. Moreover, the
Trust is being successful in increasing
both the capacity and utilisation of its
staff bank and reducing dependency on
agencies over time.
These reports were issued at the 2015/16
year end. A detailed action plan is to be
prepared to address the issues identified.
In addition to the matters raised in the
Head of Internal Audit Opinion, the Trust’s
specialist IM&T internal auditors have also
highlighted the following high risk issues.
• Network Security: There is a need to
strengthen formal network security
arrangements in place, specifically
in relation to: intrusion detection

and prevention capabilities provided
by the perimeter firewalls; network
access control; the Trust’s data loss
prevention solution; segregation of
critical systems and data storage;
and, network vulnerability scanning
procedures. This need was recognised
in the Trust’s gap analysis against the
Department of Health’s Top 10 Cyber
Security risks and, although the Trust
is in a better position than some of its
peers, the Information Strategy Steering
Committee acknowledges the increasing
risk profile in this area and is developing
a business case to introduce security
measures as outlined above. Network
access control is being enhanced as
part of a current network refresh.
• Information Risk Management There
is a need to refresh awareness of the
Trust’s information risk management
framework, and staff members’
responsibilities in some areas, following
various reorganisations within the
Trust. Briefings were provided to
senior managers, including the
Executive and Clinical Leadership
Committee and training sessions are
being provided for relevant staff.
Guidance is also being updated.
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there was not a formal plan in place
enabling planned improvements to the
nurse rostering system to be monitored
through to implementation. Use of the
system for real-time updates and access
to the system was limited in some areas,
some of which did not have live system
access, impacting on the use of the
system to book bank staff for shifts and
undermining efforts to control temporary
staffing.

• Physical and Environmental Security:
The Trust’s risk register recognised a risk
of water ingress into the data centre
at DMH following an earlier incident.
This data centre is the secondary centre,
used for failover from the primary
centre at a site in County Durham.
A temporary canopy was in place to
protect servers and equipment for part
of the year. By the year end and Estates
and Informatics had worked together
to provide a more robust solution.
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CQC Inspections
The Trust is fully compliant with the
requirements of the Care Quality
Commission subject to the matters noted
below.
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. Some 77 actions were agreed,
38 of which were categorised as ‘must do’
actions in response to requirements notices
within the report. Progress in implementing
actions is tracked by the Executive and
Clinical Leadership Committee and
reported, for assurance purposes to the
Board and the Council of Governors.
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Together with significant positive feedback,
the main quality improvement themes
identified by CQC and the actions taken
were as follows:
• The need to strengthen arrangements
for the care of patients receiving noninvasive 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
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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,
which is being introduced to track and
escalate patients at risk of deterioration,
ensuring senior medical review and
intervention where required.
• Improving 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.
• End of Life Care: Ensuring that 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. Moreover, the
Trust, supported by its commissioners
is working with partners in palliative
care across the local health economy
to agree a comprehensive strategy
for the development of palliative care
in hospital and in the community.
• Reinforcement of individualised care
plans and high standards of record-
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• 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.
Other matters
As an employer with staff entitled to
membership of the NHS Pension Scheme,
control measures are in place to ensure
all employer obligations contained within
the Scheme regulations are complied with.
This includes ensuring that deductions

from salary, employer’s contributions
and payments into the Scheme are in
accordance with the Scheme rules, and
that member Pension Scheme records are
accurately updated in accordance with the
timescales detailed in the Regulations.
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keeping: Considerable work has been
done to develop skills and performance
across wards and frequent audits of
compliance are being carried out.

Control measures are in place to ensure
that all of this organisation’s obligations
under equality, diversity and human rights
legislation are complied with.
The Foundation Trust has undertaken
risk assessments and Carbon Reduction
Delivery Plans are in place in accordance
with emergency preparedness and civil
contingency requirements, as based on
UKCIP 2009 weather projects, to ensure
that this organisation’s obligations
under the Climate Change Act and the
Adaptation Reporting requirements are
complied with.
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Principal risks managed during the year
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The key risks managed by the Trust during
the year stemmed from high levels of
demand, coupled with financial and
workforce pressures:
• Despite investments in primary care
services, Accident and Emergency (A&E)
Department attendances continued to
grow at 3% out-stripping commissioning
intentions. Non-elective admissions
reduced by 2.8% but, in line with the
national picture, acuity levels for those
patients requiring admission increased.
The net effect was to increase pressure
on the Trust’s unscheduled care services
impacting upon performance against the
A&E waiting times target, ambulance
handover delays and access to medical
beds for our patients. A full analysis
of the actions taken by the Trust is set
out in Section 3.2 of the Trust’s annual
report. Key actions include the work of
the Transforming Unscheduled Care Task
Force, building on two ‘Perfect Week’
exercises, in optimising arrangements
for command and control patient flow,
discharge management and review
of patients by senior decision-makers.
Further activity pressures were observed
with respect to cancer services, impacting
particularly on two week waits for
breast symptomatic patients because of
disruption to services at City Hospitals
Sunderland and James Cook Hospital,
Middlesbrough. The Trust put in place
interim measures to maintain patient
access at over 92% for the year.
• The Trust posted a deficit in 2014/15
and again in 2015/16, albeit in line
with the financial plan agreed with
Monitor. Underlying reasons for the
deficit included both internal factors,
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most notably increasing dependence
on agency and locum staff (see below)
and shortfalls in meeting challenging
targets for recurring cost reductions,
and structural deficits within the local
health economy, resulting in pressure on
our contracts with commissioners. The
Trust needs to preserve cash reserves
in order to fund necessary investments
in upgrading out of date theatres and
improved Emergency Departments on
both sites; however, increasing operating
deficits risk erosion of those reserves. As
outlined above, the Trust overhauled its
financial governance arrangements in the
year, establishing the Finance Committee
and the Financial Sustainability
Programme, which combines Programme
Office management of the development
and delivery of cost reduction and
cost control schemes with frequent
Executive-level scrutiny and direction
of the programme. Detailed plans have
been implemented to safely reduce
dependence on agency and locum
staff, and associated costs, monitored
through the Finance Committee, which
showed real, positive impacts in the
second half of the year. However, the
Trust remains under investigation with
NHS Improvement, as it continues to
strengthen these arrangements.
• Workforce pressures were observed with
respect to both nursing and medical
staff. Most – relating to medical wards,
end of life services and A&E services
were highlighted in the CQC’s inspection
report on the Trust. In keeping with
many other acute trusts, the Trust
continued to experience shortages of
nursing staff in some acute services. This
is a product of a number of national
factors in particular increased demand
for nurses – including the availability of
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• The Trust continued to experience
some challenges in maintaining medical
staffing rotas over two sites for particular
specialties, resulting in increasing
dependence on locum staff in some
areas. These trends reflected national
shortages, coupled with the tendency
of trainees to leave the North East on
completion of their training to return
to other parts of the country. Protocols
were implemented to seek to ensure that
any locum staff used carried appropriate
professional qualifications, registrations
and were up-to-date in respect of their
required competencies. The Medical
Director is overseeing the implementation
of a 13 point plan to increase substantive

staffing and the Board has agreed
specific plans for some services for
delivery over the next 12 months.
• At times of workforce and related
pressure, the Trust has recognised the
need to maintain focus on minimising
patient harm. Fortnightly Patient Safety
Forum meetings and HCAI Reduction
Forum meetings were held to maintain
this focus and, from the autumn of
2015, learning from serious incidents
has been a standing agenda item in the
Trust’s Executive and Clinical Leadership
Committee. Positive outcomes have
included a long-term reduction in
patient falls and Grade 3 and 4 pressure
ulcers and an improvement in the
Trust’s incident reporting rate relative
to its peers. Implementation of the
actions agreed with CQC has further
strengthened the Trust’s arrangements.
Nonetheless, recognising the pressures
on staff, the Board continues to make
patient safety and quality a priority.
• During the year, the Trust restructured
its Care Groups, moving from three to
five Care Groups to create improved
standards of control and appointing
new leadership teams. Restructuring is
now being extended to subsidiary levels
of management and clinical leadership.
In the interim, there were risks arising
from turnover in key roles and the time
taken to review and implement new
governance arrangements. The risks
associated with transition were carefully
managed, with operational leaders,
business managers and governance
support officers in each of the three
former Care Groups managing the
movement over into five Care Groups
and supporting business management
and governance processes in the
interim. In addition, in recognition of
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an increasing number of non-acute roles
– as a result of the Francis Inquiry into
Mid-Staffordshire Hospitals and a relative
shortfall in the number of nationally
commissioned university places. The
Trust is actively recruiting substantive
nursing from overseas, with over 60
appointments in year, continues to secure
a representative annual intake of newly
qualified nurses from local universities
and is engaged in further initiatives,
around development of return to practice
schemes and innovative roles to increase
its substantive nursing workforce. The
nursing bank has been augmented
significantly, helping to ensure that
gaps in rotas are filled by approved,
qualified staff working regular shifts
where possible and new arrangements
are in place to minimise the need to
access support from a variety of nursing
agencies. Throughout the year, on a
daily basis the Lead Nurses for each Care
Group monitored nursing rotas to ensure
that safe staffing ratios were maintained,
with escalation to the Director of
Nursing of any concerns as necessary.
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the transition risks, there was increased
monitoring of key delivery targets,
and additional support provided by,
Executive Directors and their teams.
Standards and principles for Care Group
governance have been reaffirmed,
focusing on integration of specialty /
service and Care Group governance and
the new Care Groups are implementing
structures in line with these standards.
Principal risks going forward
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The risks outlined above arise from ongoing pressures and will continue to require
close management in the medium and
longer-term. Medium and longer-term
implications, together with key actions are
summarised below:
Demographic data relating to population
growth and the ageing population of
patients in County Durham and Darlington
suggests that demand for Unscheduled
Care Services will continue to grow, subject
to the success of the intermediate care and
primary care schemes being implemented
by our commissioners. In the medium-term
the Trust expects pressure on those services
to persist and is focused on following
through the various work-streams of the
Transforming Unscheduled Care Task
Force. In addition, the Trust is seeking to
reconfigure the Emergency Department
and supporting front of house facilities at
University Hospital North Durham.
Pressure on cancer services is also expected
to continue. The Trust is working with
cancer networks and regional partners to
agree and implement region-wide initiatives
to sustain and improve services, particular
those for breast symptomatic patients.
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The Trust continues to work with
NHS Improvement on driving through
improvements in its financial governance.
Two independent reviews have been
commissioned – a peer review of financial
management from a high performing
Trust and an external review of financial
plans – and the Trust will implement
recommendations from these reviews to
consolidate improvements made to date.
The PMO for cost reduction schemes is
being strengthened and the Medical and
Nursing Directors, with support from the
Finance Committee, will continue to drive
the implementation of action plans to
reduce agency and locum costs. These
changes will not, alone, be sufficient to
address the financial challenges facing the
Trust, however because of the structural
deficits in the local health economy. The
Trust is, however, proactively working
with partners across the local health
economy, as part of the Better Health
Programme and in contributing to the
Five-Year Sustainability Plan required by
NHS Improvement and NHS England for
June 2016, to develop patch-wide options
to address these deficits whilst ensuring
services for patients continue to meet
quality standards. Any proposals requiring
service reconfiguration will, of course,
involve full public consultation.
The Trust has been given the opportunity
to obtain £15.6m of Sustainability and
Transformation Funding, built into its
2016/17 plan. This funding comes with a
number of conditions, including potentially
challenging performance trajectories and
financial control totals. Leading indicators
are being developed to enable the Trust to
track performance against each of these,
and to take early remedial action where
necessary. However, achievement of some
of these trajectories is highly dependent on
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Owing to the persistence of the national
shortages of nurses and doctors for
some specialties, workforce pressures are
expected to continue. The Trust is focused
on driving through the action plans noted
above. Implementation of the new
contract for junior doctors, in whatever
form it is finally agreed, is likely to place
further pressure on rotas and the Trust has
already established a working group to
identify and plan for the risks arising.
Review of economy, efficiency and
effectiveness of the use of resources
The Trust Board monitors performance
against the Trust’s Annual Plan on a
monthly basis, receiving detailed monthly
reports on financial performance, financial
risk and the actions in place to mitigate
that risk and on delivery of the Cost
Improvement Plan throughout the year.
The Trust Board has also reserved to itself
decision making with respect to major
capital investment and disinvestment. As
outlined above, the Board established a
Finance Committee, from June 2015, to
provide greater focus on, and scrutiny
over, the identification and realisation of
productivity and efficiency improvements
and the management of financial risks
both in-year and with respect to the Trust’s
future financial sustainability.
The Trust has a framework of controls, set
out in its standing financial instructions,
designed to achieve economy, efficiency
and effectiveness in the use of resources.
The Trust Board receives assurance from the
following sources via the Audit Committee:

• Internal Audit reports, including
“value for money” reports;
• Counter-fraud preventative work
and investigations; and
• External Audit reports.
The Trust uses benchmarking information
from a variety of sources to evaluate the
economy, efficiency and effectiveness of
its corporate services and its productivity
and efficiency in the delivery of healthcare.
The Trust’s corporate services generally
benchmark well against its peers and the
Trust’s reference cost is broadly in line with
the national average. Trust senior managers
are working closely with Lord Carter of
Coles’ team with respect to productivity
and efficiency opportunities connected
with Procurement, Estates, and staffing. In
addition, the Trust is actively investigating
opportunities to release further value
from its PFI contracts and its recently
established trading arm, Synchronicity Care
Limited (SCL). SCL will seek to maximise
the commercial opportunity from Trust
healthcare services, technologies and
facilities for which there is a potential third
party market. Net surpluses will revert to
the Trust to fund improvements in the
services which we deliver to our patients.
Despite the above, the Trust has further
to go to embed and realise the full
benefits from the strengthening of
arrangements for financial governance,
financial management and delivery of cost
improvement programmes introduced in
the year and remains under investigation
by NHS Improvement. The Trust has
recently received the results of a peer
review of financial management, from
a high performing Trust and an external
review of its cost reduction plans and
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effective joint work with third parties. Close
attention will be paid to any specific risks
arising from such dependencies.

supporting arrangements. The Board will
implement recommendations from these
reviews and any further actions required by
NHS Improvement to secure any necessary
further improvements in controls. The
Trust’s external auditors have reflected this
ongoing situation within their ‘except for’
conclusion on use of resources.
Annual Quality Report
The directors are required under the Health
Act 2009 and the National Health Service
(Quality Accounts) Regulations 2010 (as
amended) to prepare Quality Accounts
for each financial year. Monitor has issued
guidance to NHS foundation trust boards
on the form and content of annual Quality
Reports which incorporate the above legal
requirements in the NHS Foundation Trust
Annual Reporting Manual.
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A number of steps have been taken to
provide assurance to the Trust Board that
the Quality Report for 2014/15 presents
a balanced view and that appropriate
controls are in place to ensure the accuracy
of data.
These include the following:
• The Executive Director of Nursing
provides executive leadership on all
aspects of the Quality Report;
• The Trust Board receives monthly
performance and patient safety reports,
the data from which informs the Quality
Report. Datasets are subject to validation
controls and review with the Trust’s
Information Services Department;
• The Quality Report priorities were
formulated through discussion with
the Trust Board, the Council of
Governors, staff, commissioners, the
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local authority Overview and Scrutiny
Committees and other stakeholders;
• Both the Board’s Quality and Healthcare
Governance Committee and the
Governors’ equivalent committee
receive updates on progress against
Quality Report targets during the year;
• Prior to formal approval of the Quality
Report it is reviewed by a Joint Meeting
of the Trust Board Audit Committee and
the Governors Audit and Governance
Committee, and a Joint Board and
Council of Governors meeting;
• Independent assurance around the
systems and processes in place to
ensure that the internal controls
over the collection and accuracy
of data underpinning the Quality
Accounts are adequate and effective
is provided through the Internal
Audit programme and year end
testing by External Audit; and
• Additional external assurance is taken as
appropriate to address specific concerns.
External audit testing of the local quality
account indicator found that the audit
trail supporting reported performance
in respect of Electronic Discharge Letters
had been compromised, as month end
data snapshots were not retained and
some underlying system data can be
overwritten when letters are reprinted. The
Information Services team will put in place
additional controls for 2016/17 to prevent
a recurrence of these issues.
Review of effectiveness
As Accounting Officer, I have responsibility
for reviewing the effectiveness of the
system of internal control. My review of
the effectiveness of the system of internal
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I have been advised on the implications of
the result of my review of the effectiveness
of the system of internal control by the
Board, the Audit Committee, the Finance
Committee, Planning and Workforce
Committee, the Quality and Healthcare
Governance Committee and the Risk
Management Committee and plans to
address weaknesses and ensure continuous
improvement of the system are in place,
consolidated through the Board Assurance
Framework.
My review of the effectiveness of the
system of internal control has been further
informed by the outcomes of internal audit
work, the Head of Internal Audit Opinion,
third party reviews and the outcomes
of regulatory visits and inspections; in
particular, the Trust’s on-going dialogue
with NHS Improvement and the Care
Quality Commission’s inspection report.

• The annual Head of Internal
Audit Opinion;
• NHS Improvement’s formal investigation;
• The Care Quality Commission’s
inspection report; and key risks
managed during the year.
Action plans have been, or are being,
developed and implemented to strengthen
controls in these areas.
In keeping with the national picture,
the Trust, like many others, must
meet challenges to achieve its quality
aspirations underpinned by a sustainable
financial base. In 2015/16 the Trust has
invested in improvements in governance
arrangements, performance management,
and operational management alongside
implementing improvements in services
agreed with CQC. The Board’s key focus is
now in on consolidating and capitalising
on these improvements to ensure that we
meet these challenges on behalf of the
patients and public that we serve.
Accountability Report

control is informed by the work of the
internal auditors, clinical audit and the
executive managers and clinical leads
within the NHS Foundation Trust that
have responsibility for the development
and maintenance of the internal control
framework. I have drawn on the content of
the quality report attached to this Annual
Report and other performance information
available to me. My review is also
informed by the external auditors in their
management letter and other reports and
reports from other third party reviewers.

Chief Executive
Date: 26th May 2016
This accountability report was approved by
the Board on 25th May 2016.

Conclusion
The significant internal control issues
identified during the year have been
described within this Annual Governance
Statement, in particular in the references
to:

Chief Executive
Date: 26th May 2016
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5. Quality Report

5.1. Introduction
As discussed in the quality report last
year County Durham & Darlington NHS
Foundation Trust had begun seven key
projects which were at the heart of our
plans to improve the quality of services that
we offer to our patients.
The projects are aligned to our vision for
services Right First Time Every Time, and
they continue to underpin the priorities
that we have set ourselves in this year’s
Quality Accounts.

Quality Report

The seven projects have progressed
throughout last year and will continue
during the coming year. These are:
• Transforming Unscheduled Care at
University Hospital of North Durham
(UHND) by developing a new 24/7
front of house clinical model including
expanded and co-located Consultantled 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.
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Integration and co-location of the
Darlington Urgent Care Centre
with Accident & Emergency at
Darlington Memorial Hospital
(DMH). The aim is to have the new
configuration in place by late 2016.
• 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
Autumn 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.
• 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

Annual Report and Accounts 1 April 2015 – 31 March 2016

• Development and sustaining of
the award winning DMH multidisciplinary team for complex and
frail elderly people over 60 who are
most at risk of hospital admission.
A Guide to the Structure of this Report
The following report summarises our
performance and improvements against
the quality priorities we set ourselves in the
2015/16 period. It also outlines those we
have agreed for the coming year (2016/17).
The Quality Accounts are set out in three
parts:

Annex: Statements from the NHS
Commissioning Board, Local
Healthwatch organisations and
Overview & Scrutiny Committees.
There is a glossary at the end of the report
that lists all abbreviations included in the
document.
What are Quality Accounts?
Quality Accounts are annual reports to the
public from the providers of NHS healthcare
about the quality of the services they
deliver. This quality report incorporates all
the requirements of the quality accounts
regulations as well as Monitor’s additional
reporting requirements.

Part 2: Priorities for improvement and
statements of assurance from the
Board

Whilst we continue to see significant
improvement and success in some of our
goals, it is acknowledged that for some
we have not reached our Trust ambition.
We will continue to aim for the standards
that we have set, and are committed to
ensuring that we continue the work in
place to meet and move further ahead with
meeting those challenges.

Part 3: A review of our overall quality
performance against our locally
agreed and national priorities.

This report can be made available, on
request, in alternative languages and
format including large print and braille.

Part 1: Statement from the Chief Executive
of County Durham & Darlington
NHS Foundation Trust
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is already in its implementation
phase with roll-out taking place
incrementally to all community teams.

5.2. Part One: Statement from Chief Executive
County Durham & Darlington NHS
Foundation Trust is pleased to present our
Quality Account. I would like to thank staff
and stakeholders who continue to work
with us to review our progress against
priorities for 2015/16 and agree our
priorities for 2016/17.

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 wellbeing services.

Our ambition for our services

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

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

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

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

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

• Care that delivers improvements in
health outcomes and reduces inequalities
• Patient pathways that are
integrated across providers
Our vision and goals

Quality Report

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.
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• 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.
Central to the delivery against our
Touchstones is maintaining the
sustainability of high-quality, safe services.
The quality strategy which was developed
last year, called Quality Matters 2015/17
continues to underpin our quality goals.
The priorities identified for the coming year
have been produced with engagement
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Safety
Patient Falls
Healthcare associated infections
Management of pressure ulcers
Learning from incidents
Management of patients with sepsis
Duty of Candour
Experience
Care of patients with dementia
End of Life care
Nutrition & Hydration
Effectiveness
Care bundles
Unscheduled Care
Maternity and paediatric care
Care Quality Commission Inspection
Following the Trust’s Care Quality
Commission (CQC) inspection in February
2015 last year, the Trust was given an
overall rating of ‘requires improvement’.
This was broadly in line with our own selfassessment which we carried out ahead
of the inspection. It is useful to set this

overall rating in a wider context. The Trust
scored ‘good’ in 80% of the indicators
measured and it is encouraging to note
that the organisation is better positioned
comparatively to similar trusts with the
same rating. I am pleased to highlight
that our community services were rated as
‘good’ overall.
The Trust is currently working on their
CQC action plan in preparation for our reinspection in 2016.
I believe that this Quality Account
demonstrates our commitment to
continued improvement in the quality of
our patient care. The Board is confident
that our planned target outcomes for the
coming year will build on our strengths and
demonstrate our commitment further.

I can confirm that to the best of my
knowledge this Quality Account is a fair
and accurate report of the quality and
standards of care at County Durham &
Darlington NHS Foundation Trust.

Sue Jacques
Chief Executive
Quality Report

from our Stakeholders, Governors and our
staff taking into account the overarching
strategies and projects outlined above.
Our priority areas for clinical quality and
improvement and safety are aligned to
these three essential dimensions.
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5.3. Part Two: Priorities for Improvement and
Statements of Assurance from the Board
Review of our key priorities for
2015/16
Last year we set 20 priorities. These have
been set under the following headings:
• Safety
• Patient Experience
• Clinical Effectiveness

Quality Report

A summary of our progress and
achievements is shown below and further
detail on each priority is included in the
pages that follow.
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☒
☑
y

Improvement not demonstrated
Trust ambition achieved
Trust ambition not achieved but improvements made
2014/15

SAFETY
Falls

2015/16
2015/16
Ambition Position

Patient falls – reduce falls/1000 5.84
bed days community hospital

8.0

6.8

☑

Patient falls – reduce falls/1000 6.89
bed days acute hospital

5.6

5.9

y

720

Over 720

☑

Follow up patients with fragility 91.43%
fracture

☑

50%

89.9%

☑

Complete root cause analysis
for falls resulting in fractured
neck of femur
Development of a dementia
pathway and audit of
compliance

All
complete

All
complete

All
complete

☑

Further
roll out
required

December Complete
2014

☑

6

☒

0

3

y

18

19

21

☒

☒

0

5

y

☑

95%

95.9%

☑

95%

89.1%

☒

☑
☒

Footnote – data April 15 to Jan 16

Introduce sensory training

Care of
patients with
dementia

Over 720

☑

Healthcare
Associated
Infection
(HCAI)

Meticillin Resistant
Staphylococcus aureus (MRSA)
post 48 hour bacteraemia
Clostridium difficile post 72
hour

Pressure Ulcers To have no avoidable grade 3
9
or above pressure ulcers within
acute or community services
Venous throm- Maintain venous
96.21%
boembolism
thromboembolism assessment
(VTE)
compliance at or above 95%
Discharge
Discharge summaries
90.56%

y
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y
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2014/15
Incidents

Sepsis
Duty of
Candour

2015/16
2015/16
Ambition Position

Rate of patient safety incidents Reporting
reported via National Reporting within
and Learning System (NRLS)
25%

Reporting
to within
75%

Reporting
to within
50%

y

Rate of patient safety incidents
resulting in severe injury or
death from National Reporting
and Learning System (NRLS)
To implement sepsis care
bundle and audit effectiveness
To monitor implementation

0.2%

☑

0.4%

0.2%

☑

N/A

Complete

Complete

☑

N/A

System of
monitoring

Complete

☑

☑
☑

☒

introduced
PATIENT EXPERIENCE
Nutrition and
To review audit tool
Hydration
To agree new indicators

Quality Report

End of Life
Care
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complete

Complete

Complete

complete

Complete

Complete

To audit against new indicators In pilot
Complete
stage
Ensure that we recognise when Actions to Complete
a patient may benefit from
continue
palliative care both at the end y
of their life and earlier in their
illness

Roll out
continues
Progress
made but
work to
continue

y
y
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Development
of a Learning
Disabilities
outreach
service1
(Continuation)

To follow up all patients with
a learning disability upon
discharge into the community
setting, initially with a
telephone call, followed by a
visit in their own home where
appropriate.

2014/15

2015/16
2015/16
Ambition Position

Continue

☑

Complete

Complete

☑

Improved
result for
4 out of 5
indicators
for
personal
needs

Improved
positive
responses
in comparison to
this year’s
results

Improved
result
in all
indicator
questions
for
personal
needs

☑

Monitor admission and
readmission rates so that
any recurring themes can be
reported on and raised with the
appropriate partner agencies

Percentage
To achieve average national
of staff
performance against staff
who would
survey
recommend
the provider
to family or
friends needing
care

☑

On a scale On a scale On a scale
of 1 to 5 of 1 to 5 of 1 to 5
3.45

☒

3.71

y

3.60

Quality Report

A biannual report will be
produced and submitted
to Quality & Healthcare
Governance Committee to
show progress and remedial
action taken.
Patient
Responsiveness to patients
personal needs personal needs
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2014/15
Friend and
family test

To increase Friends and Family
response rates

☑

Over 20% 12.1%
in Emergency Department

☒

Over 30% 18.3%
Inpatient
areas

☒

As
expected

As
expected

☑

0-15 years 7%
11.8%

0-15 years
11.3%

y

16 years
and over
11.8%%

16 years
and over
7.55%

Total
11.8%%

Total
7.98%

CLINICAL EFFECTIVENESS
Reduction in
To continue RAMI and run
RAMI
risk adjusted
alongside Standardised Hospital
mortality
Mortality Index (SHMI) monthly SHMI as
expected
(RAMI)
measure – no more than 100
monthly
Reduction in
To reduce emergency
readmission to readmissions
hospital (within
28 days)

2015/16
2015/16
Ambition Position

☑

y
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To reduce
length of time
to assess and
treat patients
in accident and
emergency
department

0.5%

☑

<5%

0.6%

☑

1.5%

☑

<5%

1.8%

☑

Timeliness indicators:
95% to be treated/admitted/
discharged within 4 hours

94.30%

☒

95%

93.13%

☒

Time to initial assessment no
more than 15 minutes

57mins

15 mins

63 mins

☒

29mins

60 mins

34 mins

☑

Patient impact indicators:
Unplanned re-attendance no
more than 5%
Left without being seen no
more than 5%

Time to treatment decision no
more than 60 minutes
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☒
☑
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2014/15
To reduce
length of time
for ambulance
services to
hand over
patients to
emergency
departments
Patient
Reported
Outcome
Measure
(PROM)

Baseline measurement quarter
one – leading to reduction
throughout year

☒

2015/16
2015/16
Ambition Position
Reduction No
reduction
seen

☒

Improved
rates

y

(2 hours ambulance delays)

To gain better understanding of
patient’s view of their care and
outcomes
- Hip

0.44

8.7

- Knee

0.32

1.9

- Hernia

0.05

-0.9

y

Key priorities for 2016/2017 have been
agreed through consultation with staff,
governors, local involvement networks,
commissioners, health scrutiny committees
and other key stakeholders. As an
integrated organisation it is important that
our priorities are applicable to both acute
and community services. The priorities
therefore cover both of these care providers
wherever appropriate. Throughout the
year we have updated both our staff and
stakeholders on progress against our
quality improvement targets. In addition
an event was held earlier in the year where
a series of presentations were given to a
wide range of staff and stakeholders. All

were in agreement that these events were
very useful in informing the priorities for
the coming year and identifying the areas
for continued monitoring.
The table below summarises the specific
priorities and objectives that have been
agreed for inclusion in the 2016/2017
Quality Accounts. The table also indicates
where this is a new or mandatory objective
and where this is a continuation of previous
objectives. While most of the priorities
are not new we have introduced different
methods for monitoring where the priority
has changed or the service objectives have
changed.
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Introduction to 2016/2017
priorities

Priority
SAFETY
Patient Falls1
(Continuation)

Rationale for choice Measure
Targeted work
continued to reduce
falls across the
organisation.

To collect data on number of falls reported
internally onto Safeguard incident management
system and report to Safety Committee via the
Incident Report on a monthly basis.

To ensure
continuation and
consolidation of
effective processes to
reduce the incidence
of injury

To aim for a further reduction in falls to bring
in line with national average. To aim for 5.6 per
1000 bed days in acute ward areas and 8 per
1000 bed days in community bed areas. Report
monthly figures via monitoring charts to Trust
Board.

To continue sensory training into staff education
To continue sensory
programmes
training to enhance
staff perception of risk
To follow up patients identified as having fragility
of falls
fractures
To continue a follow
up service for patients To investigate the causes of preventable falls
admitted with fragility
Produce key actions from the results of the
fractures
national falls audit

Quality Report

Roll out 1:1 supervision guidelines
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Rationale for choice Measure

Care of patients Continued
with dementia1 development and roll
out of a dementia
(Continuation) pathway and
monitoring of care
for patients with
dementia

Pathway in place
Development of the service following employment
of dementia nurse lead
Dementia friendly signage to be rolled out to all
inpatient wards
18 inch faced clocks to be in place in all high
volume dementia areas
Review and update mental health intranet site to
include dementia workstreams and resources
Engage in national dementia audit and act on
analysis of findings when available
Sensory garden to be established on DMH site
Continue rollout of coloured toilet seats, coloured
door frames to complete in all appropriate areas
All ward areas to have a supply of coloured
crockery, adapted cutlery and opaque jugs
and glasses to meet the needs of patients with
dementia as determined by ward manager
Roll out of orientation boards to all areas that care
for patients with dementia as determined by ward/
department manager
Develop and roll out dignity leaflet once agreed
through relevant stakeholders
Relevant staff to engage in “Inside out of mind”
video and discussion session
Quality Report

Priority

Review content of workbook attached to “Inside
out of mind” to establish whether any aspects
need to be incorporated into current training
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Priority

Rationale for choice Measure

Healthcare
Associated
Infection

National and Board
priority.

MRSA
Further improvement
bacteraemia1,2 on current
performance
Clostridium
difficile1,2
(Continuation
and mandatory)
Venous throm- Maintenance of
current performance
boembolism
risk assessment1,2

Achieve reduction in MRSA bacteraemia against a
threshold of zero.
No more than 19 cases of hospital acquired
Clostridium difficile
Both of these will be reported onto the Mandatory
Enhanced Surveillance System and monitored via
Infection Control Committee

Maintain VTE assessment compliance at or above
95% within inpatient beds in the organisation.
This mandated indicator will continue during
2016/17

Assessment will be captured onto a Trust
database and reported weekly to wards and
senior managers. Performance will be reported
and monitored at Trust Board using performance
scorecards
Pressure ulcers1 To have zero tolerance Full review of any identified grade 3 and 4
pressure ulcers to determine if avoidable or
for grade 3 and 4
(Continuation) avoidable pressure
unavoidable
ulcers
Reduce incidence from last year to zero avoidable
grade 3 or 4 pressure ulcers
(Continuation
and mandatory)

Quality Report

All identified pressure ulcers will be reported
onto the Trust internal incident reporting system
and numbers reported to Safety Committee via
monthly incident report
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Priority

Rationale for choice Measure

Discharge
summaries1

To continue to
improve timeliness of
discharge summaries
being completed

(Continuation)

Rate of patient
safety incidents
resulting in
severe injury or
death 1,2

To increase reporting
to 75th percentile
against reference
group

(Continuation
and mandatory)

Monitor compliance against Trust Effective
Discharge Improvement Delivery Plan
Enhance compliance to 95% completion within
24 hours
Data will be collected via electronic discharge
letter system and monitored monthly with
compliance reports to Care Groups and Trust
Board via performance scorecards
Cascade lessons learned from serious incidents
Introduce specific monthly monitoring to highlight
and action poor compliance with timeliness of
reporting and investigating serious incidents via
Incident Report to Safety Committee.
Upload patient safety incidents to NRLS each
month
Measure compliance against NRLS data. Enhance
incident reporting to 75th percentile against
reference group
Identify areas who are poor reporters of incidents

Improve
management
of patients
identified with
sepsis3

Continue thematic analysis for inclusion in annual
report
To implement sepsis
Continue to implement sepsis care bundle across
care bundle and audit the Trust
effectiveness
Continue to implement post one hour pathway
Continue to audit compliance and programme

(Continuation)

(New indicator)

To demonstrate
introduction and
compliance with
statutory Duty of
Candour

Quality Report

Duty of
candour

Hold professional study days
During 2016/17 we will report on further
enhancements to the introduction of Duty of
Candour
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Priority

Rationale for choice Measure

EXPERIENCE
Nutrition and
Hydration in
Hospital1

To promote optimal
nutrition for all
patients

Re-energise protected meal times
Increase the use of volunteers for mealtime
assistance

(Continuation)
Continue to use nutritional bundle for weekly
nutritional care planning of patients nutritionally
at risk for inpatients
Trust wide menu review of finger foods

End of life and
palliative care1
(Continuation)

Report and monitor compliance monthly via
Quality Metrics
Survey targeted staff groups about their
We want our
confidence in delivering end of life care before
workforce to be
and after delivery of end of life education. This
equipped to provide
high quality end of life was not undertaken as there are no valid &
reliable methods of measurement & it would be
care.
difficult to evidence.
We want patients
approaching the
end of life to be
confident in receiving
high quality care in
accordance with their
wishes.

Monitor the proportion of staff accessing end of
life training and to continue in pilot areas
Care of patients who are identified as approaching
the end of life will be audited against the regional
guidance for the care of patients ill enough to die
will continue in pilot areas

Quality Report

Carry out a survey of bereaved relatives. Proposal
shared at EOL Steering Group & methodology
being refined prior to launch in the coming year
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Priority

Rationale for choice Measure

Learning
disabilities1

As a continuation
from the work
developed through
the learning disability
guarantee and
outreach service we
have highlighted that
not all service users
arrive into the acute
hospital setting with
enough information
to support staff in
delivering reasonably
adjusted care.
Readmission rates
could be further
reduced with the
implementation on
emergency health
care plans in specific
cases.
To measure an
element of patient
views that indicates
the experience they
have had

Responsiveness
to patients
personal
needs1,2
(Continuation
and mandatory)

Continue to ask the 5 key questions and aim for
improvement in positive responses in comparison
to last years results
Quarterly reports to Quality & Healthcare
Governance Committee and any emerging themes
monitored for improvement.

The Trust will participate in the national inpatient
survey
Percentage
To show improvement To bring result to within national average
of staff
year on year bringing
who would
CDDFT in line with the Results will be measured by the annual staff
survey. Results will be reviewed by sub committees
recommend the national average by
of the Trust Board and shared with staff and
trust to family
2017-18
leaders and themes considered as part of the staff
or friends
engagement work
needing care1,2
(Continuation
and mandatory)

In addition we will show results for harassment &
bullying and Race Equality Standard as suggested
by Monitor for this year and coming years
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(Continuation)

This goal is now embedded within the
organisation and will move to “business as usual”
from this year.

Priority

Rationale for choice Measure

Friends and
Family Test1

Percentage of staff
who recommend the
provider to Friends
and Family

(Continuation)

EFFECTIVENESS
To closely monitor
Risk Adjusted
nationally introduced
Mortality
(RAMI)1
Standardised Hospital
Mortality Index (SHMI)
Standardised
and take corrective
Hospital
action as necessary
Mortality Index
(SHMI)1,2
(Continuation
and mandatory)

Quality Report

Reduction
in 28 day
readmissions to
hospital1,2

To improve patient
experience post
discharge and ensure
appropriate pathways
of care

(Continuation
and mandatory) To support delivery
of the national policy
to continue to ensure
patients receive better
planned care and are
supported to receive
supported self – care
effectively
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During 2016/17 we propose to increase or
maintain Friends and Family response rates. All
areas participating will receive monthly feedback
and a quarterly report of progress will be
monitored by Quality and Healthcare Governance
Committee
To monitor for improvement via Mortality
Reduction Committee
To maintain RAMI and SHMI at or below 100
Results will be captured using nationally
recognised methods and reported via Mortality
Reduction Committee. We will continue to
benchmark both locally and nationally with
organisations of a similar size and type. Monthly
updates will be submitted to Trust Board via the
performance scorecard
Weekly mortality reviews led by the Medical
Director will continue, and any actions highlighted
monitored through Care Group Integrated
Governance Reports
To aim for no more than 7% readmission within
28 days of discharge
Information will be submitted to the national
database so that national benchmarking can
continue. Results will be monitored via Trust Board
using the performance scorecard and any remedial
actions measured and monitored through the
performance framework.

Annual Report and Accounts 1 April 2015 – 31 March 2016

Priority

Rationale for choice Measure

To reduce
length of time
to assess and
treat patients
in Accident
and Emergency
department1,2

To improve patient
experience

No more than expected rate based on locally
negotiated rates. Monthly measure

To improve current
performance

Information will be submitted to the national
database so that national benchmarking can
continue. Results will be monitored via Trust Board
using the performance scorecard and any remedial
actions measured and monitored through the
Front of House Task Group

Continuation
and mandatory)
Patient reported To improve response
outcome
rate
measures1,2

Data submitted via national database and
monitored with Care Groups using performance
scorecards so that any action can be monitored

(Continuation
and mandatory)

Maternity
standards
(new indicator
following
stakeholder
event)
Paediatric care
(new indicator
following
stakeholder
event)

Response rate for all 4 indicators to be in line with
the national average by 2015/16

To monitor
compliance with key
indicators

To aim to be within national average for
improved health gain. To monitor by care group
performance meetings as data is released
To monitor for maintenance and improvement in
relation to breastfeeding, smoking in pregnancy
and 12 week booking
Complete gap analysis against “Saving babies
lives” NHS England document

Improved paediatric
pathways for urgent/
emergency care

To monitor and report on changes to the
pathways

1 - continuation from previous year
Quality Report

2 - mandatory measure
3 - new indicator following stakeholder events
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In complement the above the Trust has
embarked on the ‘Sign up to Safety’
campaign and aligned the priorities closely
with the Quality Account. The 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.
• 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.
• Collaborate – Take a leading role in
supporting local collaborative learning,
so that improvements are made across
all of the local services that patients use.
• 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.

Quality Report

Review of performance against
priorities 2015/2016
The following section of the report focuses
on our performance and outcomes against
the priorities we set for 2015/2016. These
will be reported on individually under the
headings of Safety, Patient Experience and
Clinical Effectiveness. Wherever available,
historical data is included so that our
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performance can be seen over time.

PATIENT SAFETY
Patient Falls

☑
y

Patient falls – reduce falls/1000 bed
days community hospital. Upper
threshold 8
Patient falls – reduce falls/1000
bed days acute hospital. Upper
threshold 5.6

Our aim
We are committed to and focused on
continued improvement in this area. The
section below summarises the targets
which we set ourselves in relation to
patient falls, what we did throughout
the year to achieve reduction and the
improvements we plan to make for
2016/2017. The number of falls within the
organisation is identified from the incident
reporting system and reported to the
Safety Committee on a monthly basis. Data
is captured in a monthly incident report
and as part of the Board performance
monitoring data.
Patient falls that result in fractured neck of
femur are reported as a Serious Incident
and an in depth analysis of the cause of
the fall is carried out to establish whether
there are any lessons that can be learned to
prevent falls for other patients.
Progress
For monitoring purposes the Trust
continues to measure the number of falls
against the national mean. This remains at
5.6 per 1000 bed days for acute and 8.0
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Sensory awareness training has continued
this year with on-going positive feedback
from members of staff. This training
focuses on the vulnerability of people with
sensory impairments and their risk of falls.
To assist with those patients at a higher
risk of falls a supervision policy has been
completed and is now being launched to
become part of everyday practice.
Mandatory training for all registered
nurses continues, with an overview given
of multifactorial risk assessment and
intervention given to all attendees.
A national audit was carried in May 2015.
There were a number of good practices,
however further work is required across
all sites to deliver on the key areas where
areas of suboptimal practice has been
identified. The action plan includes further
work in compliance with lying and standing
blood pressure, medication review, walking
aid availability, and continence care and
delirium assessment.
The falls group presently meets on a
monthly basis and during this meeting
avoidable serious incident falls are
discussed. During this discussion themes
are discussed and action taken as a result.
Next steps
The Falls Bundle is presently being
evaluated and changed to ensure all
patients over the age of 65 years have a
falls preventative care plan in place. This
will ensure that more vulnerable patients
have a cognitive assessment and a delirium
assessment.

As part of the national audit action plan
a bedrail audit will be completed and
further audits will be undertaken to ensure
that any areas of focus are identified
and remedial action taken. Technology is
proving invaluable in present day health
care and early discussion is taking place on
how clinical staff can identify all patients
who are at risk of falls.
Care of Patients with Dementia

☑

Trust ambition achieved

Our Aim
To introduce monitoring indicators
against the dementia strategy to show
improvement in care of patients with
dementia
Progress
This indicator was introduced last year
following Stakeholder event as a key
priority for the Trust. There have been some
key achievements throughout the year and
plans are in place to improve the service
further throughout 2016/17
• Dementia pathway produced and in place
• Introduction of dementia champions.
Forty three of these have completed
the educational programme and regular
update meetings are established
• Secured charitable funding to secure
a sensory garden on DMH site –
planning of this by Youth Group

Quality Report

per 1000 bed days for community. Focused
work remains fundamental to ensuring a
continued reduction in falls.

• Dementia task and finish
group established
• Development of a finger food menu
and pilot of use in specific wards
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• Completion of Carers survey. From
feedback development of Dignity leaflet
• All patients aged 75 years and over are
asked about their memory on admission

Healthcare Associated Infections
MRSA bacteraemia

y

Next Steps
• Dementia friendly signage to be
rolled out to all inpatient wards
• 18 inch faced clocks to be in place
in all high volume dementia areas
• Review and update mental health
intranet site to include dementia
work streams and resources
• Engage in national dementia audit and
act on analysis of findings when available
• Sensory garden to be
established on DMH site
• Continue rollout of coloured toilet
seats, coloured door frames to
complete in all appropriate areas
• All ward areas to have a supply of
coloured crockery, adapted cutlery
and opaque jugs and glasses to meet
the needs of patients with dementia
as determined by ward manager
• Roll out of orientation boards to
all areas that care for patients
with dementia as determined by
ward/department manager

Quality Report

• Develop and roll out dignity leaflet once
agreed through relevant stakeholders
• Relevant staff to engage in “Inside out
of mind” video and discussion session
• Review content of workbook attached
to “Inside out of mind” to establish
whether any aspects need to be
incorporated into current training
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Improvement demonstrated but
objective not achieved.

Clostridium difficile

☒

Trust ambition not achieved

MRSA Bacteraemia
What is MRSA? Meticillin resistant
Staphylococcus aureus is a bacterium found
on the skin and in the nostrils of many
healthy people without causing problems.
It can cause disease, particularly if there is
an opportunity for the bacteria to enter the
body, for example through broken skin or
during a medical procedure. If the bacteria
enter the body, illnesses which range from
mild to life-threatening may then develop.
Most strains are sensitive to the more
commonly used antibiotics, and infections
can be effectively treated. MRSA is a
variety of Staphylococcus aureus that has
developed resistance to meticillin (a type of
penicillin) and some other antibiotics used
to treat infections.
Our aim
The trust aims to deliver on the zero
tolerance approach to MRSA Bloodstream
infections NHS commissioning boards
planning guidance “Everyone Counts;
planning for patients 2014/2015 to
2018/2019”
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Progress
The trust has reported three patients
who were identified as having MRSA
bacteraemia whilst receiving care in our
organisation. A full post infection review
was carried out for each case and a
summary is provided below.
Case 1; Source of infection deemed likely
to be from central line but unable
to confirm this as no culture was
taken peripherally as patient
had extremely difficult venous
access due to gross oedema of
extremities.
Case 2; Source of infection deemed likely
to be from respiratory tract, in a
patient with known nasal MRSA
carriage.
Case 3; Source of infection difficult to
determine due increased risk
factors but deemed likely to be a
contaminant.
No of Bacteraemia

Trajectory

3

% Rate/100,000
bed days
1.05

2010/2011
2011/2012

3

0.91

3

2012/2013

2

0.61

2

2013/2014

1

0.30

0

2014/2015

6

1.86

0

2015/2016

3

0.92

0

7

Quality Report

Period
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Actions for improvement

Clostridium difficile

• In 2015/2016 the Saving Lives High
impact Intervention self-assessment
audits were reviewed and re-launched.
Work is in progress to have a trust
central depository so that data from
all areas can be seen and monitored.

What is Clostridium difficile? It is a
bacterium that can live in the gut of a
proportion of healthy people without
causing any problems. The normal bacterial
population of the intestine usually prevent
it from causing a problem. However, some
antibiotics used to treat other illnesses can
interfere with the balance of bacteria in the
gut which may allow Clostridium difficile
to multiply and produce toxins. Symptoms
of Clostridium difficile infection range
from mild to severe diarrhoea and more
unusually, severe bowel inflammation.
Those treated with broad spectrum
antibiotics, with serious underlying illnesses
and the elderly are at greatest risk. The
bacteria can be spread on the hands of
healthcare staff and others who come
into contact with patients who have the
infection or with environmental surfaces
contaminated with the bacteria.

Quality Report

• Develop training resources on
procedures for taking blood cultures
and urinary catheterisation
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Many strategies have been put into
place including a number of focused
interventions many implemented in the
previous year and continued throughout
this year.

• Focus on determining the root cause and
lapses in care and sharing lessons learn
• Lessons learned from root cause analysis
has led to a focus on managing adult
patients with diarrhoea including
robust assessment of the cause of
diarrhoea and early identification and
isolation of patients with/ suspected
of diarrhoea of infectious cause

• Executive led HCAI Reduction group

Clostridium difficile appeals process

• Focus on increasing awareness
around antibiotic stewardship

Three Clostridium difficile appeal meetings
have been held with NHS England local
area team colleagues. 15 cases have been
presented for appeal and 11 have been
upheld. This means that following a review
of each case no lapses of care have been
identified as a cause or contributory to the
Clostridium difficile infection.

• Use technological advances to further
improve performance in relation to
antibiotic awareness and prescribing e.g.
Antibiotic formulary Phone App. EPMA
• Improved pathology and stool
sampling processes
• Quarterly hand hygiene Trust wide
observational audits with results
being feedback to individuals
and care group leads
• Focus on all Trust staff carrying
out a hand wash assessment

Actions for Improvements
• Focus on early identification and isolation
• Targeted work with the areas were
C difficile has been identified
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CDDFT have seen performance fail against
this year’s trajectory in reducing the
number of cases of Clostridium difficile
infections.

Next steps
A comprehensive action plan has been
developed for all hospital acquired infection
improvement goals,
The actions include:
• Further focus on antibiotic stewardship
in particular monitoring of antibiotic
prescribing across the health economy.
The Trust antimicrobial team will continue
their work in reviewing the Antimicrobial
policy and guidelines, evaluating
antimicrobial use, and providing
feedback to physicians. The team are
responsible for optimising antimicrobial
use in the hospital by improving
compliance with the guidelines, through
education and regular audit of practice.
• Continuation of hand hygiene audit with
a focus on publically displaying results
• The Infection Control team is working
in collaboration currently other
organisations within the region to ensure
that all improvement techniques are
applied consistently and that lessons
learned can be shared with regard to
reduction in Clostridium difficile.

Quality Report

• Implement new guidelines to
respond to the risk of infection from
emerging infectious disease, new
strains and antibiotic resistance.
• We will continue to monitor and
maintain progress in reducing the
number of infections attributable
to the Trust and these priorities
are a national indicator for Quality
Accounts so will continue for the
2016/2017 reporting period.
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Venous thromboembolism assessment
(VTE)
Assessment

☑

Trust ambition achieved

What is VTE? - Thrombosis is a condition
caused by formation of a blood clot in a
vessel, obstructing or stopping the flow of
blood.
The Trust has continued to undertake
quarterly audits on all identified deep vein
thrombosis and pulmonary embolism for
patients who have received care within the
organisation within the previous 90 days.
Risk Assessments are undertaken on all
patients admitted to the organisation with
compliance monitored via the Assurance
Risk and Compliance department we have
been 95.9% compliant in the last year.
Learning from the root cause analyses
continues and up to end of quarter 3 it
has been found that 96% (167/174) of
identified cases had a formal root cause
analysis. Of these, 81% have complied
with national standards. In 19% of the
cases staff were unable to conclude as
to whether the VTE was avoidable. Root
cause analysis is now embedded and will
continue to ensure that compliance with
national standards are monitored and any
remedial learning highlighted.
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y

Improvement demonstrated but
objective not achieved.

Our aim
For patients within our care to have no
avoidable grade 3 or above pressure ulcers
Progress
We have continued to carry out a full
review of all patients identified with grade
3 and above pressure ulcers whilst in our
care. Whilst we have seen increased focus

and improvement in this area, we still have
further to go and are disappointed that
there have still been incidences of these
throughout the year as identified below.
Within the Trust hospitals data there has
been a reduction in avoidable grade 2 and
3 pressure area damage. This has been
a significant improvement on previous
performance and is as a result of targeted
education and audit on prevention and
recognition of pressure ulcers. In addition
the tissue viability team have been
involved in research into the reduction of
heel damage post operatively with some
encouraging early results.

Acute Services
2012/13
2013/14
2014/15
2015/16

Avoidable Grade 2
34
16
13
2

Avoidable Grade 3/4
3
4
7
1

Community Services
2012/13
2013/14
2014/15
2015/16

Avoidable Grade 2
23
2
2
0

Avoidable Grade 3/4
3
3
2
4

This will remain a primary objective for
2016/17 as we continue with improvement
measures to achieve our aspiration of zero
avoidable pressure ulcers.
Next steps

incidents so that any remedial actions are
identified and addressed.
We will ensure that training continues for
healthcare assistants to embed knowledge
and practice across this group of staff.

Quality Report

Pressure Ulcers

We will continue to report all incidents of
skin damage onto the Safeguard Incident
Reporting system. A root cause analysis will
be undertaken for all grade 3 and above
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Discharge Summaries

☒

Trust ambition not achieved

Our aim
To monitor compliance against our goal of
95% of discharge letters to be completed
within 24 hours of discharge.
Progress

Quality Report

The care groups have taken a proactive
approach to try to understand process and
information technology (IT) issues that
impact upon compliance. The electronic
discharge letter (EDL) dashboard is utilised
each day to compile reports of incomplete
letters and sent to key admin staff for
action. Analysis of all incomplete EDL’s
is undertaken on a weekly basis and
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education, training and reinforcement
of the process with staff members when
required. Training is provided to new
staff and prompt cards posters and
regular bulletins have been used to assist
staff. Each service has a key lead to help
champion the commitment to compliance.
The IT department have supported
system changes which include flags on
the electronic system to indicate if the
letter has been sent successfully. Action
plans have been developed by each of the
care groups which include analysis of all
incomplete letters and this is monitored
monthly.
The compliance for the year to date has
been calculated at 89.1%, so although
there has been improvements and
focus, the progress we hoped to achieve
(sustained delivery of the 95% target) has
not been reached.
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Next steps
We will continue to monitor this priority
throughout 2016/2017.
Analysis continues to review if there are
any trends identified for under achievement
with this standard. Monitoring will
continue through a sub- committee of the
Trust Board to identify what is required to
improve performance further.
An EDL Task Force group, with
representation from all care groups, health
informatics and the information team
is established and operational with an
aim to deliver sustained improvements
in performance. As an output from this
forum, the informatics team have delivered
a number of bespoke developments to
improve notification of overdue/incomplete
letters.

for April 2015 to September 2015 show
that we are in the mid 50% of reporters.
This is calculated as a comparison against
a national peer group, which is selected
according to type or trust.
Never Event
Disappointingly, the Trust reported a never
event during the period. A never event
is defined as an incident that should not
occur if correct procedures and policies are
in place. The patient had a nasogastric tube
(a tube which is inserted via the nose to
the stomach) inserted. The patient received
medication via this tube and it was found
that it was displaced and was in the lung.
The patient was closely monitored and
made a full recovery. A full review of policy
and procedure has been undertaken to
prevent reoccurrence of this
Regulation 28

☑

Trust ambition achieved for rate of
patient safety incidents resulting in
severe injury or death (from NRLS)

y

Improvement demonstrated but
objective not achieved (reporting
rate)

The National Reporting and Learning
Service (NRLS) was established in 2003. The
system enables safety incident reports to
be submitted to a national database on a
voluntary basis and is designed to promote
learning. It is mandatory for NHS Trusts in
England to report all serious incidents to
the Care Quality Commission as part of the
registration process. The Trust’s NRLS results

Three Regulation 28 notifications have
been received from HM Coroner during
the period. These are issued when the
Coroner believes that further action could
have been taken by the Trust in respect of
a patient’s care and were in relation to the
following issues:
• The process for staff in a non- acute
setting to gain urgent advice from an
acute setting regarding deterioration
of a patient’s condition. Following
this a full review of process and
policy has been undertaken.

Quality Report

Rate of patient safety incidents
resulting in severe injury or death
(from NRLS)

• The shared care of a patient with
another organisation where there
were unclear procedures regarding
the shared management of care.
The standard operating procedures
have been reviewed and agreed
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between the organisations.
• The care of a patient who had a
misdiagnosed fracture when under
the care of district nursing and
general practitioner leading to
unnecessary pain. The patient review
process has been reviewed to take
into account the concerns raised.
Serious incidents
The Trust reported 88 serious incidents
during 2015/16. All of these incidents have
a full root cause analysis review and themes
are identified from these.
Falls remain the highest reported incidents
and actions taking place are reported
in the falls section of the report. Other
incidents have resulted in the need for
more regular observations and review of
the patient being undertaken and the
introduction of electronic observations and
the acute intervention team will facilitate
improvement in these areas.
Advancements in patient safety
Electronic observations have been rolled
out across the organisation. This ensures
there is a process in place for:
• Consistent, regular
observations for patients

Quality Report

• Accurate calculation of
early warning score
• Automatic escalation of
deteriorating patient at all times
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This has been well received and provides an
accurate audit trail of patient observations
and review
In addition to this the Trust has approved
a business case for an Acute Intervention
Team. This team will provide a 24 hour
service and the main focus will be in
communication, support and education.
Ward teams will continue patient
management to prevent the risk of
deskilling of clinical staff. The team will be
focused on supporting the management of
all patients and they will have skills in areas
such as critical care, tracheostomy and end
of life care.
County Durham & Darlington NHS
Foundation Trust considers that this rate is
as described for the following reasons:
• The data is cleansed by a member of
the patient safety team prior to upload
• The data within this category is agreed
through Safety Committee and at
Executive level prior to upload to NRLS.
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CDDFT
Reporting
Rate (100
bed days)

4.4

CDDFT
%age
severe
injury &
death

4.4

4.9

5.0

5.6

4.2

5.1

4.9

6.6

6.3

Apr 15 Sept 15

Oct 14 Mar 15

Apr 14 Sep 14

Oct 13 Mar 14

Apr 13 Sep 13

Oct 12 Mar 13

Apr 12 Sep 12

Oct 11 Mar 12

Apr 11 Sep 11

Oct 10 Mar 11

Apr 10 Sep 10

Oct 09 Mar 10

Apr 09 Sep 09

Patient
safety
incidents

Oct 08 Mar 09

Period

5.3

26.28

35.27

40.5

5.08% 0.66% 0.46% 0.31% 0.14% 0.25% 0.15% 0.15% 0.16% 0.3%

0.2%

0.1%

0.2%

0.2%

National
reporting
rate (100
bed days)

4.7

5.4

5.4

5.4

5.6

5.9

6.2

6.5

7.1

7

7.2

35.1*
Median

35.34

38.25

National
%age
severe
injury &
death

1.3%

0.6%

0.7%

0.8%

0.9%

0.7%

0.8%

0.7%

0.7%

0.6%

0.5%

0.5%

0.5%

0.4%

* From 1st April 2014 peer group changed to Acute (non-specialist) organisations and
denominator data changed from per 100 admissions to 1000 bed days.

• To continue to aim for an increase
in incident reporting to within
the top 75% of reporters
• To improve timeliness of reporting
to and completion of reviews
for moderate harm incidents
• To encourage and support staff to report
all incidents and near-misses so that
we are sure there is an accurate and
complete picture of patient safety issues.
• To monitor and improve timeliness
of reporting and completing serious
incident reviews as per national guidance

• To ensure that if a patient suffers
moderate or above harm from an
incident whilst in our care, they are
given the opportunity to discuss this in
full with relevant clinical staff and are
assured that a review has taken place.
Progress
Incident rate and National median
For the second successive reporting period
the trust has seen an increase in the rate
of incidents per 1000 bed days reported.
This period shows a 14.83% increase on
the last period, taking the trust above
the cluster median for the first time in 18
months.

Quality Report

Our aim
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This rate increase is due to both an increase
in the number of Patient Safety incidents
being recorded on Safeguard and a slight
reduction (5%) in the number of bed days
reported. If bed days increase were to
increase without a corresponding increase
in the number of incidents recorded the
rate would drop.
The Median for the cluster has also
increased slightly for the first time in 18
months, demonstrating increased reporting
rates amongst the cluster as a whole.
This means that CDDFT must continually
increase the number of incidents reported
in order to stay above this median.
Harm rating
The Trust remains an under reporter of no
harm incidents (no harm and near miss
on Safeguard) compared to the cluster
average whilst the percentage of low harm
incidents reported is higher than average,
but improvements have been seen in this
period with both figures increasing.
Next steps

Quality Report

County Durham & Darlington NHS
Foundation Trust intends to take the
following actions (outlined below) to
improve this number and/or rate, and so
the quality of its services.
Progress against the issues highlighted
above will be monitored at the bi- weekly
Patient Safety Forum.
Care Groups will be expected to complete
reviews within the specified time period
and include the position in their Integrated
Governance report that is produced
quarterly.
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Improve management of patients
identified with sepsis

☑

Trust ambition achieved

Our Aim
Implement sepsis care bundle across
the Trust and develop a post one hour
pathway.
Development of an audit tool and
programme and hold professional study
days.
Progress
The Trust now has Adult, Paediatric and
Maternity Sepsis Screening tools and
bundles in use across the organisation.
Work has also commenced piloting a
community bundle in the Urgent Care
Centre at Bishop Auckland Hospital, once
this pilot is complete work will commence
to roll this out to all Urgent Care Centres
and the community hospitals. Planning
work has commenced in the development
of the post one hour guidance with a view
to piloting this in Autumn 2016. An audit
of patients coded with sepsis codes is
underway and looks at the use of the sepsis
bundle and how timely the ‘Sepsis 6’ are
delivered. The Sepsis Study day is now well
established and is well attended.
Next Steps
County Durham & Darlington NHS
Foundation Trust intends to take the
following actions (outlined below) to
improve this number and/or rate, and so
the quality of its services.
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Duty of Candour
What is duty of candour?

Our Aim
To comply with the statutory duty by
undertaking three steps:
• provide to the ‘relevant
person’ a verbal apology,
• to document details of this apology in
the patient’s health care record, and,
• provide a written apology and
explanation of the investigation process
The verbal apology has to be given ‘as soon
as is reasonably practicable’ (Trust policy
states 48 hours) and the written apology
within 10 working days.

From the 27 November 2014 Duty of
Candour placed a statutory requirement
on health providers to be open and
transparent with the ‘relevant person’
(usually the patient, but also family
members and/or carers) should an incident
resulting in harm occur. The Care Quality
Commission Regulation 20 prescribes
health providers to inform and apologise
to the ‘relevant person’ if the provider
has caused harm. The statutory duty is
activated when a ‘notifiable’ patient safety
incident occurs which causes harm. The
definitions of harm are:

Progress

• The death of a patient occurs when due
to treatment received or not received (not
just the patient’s underlying condition)

Compliance with this is monitored by the
Trust Patient Safety Forum on a bi-weekly
basis

• Severe harm is caused – in
essence permanent serious injury
as a result of care provided
• Moderate harm is caused – in
essence, non-permanent serious
injury or prolonged psychological
harm (a minimum of 28 days)

The ‘Safeguard’ incident reporting system
has been enhanced to include a specific
mandatory questionnaire section on
Duty of Candour if the incident is graded
moderate harm or above. This must
be completed with details of the three
requirements - when the apology was
given and by whom, details of when the
apology was documented in the medical
records and the ability to upload the
written apology as evidence of compliance
with the third step.

An information leaflet has been circulated
to staff and Duty of Candour has been
incorporated into educational sessions.

Quality Report

Update and re-launch, with appropriate
education, the updated sepsis bundles
in line with pending changes to national
guidance. Continue to utilise audit findings
and break them down to ward level to
improve performance. Develop, pilot and
plan for full implementation of the post 1
hour bundle in both adult and paediatrics.
Begin to work on a public awareness
campaign to improve the communities
understanding of sepsis and the warning
signs. Measure: Trust wide audit and
Sepsis Mortality.

Next Steps
County Durham & Darlington NHS

159

Foundation Trust intends to take the
following actions (outlined below) to
improve this number and/or rate, and so
the quality of its services.

Quality Report

The Trust will continue to educate staff
awareness and continue to capture data
on Safeguard and advising Care Groups
of their compliance rates and where
improvements are needed.
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PATIENT EXPERIENCE
This section reports on patient experience
activity throughout 2015/2016 and the
outcomes identified in the 2014/2015
Quality Accounts.
Patient involvement activity
The Trust is committed to listening to
patients, carers and families. It is essential
that feedback provided by patients, carers
and families is acted upon in order to
ensure safe, effective practice, service
improvement and enhance the patient
experience.
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Throughout 2015-2016, all patients were
provided with the opportunity to complete
a questionnaire asking if they would
recommend the service they had received
to a friend or family member.
The data is collected monthly and response
rates are returned to UNIFY, Department of
Health. Comparative data is available via
the NHS Choices website.

In 2015 we introduced the collection
of Friends and Family feedback from
Outpatient departments and Community
Service areas. All areas are requested to
complete “you said we did” posters and
display in their respective areas.

During 2015-16, data collected from
Emergency Departments were combined
with data collected from Urgent Care
Centres. Similarly, Inpatient data was
combined with Daycase data.
The following graph shows the response
rates for Emergency Department/Urgent
Care Centres, Inpatient / Daycase areas and
Maternity.

Changes to the FFT Headline Measure
In line with the recommendation to
move away from the NPS following
the FFT review, NHS England statistical
publication moved to using the percentage
of respondents that would recommend/
wouldn’t recommend the service in place
of the NPS from October 2014.
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Friends and Family Test (FFT)

The percentage measures are calculated as follows:

Quality Report

The following graphs show the revised headline measure from April 2015 for Emergency
Department / Urgent Care Centres, Inpatient / Daycases and Maternity Services:

162

Annual Report and Accounts 1 April 2015 – 31 March 2016

FFT Feedback
The Patient Experience Team provides all wards and departments with individual ward reports
and trust wide reports on a monthly basis. This provides wards and departments with the
opportunity to develop improvements in service based on patient feedback, an example of a
“you said, we did” poster and action plan is demonstrated below:

Quality Report

CDDFT have now rolled out the FFT to all patient areas.
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In-Patient Interviews
During 2015/16 the Patient Experience
Team have continued to undertake real
time in-patient interviews at DMH, UHND
and Community hospitals, interviewing
approximately 614 in-patients. Real time
feedback is captured, based on the core
domains of what patients want from an inpatient episode (Picker Institute, 2009).
Each ward is provided with individual
feedback and encouraged to utilise patient
comments to deliver improvements and to
display information on ward performance
boards.

Quality Report

The results for 2015/16 by site are
illustrated below:
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Darlington Memorial Hospital

On a scale of 1-10, the likelihood of recommendation to families & friends based on the care at this hospital is 8.83

Quality Report

University Hospital North Durham

On a scale of 1-10, the likelihood of recommendation to families & friends based on the care at this hospital is 8.88
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Bishop Auckland Hospital

On a scale of 1-10, the likelihood of recommendation to families & friends based on the care at this hospital is 9:24

Quality Report

Community Hospitals

On a scale of 1-10, the likelihood of recommendation to families & friends based on the care at this hospital is 9.11
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Training sessions and presentations are
provided by the Patient Experience Team
on a regular basis to internal and external
stakeholders in order to promote the
importance of patient/carer feedback
within CDDFT.
The Patient Experience Team continues to
deliver training at student nurse induction
programmes. When available, service
users attend these sessions and relay their
experience which provides a valuable
insight from a patient perspective. The
sessions are evaluated and feedback has
been extremely positive. Further training
programmes include Trust induction as well
as supporting safety workshops for junior
doctors. The Customer Care e learning
package is available to all staff groups.
Bespoke customer care programmes have
been taken forward within individual care
groups.
Patient Experience Team offered Customer
Care training which incorporated a section
on dignity awareness and expectations of
all staff in line with “Dignity for All”

The Podiatry team completed the above
training in November 2015. Further
sessions are currently being prepared for ED
and UCC teams.
NHS Choices
Quarterly reports are collated and
presented at the Quality and Healthcare
Governance Committee. Themes are
identified, in line with all patient experience
measures in order to ensure appropriate
actions are developed and monitored.
Individual responses to feedback are
provided on-line by the Trust and meetings
to discuss issues further are offered.
National Surveys 2015/2016
National Children Inpatient and
Daycase Survey
This Survey was carried out in November
2014 with the results published June 2015.
This Survey involved 137 NHS Trusts. 182
responses were received which was a 24%
response rate.
Positive feedback was received from 0-7
year old patients in relation to:
• Quality of patient food.
• Felt safe whilst in hospital care.
Parents reported positively in relation to
• Adequate explanation received
regarding operations or procedures
in a way which was understood.

Quality Report

Training

An area of improvement related to:
• Provision of adequate information
on how children could use and
take new medication.

167

Maternity Survey

National Inpatient Survey

The National Maternity Survey yielded a
40% response rate, capturing feedback
from 154 participants. Positive comments
were received across all aspe4cts of the
survey particularly within staffing criteria.
This included:

The National Inpatient Survey was
undertaken in July 2015 and is currently
embargoed.

• Staff introduced themselves before
treatment and examination.
• Concerns were taken seriously
during labour and at birth
• Effective communication
during labour and at birth

Quality Report

The Post Discharge Survey is posted to a
sample of 400 patients on a quarterly basis;
this represents 1600 patients a year which
is twice the sample used in the national
survey. The questions mirror that of the
National Inpatient survey in order that we
capture issues in real time and develop
actions to address identified issues in a
timely manner.
The data below shows the responses in
relation to the CQUIN indicator questions
comparing each quarter with the National
Inpatient Survey results for 2015

Did you find a member of staff to discuss any
worries or fears that you had? (Q16 was 15)

50% 81% 82% 78% 83% 81% é

Ave

81% 88% 89% 86% 88% 88% é

Q4 2016

Were you given enough privacy when discussing
your condition or treatment? (Q14 was 13)

Q3 2015

71% 76% 81% 79% 81% 79% é

Q2 2015

Did you feel involved enough in decisions about
your care and treatment? (Q11)

Q1 2015

Patient Experience Indicator Questions

2014
Nat In-pt

• Dignity and respect during
labour and at birth

Post Discharge Survey



Did a member of staff tell you about any
medication side effects that you should watch out
49% 64% 70% 63% 62% 65% é
for after you got home in a way that you could
understand? (Q22 was 19)
Did hospital staff tell you who you should contact
if you were worried about your condition or
76% 85% 81% 77% 80% 81% é
treatment after you left hospital? (Q25 was 22)
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Compliments
2012-13
3662
4698
5730
4493
18,583

2013-14
5297
5782
4523
4863
20,465

The table above illustrates the number
of recorded compliments received by
CDDFT and shows a slight increase during
2015/2016. Patients and carers are also
encouraged to share their comments
on the CDDFT website, as well as NHS
Choices. All comments are shared with
service teams and displayed in patient
areas.
Working in Partnership with
Healthwatch:
The Trust works in partnership with
Healthwatch County Durham and
Healthwatch Darlington. Healthwatch
play a vital role liaising with the general

2014-15
5288
5473
6123
6228
23,112

2015-16
6058
7406
6078
3902
23,444

public and capturing feedback about
health services which is shared with
the trust in order that we can learn
from general trends or specific issues.
Representatives of Healthwatch County
Durham and Healthwatch Darlington
continue to attend the trust’s Patient
Experience Forum which was introduced
in August 2014. Healthwatch provide
constructive feedback from service users
and members of the community. We will
continue to meet regularly in 2016 to
continue to gather feedback and improve
services. Healthwatch teams have provided
invaluable support and feedback to the
Perfect Week initiative at University Hospital
of North Durham and Darlington Memorial
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Quarter
1
2
3
4
Total

Hospital in 2015. Healthwatch members
also support a peer review process whereby
current anonymised complaint reports and
responses are reviewed to ensure a fair and
balanced response is provided to patients.
Patient Experience Projects
During 2015/16 members of the Patient
Experience Team have worked with a
number of services to undertake bespoke
patient experience projects. The following
services have been involved:
• Pain Management Unit:
This project sought feedback
from patients attending the Pain
Management Unit at University
Hospital of North Durham. A full
report was provided in 2015.

Quality Report

• STEM Project:
As a result of the theatre and mortuary
redesign at Darlington Memorial
Hospital, the Patient Experience Team
and Healthwatch have supported face
to face interviews with service users
in order to gain a full understanding
of patient experiences of services
during a time of disruption.
• Carers report:
The 2014/15 CQUIN indicator for
Dementia report, carried out for County
Durham and Darlington Foundation
Trust recommended a review of carer
experiences of services, to be completed
in 2015. This review focussed on
carers who support patients with
dementia to determine whether they
feel supported during their hospital
journey, and to gain feedback on
their experience of hospital services.
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• Visitor to Patient report:
As part of CDDFT’s Patient Experience
Forum ‘Quick Fix ‘ schemes, the Visitor
to Patient Policy was reviewed and
open visiting for patients (11.00 –
19.00 hours) was introduced across the
Trust. To evaluate the policy and the
effectiveness of revised visiting times, a
questionnaire was developed for both
staff and patients/visitors. This resulted
in further adaptation to visiting times
changing to 13.00 – 19.00 hours.
• Perfect Week:
During November and December 2015,
PET staff together with staff from across
all disciplines, carried out the role of
Perfect Week Liaison Officers (PWLO’s)
staff members worked on wards across
the trust to observe and give feedback
on how the ward functioned on a day
to day basis. PET staff also collected
feedback from identified areas on a
daily basis following patients who
were discharged from hospital.
Dignity for All
The focus of Dignity Action Day in 2016
was in relation to carer support within the
CDDFT. Supported by the Trust Dignity
Lead, a Carers Pack and poster was
designed and developed, to ensure that we
are robust in our efforts to promote dignity
in our hospitals for carers and patients.
The patient experience team supported by
Macmillan staff, co-ordinated promotional
stands at DMH and UHND. The Macmillan
team at BAH distributed the Carer Pack for
comment.
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Learning from Experience

Complaints Monitoring

From the quarterly analysis of patient
feedback themes are identified and
included in thematic action plans which
are presented to the Care Groups for
action, these action plans are monitored
at the Complaints, Litigation, Incidents
and Pals (CLIP) meeting and Care Group
Governance meetings. Individual action
plans are developed in response to partly
and founded complaints and shared with
the complainant. Examples of other action
plans and “You said, we did” posters are
mentioned earlier in this report. To ensure
learning across the organisation the Patient
Experience Team continue to produce the
newsletter called ‘Quality Vibes’ which
identifies examples of lessons learned
throughout the quarter, this is disseminated
via the weekly bulletin and available on the
intranet.

As well as proactive patient feedback the
Trust also receive complaints via the patient
experience team. The Trust follows the
NHS complaints procedure and accepts
complaints either verbally or in writing.
If complaints are founded or partially
founded the complainant receives an action
plan to address the issues identified as well
as a response. Complainants are offered
a meeting and or a written response
and are encouraged to participate in
action planning to turn ‘complaints into
contributions’. Complaints form part of
the quarterly CLIP analysis and themes
identified are included in the Care Group
thematic action plans.

Quality Report

The Trust continues to monitor complaints
in relation to staff attitude. We aim to
remain below the threshold set in the
12/13 Quality Accounts of 70 per year.
During 2015/16, this number increased
to 79. This will be monitored closely and
proactive measures implemented to ensure
this improves.
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Patient Stories

Progress

Patient stories continue and have been
instrumental formulating lessons learned
and actions for staff to improve patient
experience. We listen to both positive and
negative stories from our patients and
share these with staff and committees of
the Board.

The Quality Metrics have now been
introduced and these provide a monitoring
tool to audit compliance with nutritional
standards.

An example of a shared story involves a
young gentleman who was diagnosed
with autism at three years old. He was
referred for a chest x ray and attended
with his carer. The carer reported a really
positive experience where the nurses gave
a full explanation of the procedure to be
carried out and that this put the patient
immediately at ease. The carer commented
“Life is so busy and rushed. You are
pushed through everything like you are on
a conveyor belt”. She felt that if everyone
had the attitude shown to the patient on
this occasion and behaved to him in this
way over his lifetime, they would not have
required the support that they had.
Nutrition and hydration in hospital

y

Trust ambition not achieved but
improvements made

Quality Report

Our aim
To ensure that inpatients are adequately
screened for under nutrition and
dehydration and that they have onward
referral as appropriate. To ensure that
inpatients are regularly monitored for their
risk of under nutrition and hydration and
that remedial action is taken in a timely
fashion. To ensure that where therapeutic
dietetic intervention is identified, these
inpatients are referred as appropriate.
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In addition the dietetic service has
also continued with the agreed work
throughout 2015/16. This includes:
• Implementation of a dietetic assistant
handover standard operating procedure
• Change to the dietetic referral form
to make it clearer with reason for
referral and medical diagnosis
• Movement to ‘Stop, think, refer’
and reason for referral to be
checked by 2 registered
• Development of a nutrition bundle
which pulls all nutritional information
into one place – to pilot first quarter
2015/16 and its implementation
in quarter three of 2015/16.
• Nutritional discussions twice a week
(huddles), within the Nutrition and
Dietetic service, to discuss patients that
the dieticians are concerned about
and those who have been under their
care for greater than one week.
Further roll out of metrics capture via
Quality Matters audit
The Nutrition and Dietetic Department and
Catering Service continue to work closely
together on hospital menu development
and nutritional analysis.
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Patient Led Assessments of the Care
Environment
In 2014 the Department of Health and
the NHS Commissioning Board required
all hospitals, hospices and independent
treatment centres to undertake an annual
assessment of the quality of services and
condition of buildings. These assessments
are referred to as Patient Led Assessments
of the Care Environment (PLACE), and they
replaced the Patient Experience Action
Team (PEAT) assessments.
PLACE assessments were undertaken
for each of the in-patient sites operated
by County Durham and Darlington NHS
Foundation Trust.
The aim of PLACE assessments is to
provide a snapshot of how an organisation
is performing against a range of nonclinical activities which impact on the
patient experience of care, which include

Cleanliness; the Condition, Appearance
and Maintenance of healthcare premises;
the extent to which the environment
supports the delivery of care with Privacy
and Dignity; and the quality and availability
of Food and Beverages. A new question
set for dementia was included for the
PLACE inspection 2015/16.
Each PLACE assessment generated a score
across the four domains. Preliminary
results were notified to the Trust in July
2015 with an opportunity for validation.
National publication was in August 2015
and the data will have been shared with
the following organisations: Care Quality
Commission, Department of Health, NHS
England, and Clinical Commissioning
Groups.
The following table illustrates the final
results for the Trust’s overall organisation
score set against the national average:

National Average Score

88.49%

County Durham and Darlington NHS Foundation Trust

92.21% é

Quality Report

Food
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The following table illustrates the final
results for the Trust’s sites set against the

National Average Score
Bishop Auckland Hospital
Chester Le Street Community Hospital
Darlington Memorial Hospital
Richardson Hospital
Sedgefield Community Hospital
Shotley Bridge Community Hospital
University Hospital North Durham
Weardale Community Hospital
Scores highlighted in green indicate above
the national average score.
Scores highlighted in red indicate below
the national average score.
Organisational Food - Chester Le Street,
University Hospital North Durham,
Darlington Memorial and Sedgefield
Community Hospital scored below the
national average :

national average:

Food and
Hydration
Overall
88.48%
90.87% é
91.95% é
93.45% é
90.33% é
91.45% é
93.43% é
91.75% é
95.36% é

Ward Food
Score

Organisation
Food Score

89.27%
93.19% é
96.55% é
95.51% é
96.67% é
96.91% é
98.61% é
94.25% é
100% é

87.21%
88.19% é
86.18% ê
85.67% ê
87.44% é
85.55% ê
87.44% é
84.41% ê
89.80% é

University Hospital North Durham
• Patients choosing their meals
two meals ahead
• No hot option available at breakfast time
• Lunch meal service commenced
before 12.30pm
• Supper meal service commenced
before 5.30pm
• Fresh fruit not available 24 hours per day

Quality Report

Darlington Memorial Hospital
• Patients choosing their meals
two meals ahead

Chester Le Street Community Hospital

• Only 1 hot option available
at breakfast time

• Only 1 hot option available
at breakfast time

• Lunch meal service commenced
before 12.30pm

• Lunch meal service commenced
before 12.30pm

• Supper meal service commenced
before 5.30pm

• Supper meal service commenced
before 5.30pm

• Fresh fruit not available 24 hours per day

• Fresh fruit not available 24 hours per day
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Sedgefield Community Hospital
• Only 1 hot option available
at breakfast time
• Lunch meal service commenced
before 12.30pm
• Supper meal service commenced
before 5.30pm
• Fresh fruit not available 24 hours per day
• Specific or unusual dietary needs are
not met by the standard menu

• Friends and Family Test
• Patient Discharge Survey
• Compliments
• Complaints
• Reduction in Food Waste
Friends and Family Test Findings
The comments are collated under the
following three headings:
• Positive Comments

Measuring Customer Satisfaction
Customer Satisfaction is also measured by
the following:

• Negatives Comments
• Suggestions for Improvement
During the period 314 positive comments
were received.
The following graph illustrates the top
three positive comments over the reporting
period (October 2015 to March 2016).

Quality Report

There is also a requirement to carry out
meal tasting at ward level on each site with
a detailed audit Proforma to complete. The
food tastings evaluated and scored very
well.
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During the period 70 negative comments
and 66 suggestions for improvement were
received.
The following graph illustrates the
negative comments and suggestions for
improvement over the reporting period

The negative comments and suggestions
for improvement in relation to the provision
of patient food and beverages have been
further analysed from which the following
themes were identified:
• choice of food
• temperature of food
• presentation of food

Quality Report

• choice of beverages
There were also a number of negative
comments and suggestions for
improvement relating to availability of retail
catering services.
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The number of negative comments and
suggestions for improvement in relation
to the provision of patient food and
beverages has also been compared against
the number of meals served, number of
positive comments received and the total
number of reviews over the reporting
period. The data is illustrated in the
following table.

Number of Meals
Served
Total Number of
Reviews
Negative
Comments
Suggestions for
Improvement
Positive
Comments

84,712
2,465
28
18
29

78,232
No data
recorded
No data
recorded
No data
recorded
No data
recorded

Total

March

February

January

December

November

October
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77,834

87,274

86,742

83,587

498,381

3,331

3,560

3,913

2,659

15,928

23

26

17

24

118

26

16

11

31

102

9

33

11

37

119

Key Actions in Response to Negative
Comments and Suggestions for
Improvement

on both elderly and dementia wards. The
review concentrated on patients who
require a finger food menu to be able to
pick from the normal menu which ensured
that all of our patients were been treated
and had the same menu as other patients
in the ward. The trials are continuing on
ward 52 at Darlington and Ward 6 at
University Hospital North Durham with the
goal of rolling out Trust wide.

Provision of food and beverages

Menu Ordering

A new Trust Wide menu was launched to
coincide with the National Nutrition and
Hydration week 16-22 March 2015. This
menu was again reviewed in September
2015 by discussing with patients and staff
on feedback but also to look at the uptake
on the new menu, in total 23 adjustments
were made to the menu which commenced
October 2015.

The Trust are currently reviewing an
electronic ordering system which will both
reduce waste and ensure that the patient
is ordering their food closer to the time of
service. Visits are taken place to Glasgow
Hospital to understand the system.

Finger Food Menu

Ward hostess have now been deployed
to focus only on the food service in the
majority of wards at Durham this has
released domestic staff to concentrate
on the cleaning and for catering staff to

The number of negative comments and
suggestions for improvements equated to
0.04% of the 489,381 meals served.

In collaboration with the Nutrition and
Hydration sub group a full review was
completed to supply a finger food menu

Food Service at University Hospital
North Durham

Quality Report

Of the 15,928 reviews 0.5% related to the
provision of patient meals and beverages.
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ensure that a catering service mirrors the
food service at Darlington.
Local Procurement
The Trust continues to source food
ingredients locally where possible within
the local procurement framework.
Food Production
Patient food for all eight hospital sites is
produced from the catering production
unit at Darlington Memorial Hospital. The
Catering team follow standardised recipes
to ensure consistency of the product.

Quality Report

Food for staff and visitors is also produced
from the catering production unit at
Darlington Memorial Hospital for the
following hospital restaurants; Bishop
Auckland Hospital, Darlington Memorial
Hospital, University Hospital of North
Durham.

Environmental Health Officer inspections
Darlington Memorial Hospital
University Hospital North Durham
Bishop Auckland Hospital
Chester le Street Hospital
Shotley Bridge Hospital
Sedgefield Community Hospital
Weardale Community Hospital
Richardson Community Hospital
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Food Hygiene
The NHS has had a legal obligation
to comply with the provisions and
requirements of food hygiene regulations
since 1987 and there are now several
pieces of legislation governing food
safety, including the requirement to have
a food safety management system based
on Hazard Analysis Critical Control Point
(HACCP) principles.
Food Safety Officers, authorised by the
Council, inspect food premises to assess
compliance with food hygiene legislation,
which includes Food Hygiene and Safety,
Structure and Cleaning and Confidence
in Management and Control Systems, to
ensure food is being prepared in a safe and
clean environment and all relevant records
are being maintained. All main kitchens
must be inspected at regular intervals by
Environmental Health Officer’s (EHO). The
frequency of EHO inspections depends on
the type of food business. The EHOs use
a star rating system of which one is the
lowest and 5 is the highest. The following
table illustrates the date and star rating
from the last inspection for food premises
within CDDFT.
Last Inspection
July 2015
December 2013
March 2016
September 2015
June 2015
September 2014
June 2015
November 2015

Star Rating
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As a result of the Trust providing food
to external companies and to provide
additional safeguards, we also commission
an annual independent food safety
inspection by a company known as Support
Training Services (STS). STS are UKAS
accredited and undertake audits for food
suppliers, including manufacturers and
distributors. The Catering Department has
held STS accreditation since the year 2000.
Previously the external Support Training
Services (STS) accreditation has been based
on the Code of Practice and technical
standard for food processors and supplies.

In July 2015 the catering department were
assessed at a higher level of accreditation
which is aimed at food suppliers for the
public sector. The higher level audit places
more emphasis on effective environmental
monitoring programmes to reduce the risk
of the growth of listeria monocytogens
which is a higher risk within a cook chill
environment. The Catering Department
were successful in achieving the higher
level accreditation.
The following table illustrates the external
accreditation held by Facilities
Next Audit/

Accreditation

Service

Last Audit
Inspection

Catering DMH

July 2015

July 2016

Next Steps

HENE Funding

Collaboration

Funding has been requested from the HENE
fund to enable over 100 catering staff to
gain a recognised food safety qualification
which would ensure that the Trusts catering
staff are aware of all the latest food
hygiene regulations.

The Catering Department have been
speaking to North Tees & Hartlepool NHS
Trust to work in collaboration for the
provision of patient catering from the cook
chill unit at Darlington this will result in
additional income for the Trust but also
focusing on how 2 Trusts can work in
collaboration.
The Catering Department are also working
with Age UK Darlington to continue
the success story of the luncheon clubs
which commenced in 2014 in one club
and we now support 6 luncheon clubs in
Darlington which has enabled the users
of the clubs to receive a hot meal in the
company of their friends

End of Life Care

y

Trust ambition not achieved but
improvements made

Our aim
We aim to ensure that patients under our
care have a dignified and peaceful end of
life experience. When appropriate we aim
to improve recognition and communication
of the palliative nature of patients at an
earlier stage. We aim for patients and
their families to be involved in developing
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STS (Support Training
Solutions)

individualised care plans which address
the physical, psychological and spiritual
needs of patients who are known to be
approaching the end of life.
Progress

Quality Report

Use of the Liverpool Care Pathway was
discontinued in July 2014. Prior to this
we were involved in developing North
East region-wide guidance to support the
care of patients who are ill enough to die.
This was a collaborative approach and
this guidance has now been rolled out
throughout the Trust to support patients
who are ill enough to die. This guidance
focuses on recognition, effective sensitive
communication, agreeing an individualised
care plan with the patient or family and
delivering effective, compassionate care
that meets the needs of both the patient
and family. The initial roll out was followed
up with further education about the use of
the guidance at the Deciding Right launch
as well as targeted training to selected
community and ward teams. Audit of
compliance with the guidance commenced
in March 2015 and continued throughout
2015/16.
Deciding Right, which is an integrated
approach to making care decisions in line
with Mental Capacity Act, was launched
in the Trust in October 2014. As well as
covering the Deciding Right principles
and documents the launch event included
seminars on fundamental palliative care
skills such as recognising the dying patient
and decision making. Following the launch
a significant and sustainable education
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strategy is now needed to equip our
workforce to provide high quality end of
life care and to fully implement Deciding
Right in practice. An end of life education
strategy is being developed through the
End of Life Steering Group to support this
work.
In last year’s report we hoped to devise
a process to simplify the way that the
palliative care needs of the patients known
to the team are communicated to primary
care. This has not progressed as hoped
due to IT/Licence issues and an alternative
process is being devised.
Next steps
Pilot areas are identified and support
has been introduced to enhance the
knowledge and skills required for staff to
feel confident using the Deciding Right
documents.
Education around “do not resuscitate”
continues and other elements of decision
making and care towards the end of life.
An audit programme for the use of the
guidance for care of patients’ ill enough to
die and development of appropriate actions
continues in pilot areas
The Specialist palliative care team will
commence implementation of a palliative
discharge summary utilising the newly
developed SystmOne template. This has
been discontinued and an alternative
method is being developed
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☑

Trust ambition achieved

Our aim
To ensure that all patients with a learning
disability who access our services have a
formalised approach to ensuring that their
care needs are met
Patients with a learning disability may need
to use our services and it is important the
we make every effort to ensure that they
have a positive experience of care and that
reasonable adjustments are made where
necessary, following a formalised process.
Progress
A learning disabilities guarantee and
action plan has been implemented that
ensures that all needs and any reasonable
adjustment needs are assessed in a
formalised way and that this is correctly
documented.
Next Steps
Although the Learning Disability guarantee
has been produced and implemented
across the organisation, it is important that
we remain focussed in this area and ensure
2014
Key Finding
KF1. Staff
recommendation of
the trust as a place
to work or receive
treatment

that we continue to enhance the service we
offer. The work and processes implemented
from the guarantee continue. The follow
up visits developed as part of the outreach
service and implementation of emergency
health care plans and individualised
“coming into hospital” pack for service
users are now fully embedded and this
priority will now move to business as usual.
Percentage of staff who would
recommend the provider to friends and
family

y

Trust ambition not achieved but
improvements made

Our aim
To increase the weighted score of staff who
would recommend the provider to friends
and family within the national average for
acute trusts.
Work continues to engage with staff
at all levels of the organisation and an
Organisation Development strategy
“Staff Matter” has been produced, which
complements the Quality Strategy.
As reported by the Health and Social Care
Information Centre and NHS Staff Survey
National Co-ordination Centre overall
results are as follows:
2015

Trust

National
Average

Trust

National
Average

3.45

3.67

3.60

3.71

Trust
Improvement/
Deterioration

Quality Report

Development of a Learning Disability
Guarantee

Improvement of
0.15
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The results for the key finding 24 Staff
recommendation of the trust as a place
to work or receive treatment has seen an
improvement of 0.15 therefore although
we have not met our ambition to achieve
a national average score improvements
have been made in staff experience. The
trust score of 3.60 (on a scale of 1 to 5,

Question
Q21a Care of patients
/ service users is my
organisation’s top priority
(strongly agree and agree)
Q21c I would recommend
my organisation as a place
to work (strongly agree and
agree)
Q21d If a friend or relative
needed treatment, I would
be happy with the standard
of care provided by this
organisation (strongly agree
and agree)

Quality Report

Key Finding 1 is comprised of three
individual questions which can be seen
below:

2014

2015

Trust

National
Trust
Average

Trust
National
Improvement/
Average
Deterioration

62%

70%

69%

73%

Improvement of
7%

48%

58%

55%

58%

Improvement of
7%

54%

65%

61%

67%

Improvement of
7%

Question 21d: If a friend or relative
needed treatment, I would be happy with
the standard of care provided by this
organisation has improved by 7% in the
2015 survey compared to the 2014 results.
However the score falls short of the
national average by 6%.
KF 1 is one of three key findings that make
up the staff engagement score in the
national NHS staff survey. A summary of
the staff survey results for 2015, actions
taken from the 2014 results and future
priorities (including staff engagement)
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where 5 is best and 1 is worst) falls short
of the national average for combined acute
and community trusts by 0.11. This score
benchmarks the trust as a worse than
average ranking.

can be found under the Our People and
Community Involvement section of this
annual report.
Progress
During 2015/16 CDDFT has focussed effort
on staff engagement activity to improve
the responses for staff recommending
the Trust as a place to work and receive
treatment. Key programmes and work
streams that have been undertaken and
introduced include:
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In response to consultation with our staff,
and particularly our clinical teams, the
Trust has refreshed its clinical and quality
strategies and pulled together a separate
organisational development strategy. This
strategy “Staff Matter” sets out all of the
work required to enable us to develop a
fully equipped and engaged workforce
capable of delivering our quality priorities.
Staff Survey
Based on the results from the staff
survey two key pieces of work have been
undertaken. A short term piece of work
commissioned by the Chief Executive
involving 17 service areas with the lowest
staff engagement scores were provided
with additional bespoke support with a
view to improving indicators linked to staff
morale. This tailored approach included
a small team that provided a range of
interventions including focus groups to
explore staff issues, and a whole range of
workshops designed to address identified
issues.
The second piece of work which is a longer
term project has involved working with the
Kings Fund to conduct a Trust wide culture
audit. The culture audit identifies six key
areas and these are: Vision and Values;
Goals and Performance; Learning and
Innovation; Support and Compassion; Team
Working and Collective Leadership. The
results of the audit will be fed back by the
Kings Funds at the end of February and will
inform our OD Strategy – Staff Matter into
16/17.

Senior Managers and Heads Of
Departments (SMHODs)
Senior Manager and Heads of Department
monthly meetings with the Chief Executive/
Board meeting are an opportunity for
open, frank two way discussions on
important topical issues. Every quarter an
extended SMHOD’s is organised to focus
on development needs that have been
identified for the senior leaders within
the Trust. Over the last 12 months these
have concentrated on issues such as Duty
of Candour, Staff Engagement, Improving
Quality and Patient Safety etc.
Leadership and Management
Development Framework
A Leadership and Management
Development Framework has been
produced and launched in April 2015. This
framework pulls together in one place
all of the leadership and management
development available to staff within
the Trust. The framework identifies the
corporate offering; development available
from the North East Leadership Academy
and National Leadership Academy; External
provision such as level 4 and 5 Vocational
qualifications.
Great Line Management Programme
In 2015/16 the GLM Programme was
extended to a two day programme on
the back of feedback of managers. The
programme was reviewed to focus on
people management skills. The content
for day one includes the national and local
strategic operating context; leadership
skills and behaviours required to manage
effectively within this context; staff
engagement; supporting staff through
change. Day two focuses on the personal
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Quality Matters & Staff Matter

development for each delegate and
looks at emotional intelligence, effective
leadership, personality preferences, and
coaching styles.
New Managers Induction Programme
The Trust has developed and implemented
a New Managers Induction Programme
as part of the core offering for staff
moving into new management roles
or new appointments into the Trust.
Initially piloted in 14/15 this programme
follows a similar format to the Great
Line Management Programme with an
additional module on the Trusts HR policy
and processes.
Manager Mini guides to Human
Resources
The human resources mini guides have
continued to be a popular resource for
busy line managers to manage staff more
effectively. A new Agency mini guide
was introduced in 2015 to complement
the existing suite of guides: Recruitment,
Managing absence, Disciplinary, Dignity at
work and Capability.
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Trust Vision, Values & Behaviours
2015 has seen the introduction of the new
Trust Behaviours Framework that has been
fully embedded within the recruitment,
appraisal procedures, Great Line
Management and New Managers Induction
Programme. The Framework was launched
with an attachment to staff payslips to
ensure every member of staff received their
own copy.
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Staff Annual Awards
Staff Annual Awards February 2016
recognised staff for their outstanding
contribution. Staff were nominated under
eight categories: shining star (clinical and
non-clinical), making a difference behind
the scenes, leadership for change, research
and innovation, technology enhancement,
service improvement, Chief Executive
award, Governors - making you feel better
and Chairman’s - quality award.
Breakfast with the Chief Executive
‘Breakfast with Sue’ gives a random
selection of staff a genuine opportunity
to meet the Chief Executive and talk to
her about working life at the Trust. These
events held each month are small and
personal rather than a large group event
which gives every attendee the chance to
speak.
Personal Resilience
Staff development sessions promoting
personal resilience strategies introduced
in July 2014 have continued throughout
15/16 to support the workforce to
develop coping strategies in a changing
environment.
Health Advocates
Staff volunteers working on projects to
improve staff health and wellbeing have
once again achieved the Continuing
Excellence standard of the Better Health at
Work Award.
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The monitoring of appraisal completion
and quality audits have been a focus of
work during 15/16 to ensure staff are
getting the development they need to do
their job and support to progress in their
careers in line with the new behaviours
framework for staff.
Staff Benefits & Reward
Staff benefits continue to be expanded
offering staff local discounts that they
can access when they produce their
identification badge and a range of salary
sacrifice schemes. The Total Reward
Scheme was introduced in 2013 and the
newly appointed Employee Assistance
Programme provides a range of services for
staff to access for support.
Monitor have suggested the following two
questions and results be included in this
year’s report and have been incorporated
below:
• NHS Staff Survey results for indicator
KF19 (percentage of staff experiencing
harassment, bullying or abuse from staff
in the last 12 months)
The overall score for 2015 has increased
slightly from 20% in 2014 to 22% in
2015. However the % of white and
BME staff that reported experiencing
harassment, bullying or abuse from
staff in the last 12 months is the same,
both 22%. This score is lower than the
national average which is 24%.

• NHS Staff Survey results for indicator
KF27 (percentage believing that trust
provides equal opportunities for career
progression or promotion) for the
Workforce Race Equality Standard.
The % of white staff believing this has
gone down to 89% in 2015 from 91%
in 2014. The Trust score is the same
as the national average for Combined
Acute and Community Trusts is 89%.
The % of black and minority ethnic
staff believing there is equal opportunity
for career progression has increased
significantly to 94% in 2015 from
69% in 2014. This response is also
significantly higher than the national
average, which is 74% for 2015.
In order to improve staff engagement
within the Trust we commissioned the
Kings Fund to conduct a cultural audit
for us. The results from this have been
combined with the latest staff survey results
and further work is being undertaken with
Senior Managers and Heads of Department
at the monthly meeting due to take place
in April 2016. The outcomes from this
session will be a Trust wide action plan
to address the issues raised by both the
culture audit and the staff survey and will
form the basis of our revised Staff Matter
action plan. Workshops on harassment and
bullying have been arranged for 2016.
Next steps
County Durham & Darlington NHS
Foundation Trust intends to take the
following actions to improve this data, and
so the quality of its services.
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Appraisal

OD Strategy – Staff Matter
During 16/17 the OD Strategy Staff Matter
will be reviewed and updated based on
intelligence available from the Cultural
Audit and recommendations from the
Kings Fund, Staff Survey 2015 results,
on-going quarterly feedback from the
Staff Friends and Family Test alongside
organisational drivers on from the Quality
Matters strategy.
Leadership and Management
Development Framework
The leadership and management
development framework will be reviewed
and refreshed for 16/17 to ensure it
meets current and future leadership and
management development needs.
Clinical Leadership Programme
A bespoke development programme is
being designed for clinical leaders within
the Trust to be implemented in 16/17.
Clinical Effectiveness
Reduction in Risk Adjusted Mortality
(RAMI) and Standardised Hospital Mortality
Indicator (SHMI)
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☑

Trust ambition achieved

There are a number of different published
mortality indices that seek to provide a
means to compare hospital deaths between
trusts. Mortality measurement is a complex
issue and much has been written about
the usefulness of mortality ratios with
academics and trusts getting involved in
wide debate regarding their accuracy and
validity.
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NHS England use the Summary Hospitallevel Mortality Indicator (SHMI) as their
standard indicator. SHMI reports on
mortality at trust level across the NHS in
England using a standard and transparent
methodology. It is produced and published
quarterly as an official statistic by the
Health and Social Care Information Centre
(HSCIC).
The SHMI is the ratio between the actual
number of patients who die following
hospitalisation at the trust and the number
that would be expected to die on the
basis of average England figures, given the
characteristics of the patients treated there.
The indicator includes deaths in hospital
and within 30 days of discharge.
In previous years the Trust also used the
Risk Adjusted Mortality Indicator (RAMI) to
monitor mortality. This was an indicator
produced by CHKS, the Trust’s information
provider partner, and considers in hospital
deaths only. However, recently the
Trust has re-tendered for its information
provider and is in the process of moving to
Healthcare Evaluation Data (HED) and will
be working with staff from HED to ensure
robust mortality information is available to
the Trust.
HED data includes SHMI and the Hospital
Standardised Mortality Ratio (HSMR) as
comparators of mortality. In addition,
bespoke views can be developed for
specific patient groups with clinician input,
and outcomes monitoring in key areas is
supported. Indicators are complemented
with statistical measures denoting the
indicator’s status to allow trusts to
understand their outlier status. Using the
modules it is possible to highlight patient
groups within trusts requiring investigation
or monitoring, and then to drill through
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enabling detailed investigation and root
cause analysis.
The Trust also uses ‘Crude Mortality’ as a
measure of mortality rates. This is simply
the number of deaths as a percentage of
the total number of discharges. It does
not, unlike other indices, take into account
any other factors.
In keeping with our commitment to
openness and transparency we continue to
review and analyse our mortality data in a
continuing attempt to understand what the
data is telling us.
Our aim

County Durham & Darlington NHS
Foundation Trust considers that this data is
correct for the following reasons:
• The data is collected as prescribed
nationally and reported as
per national guidelines
• The data presented is as shown
by the Health and Social Care
Information Centre
The next series of graphs shows our
comparative position when measured
across hospitals in England and an
indication of what that means.
HSMR
The timeline below shows that from a
peak in January 2015, when we know that
there was nationally the highest number
of winter deaths since 1990/00, there has
been a steady fall in the Trust’s HSMR to
a low of 99.96 in August and levelling off
since then.
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Our aim is to remain at or below the
national average for mortality rates and
lower than comparable regional peers.

Progress

Figure 1 – HSMR timeline (Jan – Dec 2015)
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Unfortunately, the funnel plot showing
expected number of deaths and HSMR for
the latest 12 months (Figure 2) shows that
the Trust has slipped and is currently on the
upper control line.

Figure 2 - Funnel plot showing expected number of deaths and HSMR for the latest 12 months
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Further analysis of this data allows the
production of a ‘treemap’ (Figure 3)
that shows the number of excess deaths
by Clinical Classification System (CSS)
diagnosis group. It can be seen that
Pneumonia is the CSS group with the most
excess deaths.
The Trust was aware of this and consultants
within the Trust are working as part of
a regional project looking at community
acquired pneumonia and the uptake of
specific ‘clinical focus areas’ defining best
clinical practice. This work is on-going but
data currently available shows that CDDFT
has comparable levels of uptake of these
areas, compared to others in the region,
and exceeded the regional average in a
number of key areas including ‘oxygen
given within 1hr of arrival’ and ‘appropriate
initial antibiotic regimen received’.
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Figure 3 - Treemap shows the number of excess deaths by Clinical Classification System (CCS) diagnosis groups.
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When the Trust’s HSMR is compared with
the Trust’s peers across the North East
region, the Trust sits in the middle of the
comparable trusts.

SHMI

Quality Report

The SHMI data shows more favourable
results for the Trust. The timeline below
(Figure 4) shows that the Trust has been
consistently at or below the recognised
standard of 100. This is further reflected
in the funnel plot (Figure 5) that shows the
Trust sitting in the middle of plot.
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Figure 4 – SHMI timeline (Jan – Nov 15)

Figure 5 - Funnel plot showing expected number of deaths and SHMI for period Jan – Nov 2015
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Comparison with the other Trusts in the
region shows again that CDDFT sits with in
the middle of the comparator group.
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Crude Mortality
The Trust’s crude mortality figure showed a
significant fall since a high in January 2015
and reached a 12 month low of 3.53 in
August. Since then the rate has risen as
the winter season began.
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Figure 6 – Crude Mortality timeline (Jan – Dec 15)
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Coding
Palliative Care Coding: Figure 7 shows the
rolling 12 month proportion of deaths
with specialist palliative care coding by
North East trust per the SHMI contextual
indicator. Palliative care coding within
CDDFT has remained broadly stable but

Figure 7: Proportion of deaths with palliative care coding
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The level of coding for comorbidities has
shown a steady rise over the last 3 years
reflecting better clinical documentation,
and is in line with other trusts in the region
and England as a whole.
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we are therefore worsening relative to
England and other trusts in the region.
This is important as the rate of palliative
care coding impacts directly on HSMR and
therefore may be adversely impacting upon
our HSMR ratio. The trust must prioritise
this coding in order to present an accurate
picture for HSMR.
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Next Steps
• Understand how the mortality review
process may change over the next 12
months following the letter from Dr
Mike Durkin and Professor Sir Bruce
Keogh to all trusts and also the decision
by NHS England to award the national
retrospective case record review process
to the Royal College of Physicians.
• On-going work with the local Coroner
to gain access to post-mortem
reports to allow information be used
as part of the review process.
• Continue to develop ward specific reports
• Continue to develop links with Primary
Care colleagues to ensure joint learning.
• Improve palliative care coding

It is generally accepted that the overriding
purpose of mortality rates is to promote
enquiry into clinical practice and in the
context of mortality this necessitates critical
review of deaths. The Trust has a number
of different forums where mortality is
reviewed and discussed. The Emergency
Departments undertake a mortality review
process of all deaths that occur within the
ED clinical area, maternity and paediatrics
have a separate mortality review process
that fulfils statutory requirements in these
area and the Cardiac Arrest Prevention
Team undertake mortality reviews on
specific groups of patients. All other
deaths are brought to the Weekly Mortality
Review Group (WMRG) for review. This
work is coordinated by the Associate
Director for Mortality and reported into the
Trust’s Mortality Reduction Committee.
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Figure 8: Comorbidity score per FCE by Trust

The WMRG consists of a number of
consultants and senior nursing staff from a
wide range of clinical specialities including
acute medicine, care of the elderly
medicine, gastroenterology, anaesthetics
and surgery. The group reviews patient
care within a month of the patient dying
and currently over 30% of deaths are
reviewed in this forum. Trust will be
seeking to improve this figure in 2016/17.
The Trust received a letter from Dr Mike
Durkin and Professor Sir Bruce Keogh
challenging all trusts to improve their
governance arrangements around mortality
review. Whilst CDDFT currently meets
many of the recommendations in the
letter, there was a challenge that ‘In order
to understand the standard of care being
delivered to those who die there needs to
be a high level assessment of all deaths.
This is quite achievable if the responsibility
is distributed amongst all consultants in
those specialties with large numbers of
deaths (e.g. acute medicine).’
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The Trust will need to consider the
implications of moving from a centralised,
standardised, independent and replicable
process, which is currently undertaken
by the WMRG, to one where mortality
review is undertaken within specialties.
In addition, the national retrospective
case record review (NRCRR) process was
awarded to the Royal College of Physicians
and the Trust awaits an update on how this
process will be implemented.
To try and further increase the depth
of information available at the time of
undertaking a review the Trust has sought
permission from the local Coroner to gain
access to the post mortem reports that
are commissioned by him. The Coroner
has supported this move and the Trust is
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currently finalising the process so that these
reports are available.
Whilst undertaking mortality reviews
are essential it is equally important the
information gained from the reviews
are fed back to clinical teams in a timely
fashion. The try and achieve this, the Trust
has started to produce quarterly feedback
reports to ward areas. These reports
include information relating to;
• Main Diagnosis on Admission
• Comorbidities
• Appropriateness – on ward at
admission / of ward at time of death
• Outcome - rate of expected deaths
/ proportion of deaths from cardiac
arrests / NCEPOD and Hogan scores
• Number receiving further
review / escalation
• Lessons Learnt
These data should then be used by the
clinicians in the ward, speciality and care
group governance meetings to inform staff
of outcomes, generate debate and lead to
change in practice.
The trust is also collaborating with peers
across the region and with colleagues
in primary care to share learning and to
undertake joint work to improve patient
care. Regional there are projects looking
at the management of sepsis and acute
kidney injury that have been generated
form the regional mortality work.
In primary care, all cases where the
reviewer identifies a potential issue with
pre-hospital care are escalated to either the
community nursing teams, where CDDFT
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To reduce the number of emergency
readmissions to hospital within 28 days
of discharge

y

Trust ambition not achieved but
improvements made

Our aim
Our aim is to reduce the number of
avoidable re-admissions, which are
inconvenient for patients and suggest
their care might not have been optimal.
Reducing avoidable re-admissions also
enables more money to be spent on care
closer to home and less on hospital beds, in
line with Government policy.
Progress
Despite much focussed work, re-admission
rates remain essentially unchanged, having
fallen only 0.4% in 2015-16. General
Medicine, General Surgery and A&E
account for the majority of re-admissions,
many of which involve patients who have
been in a short stay area.

Electives
Nonelectives
Total

Apr-Feb Apr-Feb
2015
2016
Variance
1,335
1,333
-0.1%
5,376
4,970

5,352
4,952

-0.4%
-0.4%

A joint commissioner – CDDFT audit took
place in July 2015 purportedly showing
that 42% of re-admissions were avoidable.
However, there were some methodological
difficulties and the Trust will propose a
re-audit in 2016. In addition, the Trust
is examining the coding of some Ward
attenders and others whose admission may
be coded wrongly thus mistakenly inflating
the re-admission figures.
Advice has been sought from a company
with a track record in helping Trusts
improve re-admissions performance. It is
re-assuring that they were able to conclude
that CDDFT has already achieved most of
the available efficiencies and demonstrates
generally strong performance. Their
recommendations were confined to
suggesting areas where further audit work
could take place.
The Trust continues to have the use of beds
in five community hospitals, which also
include day hospitals. A review of access
criteria and the roll-out of expected date
of discharge planning have been important
developments in 2015-16. Improvements
in liaison with community services in North
Yorkshire have also been made to avoid
having to place patients from Yorkshire
in Community Hospital beds in County
Durham far from their home.
Next Steps
The Trust will continue to:
• Target for action the clinical areas
where re-admission rates appear to be
high, such as the short stay areas.
• Implement the Transforming Emergency
Care programme. In addition to providing
improved care to patients whilst they
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are involved, or directly with primary care
colleagues, to ensure that lessons can be
learnt and policies and procedures changed
if required. This work will continue to be
developed in 2016/17.

are in an acute bed, this programme
involves a multi-agency approach to
supporting patients in the community,
either to prevent them being admitted to
hospital, or in providing better support
to them when they are discharged.
• Linked to this programme is the
Trust’s continued investment in
and support for the multi-agency
Intermediate Care service which has
recently undergone a full review.
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• An important recent development is the
multi-agency discharge management
teams based at UHND and DMH,
designed to discharge patients in a
timely manner into safe services based
in the community. In connection
with successful discharges, two pilot
schemes are now assisting patients
and their carers to find suitable Care
Homes when patients cannot be
discharged back to their home address.
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To reduce the length of time to assess
and treat patients in Emergency
Department

y

Trust ambition not achieved but
improvements made

Our Aim
We aim to assess and treat all patients
in A&E in a timely and safe manner. Key
standards are:
• 95% patients are assessed and treated
within 4 hours of arrival at A&E
• Ambulance crews can hand over
the care of patients to CDDFT staff
within 30 minutes of arrival
Progress
Growth in A&E attendances continues to
run ahead of commissioning intentions.
In 2015-16, total attendances rose 3%
compared to 2014-15 (3.1% at DMH and
2.9% at UHND). Over the winter, (NovMar) growth accelerated to 4.8%.
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NEAS Ambulance arrivals fell by 2.7% in
2015-16. At DMH this is partially offset by
growth of 2.5% in Yorkshire Ambulance
attendances. However, ambulance
handover delays remained roughly
constant. Over the year, 73.5% of patients
whose handover times were recorded were

handed over within 30 minutes (66% at
DMH and 78.6% at UHND) compared to
73.3% in 2014-15. Similarly, more patients
had to wait >120 mins to be handed over:
167 in 2015-16 (89 at DMH, 78 at UHND)
compared to 124 in 2014-15.

It is recognised nationally and by local
commissioners that difficulties in achieving
the 4-hour A&E standard are a symptom
of strains affecting the wider health
and social care system. A study by local
commissioners showed that the number of
4-hour breaches correlate with pressures

on acute beds. Another commissioner
study acknowledged that CDDFT has fewer
acute beds per head of population, by a
fair margin, than other North-East Trusts,
with UHND being less well provided than
DMH: hence UHND is likely to find it more
of a challenge to deal with non-elective
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Over the year, Trust performance (Types 1
and 3) against the 4-hour (95%) standard
fell to 93.19% from 94.3% in 2014-15.

pressure surges than any other North East
hospital site.
Non-elective activity in 2015-16 declined by
2.8% compared to 2014-15. Activity in the
Trust’s main pressure point – Medicine fell
by 2.7%.

Specialty Area
Paediatrics/Neonates
Obstetrics/Midwife Led
Gynaecology
Surgery (Exc T&O)

Apr 14-Mar
15
10,006
9,240
2,831
9,028

Apr 15-Mar
16
10,370
8,021
2,875
8,967

Variation
%
3.6%
-13.2%
1.6%
-0.7%

Trauma & Orthopaeds (Exc Paeds)
RAMAC Direct Discharges

2,624
4,890

2,521
4,402

-3.9%
-10.0%

Medicine (Exc RAMAC discharges)
All Medicine
All Non Electives

30,855
35,745
69,474

30,375
34,777
67,531

-1.6%
-2.7%
-2.8%
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Next Steps
The Trust has continued to receive close
scrutiny from the regulator, Monitor, and
local commissioners in respect of its nonelective performance. In response it has
developed a Transforming Emergency
Care Programme with the support of local
commissioners and partner agencies. This
programme contains actions which aim to:

One of the key early actions for CDDFT
was to run “Perfect Weeks” at UHND and
DMH. This involved cancelling routine work
for a week to focus on delivering the ideal
mix of timely and high quality non-elective
care. Some of the main lessons learned,
which the Trust aims to incorporate into
normal practice, include:

• manage demand for acute beds more
effectively through improved Primary
Care and community services

• Deliver care to best practice standards
(using guidelines) focussing on
increasing the number of patients
reviewed and discharged by senior
clinicians in the mornings

• provide robust assessments of patients
by senior clinicians at the hospital front
door to prevent unnecessary admissions.
• ensure there are no unnecessary delays
in discharging patients, including
providing good discharge support.
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• Improved command and control
arrangements and escalation processes
• Roll-out of electronic patient flow/
bed management system
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• Extended pharmacy and therapies cover
• Improved and extended
discharge support services
• Improved access for A&E patients to
rapid assessment by Specialty doctors.
• Ensure end of life patients are cared
for in their preferred place, avoiding
unnecessary transfer to hospital.
In the medium to longer term, several key
discussions with a bearing on non-elective
performance continue:
• A Business Case is being developed to
extend the Emergency Department and
associated assessment facilities at UHND.
• The type and location of Urgent Care
services local CCGs wish to commission.
Plans are well advanced to co-locate
the Darlington Urgent Care Centre with
A&E at DMH, whilst co-location of the
Out of Hours service and A&E at UHND
has already been achieved. Plans for
the remaining Centres in DDES CCG
are currently being consulted upon.
• Ways in which CDDFT can shelter
more elective work from the impact
of non-elective pressures. In this
regard, the upgrade of the theatres
at BAH to ultra clean air, will enable
most elective orthopaedics work to
be moved to BAH site where it will
protected from late cancellations
arising from non-elective pressures.
The upgrade will be finished in time to
transfer the work before next winter.
• Strategic changes to improve the
sustainability of the health economy
across Durham, Darlington and

Teesside via the commissioner-led
Better Health programme, in which
CDDFT is an enthusiastic participant.
To increase patient satisfaction as
measured Patient Reported Outcome
Measures (PROMs)

y

Trust ambition not achieved but
improvements made

What are they? PROMs measure quality
from the patient perspective by using
questionnaires. They cover four clinical
procedures – hip replacements, knee
replacements, hernia and varicose veins.
PROMs calculate the health gain after
treatment using surveys carried out before
and after the operation. PROMs are a
measure of the patient’s health status or
health related quality of life at a single
point in time. They provide an indication of
the outcome or quality of care.
Our aim
We want to increase participation so that
we can gain a good understanding of
patient’s view of their care and outcomes.
We want to see an improvement in
participation rates for all PROMs.
Patient Reported Outcome Measures
(PROMs) have now been collected from
all providers of NHS-funded care since
April 2009 for the following procedures:
Groin Hernia Repair Hip replacement Knee
replacement Varicose Vein Surgery
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• Improved matching of capacity
and demand in radiology.

The importance of embedding the
collection of PROMs data into routine
clinical practice and achieving greater
coverage of these procedures has been
recognised nationally. The support for
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this is shown by the inclusion of these
measures in the NHS Outcomes Framework
and locally by the development of CQUIN
targets.

The County Durham & Darlington NHS
Foundation Trust has reviewed all of the
data available to them on the quality of
care in all of these relevant health services.

In addition to increasing participation rates
we want to see an increase in health gain
as a result of the interventions carried out.
The results for this can be seen in part 3 of
the report

The income generated by the relevant
health services reviewed in 2015/16
represents 100 per cent of the total income
generated from the provision of relevant
health services by the County Durham
& Darlington NHS Foundation Trust for
2015/16.

County Durham & Darlington NHS
Foundation Trust has taken the following
actions to improve this rate, and so the
quality of its services.
The data is collected prior to the surgery
and post operatively to provide an indicator
of the outcome of the surgery for the
patient and with the change in data
management provider the data is now
available at patient level.
County Durham & Darlington NHS
Foundation Trust considers that the
outcome scores are as described for the
following reasons:
• The data is collected by a dedicated
team within the organisation.
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• The data collected is made available
by the Health and Social Care
Information Centre as stated above.

Review of Services
The Trust’s performance against national
priorities for 2015/16 is shown in Part 3 of
this report.
The Trust has developed an Integrated
Board report covering quality, performance
and workforce indicators, and
incorporating an integrated performance
scorecard. Work is continuing to develop
it into a more comprehensive document,
incorporating important metrics and
service areas which are still the subject
of stand-alone reports, such as Finance
and Community Services. The Board
received monthly reports relating to all key
indicators.
The Trust has also developed a new
integrated Performance Management
Framework which incorporates:

Statements of assurance from The
Board

• Executive-led quarterly performance
reviews of each Care Group

During 2015/16 County Durham &
Darlington NHS Foundation Trust provided
and/or sub-contracted 121 relevant
services.

• Monthly performance reviews
of each Care Group led by the
Director of Performance
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• An escalation and earned autonomy
framework with degrees of support
ranging from low, medium and high
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intensity to “special measures”.
Participation in Clinical Audits and
National Confidential Enquiries
During 2015/16 39 national clinical audits
and 4 national confidential enquiries
covered NHS services that County Durham
& Darlington NHS Foundation Trust
provides.
During 2015/16 County Durham &
Darlington NHS Foundation Trust
participated in 97% national clinical audits
and 100% national confidential enquiries
National Audit/National
Confidential Enquiry Title

of the national clinical audits and national
confidential enquiries which it was eligible
to participate in.
The national clinical audits and national
confidential enquiries that County Durham
& Darlington NHS Foundation Trust
was eligible to participate, participated
in, participated in and for which data
collection was completed during 2015/16
are contained within the table below
alongside the number of cases submitted
to each audit or enquiry as a percentage of
the number of registered cases required by
the terms of that audit or enquiry:

Applicable Participation Data
to Trust
collection
Services
completed

% cases
submitted

Apr 15 –
Mar 16
Women’s and Children’s Health
Maternal, infant and newborn
programme (MBRRACE-UK)*

✓

(Also known as Maternal,
Newborn and Infant Clinical
Outcome review Programme)
✓
Neonatal intensive and special
care(NNAP) Paediatric Asthma (British Thoracic ✓
Society
Paediatric intensive care
X
(PICANet)

✓

On-going

100%

✓

✓

100%

✓

✓

*100%
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*More than BTS requirement of a minimum of 20 consecutive children’s data entered. .
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National Audit/ National
Confidential Enquiry Title

Quality Report

Acute Care
Emergency Oxygen Audit (British
Thoracic Society)
National Complicated Diverticulitis
(CAD) *
Adult critical care (Case Mix
Programme) –

Applicable Participation Data
to Trust
collection
Services
completed
Apr 15 –
Mar 16

% cases
submitted

✓

✓

✓

N/A

✓

X

✓

✓

On-going
data
collection.
Final quarter
to be
submitted
May 16
On-going
Data for
Year 2
locked
15/1/16
On-going

100%

100.0%

April – Dec
15

National emergency laparotomy
audit (NELA)

✓

✓

Hip, knee ankle, shoulder elbow
replacements (National Joint
Registry)
Severe trauma (Trauma and Audit
Research Network TARN)

✓

✓

✓

✓

Procedural Sedation in Adults (care ✓
in emergency departments) ) (Royal
College of Emergency Medicine)
✓
Vital signs in Children (care in
emergency departments) (Royal
College of Emergency Medicine)
VTE risk in lower limb immobilisation ✓
(care in emergency departments)
(Royal College of Emergency
Medicine)

✓

On-going.
Data still
being
collected
✓

✓

✓

**100.0%

✓

✓

**100.0%

N/A

87%

**100.0%

* The Trust could not participate in Phase 2 of this audit as it had not participated in Phase 1 of the audit, which was before it
was added to the list of audits for inclusion in Quality Accounts.
** Sample required by the Royal College of Emergency Medicine has been submitted.
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National Audit/ National
Confidential Enquiry Title

Applicable Participation Data collection % cases
to Trust
completed Apr submitted
Services
15 – Mar 16

Long Term Conditions
✓

✓

✓

✓

✓

✓

Diabetes (RCPH National
Paediatric Diabetes Audit)

✓

✓

National Pregnancy in
Diabetes (NPID)

✓

✓

National Diabetes Footcare
Audit (NDFA)
UK IBD Audit (National IBD
Audit)
Rheumatoid and early
inflammatory arthritis
Renal replacement therapy
(Renal Registry)
Chronic Kidney Disease in
Primary Care

✓

✓

100% of
cases on
System
One and
databases
sent 27/5/15
✓
100% cases
on database
sent
On-going Data
100%
already collected of cases
for the Northern submitted via
Diabetes in
NorDIP when
Pregnancy Audit transferred
and data will be to NPID.
transferred by
RMSO
✓
*100%

✓

✓

✓

100%

✓

✓

On-going

N/A

Chronic Obstructive
Pulmonary Disease
Pulmonary Rehabilitation
audit .
Diabetes (National Adult
Diabetes Audit)

N/A

X

Quality Report

Chronic Obstructive
Pulmonary Disease (COPD)
Audit Programme

X

* Data entered for all patients that consented to participate in the audit.
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National Audit/ National
Confidential Enquiry Title

Applicable Participation Data
% cases
to Trust
collection submitted
Services
completed
Apr 15 –
Mar 16

Mental Health Conditions
Prescribing in mental health services X
(POMH)
Mental Health programme:
National Confidential Inquiry into
Suicide and Homicide for people
with mental illness(NCISH)

X

National Audit/ National Applicable Participation
Confidential Enquiry
to Trust
Title
Services

Data
collection
completed
Apr 15 –
Mar 16

% cases
submitted

Quality Report

Older People
Falls and Fragility Fractures
Audit Programme (FFFAP):
Fracture Liaison Service
Database (FLS-DB)

✓

✓

Ongoing
(patient data
collection
began
1/1/2016

N/A

Falls workstream (National
Audit of Inpatient Falls)

✓

✓

✓

*100%

Hip fracture (National Hip
Fracture Database)
Sentinel Stroke National
Audit Programme (SSNAP)

✓

✓

✓

100%

✓

✓

On-going

UK Parkinson’s Audit
(previously known as
National Parkinson’s Audit)

✓

✓

✓

90%+ (A) case
ascertainment
reported for
the first three
quarters of 15/16
**100%

* Snap shot audit of 30 consecutive patients for both main acute sites.
**Required samples collected for the Patient Management, OT, Physiotherapy and Speech and Language Therapy Audits
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National Audit/ National Applicable Participation
Confidential Enquiry
to Trust
Title
Services

Data
collection
completed

% cases
submitted

Apr 15 –
Mar 16
✓

✓

On-going

Data to be
submitted
31/05/2016

✓

On-going

100%

✓

✓

On-going

✓
Cardiac arrest (National
Cardiac Arrest Audit)
National Vascular Registry ✓
(elements will included
CIA Carotid Interventions
Audit, National Vascular
Database, AAA, peripheral
vascular surgery/VSGBI
Vascular Surgery Database.
Pulmonary Hypertension
X
Audit

✓

✓

Data to be
submitted
0-01/06/2016
100%

✓

On-going

X
✓
X

X

100% for first
3 quarter’s.
Final quarter’s
data still being
entered.

Quality Report

Heart
Acute Coronary Syndrome
or Acute Myocardial
Infarction & other ACS
(MINAP)
National Adult Cardiac
Surgery Audit (Adult
Cardiac Surgery)
Cardiac Arrhythmia (HRM)
Congenital Heart Disease
(Paediatric Cardiac Surgery)
(CHD)
Coronary angioplasty
(NICOR Adult cardiac
interventions audit)
Heart failure (Heart Failure
Audit)
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National Audit/ National
Confidential Enquiry Title

Cancer
Lung cancer (National Lung
Cancer Audit)
Bowel cancer (National Bowel
Cancer Audit Programme)
Oesophago-gastric cancer
(National O-G Cancer Audit)
Prostate cancer (National
Prostate Cancer Audit)

Applicable Participation Data
to Trust
collection
Services
completed
Apr 15 –
Mar 16

% cases
submitted

✓

✓

*✓

100%

✓

✓

**✓

100%

✓

✓

***✓

100%

✓

✓

On-going
100%
monthly data
submissions

* Data collection deadline in 2015/16 for patients covering period Jan – Dec 2014
** Data collection deadline in 2015/16 for patients covering period 1st Apr 2014 – 31st Mar 2015
*** Data collection deadline in 2015/16 for patients covering period 1st Apr 2014 – 31st Mar 2015

National Audit/ National
Confidential Enquiry Title

Other
Elective surgery (National
PROMs Programme)

Quality Report

National Audit of Intermediate
Care. (NAIC)
National Ophthalmology Audit
(NOD)

Applicable Participation
to Trust
Services

Data
collection
completed
Apr 15 –
Mar 16

% cases
submitted

✓

✓

N/A

N/A

✓

*X

✓

✓

On-going

N/A

Data
collection
scheduled to
begin Feb/
Mar 16
* The Trust did not participate in the NAIC 2015 as the whole local health economy decided not to participate.
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National Audit/ National
Confidential Enquiry Title

Applicable Participation
to Trust
Services

Data
collection
completed
Apr 15 –
Mar 16

% cases
submitted

✓

✓

100%

✓

✓

*100%

✓

✓

100%

✓
✓

✓
✓

✓
On-going

55%
N/A

✓
✓

✓
✓

On-going
On-going

N/A
N/A

Blood transfusion and
Transplant
✓
Audit of Patient Blood
Management in adults
undergoing elective, scheduled
surgery (National Comparative
Audit of Blood Transfusion)
Audit of lower gastrointestinal ✓
bleeding and the use of blood
(National Comparative Audit
of Blood Transfusion)
✓
Audit of Red Cell and
Platelet Transfusion in Adult
Haematology Patients
(National Comparative Audit
of Blood Transfusion)
National Confidential Enquiries
Acute Pancreatitis Study
Mental Health in General
Hospitals Study
Chronic Neurodisability Study
Young Persons Mental Health
Study

• For the National Cardiac Arrest Audit (NCAA) 14/15, National Comparative Blood
Transfusion – Patient Information and Consent Audit –, ICNARC Case Mix Programme
14/15, Maternal, Newborn and Infant Clinical Outcome Review Programme (MBRRACE)
- Perinatal Congenital Diaphragmatic Hernia Report there was compliance with standards.
• The reports of *29 national clinical audits were reviewed by the provider in
2015 and County Durham & Darlington NHS Foundation Trust intends to take
the following actions to improve the quality of healthcare provided.
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Quality Report

* Data for all patients admitted over a 2 month period was submitted.

National Clinical Audits
reviewed in 2015/16
National Neonatal Audit
Programme (NNAP) 2014

National Paediatric Diabetes
Audit 13/14

Action
At joint meetings with Obstetrics will raise awareness of the
need to improve the percentage of mothers who deliver
babies between 24-34 weeks gestation and are given a
dose of antenatal steroids.
Although in line with network peers and national average
will work to improve the percentage of documented
consultation with parents by a senior member of the
neonatal team within 24hrs of admission.
NPDA database (Twinkle) training updates undertaken.
Designated trained admin staff is needed (To be
incorporated within the Trusts Admin Review).
All caseload to be assigned to one Trust Code.
To Pilot new Structured education delivery method in clinic

Royal College of Emergency
Medicine – Paracetamol
Overdose 2014 (Darlington
Memorial Hospital)

Royal College of Emergency
Medicine – Paracetamol
Overdose 2014 (University
Hospital of North Durham)

To liaise with the national service regarding the retinopathy
screening results.
Training to be emphasized for SHO’s and at induction
to reiterate the importance of all patients receiving
N-acetylcysteine within 8 hours of ingestion.
Recording of data to show compliance with MRHA
guidance to be improved.
Information on management of overdose/ poisoning to
be added to the handbook ‘common presentations to the
Emergency Department’, with specific information with
regards paracetamol overdose and reference to toxbase
guidelines.

Quality Report

Teaching session on overdose /poisoning management to
be included in recurring Foundation 2 Doctors departmental
teaching.

210

Annual Report and Accounts 1 April 2015 – 31 March 2016

National Clinical Audits
reviewed in 2015/16
Royal College of Emergency
Medicine – Asthma in
Children 2014 (University
Hospital of North Durham)

Action
Consultation with Paediatric colleagues to improve the
measuring and recording of vital signs; in particular peak
flow measurements, can be very difficult.
Cooperative working with the Paediatrics department to
assess improve working in the following areas:
• Beta 2 agonist (+/- ipratropium) given by spacer
or nebuliser in the Emergency Department.
• IV hydrocortisone or oral prednisone given
in the Emergency Department.
• Discharge prescription for oral prednisolone given.
University Hospital of North Durham
Memo to medical and nursing staff that vital signs should
be reliably measured within 15 minutes of arrival. (Systems
to be established to improve flow within the department)
To discuss with IT lead as to whether a check box for peak
flow can be added to the paediatric triage observations.
Education/ memo re guideline of management of asthma in
children. Paeds asthma pathway is available on the intranet
in the Emergency Department homepage.

Cooperative working with the Paediatrics department to
assess improve working in the following areas:
Quality Report

Royal College of Emergency
Medicine – Asthma in
Children 2014. (Darlington
Memorial Hospital)

Improved scanning of drug charts into symphony after
discharge.
Consultation with Paediatric colleagues to improve the
measuring and recording of vital signs; in particular peak
flow measurements, can be very difficult.

• Beta 2 agonist (+/- ipratropium) given by spacer
or nebuliser in the Emergency Department.
• IV hydrocortisone or oral prednisone given
in the Emergency Department.
• Discharge prescription for oral prednisolone given.
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National Clinical Audits
reviewed in 2015/16

Action

Royal College of Emergency
Medicine – Initial
Management of the Fitting
Child 2015. (Darlington
Memorial Hospital)
Royal College of Emergency
Medicine – Initial
Management of the Fitting
Child 2015. (University
Hospital of Durham)

All staff made aware that all patients who present following
a seizure require a BM to be checked and documented.

Royal College of Emergency
Medicine – Mental Health In
the Emergency Department
2015. (Darlington Memorial
Hospital)

Royal College of Emergency
Medicine – Mental Health In
the Emergency Department
2015. (University Hospital of
Durham)

Advice cards to be made available on discharge following a
seizure.
All staff made aware that all patients’ blood glucose should
be documented after seizure.
Advice cards to be made available on discharge following a
seizure.
Discuss need for paediatric seizure proforma with senior
staff, which would include a witness statement.
To ensure the assessment room meets all standards set by
Psychiatry Liaison Accreditation Network (PLAN)
To discuss at Emergency Department meeting and with
psychiatry liaison team to determine whether need exists for
duplication of documentation, and if so then to follow up
with psychiatry liaison lead.
Emergency Department staff/ and psychiatry liaison staff
made aware of the need to improve documentation.
To ensure the assessment room meets all standards set by
Psychiatry Liaison Accreditation Network (PLAN) by:
• Discuss at Senior Staff Meeting potential need to change
door openings (one opens in the second out, the
recommendation is that a door opens in both directions).
• Furniture previously did meet requirements but had
to be destroyed –appropriate furniture ordered.

Quality Report

To discuss at Senior Staff Meeting and with psychiatry
liaison team to determine whether need exists for
duplication of documentation of Mental State Examination
in Psychiatry notes/Emergency Department Notes, and if so
then to follow up with psychiatry liaison lead.
Memo to ED staff/ discussion with psychiatry liaison staff
with regard to improved documentation of referral and
follow up arrangements.
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National Clinical Audits
reviewed in 2015/16

Action

Royal College of Emergency
Medicine – Assessing for
cognitive impairment in older
people 2015

University Hospital of North Durham and Darlington
Memorial Hospital.

• Discuss pre-conception care at CAG meeting.
• Better education
• GP education to refer women with
diabetes to the next antenatal clinic.
• Letter to be sent to the GPs to refer women with
diabetes to the next antenatal clinic once pregnant..
• Information leaflet to be devised to encourage
women with diabetes once pregnant to contact
GP immediately in order they are referred to the
antenatal specialist team as quickly as possible
On-going pre-conception clinic but uptake/referrals to be
increasing in pre-conception care.

Quality Report

National Pregnancy in
Diabetes Audit 2014

To discuss with senior staff the appropriateness of doing a
cognitive assessment in all patients over the age of 75’
• Letter to be sent to the Commissioners re encourage
the use folic acid in the pre-conception care of
women with diabetes, encourage women to
control HbA1c <48 mmol/mol in first trimester. .
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National Clinical Audits
reviewed in 2015/16

Action

National Hip Fracture
Database Audit 14/15

Clinical Director to work with medical colleagues to secure
appointment into current vacancy.
Monitor compliance at monthly steering group meeting
using compliance report.
Establish baseline against patient mortality at key stages
post-surgery.
Undertake randomised compliance audit of hip fracture
admissions focussing on 36 hour wait to surgery.
Undertake an audit of nerve block compliance rates.
Change focus of Hip Fracture Steering Group to review
morbidity and mortality.
Trust to be represented at Regional Hip Fracture
Collaboration.

Quality Report

Development of electronic monitoring systems to display
key deliverables i.e. theatre waits.
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National Clinical Audits
reviewed in 2015/16

Action

National Chronic Obstructive
Pulmonary Disease (COPD)
Audit Programme – Secondary
Care Audit 2014

Look at standardising working practice across organisation
and identify why we scored so differently on the 2 sites on
access to specialist service (Specialist v generalist review,
look at patient data to identify any specific issues).
Follow action plan already in existence to address Non
Invasive Ventilation issues.
Customising e-alerts on e-obs to prompt nurses to review
oxygen at every set of observations
Emergency oxygen guidelines yearly update Including in
Non Invasive Ventilation teaching.
Identify lead for oxygen.
Yearly oxygen training.
Improve links and information though the County Durham
and Darlington respiratory network meeting to inform
commissioning of issues and offer guidance on service
improvement and integration.
Work on appropriate scheme as per NICE recommendations
for Early Supported Discharge (ESD) at Darlington.

Additional pulmonary rehabilitation classes to be provided in
Bishop Auckland.
Provide a written discharge exercise plan to all patients
completing South Durham Pulmonary Rehabilitation
Programme.

Quality Report

National Chronic Obstructive
Pulmonary Disease (COPD)
Audit Programme –
Pulmonary Rehabilitation
Audit 2015

To improve ceiling of care documentation, daily review has
identified box for this on Nerve centre.
Muscle strength testing to be introduced by both Pulmonary
Rehabilitation Programmes.
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National Clinical Audits
reviewed in 2015/16

Action

UK IBD Biologics Audit-2014

Following the appointment of 1.8 WTE Gastroenterology
Nurse Specialists; we intend to set up a dedicated IBD
Biologics Clinic. This would help ensure that audit data is
collected from a dedicated clinic. A business case for a
patient management system is in the pipeline wherefrom
the data could be directly fed to national biologics audit.
Disease activity will be routinely assessed and monitored in
the dedicated IBD Biologics Clinic.
Dissemination of PROMs forms will be improved at the
dedicated IBD Biologics Clinic, as will the completion of
PROMs at follow up.
Patients to be assessed at 12 months at Biologics Clinic.

To re-enforce the need to monitor safety and efficacy over
the long term and to stop biological therapies in patients
that fail to respond to the treatment.
Sentinel Stroke National Audit Stroke Services Manager to meet with Head of Speech
Programme SSNAP 14/15
and Language Therapy to look at improving integration of
teams.
Stroke Services Manager to meet with the Head of
Occupational Therapy (OT) to explore the possibility of 7 day
working within the OT service as regards stroke.
Service Manager to work alongside commissioners on a
broader scope of commissioning Psychology into the Trust.
Service Manager working alongside commissioners on
a broader scope of commissioning ESD(Early Supported
Discharge) into the Trust.

Quality Report

Stroke Services Manager to meet with Clinical Director
for Radiology to determine if all stroke patients could be
scanned within 1 hour.
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National Clinical Audits
reviewed in 2015/16

Action

National Emergency
Laparotomy Audit (NELA)
Dec 13-Nov 14 (Darlington
Memorial Hospital)

Job plan consultant surgeons to ensure twice daily ward
rounds on weekends. All patients should be reviewed
within 24 hrs.
To improve the percentage of patients which have a risk
assessment documented pre-operatively; Consultant
Anaesthetists to document risk assessment on an
anaesthetic chart preoperatively.
Continued education of consultant anaesthetists to improve
the proportion of patients for whom goal therapy was used
in theatre.
To look into improving to 90+% of patients being admitted
directly to critical care unit that have an emergency
laparotomy.

Work with the Geriatricians to ensure more patients>70yrs
are assessed after surgery. Encourage referral to
Geriatrician.
Laparotomy Audit (NELA) Dec Review of consultant surgeons job plans, discuss with Care
13-Nov 14 (University Hospital Group and Medical Director.
of North Durham)
Encourage better data entry and the use of admission
booklet.
Review of NELA data, as not all patients need a CT scan.
All emergency laparotomy patients to have their risk
documented prior to booking. Ideally on patient consent
form and to ensure it is documented in the patient’s notes.

Quality Report

Discussion around use and evidence for GDFT in
emergency surgery at Governance meeting with consultant
anaesthetists
Introduce formal referral mechanism to Geriatrician.
Look into increasing ICU nurse staffing to aim for 90+%
of patients with pPOSSUM >5% to be admitted directly to
critical care unit.
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National Clinical Audits
reviewed in 2015/16

Action

National Lung Cancer Audit
2015 (reporting on 2014
data)

Produce a business case for increased admin support to free
up Lung Cancer Nurse Specialists time.

British Thoracic Society
(BTS) Community Acquired
Pneumonia (Adults 14/15)

Respiratory Speciality Registrar at Darlington Memorial
Hospital and University Hospital to undertake an audit of 20
patients to confirm that the 95% standard achieved.
Discussion with Radiology to ensure the implementation
of the standard that patients with community acquired
pneumonia are to have a chest X-Ray within 4 hours of
admission.
Compare the results from BTS with those from Clarity to
determine the percentage of patients that receive their first
dose of antibiotics within 4 hrs of admission.
A business case for HGD treatment as per recommended
guidelines submitted.
To review the model of critical care for women with
sepsis to ensure it remains appropriate in light of national
guidance.

Quality Report

National Oesophago-Gastric
Cancer Audit 2015
Maternal, Newborn and
Infant Clinical Outcome
Review Programme
(MBRRACE) – Saving Lives,
Improving Mothers Care 2014
Maternal, Newborn and
Review the accuracy of the stabilised & adjusted stillbirth,
Infant Clinical Outcome
neonatal or extended perinatal mortality rate for the Trust.
Review Programme
(MBRRACE) – Perinatal
Mortality Surveillance Report
2015 (2013 data)

218

Annual Report and Accounts 1 April 2015 – 31 March 2016

National Clinical Audits
reviewed in 2015/16

Action

Falls and Fragility Fractures
Audit Programme (FFFAP)

Highlighted to all ward managers the importance of lying
and standing blood pressure. Ward managers to ensure
compliance across their areas of responsibility.
Falls Preventative Care Plan reviewed as a delirium
assessment included within the main body of the Falls
Preventative Care Plan.
Undertake a bed rail use audit to discover current situation
within the Trust.
Discuss with Pharmacy and Falls Group to undertake a
specific medication review for all patient over the age of 65
in relation to falls.
Visual impairment test has been included in the Falls
Preventative Care Plan and will be signed by the relevant
member of staff to confirm they have done it.
Include ‘Walking Aids’ into a section of the Falls Preventative
Policy.
A Continence Care Plan requires developing for all patients
with continence issues over the age of 65.
Develop an audit to determine call bell use within the Trust.

Quality Report

National Inpatient Falls Audit
2015
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Confidential Enquiries
County Durham and Darlington NHS
Foundation Trust has participated/is
still participating in 4 enquiries during
the course of 2015/16. The Trust has
submitted/is submitting either patient or
organisational data for all studies which
were deemed relevant

Local Clinical Audits
reviewed in 2015/16
Re-audit on Pre-operative
Fasting In Adult Elective
Procedures

The reports of 24 local clinical audits
were reviewed by provider in 2015/16
and County Durham & Darlington NHS
Foundation Trust intends to take the
following actions to improve the quality of
healthcare provided.

Action
Slight changes to the fasting instructions for afternoon lists
to enable patients to be able to drink clear fluids at least 2
hours before the anaesthetic unless contraindicated.

Based on the order of the patient in the list, patients
coming later on the list could be given a drink as feasible.
Targeting ‘team brief’ at the beginning of the session
Audit of paracetamol overdose Revised concise guidance to be produced on blood tests
in paediatrics
required.

An Audit Of Parent Specialty
Involvement In ICU

Education of staff to improve the standard of history taken.
Update ITU admission paperwork to include a prompt to
document consultant involvement in decision to admit
Update admission policy to make it clear what is expected
of parent teams.
Add to daily briefing checklist to request parent team
review on day 1.
Update admission policy to make it clear what is expected
of parent teams.

Quality Report

Add parent team review page to ITU admission booklet
with prompt to document who the parent team consultant
is.
Update ITU admission paperwork to include a prompt to
document ICU consultant involvement.
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Local Clinical Audits
reviewed in 2015/16

Action

Audit of Fleischner Society
Guidelines for the Follow-up of
Indeterminate Nodules
Audit of Intubation Recording
In Level 3 Respiratory Support
Patient.
Audit of Cutaneous Squamous
Cell Carcinoma

Radiologists to recommend a clear follow-up with a specific
timeframe in report conclusions- to be re-audited in a year..

Tumours treated by Plastic
Surgery Department.
Access to accurate
prescriptions for patients
presenting to an emergency
department

Booking clerks should document patients who refuse slots
in their waiting time.
Addition to discharge summaries as a prompt to encourage
more patients to bring prescriptions on admission.

Preformed stickler label to be put in the notes after
intubation with documentation to improve recording.
Waiting list clerks should document patients who refuse
slots in their waiting time.

Look into practicality of gaining access to NHS care records
system for all prescribers
Audit of the NICE Quality
Change Asthma Care Pathway to advise seeing GP within 2
Standard for Paediatric Asthma working days of discharge.

Is the follow up of patients
with pulmonary embolism
compliant with national
guidelines?

Attempt to ensure that all acute gallbladders causing
pancreatitis are operated on during admission.
System to be implemented so any patient with gallstone
pancreatitis is being discharged without operation is added
to 2 week waiting list.
Business case to be submitted for the development of a
dedicated pulmonary embolism clinic.
Quality Report

Recognition Of Neurological
Complications Of Alcohol
Withdrawal On Admission To
Medicine
Audit of the Management of
Acute Pancreatitis

Encourage use of Asthma Care Pathway on admission and
ensure it is properly filled in.
Flow chart for assessment/treatment to be posted in the
MAU (Medical Admissions Unit) Office.
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Local Clinical Audits
reviewed in 2015/16

Action

Audit of prescribing errors and
medication

Contact Anaesthetics re. prescribing on ‘stat’ side of drug
chart.
Discussions with those prescribers who are not happy to
use the Trust protocol to identify the problems and their
concerns.

Audit of MAU Discharge

Medical Management
(New Regimen) Of Missed
Miscarriage

To continue with junior doctor induction by pharmacist and
to continue with regular ward based prescribing sessions.
Speed up process of speciality review, by, electronic referral
by use of Nerve Centre.
Note tablets in overlabel. Anticipate TTO to reduce delays.
Need to document a reason when NICE Guidance has not
been followed.

Need to collect evidence to show patient dissatisfaction.
Reassessment Of VTE And Risk Raise awareness amongst doctors and nurses on ward 33
Of Bleeding Within 24 Hrs Of
and 34 about:
Admission
• Re-assessment of VTE risk at 24hrs -Have meeting with
sister/nurses and tell them about the reassessment box
at 24hrs on kardex and for them to start filling this out.
• Make a poster and stick on nurses
• station and doctors office about
reassessment of VTE risk at 24hrs

Quality Report

• Email presentation of audit to all
orthopaedic consultants so they
• Inform junior doctors about issue at hand Reaudit in Feb when all above is implemented.
A retrospective audit of the
CREST team to discuss whether a medication review
medication reviews undertaken profroma would be helpful in increasing the proportion of
by the CREST team at UHND
patients that have a medication review.

Re-audit: Mood Screening of
patients admitted to stroke
rehabilitation at Bishop
Auckland Hospital
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Audit results to be shared with CREST team, education
highlighting the STOPP/START criteria, BGS Fit for Frailty
Guidelines.
Implement a formal mood screening tool for all stroke
patients with communication difficulties.
Produce combined notes for all clinical staff on the ward.
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Local Clinical Audits
reviewed in 2015/16

Action

Re-audit of IV fluids prescribing Further education for all staff regarding fluid balance and
in General Surgical Ward in
importance of correctly documenting fluid balance charts.
comparison to GIFTASUP
Reinforce low levels of potassium in Hartmann’s solutions
bags and education for staff on risk of hypokalaemia.

Occupational Health Records
Audit.

An Audit Into The
Implementation Of The DOLs
Framework On A Care Of The
Elderly Ward & Healthcare
Professionals’ Understanding
Of The DOLs Framework
Delirium Screening On ICU
(Inc NICE Guidance CG103)

Further integration into medical school and Foundation
curriculum of fluid prescribing
Education and training during clinical supervision sessions
(monthly)
Development of an improvement tool for all workers to
follow for acceptable abbreviations to be used in the
records
Inclusion of DOLs consideration on daily ‘ward huddles’

RASS documented by both medical and nursing staff. Add
to medical and nursing education programmes.

Add prompt to admissions document that all patients
screened for delirium on admission
UTI In Children (Audit NICE QS Aide memoire to made and put in all clinic rooms to
36 UTI)
improve the documentation of urine flow, evidence of
spinal lesion and dysfunctional voiding, previous pyrexia of
unknown origin and family history of vesicourteric reflux.
Analgesia In Hip Fracture:
Accident and emergency staff increasing frequency of
Re-Audit. (Inc NICE Clinical
fascia iliaca blocks and have documentation.
Guidleine 124)
Fascia iliaca blocks followed up by acute pain team. To
discuss with A&E staff who are piloting the blocks and new
documentation.
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Quality Report

CAM ICU performed daily by medical staff. Add to medical
and nursing education programmes.

Local Clinical Audits
reviewed in 2015/16

Action

Audit Of NICE Recall
Guidelines (Inc NICE Clinical
Guidelines 19 Dental Recall)

All clinicians within the CDS need to allocate a recall to
patients and identify their disease risk, placing both of
these in the notes. A proforma (either stamp/sticker) is to
be produced to be placed in the notes at the end of each
patient exam. This proforma will require the clinician to
state caries, periodontal and oral cancer disease risk on
a scale of high, medium or low. The proforma will also
require a recall interval in months.

Research & Development

Quality Report

The number of patients receiving NHS
services provided or sub-contracted
by County Durham & Darlington NHS
Foundation Trust in 2015/16 that were
recruited to participate in research
approved by a Research Ethics Committee
was 1084 as at 02/03/2016. Recruitment
is marginally down on previous years not
only locally but regionally and nationally
reflecting a shift to the delivery of more
complex studies. However, we have
increased the breadth and intricacy of our
portfolio of research activity, expanding in
areas such as, Anaesthetics / Critical Care,
Children, ENT, Genitourinary Medicine,
Obstetrics, Pain Management and Surgery.
County Durham & Darlington NHS
Foundation Trust is committed to
participation in clinical research and
continued successful recruitment to
research studies demonstrates our desire
to improving the quality of care we offer
and to making our contribution to wider
health improvement. Through research our
clinical staff remain informed of the latest
possible treatment possibilities and active
participation in research leads to successful
patient outcomes.
During the period County Durham &
Darlington NHS Foundation Trust was
involved in conducting National Institute
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for Health Research (NIHR) Portfolio clinical
research studies in the following areas –
• Accident and Emergency
• Anaesthetics and Critical Care
• Cancer (inc. Breast, Head & Neck, Lung,
Bowel, Prostate and Haematology)
• Cardiovascular
• Child Health
• Dementias and Neurodegenerative
• Dermatology
• Diabetes
• Dietetics
• ENT
• Gastrointestinal (inc. Endoscopy
and Colorectal)
• Generic Health Relevance
• Genitourinary Medicine
• Hepatology
• Infection
• Musculoskeletal (inc. Orthopaedic
and Rheumatology)
• Obstetrics
• Opthalmology
• Pain Management
• Radiology
• Respiratory
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• Stroke
• Surgery
Areas in which non-NIHR clinical research
studies were conducted by County Durham
& Darlington NHS Foundation Trust in
2015/16 include:
• Cardiovascular
• Colorectal Disease
• Dermatology
• Gynaecology
• Health Service & Delivery Research
During 2016 -2017 our aim is to continue
to work towards a culture that values
and promotes research and to continue
to provide opportunities for patients to
be recruited to new studies. We also
aim to increase the number of Principal
National CQUIN
Theme
Acute Kidney Injury
Sepsis
Dementia
Mental Health attenders at
A&E
Mental Health recording of
A&E attenders

Investigators across all specialties and
disciplines and to increase integration
between primary and secondary care, there
are currently 85 demonstrating a good
platform from which to build ensuring
research is firmly embedded as core Trust
business, with the majority of specialties
participating in the research agenda.
Information on the use of CQUIN
framework
A proportion (2.5%) of County Durham &
Darlington NHS Foundation Trust’s income
in 2015/16 was conditional upon achieving
quality improvement and innovation goals
agreed between the County Durham &
Darlington NHS Foundation Trust and
commissioners.
Further details of the agreed goals for
2015/16 and for the following 12 month
period are detailed below
The agreed goals for 2015/16 were:

Aim
Improving AKI diagnosis and treatment and the plan of care
to monitor kidney function after discharge
For patients arriving in the hospital improve screening for
sepsis and the rapid initiation of intravenous antibiotics for
appropriate patients.
Improved identification, assessment and care of dementia
patients; improved support for carers and training of staff
Reduce the number of frequent attenders with mental health
problems at A&E through the use of Care Plans.
Improve the diagnosis and recording of mental health issues
in A&E.
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• Reproductive Health and Childbirth

CQUINs agreed with local Clinical Commissioning Groups
Improve information available to patients coming into
Learning Disability
hospital who have learning disabilities and implement the
Information and Health Plans
use of Health Care Plans.
Paediatric Admission
Implement a pilot paediatric outreach service to prevent
Avoidance
acute paediatric admissions
Improve the use of criteria-led discharge in Community
Criteria-led discharge
Hospitals
Maternity – Safe Care

Implementation of new guidance for Intrapartum Care

End of Life

Improve end of life care
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Improve care of complex
Implement the use of multi-agency Care Plans for complex
elderly patients
elderly patients.
CQUINs agreed with Specialist Commissioner
Implement a new diagnostic test allowing for greater
Oncotype DX
accuracy in determining which patients will benefit from
surgery.
QUIPP
Savings on drug costs
Delayed Discharges from
Reduce the number of patients whose transfer out of ITU is
Intensive Care
delayed for non-clinical reasons.
2 Year outcomes for infants
Improve outcomes for pre-term births
<30 weeks gestation
Outcomes of major lower
Improve outcomes in respect of lower limb amputations
limb amputation
Area Team CQUINs
Health Visitor and Midwife
Improve joint working and handover arrangements
joint working
Dental Dashboard
Provide robust information
Diabetic Eye Screening
Improve “did not attend” rates.

Quarter 4 outcomes have not yet been
formally assessed but up to the end
of Quarter 3 CDDFT achieved all the
standards. Some of the Quarter 4 targets,
however, are extremely challenging and it
is anticipated that CDDFT will fall short of
100% achievement.
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CQUIN funding:
2014/15 £10,036,221
2015/16 £9,623,218

(Month 12 flex)
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Registration with Care Quality
Commission

Shotley Bridge Community Hospital,
Shotley Bridge

County Durham & Darlington NHS
Foundation Trust is required to register with
the Care Quality Commission, the Trust’s
current registration status is described
below under each specified location:

• Assessment or medical treatment
for persons detained under the
Mental Health Act 1983

University Hospital of North Durham,
Durham City

• Maternity and midwifery services

• Assessment or medical treatment
for persons detained under the
Mental Health Act 1983

• Treatment of disease, disorder or injury

• Diagnostic and screening procedures
• Family planning
• Surgical procedures
• Transport services, triage and
advice provided remotely

• Diagnostic and screening procedures
• Maternity and midwifery services

Richardson Community Hospital,
Barnard Castle

• Surgical procedures

• Diagnostic and screening procedures

• Termination of pregnancies

• Treatment of disease, disorder or injury

• Family planning

• Treatment of disease, disorder or injury
• Transport services, triage and
advice provided remotely
Chester-le-Street Community Hospital,
Chester-le-Street

Weardale Community Hospital,
Stanhope
• Diagnostic and screening procedures
• Treatment of disease, disorder or injury

• Assessment or medical treatment
for persons detained under the
Mental Health Act 1983

Sedgefield Community Hospital,
Sedgefield

• Diagnostic and screening procedures

• Diagnostic and screening procedures

• Family planning

• Treatment of disease, disorder or injury
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• Treatment of disease, disorder or injury
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Bishop Auckland Hospital, Bishop
Auckland

Dr Piper House, Darlington
• Treatment of disease, disorder or injury

• Assessment or medical treatment
for persons detained under the
Mental Health Act 1983
• Diagnostic and screening procedures

• Diagnostic and screening procedures
• Transport services, triage and
advice provided remotely

• Family planning

Peterlee Community Hospital, Peterlee

• Maternity and midwifery services
– service currently suspended
due to workforce capacity

• Treatment of disease, disorder or injury

• Surgical procedures
• Termination of pregnancies

• Diagnostic and screening procedures
• Transport services, triage and
advice provided remotely

• Treatment of disease, disorder or injury
• Transport services, triage and
advice provided remotely
Darlington Memorial Hospital,
Darlington
• Assessment or medical treatment
for persons detained under the
Mental Health Act 1983

• Treatment of disease, disorder or injury
• Diagnostic and screening procedures
• Transport services, triage and
advice provided remotely

• Maternity and midwifery services

County Durham and Darlington NHS
Foundation Trust has no conditions on
registration. The Care Quality Commission
has not taken enforcement action against
County Durham and Darlington NHS
Foundation Trust during 2015/16.

• Personal Care – registered as HQ
for delivery in the community

CQC Inspections

• Diagnostic and screening procedures
• Family planning

• Surgical procedures
• Termination of pregnancies
• Treatment of disease, disorder or injury
Quality Report

Seaham Primary Care Centre, Seaham

• Transport services, triage and
advice provided remotely
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The CQC carried out an inspection
of County Durham & Darlington NHS
Foundation Trust from 3 to 6 February
2015 under their new inspection process.
The Trust was rated overall as ‘requires
improvement’. In total, 88 of the 110
individual indicators (80%) were “good”
and 22 indicators were “requiring
improvement”. Our community services
were rated as “good” overall.
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The Trust has developed an action plan
in response to the findings from our
inspection which is monitored closely by
the Executive Clinical Leadership Group.
County Durham & Darlington NHS
Foundation Trust has not participated in
any special reviews or investigations by
the Care Quality Commission during the
reporting period.
The inspection covered services at
University Hospital North Durham,
Darlington Memorial Hospital and the
Trust’s Community Services. Overall,
the Trust was assessed as ‘Requires
Improvement’. Ratings grids for the Trust,
for its hospitals and community services are
set out below:
Overall
Are services safe?
Are services effective?
Are services caring?
Are services responsive?
Are services well-led?

Requires Improvement (RI)
Requires Improvement (RI)
Good
Good
Requires Improvement (RI)
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The above assessment was similar to the
Trust Board’s own self-assessment, which
rated the Trust as ‘Requires Improvement’
overall, and for the safe, responsive and
well-led domains. Effectiveness and caring
were rated as good in this self-assessment.
As shown in the individual ratings tables
below, 88 out of 108 individual judgments
were rated as good.

229

Darlington Memorial Hospital (DMH)
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University Hospital North Durham (UNHD)
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Community Services

The Trust agreed a 77 point action plan
with the Care Quality Commission, and
with stakeholders at the Quality Summit
meeting held on 25th September 2015.
Progress in completing actions is monitored
fortnightly by the Executive and Clinical
Leadership Committee, and reported
through the Board’s Quality and Healthcare
Governance Committee, with summaries
provided to each Board meeting. Updates
are also provided to our commissioners at
each meeting of the Clinical Quality Review
Group.
Some 58 of the 77 actions were complete
by 31st March 2016, with most remaining
actions due to deliver in May or June
2016. Whilst action has been taken, as
agreed, to increase consultant staffing
in our Emergency Departments and for

our Palliative Care services, this remains
challenging and work to strengthen rota
cover will continue beyond this date.
Services rated as requiring improvement
overall were: A&E services, end of life care
and medicine at UHND. Actions taken to
date, and those which are on-going, are
summarised below:
• Medicine at UHND: A key theme was 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 were in
place. Since the inspection, protocols
have been introduced to increase
and maintain staffing levels, all staff
involved in providing NIV have been retrained using documented competency
assessments, and procedures in line with
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Improvement plans

the British Thoracic Society Guidelines
are now in place. Clinical audits of
outcomes for NIV patients have been
performed. Equipment used for NIV has
been harmonised between DMH and
UHND, facilitating greater cross cover
and resilience. As agreed with CQC,
the Trust is exploring further options to
strengthen care for patients requiring
high dependency medical care including
introducing a dedicated Acute Care
Intervention Team to provide ‘track
and trigger’ cover for patients at risk
of deterioration. Further audits of NIV
outcomes are planned and staffing
ratios are reviewed for compliance
with protocols on a day to day basis.
• Accident and Emergency Departments:
Since the inspection we have introduced
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 specialist nursing staff and
infection and stock control practices
have been reinforced. This is an ongoing process. Consultant staffing ratios

remain challenging and the Trust has
obtained external support to review rotas
within its Emergency Departments.
• End of Life Care: The Trust is
implementing actions in response to
the National Care of the Dying Audit of
Hospitals and other identified actions to
develop End of Life Care. A dedicated
steering group is in place, overseeing
the action plan resulting from the
audit. Management and governance
arrangements for the service have been
strengthened. Discussions have been held
with our commissioners to jointly develop
plans to strengthen palliative care
staffing and secure out of hours support
for palliative care services. Attempts
have been made to recruit additional
consultants; however the recruitment
market is challenging, hence alternative
staffing models including nurse
consultants are now being explored. Our
commissioners are very supportive of our
efforts to develop a holistic approach
to Palliative Care across the whole
health economy, including working with
hospices and community-based services.
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Data Quality

Indicator
Data completeness community services - RTT*
Data completeness community services - Referrals*
Data completeness community services - Treatment activity*
% of SUS data altered*
Valid NHS number field submitted via SUS - Acute
Valid NHS number field submitted via SUS - A&E
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Target
50%
50%
50%
10%
99%
95%

2015-16
Quarters 1-4
100.0%
99.7%
99.7%
12.8%
99.6%
98.6%
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• which included the patients
valid NHS number was:
• 99.4% for Admitted Patient Care
• 99.6% for Outpatient Care
• 98.6% for Accident and Emergency
Care
• which included the patient’s valid
General Medical Practice Code was:
• 100% for Admitted Patient Care
• 100% for Outpatient Care
• 100% for Accident and Emergency
Care (Note: 100% shown from
SUS DQ, but will still include
negligible invalid numbers)
County Durham & Darlington NHS
Foundation Trust Information Governance
Assessment Report overall score for
2015/16 was 92% and graded green
County Durham & Darlington NHS
Foundation Trust was not subject to the
Payment By Results clinical coding audit
during 2015/16 by the Audit Commission,
however, internal audit carried out by our
accredited audit yielded the following
accuracy scores:• 98.5% Correct for Primary Diagnosis
• 94.4% Correct for Secondary Diagnosis

• 95.6% Correct for Secondary Procedure
The results should not be extrapolated
further than the actual sample audited.
The specified areas do not constitute a
representative sample of overall Trust
performance but are an indication of sound
controls and processes. The programme
included data testing of a random sample
of episodes as there were no specific
areas to be addressed or highlighted by
commissioner input. These are well above
national expectations.
County Durham & Darlington NHS
Foundation Trust is taking the following
actions to improve data quality:• Communications and feedback
process with the A&E department
in relation to the accuracy of data
recording on the Symphony system.
• Dementia daily validation
prompts to ensure accuracy of
ISOFT dementia recording.
• Readmission Within 30 Days daily
validation to ensure accuracy of
recording and allow for Care Group
level internal audit to be carried
out as and when required.
• Junior doctor training in
relation to discharge summary
completion and accuracy.
• Specialty specific Consultant/coding
joint working to ensure correct
documentation and wording is
used in the correct locations to be
picked up by Clinical Coding.
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County Durham & Darlington NHS
Foundation Trust submitted records during
2015/16 to the Secondary Uses services for
inclusion in the Hospital Episode Statistics
which are included in the latest published
data. The percentage of records in the
published data:

• Continued audits of individual coder
accuracy with attention given to
depth and relevance of coding.

• 95.0% Correct for Primary Procedure
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5.4. Part Three: Additional Information
Financial Review

Quality Report

The period 2015/16 was a challenging year.
The trust is reporting an overall outturn
deficit of £56.481m for 2015/16 which
compromises of £14.472m operational
deficit (Which is £234k ahead of the
2015/16 monitor plan expectation) and
£42.009m with regard to Impairment

resulting from revaluation of Land and
Buildings.
Risk Assessment Framework
Performance against the relevant indicators
and thresholds set out in the Risk
Assessment Framework are included in the
table below.

Experience Indicators
RTT - % Incompletes waiting <18wks*
RTT waits over 52 weeks*
A&E % seen in 4hrs - Trust Total
A&E % seen in 4hrs - All UCC ‘Walk-ins’ Type 3
Ambulance handovers >15-30mins
Ambulance handovers >30-60mins
Ambulance handovers >60mins
12 Hour Trolley Waits
% Diagnostic Tests >=6wks
Cancer 2WW*
Cancer 2WW Breast Symptoms*
Cancer 31 Days Diagnosis to Treatment*
Cancer 31 Days Subsequent Treatment - Surgery*
Cancer 31 Days Subsequent Treatment - Anti Cancer Drug*
Cancer 62 Days to First Treatment*
Cancer 62 Days Screening*
Cancer 62 Days Consultant Upgrade*
A&E % Seen in 4hrs - DMH
A&E % Seen in 4hrs - UHND
A&E CI - Unplanned Re-attendance rate
A&E CI - Time to treatment (median)
Ambulance Handovers - no. >120 minutes
Maternity 12 week bookings
Stroke - 90% of time on a stroke unit*
Stroke - CT scan within 24 hours*

234

Target
92%
0
95%
95%
0
0
0
0
99%
93%
93%
96%
94%
98%
85%
90%
85%
95%
95%
<=5%
<=01:00
0
90%
90%
90%

2015-16
94.2%
11
93.2%
100.0%
5522
2372
1250
6
97.88%
94.3%
92.2%
99.7%
99.1%
100.0%
86.7%
92.3%
66.7%
87.7%
82.1%
0.6%
00:34
167
91.0%
91.1%
93.7%
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Sleeping accommodation - failure to agree EMSA plan
Sleeping accommodation - breach of an EMSA milestone
Sleeping Accommodation Breach
Cancelled Operations - Breaches of 28 Days
Urgent Operations cancelled for 2nd time
Community nursing - urgent and OOH referral waiting times*
(72 hr target)
Community nursing - non-urgent referral waiting times* (72
hr target)

0
0
0
0
0

Outcome Indicators
Clostridium difficile cases
MRSA Bacteraemia
MSSA
Ecoli
VTE*
Failure to publish formulary
Duty of candor
Never events*
Certification against compliance with requirements regarding
access to health care for people with a learning disability (Q)
Serious Incidents reported within 2 working days of
identification*
Total number of incidents reported (Monitoring trends)*
Serious Incidents Interim reports within 72 hours *
SUIs reported via STEIS as a proportion of all incidents
involving severe injury or death within a Trust *
Serious Incident RCAs submitted within 60 working days** +
Ambulance Handovers - Trust Use of Screens %
Delayed transfers of care*
6 hour wait in Urgent Care Centres

Target
19
0

2015-16
21
3

95%
Compliance
Compliance
0

96.3%

93.2%
62.2%

1

Compliance
100%
4735
100%
88
>=95%
3.5%
95%

82.09%
0.13%
99.9%

Target

2015-16
20.1%
4.7%
7.6%
12.6%
160.4
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Workforce
High executive team turnover
Sickness/Absence Rate*
Proportion of temporary staff
Staff turnover
Number of health visitors

0
0
0
5
0

* Data available only to Feb 2016
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What our Regulator says
Monitor, the independent regulator of
Foundation Trusts (FT), requires each
Foundation Trust to submit an Annual Plan
and quarterly performance reports during
the year.
In 2015-16, CDDFT has reported the main
performance risks as being:

It is not yet clear how effective the multiagency investments in Primary, community
and social care services are being in moving
care closer to home, or in stemming
the growth in Acute emergency activity.
However, the first positive signs may be
seen in the small decline taking place in
non-elective admissions in medicine and
indeed across all Specialties.
Elective pressures

• the 4-hour A&E waiting time,
• 62-day Cancer Screening, which is
always a risk because of the very low
number of patients using this pathway
• 62-day Cancer Treatment, in which
performance has been better than
the national and regional average but
where rising referrals, new guidance and
complex pathways of care involving more
than one provider mean the standard
is becoming increasingly challenging.
• 2 week Cancer breast symptomatic
where the Trust has experienced a surge
in demand because of the closure of
the City Hospitals Sunderland service.
• C.Diff, because the CDDFT target is
extremely challenging due to excellent
Trust performance in 2014/15.
Performance Risks
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Non-elective pressures
In line with national trends, the Trust’s
main operational challenge comes from
continuing growth in Accident and
Emergency (A&E) attendances, patient
flow pressures arising from the number
of emergency admissions of very poorly
patients, and difficulties in discharging
patients in a timely manner, particularly
those with complex needs.
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Whilst not reported to Monitor as a formal
performance risk elective referral growth
continues, although in spite of this, the
Trust has achieved the 18 week Referral to
Treatment standard throughout 2015-16.
Referrals in 2015-2016 rose by 1%
compared to 2014-15 as a result of a 2.6%
growth in GP referrals. Non-GP referrals
fell by 1.5%. Of the major Specialties,
significant GP referral growth has taken
place in Breast Surgery, Ophthalmology,
Diabetic Medicine and Paediatrics. There
are currently no 52-week waiters although
11 patients had to wait this long during the
year. A root cause analysis is undertaken
in respect of every such occurrence and
plans put in place to prevent a recurrence.
In addition, an Access Audit into 52week waiters has been completed and
recommendations are being implemented.
The number of medical patients using
surgical beds also continues to have an
adverse impact on elective surgery as
operations have to be cancelled because
post-operative beds are not available.
Cancelled operations in 2015-16 rose
17% compared to 2014-15 figures. The
main reasons remain list overruns, which
are often associated with bed pressures,
and Ward bed availability. General Surgery,
Orthopaedics and Gynaecology were the
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most affected Specialties; and UHND the
most affected site.

Demand and capacity plans are considered
every week in the Referral to Treatment
(RTT) Assurance Group. Operational
Plans incorporating demand and capacity
analyses are being finalised and Recovery
Action Plans are in place for the three main
Specialties under pressure: General Surgery,
Orthopaedics and Plastics.
An important aspect of the Trust’s Clinical
Strategy remains to increase the separation
between elective and emergency work.
Work is underway to convert all four
theatres at Bishop Auckland to clean
air in order to enable the Trust to move
most elective Orthopaedic activity onto
that site. By Quarter 3, this will create
an Orthopaedics Centre of Excellence
protected from acute pressures.
For much of 2014-15, many Trust patients
waited longer than the national standard
of six weeks for an endoscopy. This

situation has been brought back in line
with the national standard so that, with
the occasional exception, all patients
now receive diagnostics within six weeks.
In common with other Trusts, CDDFT
expected the new 2-week wait cancer
guidance to result in increased pressure on
endoscopy but this has not so far proved to
be the case.
Nevertheless, use of the independent sector
continues to be a vital means of meeting
access targets, particularly for General
Surgery, Orthopaedics and endoscopy. The
aim is to eliminate routine dependence on
the independent sector by the Autumn
of 2016. In order to assist this the Trust
has appointed new upper GI and vascular
surgeons.
Cancer
CDDFT’s good performance has continued
in spite of growth in referrals. Although
referrals have grown 11.6% during Apr
2015-Feb 2016 compared to the same
period in 2014-15 cancer diagnoses
resulting from them have fallen by 4.1%.
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The Trust has submitted provisional
improvement trajectories to commissioners
for 52 weeks, 62-day cancer, A&E 4-hour
waits and diagnostics, subject to important
caveats in respect to which full agreement
has not yet been reached with CCGs.
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NB: March data not finalised

Two-week wait referrals have also grown
by 14.9% whilst cancer diagnoses resulting
from them have risen by 3%.
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NB: March data not finalised

Breast symptomatic 2-week referrals pose
a particular challenge. GP referrals have
risen by 25% in 2015-16 compared to
the previous year, largely as a result of the
temporary closure of the City Hospitals
Sunderland service and the more recent
difficulties at South Tees. Before this,
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monthly referrals from Sunderland GPs into
the breast service averaged 3. Since January
2015, the average has risen to 39.
Significant growth has also been
experienced from a number of other
local CCGs including DDES (25%) and
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In the meantime, commissioners have
suspended penalties in relation to the
breast symptomatic target because of
the significant impact of the Sunderland
(and now also the Teesside) difficulties;
CDDFT continues to make extensive use of
independent sector capacity, and a service
is expected to resume sometime in the new
financial year in Sunderland.
In relation to the 62-day treatment
standard, the Trust is participating in
a Cancer Network review of complex
pathways and is reviewing with Multidisciplinary team Clinical Leads the key
‘high risk’ pathways. Root cause analysis of
each breach is undertaken; and all patients
who have reached day 48 in their pathway
are highlighted for attention. It has also
developed a Cancer Strategy in response to
new national guidance.

Other key performance risks:
• Staffing: in common with many Trusts,
CDDFT continues to rely heavily on locum
and Agency staff in some Specialties to
fulfil both nursing and medical roles. The
recent national cap on Agency spend has
helped the Trust to drive down agency
costs, but more needs to be done to
determine which services we need to
re-shape to maximise our chances of
recruiting and retaining key staff.
• Health Care Infections: Although the
Trust has had three cases of MRSA in
2015-16 against a target of 0, it remains
within the de-minimis level beneath
which it is not classed by Monitor as a
performance breach. During the same
period it has had 21 cases of Clostridium
difficile compared to a target of 19. This
challenging target was set due to the
Trust’s good performance in 2014-15.
Priorities for 2016/2017
The table below illustrates the results
for the organisation against the national
mandated indicators. The national average,
national high and national low results are
stated as available. Where gaps are shown
this is because data is not available but
updates for some will be available prior to
publication. The source of the data is stated
below the table.
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Darlington (27%), whilst referrals from
North Yorkshire have quadrupled from
12 in 2014-15 to 50 in 2015-16. In spite
of this unprecedented growth, almost
all breaches on this pathway are due to
patient choice as almost all patients are
offered at least one appointment within
the 2WW target and significant numbers
do not take up the first, or even second,
offer. The main risks going forward are the
continuing difficulties in Sunderland and
Middlesbrough and a shortage of radiology
capacity.
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Year
Readmission within 28 days of
discharge1
CDDFT
Age 0-15 years
National high
National low
CDDFT
Age 16 + years
National high
National low
CDDFT MRSA per 100,000 bed
days3
North East
England
National high
National low
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CDDFT - Post 72 hour cases of
Clostridium difficile per 100,000
bed days (aged 2 years and
over)3
England
National high
National low
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10/11

11/12

12/13

13/14

14/15

15/16

10.44

10.32

11.2

11.8

11.3

14.11
0

14.94
0

11.97

12.1

14.06
0

13.8
0

1.4

1.1

0.9

0.6

1.8

0.7

2
3
9
0

2
2
9
0

1
1
10
0

1
1
11
0

0.95

0.8

3.16
0

6.45
0

24.5

16.5

20.3

8.4

7.4

29.7
71.2
0

22.2
58.2
0

17.3
30.8
0

14.7
37.1
0

17.13
0
11.2

11.8

7.55
18.32
0

58.11
0
Provisional
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Year

10/11

11/12

12/13

13/14

14/15

15/16

CDDFT VTE assessment Trust
National Low
National High

2013/14
95.10%
82.10%
100%

2014/15
95.65%
92%
100%
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Patient Reported Outcome measures (PROM) – case mix adjusted health gain1.
CDDFT PROM hernia
0.1
0.12
0.1
0.10
0.08
-0.9
England
0.08
0.09
0.09
0.09
0.09
-0.8
National high
0.14
0.12
0.14
0.15
0.14
National low
0.01
0.03
0.03
0.01
0.01
CDDFT PROM Hip
0.43
0.38
0.38
England
0.41
0.41
0.41
National high
0.48
0.47
0.47
National low
0.29
0.26
0.32
CDDFT PROM Hip - Primary
0.45
0.41
8.7
England
0.44
0.44
12.03
National high
0.54
0.54
National low
0.32
0.31
CDDFT PROM Hip - Revision
NA
NA
England
0.27
0.26
5.35
National high
0.35
0.37
National low
0.17
0.16
CDDFT PROM Knee
0.32
0.29
0.3
England
0.3
0.3
0.3
National high
0.37
0.38
0.37
National low
0.17
0.2
0.18
CDDFT PROM Knee - Primary
0.31
0.31
1.9
England
0.32
0.32
5.5
National high
0.42
0.43
National low
0.21
0.22
CDDFT PROM Knee - Revision
NA
NA
England
0.25
0.25
0.2
National high
0.37
0.32
National low
0.20
0.12
2015/16
95.99%
77%
100%
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Year
CDDFT Responsiveness to
personal needs of the patient1
England
National high
National low
Year
CDDFT Percentage of staff who
would recommend the trust to
their family or friends1
England
National high
National low

Quality Report

SHMI
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2009

2010

2011

2012

2013

2014

71.8

71.5

67.9

68.5

73.3

65.4

66.7
81.9
58.3
2009

67.3
82.6
56.7
2010

67.4
85.0
56.5
2011

68.1
84.4
57.4
2012

68.7
84.2
54.4
2013

72.1
88.2
56.0
2014

56%

49%

50%

57%

53%

94%
35%

94%
40%

93%
35%

Reporting
Period

Highest Lowest

CDDFT
Trust

Peer

January 12 December 12

119.19

70.31

104.1

102.2

April 12 - March
13

116.97

65.23

104.5

101.9

July 12 - June 13

115.63

62.59

104.3

101.9

October 12 September 13

118.59

63.01

103.8

101.1

January December 13

117.6

62.4

102.4

100.8

April 13 - March
14

119.7

53.9

101.9

100.9

July 13 - June 14

119.8

54.1

102.5

101

October 13 September 14

119.8

59.7

103.1

101.3

January –
December 14

124.3

65.53

100.9

Peer was via CHKS

April 14 – March
15

121.0

66.96

101.0

Peer was via CHKS

July 14 – June 15

120.9

66.05

100.7

Peer was via CHKS

October 14 – Sept
15

117.74

65.16

99.6

Peer was via CHKS

Comments
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The banding
of the
summary
hospitallevel
indicator

The
percentage
of patient
deaths with
palliative
care coded

Highest Lowest

CDDFT
Trust

Peer

Comments

April 12 - March
13

2 (As
Expected)

7 Trusts higher
than expected

July 12 - June 13

2 (As
Expected)

9 Trusts higher
than expected

October 12 September 13

2 (As
Expected)

8 Trusts higher
than expected

January December 13

2 (As
Expected)

7 Trusts higher
than expected

April 13 - March
14

2 (As
Expected)

9 Trusts higher
than expected

July 13 - June 14

2 (As
Expected)

9 Trusts higher
than expected

October 13 September 14

2 (As
Expected)

9 Trusts higher
than expected

January –
December 14

2 (As
Expected)

11 Trusts higher
than expected

April 14 – March
15

2 (As
Expected)

16 Trusts higher
than expected

July 14 – June 15

2 (As
Expected)

14 Trusts higher
than expected

Oct 14 – Sept 15

2 (As
Expected)

18 Trusts higher
than expected

April 12 - March
13

44.00%

0.10%

12.80%

July 12 - June 13

44.10%

0.00%

14.00%

October 12 September 13

44.90%

0.00%

14.10%

January December 13

46.90%

1.30%

15.90%

April 13 - March
14

48.50%

0.00%

17.80%

July 13 - June 14

49.00%

0.00%

18.70%

October 13 September 14

49.40%

0.00%

19.00%

January –
December 14

48.3%

0.00%

17.7%

April 14 – March
15

50.85%

0.00%

17.18%

July 14 – June 15

52.90%

0.00%

17.39%

Oct 14 – Sept 15

53.53%

0.00%

18.59%

Quality Report

Reporting
Period

Data source for the above table of information
1 National Statistics http:// Indicators.ic.nhs.uk/webview
2 NHS England
3 www.hpa.org.uk (Hospital Episode Statistics for age 2 and above)
4 http://www.nrls.npsa.nhs.uk/patient-safety-data/organisation-patient-safety-incident-reports/
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Local Priorities for the Trust

We will roll out the supervision guidance

The information below indicates the
progression of these priorities, where
appropriate.

We produce an action plan from the results
of the national falls audit
Measuring and monitoring

Safety
Falls and falls resulting in injury

We will continue to collect information on
all patient falls and review this with our
clinical teams at Safety Committee.

Why is this a priority?
Nationally falls are the most frequently
reported patient safety incidents
Our aim
We have seen a reduction in falls resulting
in injury but need to work harder to reduce
this further. We want to see a reduction
in falls to within or below the national
average, and a continued reduction in falls
resulting in fractured neck of femur. We
aim to reduce falls to 5.6 per 1000 bed
days for acute wards and 8 per 1000 bed
days for community based wards.
Our actions
We will continue to monitor against the
actions identified earlier in the report.

Quality Report

We will continue sensory training for staff
to increase their perception of patients who
have risk of falls.
We will continue to identify a cohort of
patients who are identified as having
fragility fractures and ensure appropriate
follow up.
We will measure the rate of falls per 1000
bed days for both community and acute
hospital in patient ward areas.
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This information is collected internally using
data retrieved from the Safeguard incident
reporting system and contained within
the monthly trust Incident Report. This
data is not governed by standard national
definition.
Care of patients with dementia
Why is this a priority?
Hospitals have seen an increase in patients
requiring care in their services for patients
who have a background of dementia.
These patients are particularly vulnerable
and we want to ensure that they are
receiving a high standard of care.
Our aim
We want to ensure that patients who
have dementia have a positive experience
when under our care and that all needs are
considered.
Our actions
We will continue to roll out key elements
of the dementia strategy and introduce
monitoring tools to measure compliance
against this
Measuring and monitoring
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This data is not governed by standard
national definition.
MRSA Bacteraemia
Why is this a priority?
MRSA can cause serious illness and this is a
mandatory indicator.
Our aim

illness that mainly affects the elderly
and vulnerable population and this is a
mandatory indicator.
Our aim
To have no more than 19 patients identified
with Clostridium difficile infection that
are attributed to the trust, as set by NHS
England guidance.
Our actions

We aim to have zero patients with hospital
acquired MRSA bacteraemia as set by as set
by NHS England guidance.

We will continue with regular meetings
with senior staff to ensure that any actions
identified are monitored and implemented.
The action plan can be accessed via the
infection prevention and control team.

Our actions

Measuring and monitoring

We will continue to regular meetings with
senior staff to ensure that any actions
identified are monitored and implemented.
The action plan can be accessed via the
infection prevention and control team.

Reports of Clostridium difficile will be
reviewed at HCAI reduction group meeting,
the Infection Control Committee and
reported to Trust Board.

Measuring and monitoring
All hospital acquired bacteraemia cases
identified within the trust will be reported
onto the Mandatory Enhanced Surveillance
System. This data is governed by standard
national definitions. Any reported cases
will be discussed at Infection Control
Committee and reported to Trust Board.
Reported cases will be subject to full root
cause analysis to ensure that any remedial
actions are addressed.

This data is governed by standard national
definitions.
Pressure ulcers
Why is this a priority?
Pressure ulcers are distressing for patients
and can be a source of further illness and
infection. This can prolong the treatment
that patients need and increase the need
for antibiotic therapy.
Our aim

Clostridium difficile
Why is this a priority?
Clostridium difficile can be a serious

To continue with the programme of
monitoring of patients with pressure ulcers
and carry out a full review of all pressure
ulcers graded 3 or above to ascertain
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Key metrics will be introduced to monitor
implementation of the strategy

whether avoidable or unavoidable, and
take remedial action where necessary to
ensure learning within the Trust. We aim
to have zero avoidable grade 3 and 4
pressure ulcers and see a decrease in grade
2 avoidable pressure ulcers.

Our aim
To maintain compliance with VTE
assessment within 24 hours for hospital
inpatients at or above 95%.
Our actions

Our actions
We will ensure that all of our hospital
inpatients continue to be risk assessed for
their risk of pressure ulcers and that this
is regularly reviewed during the admission
period. We will ensure timely provision of
pressure relieving mattresses if required,
and access to specialist tissue viability
advice as indicated.
Measuring and monitoring
We will continue to monitor that all
patients are assessed for their risk of
developing pressure ulcers and report this
through the ward performance framework.
All grades of pressure ulcers will continue
to be reported and reported to Trust Board
via the performance scorecard.
Whilst this indicator is not governed
by national standard definitions, the
assessment of grade of pressure ulcer is
used using national definitions.
Venous thromboembolism

Quality Report

Why is this a priority?
Each year 25,000 people in the
United Kingdom die from venous
thromboembolism (VTE). The National
Institute of Clinical Excellence have set
guidelines and this is a mandatory indicator
as set by the Department of Health.
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We want to maintain and improve on this
standard to ensure optimum prevention
measure can be implemented as required
for patients under our care.
Measuring and monitoring
Weekly reports on compliance will be
submitted to wards and senior managers.
Performance will be reported to Trust
Board.
This data is governed by standard national
definitions.
Discharge summaries
Why is this a priority?
It is important that communication is of a
high standard when patients are moving
between care settings. One way to monitor
this is with the timeliness of discharge
summaries. We introduced this indicator
in 2012/13 and we can demonstrate
significant improvement from 81% in
2012/2013 to 86.1% in 2013/2014,
however we did not reach the national
target of 95%. Data 2014/15 90.56%.
Data for 2015/16 89.1%
Our aim
To reach 95% compliance with discharge
summaries being completed within 24
hours of a patient discharge.
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The Care Groups will continue to review,
develop and implement improvement
plans.

this by continuing with an educational
programme. We will ensure that serious
incidents are fully reviewed so that lessons
can be learned and cascaded across the
trust.

Measuring and monitoring

Measuring and monitoring

We will continue to measure this on a
monthly basis and feed back to Care
Groups via the performance scorecard. We
will continue to educate medical staff on
the importance of timeliness for this.

We will continue to monitor compliance
with timeliness of report completion via
Safety Committee. A monthly report will
give detail on incidents reported and
reviews undertaken and will be submitted
to Safety Committee and Care Groups. We
will monitor our relative position against
the national reporting system.

This data is governed by standard national
definition.
Rate of patient safety incidents
resulting in severe injury or death
Why is this a priority?
We want to improve our incident reporting
to ensure that we capture all incidents and
near misses that occur. This will allow us
to understand how safe our care is and
take remedial action to reduce incidents
resulting in harm.
Our aim
To ensure that accurate and timely data is
uploaded to the national reporting system
and that incidents are reviewed in a timely
fashion so that lessons can be identified
for learning. To remain within the national
average for both incident reporting and the
rate of incidents resulting in severe injury of
death.
Our actions
To ensure that our staff are fully
educated in the importance of reporting
incidents and near misses. We will do

Whilst this data is not governed by
standard national definition, the trust uses
the reporting grade as recommended by
Department of Health.
Duty of Candour
Why is this a priority?
Compliance with duty of candour is a
statutory obligation under Regulation 20
of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014
and a requirement of the NHS Contract.
Non-compliance is a criminal offence, and
individuals and corporate bodies have a
legal duty to comply with the law and a
moral duty to inform patients when things
go wrong.
Our aim
To meet our legal and professional duties
as individuals and the corporate body to
comply with the law. We aim to be fully
compliant with the timescales laid down in
statute and the NHS Contract.
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Our actions

Our actions

Our actions

In addition to promoting it at mandatory
and essential training sessions for all staff,
we will continue to provide specific training
sessions on duty of candour.

We will continue to use already established
systems and documentation to record
that patients who have been assessed as
being at risk are continually monitored and
corrective actions taken as required.

We will continue to monitor compliance
with duty of candour by using ‘Safeguard’
as a performance tool.
The ‘Being Open’ Policy has been updated
to reflect the legislative changes.
Measuring and monitoring
We will continue to measure compliance by
extracting data from the Duty of Candour
questionnaire section in ‘Safeguard’. The
extract is included on a performance
dashboard which is monitored fortnightly
at the Trust’s Patient Safety Forum meeting
attended by Trust executives, senior
managers and clinical leads.
Experience
Nutrition and hydration in hospital

Quality Report

Why is this a priority?
Many of our patients are elderly and frail
and require assistance to ensure that their
nutritional needs are met to aid recovery
and prevent further illness. Therapeutic
dietetic advice can aid their treatment
and recovery for specific conditions and
we ensure that these patients dietetic
requirements are assessed.
Our aim
To ensure that nutritional and hydration
needs are met for patients who use our
services.
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Measuring and monitoring
We will continue to monitor compliance
using the newly produced ward quality
metrics. We did not reach full compliance
against our goals last year but there were
improvements in all outcome measures.
This data is not governed by standard
national definition but is based on the
nationally recognised MUST score.
End of life and palliative care
Why is this a priority?
Our workforce can only deliver high quality
individualised care to patients and their
families if they are adequately trained to
do so. Delivering high quality palliative
and end of life care requires additional
skills, in particular communication skills, so
additional training for many staff groups is
required.
Our aim
We want our workforce to be equipped to
provide high quality end of life care.
We want patients approaching the end of
life to be confident in receiving high quality
care in accordance with their wishes.
Our actions
We will continue to work with pilot
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areas and support them to enhance the
knowledge and skills required for staff to
feel confident using the Deciding Right
documents.

to target and monitor for improvement.
This is a mandated priority as set by the
Department of Health.
Our aim

We will continue to educate around “do
not resuscitate” continues and other
elements of decision making and care
towards the end of life.
We will continue to audit in pilot area
for the use of the guidance for care of
patients’ ill enough to die and development
of appropriate actions continues in pilot
areas
We will continue to develop a palliative
care discharge summary.
Measuring and monitoring
We will continue an audit programme in
pilot areas for the use of the guidance
for care of patients ill enough to die. The
results will be presented to the End of Life
Steering Group.
We will implement a patient experience
programme. The results will be presented
to the End of Life Steering Group.
Proposal shared at EOL Steering Group &
methodology being refined prior to launch.
Whilst this data is not governed by
standard national definition, the trust uses
the regional “Deciding Right” principles.

This priority contains 5 question areas
related to patient experience, and the
results of these show improvement in all
of the questions asked. Once we have the
results we will reach agreement on the
percentage improvement to ensure that we
aim to be at or above national average.
Our actions
Quarterly in house measurement of the
5 questions will continue to ensure that
we are aware of any emerging themes for
action.
Measuring and monitoring
Quarterly results will be reported to Quality
& Healthcare Governance Committee and
emerging themes discussed so that actions
can be taken. Results of the national survey
will be published to allow benchmarking
against other organisations.
This data is governed by standard national
definition as outlined in the national
inpatient survey questions.
Percentage of staff who would
recommend the provider to family or
friends needing care
Quality Report

Responding to patients personal needs
Why is this a priority?
Why is this a priority?
Responding to patients needs is essential
to provide a better patient experience.
Ensuring that we are aware of patients
views using 5 key questions allows us

The annual national survey of NHS staff
provides the most comprehensive source
of national and local data on how staff
feel about working in the NHS. All NHS
trusts take part in the survey and this is a
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mandated priority as set by the Department
of Health.
Our aim
To achieve average national performance
against the staff survey.
Our actions
To continue with a programme of staff
engagement and development to build on
current successes and improve areas where
our performance is below average.
Measuring and monitoring
Results will be measured by the annual
staff survey. Results are reviewed by sub
committees of the Board and Trust Board
and shared with staff and leaders so that
actions and emerging themes can be
considered as part of staff engagement
work.
This data is governed by standard national
definition as outlined in the national staff
survey.
Effectiveness
Mortality monitoring

Quality Report

Why is this a priority?
We want to measure a range of clinical
outcomes to provide assurance on the
effectiveness of healthcare that we provide
and this is a mandatory indicator as set by
the Department of Health.
Our aim
To remain at or below the national average
for the mandated indicator.
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Our actions
We will continue to monitor the Trust’s
mortality indices to understand how we
compare regionally and nationally. We
will continue to undertake patient specific
mortality reviews in line with any agreed
national process that is mandated and to
share the themes from these reviews with
clinicians and colleagues in primary care. In
addition, we will continue to use multiple
sources of information to ensure we
understand where any failings in care may
have occurred and to use this information
to inform the process of pathway review
to improve patient care. This process will
continue to be reviewed by the Mortality
Reduction Committee, chaired by the
Medical Director, to ensure that mortality is
fully reviewed and any actions highlighted
implemented and monitored.
Measuring and monitoring
We will continue to benchmark ourselves
against the North East hospitals and other
organisations of a similar size and type.
We will publicise our results through
the Quality Accounts. We will provide
a monthly update of crude and risk
adjusted mortality to Trust Board via the
performance scorecard.
These data are governed by standard
national definition.
Reduction in readmissions to hospital
Why is this a priority?
It is not possible to prevent re-admissions
but they can be inconvenient and
distressing for patients and carers, and can
be an indicator of where care has been
sub-optimal. This is a mandated indicator
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by the Department of Health.
Our aim
We want to ensure optimal care in the right
place for our patients, and to eliminate
unnecessary re-admissions to hospital.
Our actions

the two Perfect Weeks run in quarter 3 at
UHND and DMH we continue to work with
partners in the local Strategic Resilience
Group to implement the Transforming
Emergency Care Programme drawn up
under the oversight of Monitor. We are also
in the process of extensively revising our
escalation framework and policies.
Measuring and monitoring

Measuring and monitoring
We will continue to explore all possible
means of achieving the national standard.
To reduce the length of time to assess
and treat patients in the Emergency
Department (ED)
Why is this a priority?
Patients want to be treated in a timely
manner. Staff morale can be adversely
affected if they feel the service they are
able to offer is not provided to a high
standard.
Our aim
We aim to assess and treat 95% of patients
within four hours in line with national
standards.
Our actions
Pressures in A&E rise when the wider
health system is under strain. In addition to

This issue is governed by standard national
definitions and reporting arrangements. In
addition to internal monitoring, monthly
reports are provided to the Durham/
Darlington System Resilience Group chaired
by a local GP-commissioner.
To reduce the length of time that
ambulance services have to wait to
hand over the care of the patient in the
Emergency Department (ED)
Why is this a priority?
Ambulances waiting at A&E to hand over
patients to our care are not available to
respond to emergencies in the community.
Delays are also distressing for patients and
carers.
Our aim
We aim to take over the care of ambulance
patients within 30 minutes of their arrival
at A&E.
Our actions

Quality Report

Together with partners in Primary and
Social Care, the voluntary sector and others
we have developed a range of intensive
short-term intervention services to prevent
avoidable admissions and re-admissions,
and to improve the support available to
patients being discharged from hospital.

We continue to work with partners in
the local Strategic Resilience Group to
implement the Transforming Emergency
Care Programme drawn up under the
oversight of Monitor.
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Measuring and monitoring

Board.

We review all instances in which an
ambulance cannot hand over care within 2
hours. Ambulance handover performance
is governed by national and local quality
requirements.

This data is governed by standard national
definitions.
Maternity Care
Why is this a priority?

Patient Reported Outcome Measures

PROMs measure the quality of care received
from their perspective so providing rich
data and this is a mandated priority as set
by the Department of Health.

Nationally the five year forward plan
and the national maternity review place
maternity care as a priority. NHS England
have also produced a report “Saving
Babies Lives” and this reports on standards
required to ensure safe, effective care in
this area.

Our aim

Our aim

Last year we monitored ourselves for
improvement in participation rates but for
the coming year we will focus on the rates
for health gain and hope to see that this is
within national average.

We want to ensure that patients who
receive care have a positive experience
when under our care and that all needs are
considered.

Why is this a priority?

Our actions
Our actions

Quality Report

We will continue to drive the agenda
for encouraging participation through
identified staff. We will continue to educate
staff on the importance of this priority and
the benefits of using this alternative care
as an indicator of the care we provide. We
will continue to monitor ourselves against
national benchmarking data to assess the
impact for the patient in terms of health
gain.
Measuring and monitoring
Results of the PROMs health gain data
will be monitored on the Care Group
performance scorecard and reviewed at
performance meetings. Results will be
included in scorecards presented to Trust
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We will complete a gap analysis against
the report and agree any actions that result
from this.
Measuring and monitoring
Key metrics will be introduced to monitor
implementation of any identified actions
This data is not governed by standard
national definition.
Care of patients requiring paediatric
care
Why is this a priority?
The care of children in emergency/ urgent
care settings will be delivered using
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bespoke pathways for that care and it is
important that pathways are enhanced
to ensure that practice continues to be
evidence based and triangulates all areas of
speciality.
Our aim
We want to ensure that children continue
to receive care which is evidence based
using pathways to inform decision making.
This will also have the aim of enhancing the
child’s experience.
Our actions
We will continue to introduce pathways of
care for paediatric patients.
Measuring and monitoring
With the introduction of paediatric
pathways.

Quality Report

This data is not governed by standard
national definition.
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5.5. Annexes to the Quality Accounts
5.5.1 Annex One: Statements from Commissioners, local
Healthwatch organisations and Overview and Scrutiny Committee

24 May 2016
Corroborative statement from North Durham, Durham Dales, Easington, Sedgefield
and Darlington Clinical Commissioning Groups, for County Durham and Darlington
NHS Foundation Trust (CDDFT) Quality Account 2015/16.
The CCGs welcome the opportunity to review and comment on the Quality Account for
County Durham and Darlington NHS Foundation Trust for 2015/16 and would like to offer the
following commentary.
As commissioners, North Durham, Durham Dales, Easington and Sedgefield and Darlington
Clinical Commissioning Groups (CCGs) are committed to commissioning high quality
services from County Durham and Darlington NHS Foundation Trust and take seriously their
responsibility to ensure that patients’ needs are met by the provision of safe, high quality
services and that the views and expectations of patients and the public are listened to and
acted upon.

Quality Report

The CCGs continue to hold regular clinical quality review group meetings with the Trust which
are well attended and provide positive engagement for the monitoring, review and discussion
of quality issues. The CCGs have also continued throughout 2015/16 to conduct regular
commissioner led inspection visits to CDDFT sites to gain assurances and an insight into the
quality of care being delivered to patients. Therefore the CCGs feel that the quality account is
an accurate representation of the services provided during 2015/16 within the Trust.
The report provides a comprehensive description of quality improvement work within the Trust
and an open account of where improvements in priorities have been made. We appreciate the
amount of work involved in producing this report however it is an important step in improving
public accountability in relation to quality.
The CCGs recognise the work the Trust has achieved to date in achieving 13 of the 2015/16
priorities and in the on-going delivery of the quality measures. It is disappointing to see that
the Trust for the 4th consecutive year have failed the priority in relation to reducing the length
of time for ambulance services to hand over patients to emergency departments.
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It is disappointing to see that the Trust have again failed to achieve their targets for falls
prevention, however the CCGs acknowledge the ongoing improvements in year with the
Trust narrowly missing the discharge summaries target of 95%. It is pleasing to see that the
ongoing improvements in falls prevention are reflective of the findings of the 2015 National
audit of inpatient falls, and address key areas such as lying and standing blood pressure,
medication reviews and continence care. Through the serious incident process the CCGs are
aware of repeated themes around falls and will continue to monitor the Trust’s actions until
we are assured that falls initiatives are embedded in practice.
Unfortunately the Trust failed to achieve their ambition for the percentage of staff
recommending the provider to family or friends needing care and is still ranked worse than
average. In light of this the CCGs have been receiving regular reports on the actions being
taken to address this position and bring the Trust in line with the national average.

The CCGs acknowledge the work that has been undertaken throughout 2015/16 to
implement the Dementia Strategy Trust wide but were surprised to see that the PLACE
findings in respect of Dementia were not captured in the body of the report. Particularly as
the Trust achieved below national average scores. To support the Trust further in caring for
patients with dementia, the CCG this year have proposed a CQUIN which will support further
implementation of the Dementia Strategy and ensure dementia patients receive a positive
experience and that their needs are considered.
The CCGs are aware of the work being undertaken by the Trust to promote a safety culture
in the organisation where the reporting of incidents, errors and near misses is encouraged.
The recent NRLS position is reassuring with the national results indicating a 42% increase
in incident reporting on the same position last year, placing the Trust in the middle 50% of
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We would like to note the Trust’s commitment to the development and implementation of
the CQC action plan following the visit in February 2015. Although the CQRG have been
receiving regular updates against the action plan it is assuring to see that 58 of the 77 agreed
actions and recommendations have already been completed. The CCGs would also like to
congratulate the Trust’s community services in achieving a rating of good overall.

reporters compared previously to the lowest 25%. Equally, the CCGs are assured of the robust
processes in place for the investigation of serious incidents, and welcome the transparency of
the Trust in sharing details of the three Regulation 28 notifications received from the Coroner.
We also would like to highlight the detailed mortality section that the Trust has included
this year and we are supportive of the work being undertaken by the Mortality Reduction
Committee and the forthcoming involvement of specialities in the review process. The CCG
will continue to work with the Trust to develop links within Primary Care to support joint
learning.
North Durham, Durham Dales, Easington and Sedgefield and Darlington Clinical
Commissioning Groups welcome the specific priorities for 2016/17 highlighted in the report
and feel that they are appropriate areas to target for continued improvement which link
in with CCG commissioning priorities. It is hoped that the work being undertaken around
venous thromboembolism compliance will also address the findings of the VTE audit in
ensuring patients are re risk-assessed at 24 hours.
As required under the Quality Report Regulations, the CCGs have checked the accuracy of
data relevant to the contract. In so far as we have been able to check the factual details,
the CCGs view is that the report is materially accurate. It is clearly presented in the format
required and the information it contains accurately represents the Trust’s quality profile.
It is felt that overall the report is well written and presented and is reflective of quality activity
and aspirations across the organisation for the forthcoming year.
The CCGs look forward to continuing to work in partnership with the Trust to assure the
quality of services commissioned in 2016/17.
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Gillian Findley
Director of Nursing/Nurse Advisor
North Durham and DDES CCGs
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Diane Murphy
Interim Chief Nurse
Darlington CCG
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Feedback from Darlington Borough Council Health and Partnerships Scrutiny
Committee

County Durham and Darlington NHS Foundation Trust –
Draft Quality Account 2015/16
The Health and Partnerships Scrutiny Committee remit covers the Governance arrangements
of the Trust and it has the responsibility to comment on the quality Accounts, in line with its
Health Scrutiny Powers. The Members of the Scrutiny Committee are committed to being
involved, at an early stage with the Foundation Trusts Quality Accounts and received regular
updates on performance information from the Trust.
Members of the Health and Partnerships Scrutiny Committee have considered the draft
Quality Accounts 2015/16 for County Durham and Darlington NHS Foundation Trust and have
attended Stakeholder events over the past year.
Members believe this has enabled them to have a better understanding and more detailed
knowledge of performance to evidence their commentary on this year’s Quality Accounts.
Members maintain that this process has been successful and are certain that it has also
benefited the Foundation Trust. Members wish to place on record their thanks to Interim
Director of Nursing for her attendance at the meetings.
In respect of the Quality Improvement Priorities for 2015/16 Members have the following
comments to make:Patient falls – The Scrutiny Committee noted the Trust’s commitment to continued
improvement and that it was aiming for a further reduction in falls in line with the national
average. Members were pleased to note that sensory awareness training had produced
on-going positive feedback from members of staff and welcomed the launch of a high risk
patient supervision policy as part of everyday practice. Members were pleased to learn that
the Falls Bundle was being amended to ensure all patients over the age of 65 years had a falls
preventative care plan in place to ensure vulnerable patients have a cognitive and delirium
assessment.

Quality Report

Care of Patients with dementia – The Scrutiny Committee welcomed the Dementia
Pathway which is now in place and, in particular, the employment of a Lead Nurse for
Dementia. Members were pleased to note that the Sensory Garden is currently under
construction and that the environment was constantly being reviewed to ensure it remained
dementia friendly.
Healthcare Associated Infections – Members noted that, although the Trust had a zero
tolerance for MRSA, there had been three reported cases and that the training focus would
be on intravenous line care and reintroduction of high impact interventions for monitoring
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MRSA reduction. In relation to clostridium difficile it was noted that the Trust’s focus was on
antibiotic management and stool sampling guidance. Of 21 reported cases it was pleasing to
note that an appeal process which looked at whether the care of the patient was appropriate
had recently upheld fifteen cases.
Venous Thromboembolism –The Scrutiny Committee welcomed the continuing monitoring
of this priority, which had been achieved and its inclusion in the priorities for 2015/16.
Pressure Ulcers – The Scrutiny Committee noted that the aim of the Trust was for all
patients within its care to have no avoidable grade 3 or above pressure ulcers and that
although improvement had been made in avoidable grade 2 pressure ulcers a deterioration
had occurred in incidence of grade 3 and 4 pressure ulcers. Members noted that a root
cause analysis was undertaken for all grade 3 and above incidents and a targeted education
programme for healthcare assistants had been introduced to help improve recognition and
their role in prevention. All mattresses are now standard pressure relieving and patients who
have a spinal block have their heels protected.
Discharge Summaries – Members expressed concerns that again, the Trust had not achieved
the target of 95 per cent. The Trust had established a Task Force Group with the aim of
delivering sustained improvements to information technology and, in particular, the electronic
dashboard letter (EDL). Members felt that the discharge letters could be shorter, sharper and
more relevant.
Rate of Patient Safety Incidents Resulting in Severe Injury or Death – Members noted
that the incident reporting system had been realigned to make it easier to use although
expressed concerns that a Never Event had been reported. Members were satisfied to
note that the Trust was now at 50 per cent of reporters of incidents due to targeted work
undertaken. Members welcomed the aim of the Trust to be within the top 75 per cent.
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Management of Patients with Sepsis – Members were pleased to note a sepsis care
bundle had been implemented across the Trust and a post one hour pathway had been
developed which it was hoped would be piloted in the Autumn. Members welcomed
continued actions to improve the service and to begin a campaign to raise public awareness
of sepsis.
Duty of Candour – Members acknowledged this new indicator which would be mandated
into the safeguarding system from next year and seeks to ensure providers are open and
transparent with the relevant people should an incident resulting in harm occur.
Patient Experience – Members noted that the Trust is committed to listening to the views of
patients, carers and families and that any feedback is acted upon accordingly to ensure safe,
effective practice, service improvement and enhanced patient experience. It was pleasing
to learn that the Friends and Family Test has been rolled out to all patient areas giving each
department the opportunity to produce a ‘you said we did’ poster.
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Members noted that the Patient Experience Team continue to provide training at student
nurse induction programmes and offer bespoke Customer Care training programmes within
individual care groups.
Members welcomed information in relation to NHS Choices, various National Surveys,
compliments, partnership working with Healthwatch and patient experience surveys.
Nutrition and Hydration – The Scrutiny Committee noted that monitoring was undertaken
using the old performance framework and due to sample size it was difficult to determine
if results were significant although quality metrics introduced this year would help with
monitoring. Members welcomed the use of a monitoring tool to audit compliance with
the nutritional standards and the Nutrition and Dietetic Department and Catering Service
continuing to work closely together on hospital menu development and nutritional analysis.
Members welcomed the Finger Food Bundle which was excellent for both dementia and
elderly patients.
End of Life Care – Members were disappointed to note that this indicator had not been met
but recognised the lack of palliative care consultants. Members also noted that following the
launch of ‘Deciding Right’ a sustainable strategy was required to equip the Trust’s workforce
to fully implement Deciding Right in practice and an end of life education strategy was being
developed through the End of Life Steering Group to support the work.
Development of a Learning Disabilities Guarantee – The Scrutiny Committee was
pleased to learn that this priority had been achieved and welcomed the introduction of a
learning disabilities guarantee and action plan. Scrutiny Committee noted that this priority
will move to business as usual as all goals have been embedded into practice.
Responsiveness to Patient Personal Needs – Members were pleased to note that targets
had been met.

Friends and Family Test – The Scrutiny Committee was pleased to note that this priority had
been rolled out to outpatient and maternity areas and although not mandated this priority
would remain in the Quality Accounts.
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Percentage of Staff who would Recommend the Trust to Family and Friends Needing
Care – Members noted that this Priority had not been achieved although improvements had
been made. It was reported that the Trust was not quite at the National Average although
this is a Trust ambition for 2017. Members noted that the Trust were disappointed with
this performance result but welcomed the actions in place to try and achieve national
performance.

Reduction in risk adjusted mortality – Members were happy to note that the Trust had
achieved this indicator and in doing so noted that the Mortality Review Group had been
embedded in Darlington Memorial Hospital and the number of reviews for 2016/17 was to be
increased.
Reduction in 28 day readmissions to hospital – Members acknowledged that this was a
difficult target and although a small reduction had been achieved in 2015 the current data
was not available at this time. It was noted that reducing avoidable readmissions enabled
more money to be spent on care closer to home and less on hospital beds.
Reduction of the length of time to assess and treat patients in Accident and
Emergency Departments – Members were pleased that the Trust was working towards
achieving this priority with its main targets being 95% of patients being assessed, treated,
admitted or discharged within four hours of arrival at Accident and Emergency and
Ambulance Crews handing over the care of patients to CDDFT staff within 30 minutes of
arrival.
It was noted that the time to initial assessment target had not been met and the time to
treatment decision was unavailable at the time. Members noted the priorities for 2016/17
included the establishment of an Ambulance Handover Task and Finish Group, introduction
of command and control, Perfect Week outcomes to be fully explored, update of theatres at
Bishop Auckland Hospital and review of Community Hospitals.
Members will continue to monitor this priority closely and hope that the long awaited
proposals to co locate Accident and Emergency and Urgent Care at Darlington Memorial
Hospital will assist in reducing all waiting times.
To increase patient satisfaction as measured Patient Reported Outcome Measures
(PROMS) – Members welcome the collection of patient data and information and are pleased
that the Trust aimed to be within the national average for improved health gain.
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Quality Priorities for 2016/17
Members are pleased with the number of Priorities being carried over form 2015/16 and
note the introduction of different methods for monitoring where the priority has changed
or the service objectives have changed. Members particularly welcomed the introduction of
maternity standards including maintenance and improvement in relation to breastfeeding,
smoking in pregnancy, 12 week booking and completion of a gap analysis against ‘Saving
Babies Lives’ an NHS Care Bundle for reducing stillbirth.
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Conclusion
Overall, Members welcome the Quality Accounts and are pleased with the Trusts progress
against the chosen priorities, in a challenging year for all NHS organisations. Moving forward,
Members are particularly interested in discharge summaries, end of life and palliative care,
co-location of urgent care in Accident and Emergency and patient falls and will continue to
monitor progress in these areas.
Members raised concerns around communications difficulties and the lack of representation
from the Trust at Scrutiny Committee meetings.
Having gained a detailed understanding of the process of the Quality Accounts this year,
Members would like to receive six monthly reports to monitor progress being made against
the priorities during 2016/17.
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Councillor Wendy Newall
Chair, Health and Partnerships Scrutiny Committee
25 May 2016
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Feedback from Healthwatch Darlington

25 May 2016
County Durham and Darlington Foundation Trust (CDDFT) Quality Accounts 20152016.
These comments are on behalf of the Healthwatch Darlington Limited Board and active
Healthwatch Darlington volunteers and networks.
Healthwatch Darlington have again welcomed their active involvement in the Quality
Accounts this year. We have enjoyed attending public meetings on the Quality Account
as well as attending meetings held with the Health and Wellbeing Overview and Scrutiny
Committee, although we would still encourage an active involvement strategy to increase
attendance from members of the public at stakeholder events.
Healthwatch Darlington are pleased to see such positive changes taking place in the Trust and
recognise the magnitude of the work involved to execute these changes. We are pleased to
see so many of the 2015/2016 priorities achieved in particular the excellent work to improve
care for patients with a Dementia.
We recognise the excellent work the Trust is putting into reducing patient falls and are happy
that some progress has been made into reducing the number of patient falls per bed days in
an acute setting but would support the continuing work to reduce these further.
We would like to see further improvements made in regards to the healthcare associated
infections but recognise the difficulties and complexities this involves.
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It is unfortunate to see the discharge summary figures have decreased as Healthwatch
Darlington have in the past been made aware of issues with discharge from acute hospital
settings. We would encourage and support any work going forward to improve all aspects of
hospital discharge.
To improve an open and transparent workforce who are encouraged to report incidents where
possible, the organisation would like to see continued increase to the number of reported
incidents. Staff should be heavily supported and see changes put in place where possible if
they have reported an incident.

262

Annual Report and Accounts 1 April 2015 – 31 March 2016

We applaud the Trust for the many actions they have set and achieved and have been
involved again with work the Trust has completed around Nutrition and Hydration. We still
have some concerns over vulnerable patients who are unable to feed themselves but are
confident the Trust is working hard to continue their work to improve nutrition and hydration
across all areas.
The Trust continues to do some great work around Learning Disabilities and we are pleased
this is still going well.
We would like to congratulate the Trust on all areas of their Quality Account where actions
have been achieved and rated Green. We recognise some work is to be done in other areas
especially around the Friends and Family test and time to assess patients.
The organisation has concerns around the ambulance services and are aware that nationally
there are also issues, however we would like to see some significant improvement in this area.
Healthwatch Darlington will be monitoring this closely in 2016-17.
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Healthwatch Darlington agree with the priorities set out by the Trust for 2016-17 and
thank you for involving Healthwatch Darlington in the stakeholder events and the quarterly
feedback sessions. Healthwatch Darlington have enjoyed the opportunity to work with
County Durham and Darlington Foundation Trust and have particularly welcomed an active
role within the quality accounts over the last twelve months. We look forward to working
with the Trust in 2016-2017.
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Feedback from Durham County Council Adults
Wellbeing and Health Overview and Scrutiny
Committee
Contact:
Direct Tel:
e-mail:
Your ref:
Our ref:

Cllr John Robinson
03000 268140

Sue Jacques,Chief Executive
County Durham and Darlington NHS Foundation Trust
Darlington Memorial Hospital
Hollyhurst Road, Darlington
DL3 6HS
Dear Ms Jacques,

24 May 2016

County Durham and Darlington Foundation Trust – Quality Accounts 2015/16
Following a meeting of Durham County Council’s Adults Wellbeing and Health Overview and
Scrutiny Committee on 27 April 2016 please find attached the Committee’s response to your
draft Quality Accounts for 2015/16.
The response provides commentary on the Trust’s performance for 2015/16 as well as the
identified priorities for 2016/17.
I would like to thank the Trust for providing the opportunity for continued engagement of
the Adults Wellbeing and Health Overview and Scrutiny Committee in the aforementioned
process.
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Yours sincerely,

Cllr John Robinson
Chair of the Adults, Wellbeing and Health Overview and Scrutiny Committee
Members
Durham County Council, County Hall, Durham DH1 5UQ
Main Telephone (03000) 260000 Minicom (0191) 383 3802 Text 07786 02 69 56
Website: www.durham.gov.uk
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DURHAM COUNTY COUNCIL ADULTS WELLBEING AND HEALTH OVERVIEW AND
SCRUTINY COMMITTEE
COMMENTS ON COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST
QUALITY ACCOUNT FOR 2015/16
The Committee welcomes County Durham and Darlington NHS Foundation Trust’s Quality
Account and the opportunity to provide comment on it. The Committee are mindful of their
statutory health scrutiny role and the need to demonstrate a robust mechanism for providing
assurance to the residents of County Durham that health service provision is efficient and
effective. The quality account process provides the Committee with one such mechanism.
The Committee has engaged with the Trust on a number of issues during the course of
2015/16 including the development of the Trust’s Clinical Strategy; the Trust’s Care Quality
Commission inspection results and associated action plan and also the temporary closure of a
ward at the Richardson Hospital, Barnard Castle and the implications of this for the Trust.
The Committee notes the ongoing focus on the seven key projects which are at the heart
of the Trust’s 2016/17 plans to improve the quality of services offered to patients within the
Quality Account, noting that they are aligned to the Trust’s vision for services Right First Time
Every Time. The Committee will follow with interest the projects and will again seek updates
from the Trust on such progress throughout the course of the year.
The Committee considers that the Quality Account is clearly set out and acknowledges up
front that performance during 2015/16 has been challenging, set against a context of a
considerable increase in demand particularly in respect of emergency admissions. Progress
made against 2015/16 is clearly identified and, where priorities have not been achieved, either
wholly or in part, there are explanations given. In particular, the Committee welcomed the
development of the Dementia pathway and the audit of compliance; the work undertaken in
respect of nutrition and hydration recording/audit and also end of life care.

The Trust’s failure to meet average national performance against the staff survey to determine
the percentage of staff who would recommend the provider to friends or family needing
care is also worrying. In view of this, the Committee welcomes the continuation of the Trust’s
stated priority to show improvement in this area to bring the Trust in line with the National
average by 2017-18 and also to increase or maintain friends and families response rates.
In respect of the 2016/17 priorities, the Committee continue to have concerns about hospital
turnaround delays/ ambulance queuing at Accident and Emergency Departments. The
Committee welcomes the continued priority to reduce the length of time to assess and
treat patients in Accident and Emergency departments and would also like to see further
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The Committee notes and welcomes the continuation of patient falls reduction in both acute
and community settings as a Trust priority and the roll out of 1 to 1 falls supervision guidelines
initiative reported to the Committee.

improvements in reducing the length of time for ambulance services to hand over patients
to emergency departments. The Committee have raised this latter issue in its response to the
NEAS draft Quality Account also. The Committee would also ask why the default position for
patients attending Accident and Emergency departments appears to require the insertion of a
cannula.
In considering the work proposed in respect of reducing 28 day readmissions to hospital, the
Committee have highlighted the importance of effective discharge processes; the availability
of accurate associated patient notes/information and the need for a whole system approach
to patient record management and sharing across the NHS.
The inclusion of new indicators/priorities regarding maternity standards and paediatric care
are welcomed as maternity services has featured highly in the Committee’s work over the
past year, whilst breastfeeding and smoking in pregnancy have also been examined by the
Council’s Children and Young Peoples Overview and Scrutiny Committee.
In summary, the Committee agree that from the information received from the Trust, the
identified priorities for 2016/17 are a fair reflection of healthcare services provided by the
Trust and note the progress made against the 2015/16 priorities.
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Finally, in order to ensure that it continues to provide a robust Health scrutiny function and
assurances in this respect to the residents of County Durham, the Committee would request
a six monthly progress report on delivery of 2016/17 priorities and performance targets in
October 2016.
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Feedback from County Durham
Health and Wellbeing Board
Contact:
Direct Tel:
email:
Your ref:
Our ref:

Cllr Lucy Hovvels
03000 268 801
lucy.hovvels@durham.gov.uk

Joanne Todd
Associate Director of Nursing (Patient Safety & Governance)
County Durham and Darlington NHS Foundation Trust
Memorial Hall
Darlington Memorial Hospital,
Hollyhurst Road,
Darlington
DL3 6HX
Dear Joanne

May 2016

County Durham and Darlington NHS Foundation Trust Quality Account
Thank you for the opportunity to comment on the County Durham and Darlington NHS
Foundation Trust (CDDFT) Quality Account 2015/16. The County Durham Health and
Wellbeing Board appreciates this transparency and would like to provide comments on the
document.
It is important that the Quality Account aligns, where appropriate, to the County Durham
Joint Health and Wellbeing Strategy, Clinical Commissioning Group Commissioning
Intentions, Quality Premium Indicators and the Better Care Fund Plan which have been agreed
through the County Durham Health and Wellbeing Board. The Quality Account should also
align across the plans in the wider footprint of the Sustainability and Transformation Plan
2016/21.
The Health and Wellbeing Board supports the Trust’s 2016/17 priorities for improvement,
most of which we note are a continuation of priorities identified last year which are
categorised in three areas:
Quality Report

• Safety
• Experience
• Effectiveness
Cabinet Office
Durham County Council, County Hall, Durham DH1 5UL
Main Telephone 03000 260 0000
www.durham.gov.uk
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From the 21 priorities you have identified there are a number which we believe specifically
align to the strategic objectives in the Joint Health and Wellbeing Strategy as follows:
CDD FT - Priorities for 2016/17 Joint Health and Wellbeing Strategy
2016-19 – Strategic Objectives
1

Patient Falls

Improve the quality of life, independence and
care and support for people with long term
conditions

2

Care of patients with dementia

Improve the mental and physical wellbeing of
the population

3

Discharge summaries

Improve the quality of life, independence and
care and support for people with long term
conditions

4

End of life and palliative care

Support people to die in the place of their
choice with the care and support that they need

5

Learning disabilities

Reduce health inequalities and early deaths
Improve the mental and physical wellbeing of
the population

6

Maternity standards (new
indicator)

Children and young people make healthy
choices and have the best start in life
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We acknowledge progress has been made by CDD FT in relation to dementia, for example
you have produced a dementia pathway and introduced dementia champions. Dementia will
present a significant challenge to health and social care services. The Health and Wellbeing
Board is committed to addressing the challenges of dementia, working with key partners to
improve timely diagnosis and support for patients with dementia, their family and carers. The
Health and Wellbeing Board fully supports the continued inclusion of Dementia Care as a
priority for the Trust in 2016/17.
The Board is committed to ensuring that providers deliver support to people at the end
of their life based on the Five Priorities for Care which will deliver personal, bespoke care.
The Health and Wellbeing Board therefore supports the Trust in identifying End of Life and
Palliative Care as a priority for 2016/17.
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We commend you on achieving the Trust ambition in the development of a Learning Disability
Guarantee and support the continued inclusion of learning disabilities as a priority for
2016/17.
Improving the way services work together to support people who have had a fall and
identifying those at risk of falling is part of the work of the Intermediate Care Plus Service and
the Health and Wellbeing Board supports the continued inclusion of Patient Falls as a priority
for the Trust in 2016/17.
Evidence from the Joint Strategic Needs Assessment demonstrates that 19.9% of mothers in
County Durham were smoking at the time of delivery compared with 12% nationally and we
welcome the inclusion of maternity standards as a new priority within the Quality Account.
The Health and Wellbeing Board welcomes the fact that the Quality Account reflects elements
of the performance framework for the Health and Wellbeing Board and supports the Trust
in continuing to improve indicators linked to its areas of work, for example a reduction in
readmissions to hospital and the number of falls.
If you require further information please contact Andrea Petty, Strategic Manager – Policy,
Planning & Partnerships on 03000 267312 or by email at andrea.petty@durham.gov.uk.
Yours sincerely
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Councillor Lucy Hovvels
Cabinet Portfolio Holder for Adult and Health Services
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Feedback from Healthwatch County Durham
Joanne Todd
Associate Director of Nursing (Patient Safety & Governance)
County Durham and Darlington NHS Foundation Trust
Memorial Hall
Darlington Memorial Hospital,
Hollyhurst Road,
Darlington
DL3 6HX
25th May 2016
Dear Joanne
Healthwatch County Durham response to the County Durham and Darlington NHS
Foundation Trust Quality Account Report for 2015/16
Healthwatch County Durham welcomes the opportunity to comment on the County
Durham and Darlington NHS Foundation Trust’s Quality Account Report for 2015-16. As
the independent and statutory champion of consumers of health and social care services in
County Durham, our comments are informed by the conversations we have with the residents
of County Durham and mostly relate to the patient experience elements of the Quality
Account.
During 2015-16 Healthwatch County Durham has undertaken drop-in sessions at Trust sites
which have operated well and have engaged meaningfully with patients. We appreciate the
working relationship we have with your Patient Experience Team and will continue to meet
regularly to discuss any feedback that can inform and enhance patient’s experience and
improve services.
Healthwatch County Durham recognises the tremendous efforts the Trust has made and it is
rewarding to see the improvements taking place. We are particularly pleased to read in the
report:
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That the Trust is undertaking some excellent work with patients with learning disabilities and
the commend you on the development of a Learning Disability Guarantee.
That the Trust has made great strides in improvements care for those patients affected by
dementia. We support continued efforts to working collaboratively with other partners will
improve the care of people affected by dementia and the challenges this condition brings.
That the Trust is making progress in reducing patient falls per bed days in an acute setting and
we would support continued progress in this regard.
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That the Trust has achieved improvements around nutrition and hydration and we would
encourage you to continue to make enhancements across all areas.
The main area of concern for Healthwatch County Durham reported in the Quality Account
is around the ambulance services and delays in hand overs. We understand there are often
factors outside the Trust’s control but would support you to work in partnership to help
improve the delays and reduce the impact these have.
Healthwatch County Durham is supportive of the Trust’s priorities for 2016-17 and we
look forward to working with County Durham and Darlington NHS Foundation Trust in the
upcoming 12 months.
Yours sincerely,

Sam Palombella
Chief Executive
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Healthwatch County Durham
The Work Place, Heighington Lane
Aycliffe Business Park, Newton Aycliffe
County Durham DL5 6AH
Tel: 01325 375 967
Fax: 01325 375 901
Email: info@healthwatchcountydurham.co.uk
www.healthwatchcountydurham.co.uk
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5.5.2. Statement of Directors’ Responsibility in Respect of the
Quality Report
The directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.
Monitor has issued guidance to NHS foundation trust boards on the form and content
of annual quality reports (which incorporate the above legal requirements) and on the
arrangements that NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the quality report, directors are required to take steps to satisfy themselves that:
• the content of the quality report meets the requirements set out
in the NHS Foundation Trust Annual Reporting Manual
• the content of the Quality Report is not inconsistent with internal
and external sources of information including:
• board minutes and papers for the period April 2015 to May 2016;
• papers relating to quality reported to the board over the period April 2015 to May 2016;
• feedback from commissioners dated 24 May 2016;
• feedback from governors dated 25th May;
• feedback from local Healthwatch organisations dated 25 May 2016;
• feedback from Durham County Council Adults Wellbeing and Health
Overview and Scrutiny Committee dated 24 May 2016;
• feedback from Darlington Borough Council Health and
Partnership Scrutiny Committee dated 25 May 2016;
• feedback from County Durham Health and Wellbeing Board dated May 2015
• the trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009;
• the 2014 national patient survey;
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• the 2015 national staff survey;
• the 2015/16 Head of Internal Audit’s annual opinion
over the trust’s control environment; and
• the May 2015 CQC Intelligent Monitoring Report.
• the Quality Report presents a balanced picture of the NHS
foundation trust’s performance over the period covered
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• the performance information reported in the Quality Report is reliable and accurate;
• there are proper internal controls over the collection and reporting of the
measures of performance included in the Quality Report, and these controls are
subject to review to confirm that they are working effectively in practice;
• the data underpinning the measures of performance reported in the Quality Report
is robust and reliable, confirms to specified data quality standards and prescribed
definitions, is subject to appropriate scrutiny and review; and the Quality Report
has been prepared in accordance with Monitor’s annual reporting guidance (which
incorporates the Quality Accounts regulations) (published at www.monitor-nhsft.gov.uk/
annualreportingmanual) as well as the standards to support data quality for the preparation
of the Quality Report (available at www.monitor-nhsft.gov.uk/annualreportingmanual).
The directors confirm to the best of their knowledge and belief they have complied with the
requirements in preparing the Quality Report.
By Order of the Board:
NB: Sign and date in any colour ink except black

Date 26 May 2016
Chairman
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Date 26 May 2016
Chief Executive
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5.6. Independent Auditor’s Report to the Council of
Governors of County Durham and Darlington NHS
Foundation Trust on the quality report
We have been engaged by the Council of Governors of County Durham and Darlington NHS
Foundation Trust to perform an independent assurance engagement in respect of County
Durham and Darlington NHS Foundation Trust’s Quality Report for the year ended 31 March
2016 (the ‘Quality Report’) and certain performance indicators contained therein.
Scope and subject matter
The indicators for the year ended 31 March 2016 subject to limited assurance consist of the
following two national priority indicators (the Indicators):
• percentage of incomplete pathways within 18 weeks for patients on
incomplete pathways at the end of the reporting period; and
• A&E: maximum waiting time of four hours from arrival to admission/transfer/discharge.
Respective responsibilities of the directors and auditors
The directors are responsible for the content and the preparation of the Quality Report in
accordance with the criteria set out in the NHS Foundation Trust Annual Reporting Manual
issued by Monitor.
Our responsibility is to form a conclusion, based on limited assurance procedures, on whether
anything has come to our attention that causes us to believe that:
• the Quality Report is not prepared in all material respects in line with the criteria set out
in the NHS Foundation Trust Annual Reporting Manual and supporting guidance;
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• the Quality Report is not consistent in all material respects with the sources specified in the
Detailed Guidance for External Assurance on Quality Reports 2015/16 (‘the Guidance’); and
• the indicators in the Quality Report identified as having been the subject of limited
assurance in the Quality Report are not reasonably stated in all material respects in
accordance with the NHS Foundation Trust Annual Reporting Manual and supporting
guidance and the six dimensions of data quality set out in the Guidance.
We read the Quality Report and consider whether it addresses the content requirements of
the NHS Foundation Trust Annual Reporting Manual and supporting guidance and consider
the implications for our report if we become aware of any material omissions.
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We read the other information contained in the Quality Report and consider whether it is
materially inconsistent with:
• board minutes and papers for the period April 2015 to May 2016;
• papers relating to quality reported to the board over the period April 2015 to May 2016;
• feedback from commissioners dated 24 May 2016;
• feedback from governors dated 25 May 2016;
• feedback from local Healthwatch organisations dated 25 May 2016;
• feedback from Durham County Council Adults Wellbeing and Health
Overview and Scrutiny Committee dated 24 May 2016;
• feedback from Darlington Borough Council Health and
Partnership Scrutiny Committee dated 25 May 2016;
• feedback from County Durham Health and Wellbeing Board dated May 2015
• the trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009;
• the 2014 national patient survey;
• the 2015 national staff survey;
• the 2015/16 Head of Internal Audit’s annual opinion
over the trust’s control environment; and
• the May 2015 CQC Intelligent Monitoring Report.
We consider the implications for our report if we become aware of any apparent
misstatements or material inconsistencies with those documents (collectively, the
‘documents’). Our responsibilities do not extend to any other information.

This report, including the conclusion, has been prepared solely for the Council of Governors
of County Durham and Darlington NHS Foundation Trust as a body, to assist the Council of
Governors in reporting the NHS Foundation Trust’s quality agenda, performance and activities.
We permit the disclosure of this report within the Annual Report for the year ended 31
March 2016, to enable the Council of Governors to demonstrate they have discharged their
governance responsibilities by commissioning an independent assurance report in connection
with the indicator. To the fullest extent permitted by law, we do not accept or assume
responsibility to anyone other than the Council of Governors as a body and County Durham
and Darlington NHS Foundation Trust for our work or this report, except where terms are
expressly agreed and with our prior consent in writing.

275

Quality Report

We are in compliance with the applicable independence and competency requirements of the
Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our team
comprised assurance practitioners and relevant subject matter experts.

Assurance work performed
We conducted this limited assurance engagement in accordance with International Standard
on Assurance Engagements 3000 (Revised) – ‘Assurance Engagements other than Audits
or Reviews of Historical Financial Information’, issued by the International Auditing and
Assurance Standards Board (‘ISAE 3000’). Our limited assurance procedures included:
• evaluating the design and implementation of the key processes
and controls for managing and reporting the indicator;
• making enquiries of management;
• testing key management controls;
• limited testing, on a selective basis, of the data used to calculate
the indicator back to supporting documentation;
• comparing the content requirements of the NHS Foundation Trust Annual
Reporting Manual to the categories reported in the Quality Report; and
• reading the documents.
A limited assurance engagement is smaller in scope than a reasonable assurance engagement.
The nature, timing and extent of procedures for gathering sufficient appropriate evidence are
deliberately limited relative to a reasonable assurance engagement.
Non-financial performance information is subject to more inherent limitations than financial
information, given the characteristics of the subject matter and the methods used for
determining such information.
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The absence of a significant body of established practice on which to draw allows for the
selection of different, but acceptable measurement techniques which can result in materially
different measurements and can affect comparability. The precision of different measurement
techniques may also vary. Furthermore, the nature and methods used to determine such
information, as well as the measurement criteria and the precision of these criteria, may
change over time. It is important to read the quality report in the context of the criteria set
out in the NHS Foundation Trust Annual Reporting Manual.
The scope of our assurance work has not included governance over quality or the nonmandated indicator, which was determined locally by County Durham and Darlington NHS
Foundation Trust.
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Basis for qualified conclusion
We were unable to test the data in respect of the percentage of incomplete pathways within
18 weeks for patients on incomplete pathways at the end of the reporting period for the
month of April 2015 as the data had not been retained for this month.
Qualified Conclusion
Based on the results of our procedures, except for the effects of the matters described in the
‘Basis for qualified conclusion’ section above, nothing has come to our attention that causes
us to believe that, for the year ended 31 March 2016:
the Quality Report is not prepared in all material respects in line with the criteria set out in the
NHS Foundation Trust Annual Reporting Manual and supporting guidance;
the Quality Report is not consistent in all material respects with the sources specified in the
Guidance; and
the indicators in the Quality Report subject to limited assurance have not been reasonably
stated in all material respects in accordance with the NHS Foundation Trust Annual Reporting
Manual and supporting guidance and the six dimensions of data quality set out in the
Guidance.

Quality Report

KPMG LLP
Chartered Accountants
Newcastle upon Tyne
25 May 2016
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6. Annual Accounts

6.1. Summary Consolidated Financial Statements
for the year ended 31 March 2016
Consolidated accounts for the year ended 31 March 2016 have been prepared under
direction from Monitor and have been audited by KPMG. The Consolidated financial
statements were reviewed and approved by the Trust Board on 25 May 2016
The consolidated accounts have received an unqualified opinion that they give a true and
fair view of the state of affairs of the trust as at 31 March 2016 including its income and
expenditure, and that of its associated Charity for the year to that date
This report contains summarised consolidated financial statements which have received a
similar audit opinion.
The full accounts relating to the Trust’s charitable funds will be available from 1st February
2017.
Full sets of accounts are available from :
Mr Peter Dawson
Director of Finance
County Durham and Darlington NHS Foundation Trust
Darlington Memorial Hospital
Hollyhurst Road
Darlington Memorial Hospital
DL3 6HX
or email cdda-tr.foundation@nhs.net
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Consolidated Statement of Comprehensive Income
2015/16
Operating income from patient care activities
Other operating income
Total operating income from continuing operations
Operating expenses
Operating (deficit)/surplus from continuing operations
Finance income
Finance expenses - Interest Payable
Finance expenses - Unwinding of Discount on Provisions

2014/15

£000

£000

447,663

456,967

30,401

47,212

478,064

504,179

(512,958)

(478,137)

(34,894)

26,042

288

271

(14,831)

(15,302)

(50)

(50)

(1,438)

(2,306)

Net finance costs

(16,031)

(17,387)

(Deficit)/ surplus for the year

(50,925)

8,655

PDC dividends payable

Other comprehensive income
Will not be reclassified to income and expenditure:
Impairments

(13,921)

-

Revaluations

-

13,949

Other recognised gains and losses

-

-

May be reclassified to income and expenditure when certain conditions are met:
Fair value (losses)/gains on available-for-sale financial investments
Total comprehensive (expense)/income for the period

(153)

238

(64,999)

22,842

-

-

(50,925)

8,655

-

-

(64,999)

22,842

(Deficit) / surplus for the period attributable to:
non-controlling interests; and
the Foundation Trust
Total comprehensive income / (expense) for the period attributable to:
non-controlling interests; and
the Foundation Trust

The results in these accounts are for the group of organisations which comprise County Durham and Darlington NHS Foundation trust
and its associated Charity County Durham and Darlington Foundation Trust Charity. The ‘Group’ columns relate to the results of both
organisations consolidated into one, the columns marked ‘Trust’ only show the results relating to the Foundation Trust.
The deficit attributable to the Trust only is £50.776m (Surplus £8.653m 2014-15) prior to charity consolidation adjustments. As permitted
by Monitor’s ARM no separate Statement of Comprehensive Income is presented in respect of the Trust.
Impact of Property Plant and Equipment revaluations

2015/16

2014/15

Deficit before Property Plant & Equipment valuation adjustments

(14,622)

(4,273)

Net (reduction)/increase in the value of Trust Property Plant and Equipment

(36,303)

12,928

(Deficit)/surplus for the year

(50,925)

8,655
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Group
31 March 2016

31 March 2015

£000

£000

3,479

2,664

166,278

212,174

Non-current assets
Intangible assets
Property, plant and equipment
Other investments
Total non-current assets

3,605

3,667

173,362

218,505

3,223

3,152

Current assets
Inventories
Trade and other receivables

28,121

20,724

Non-current assets for sale

405

900

Cash and cash equivalents

25,950

53,812

Total current assets

57,699

78,588

Current liabilities
(51,728)

(43,593)

Other liabilities

Trade and other payables

(2,192)

(4,267)

Provisions

(1,605)

(2,638)

(93,662)

(98,701)

Non-current liabilities
Borrowings
Provisions
Total non-current liabilities
Total assets employed

(3,465)

(3,875)

(97,127)

(102,576)

73,107

138,132

112,682

112,682

Financed by
Public dividend capital
Revaluation reserve
Merger reserve
Income and expenditure reserve
Charitable fund reserves
Total taxpayers’ and others’ equity

Sue Jacques
Chief Executive
Date 25 May 2016
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85

14,006

541

541

(43,757)

7,019

3,556

3,884

73,107

138,132
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Consolidated Statement of Changes in Equity for the year ended 31 March 2016
Public
dividend
capital

Revaluation
reserve

Merger
reserve

Income and NHS
Total
expenditure charitable
reserve
funds
reserves

£000

£000

£000

£000

£000

£000

Taxpayers’ and others’ equity at 1
April 2015

112,682

14,006

541

7,019

3,884

138,132

Surplus/(deficit) for the year

-

-

-

(51,237)

312

(50,925)

Revaluations

-

-

-

-

-

-

Fair value losses on available-for-sale
financial investments

-

-

-

-

(153)

(153)

Public dividend capital received

-

-

-

-

-

-

Other reserve movements

-

-

-

461

(487)

(26)

Taxpayers’ and others’ equity at 31
March 2016

112,682

85

541

(43,757)

3,556

73,107
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Group

Consolidated Statement of Changes in Equity for the year ended 31 March 2015
Group

Taxpayers’ and others’ equity at 1
April 2014

Public
dividend
capital

Revaluation
reserve

Merger
reserve

Income and NHS
Total
expenditure charitable
reserve
funds
reserves

£000

£000

£000

£000

£000

£000

110,028

57

541

(1,634)

3,644

112,636

Surplus for the year

-

-

-

8,191

464

8,655

Revaluations

-

13,949

-

-

-

13,949

Fair value gains on available-for-sale
financial investments

-

-

-

-

238

238

Public dividend capital received

2,654

-

-

-

-

2,654

Other reserve movements

-

-

-

462

(462)

-

Taxpayers’ and others’ equity at 31
March 2015

112,682

14,006

541

7,019

3,884

138,132
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Information on reserves
NHS charitable funds reserves
This balance represents the ring-fenced funds held by the NHS charitable funds consolidated
within these accounts. These reserves are classified as either restricted or unrestricted, further
details included in Note 17.

Public dividend capital
Public dividend capital (PDC) is a type of public sector equity finance based on the excess of
assets over liabilities at the time of establishment of the predecessor NHS trust. Additional
PDC may also be issued to NHS foundation trusts by the Department of Health. A charge,
reflecting the cost of capital utilised by the NHS foundation trust, is payable to the
Department of Health as the public dividend capital dividend.

Revaluation reserve
Increases in asset values arising from revaluations are recognised in the revaluation reserve,
except where, and to the extent that, they reverse impairments previously recognised in
operating expenses, in which case they are recognised in operating income. Subsequent
downward movements in asset valuations are charged to the revaluation reserve to the extent
that a previous gain was recognised unless the downward movement represents a clear
consumption of economic benefit or a reduction in service potential.

Available-for-sale investment reserve
This reserve comprises changes in the fair value of available-for-sale financial instruments.
When these instruments are derecognised, cumulative gains or losses previously recognised as
other comprehensive income or expenditure are recycled to income or expenditure.

Merger reserve
This reserve reflects balances formed on merger of NHS bodies.

Income and expenditure reserve
The balance of this reserve is the accumulated surpluses and deficits of the NHS foundation
trust.
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Consolidated Statement of Cash Flows
2015/16 2014/15
£000

£000

(34,894)

26,042

Depreciation and amortisation

13,257

11,915

Impairments and reversals of impairments

36,303

(12,928)

21

3

Cash flows from operating activities
Operating (deficit)/surplus
Non-cash income and expense:

Loss on disposal of non-current assets
Income recognised in respect of capital donations

(86)

(34)

(Increase)/decrease in receivables and other assets

(6,632)

1,056

Increase in inventories
Increase/(decrease) in payables and other liabilities
Decrease in provisions
NHS charitable funds - net movements in working capital, non-cash transactions and non-operating cash flows
Net cash used in operating activities

(71)

(272)

5,517

(3,037)

(1,493)

(4,805)

(23)

(16)

11,899

17,924

179

182

Cash flows from investing activities
Interest received
Purchase of intangible assets
Purchase of property, plant, equipment
Sales of property, plant, equipment
Cash from acquisitions/disposals of subsidiaries
Investing cash flows of NHS charitable funds
Net cash used in investing activities

(1,872)

(891)

(14,723)

(11,228)

19

11

-

-

12

(333)

(16,299)

(12,259)

Cash flows from financing activities
Capital element of finance lease rental payments
Capital element of PFI, LIFT and other service concession payments
Interest paid on finance lease liabilities
Interest paid on PFI, LIFT and other service concession obligations
PDC dividend paid

(164)

(453)

(5,462)

(5,191)

(209)

(258)

(14,621)

(15,044)

(3,006)

(1,565)

Net cash used in financing activities

(23,462)

(19,857)

Decrease in cash and cash equivalents

(27,862)

(14,192)

Cash and cash equivalents at 1 April

53,812

68,004

Cash and cash equivalents at 31 March

25,950

53,812
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Note 1 Accounting policies
and other information
Monitor has directed that the financial
statements of NHS foundation trusts shall
meet the accounting requirements of the
NHS Foundation Trust Annual Reporting
Manual (FT ARM) which shall be agreed
with the Secretary of State. Consequently,
the following financial statements have
been prepared in accordance with the
2015/16 FT ARM issued by Monitor. The
accounting policies contained in that
manual follow International Financial
Reporting Standards (IFRS) and HM
Treasury’s Financial Reporting Manual
to the extent that they are meaningful
and appropriate to NHS foundation
trusts. The accounting policies have been
applied consistently in dealing with items
considered material in relation to the
accounts.
These accounts have been prepared under
the historic cost convention modified to
account for the revaluation of property,
plant and equipment and certain financial
assets and financial liabilities.

1 Consolidation

County Durham and Darlington NHS
Foundation Trust Charitable Fund
The NHS foundation trust is the corporate
trustee to County Durham and Darlington
NHS Foundation Trust Charitable Fund.
The foundation trust has assessed its
relationship to the charitable fund and
determined it to be a subsidiary because
the foundation trust is exposed to, or has
the rights to, variable returns and other
benefits for itself, patients and staff from
its involvement with the charitable fund
and has the ability to affect those returns
through its power over the fund.
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The charitable fund’s statutory accounts
are prepared to 31 March in accordance
with the UK Charities Statement of
Recommended Practice (SORP) which is
based on Financial Reporting Standard
(FRS) 102. On consolidation, necessary
adjustments are made to the charity’s
assets, liabilities and transactions to:
• Recognise and measure them in
accordance with the foundation
trust’s accounting policies; and
• Eliminate intra-group transactions,
balances, gains and losses
Subsidiaries
In addition to the Charitable Funds,
County Durham and Darlington NHS
Foundation Trust has one 100% owned
subsidiary, Synchronicity Healthcare Ltd.
This entity will seek to maximise commercial
opportunity from trust healthcare services,
technologies and facilities for which there
is also a third party market. There were no
material transactions in this entity in the
year ended 31st March 2016. However this
entity will be active in 2016/17.

2 Income
Income in respect of services provided is
recognised when, and to the extent that,
performance occurs and is measured at the
fair value of the consideration receivable.
The main source of income for the trust is
contracts with commissioners in respect of
healthcare services.
Where income is received for a specific
activity which is to be delivered in the
following financial year, that income is
deferred.

Income from the sale of non-current
assets is recognised only when all material
conditions of sale have been met, and is
measured as the sums due under the sale
contract.

3 Expenditure on
Employee Benefits

Short-term Employee Benefits
Salaries, wages and employment-related
payments are recognised in the period
in which the service is received from
employees. The cost of annual leave
entitlement earned but not taken by
employees at the end of the period is
calculated each year on an individual basis
and recognised in the financial statements
to the extent that employees are permitted
to carry-forward this leave into the
following year.
Pension costs
NHS Pension Scheme
Past and present employees are covered by
the provisions of the NHS Pensions Scheme.
The scheme is an unfunded, defined
benefit scheme that covers NHS employers,
general practices and other bodies, allowed
under the direction of Secretary of State,
in England and Wales. It is not possible
for the NHS foundation trust to identify its
share of the underlying scheme liabilities.
Therefore, the scheme is accounted for as a
defined contribution scheme.
Employers pension cost contributions are
charged to operating expenses as and
when they become due. 			
Additional pension liabilities arising from

early retirements are not funded by the
scheme except where the retirement is due
to ill-health. The full amount of the liability
for the additional costs is charged to the
operating expenses at the time the trust
commits itself to the retirement, regardless
of the method of payment.

4 Expenditure on other
goods and services
Expenditure on goods and services is
recognised when, and to the extent that
they have been received, and is measured
at the fair value of those goods and
services. Expenditure is recognised in
operating expenses except where it results
in the creation of a non-current asset
such as property, plant and equipment.

5 Property, Plant
and Equipment
Recognition

Property, Plant and Equipment is capitalised
where:
• it is held for use in delivering services
or for administrative purposes;
• it is probable that future economic
benefits will flow to, or service
potential be provided to, the Trust;
• it is expected to be used for more
than one financial year; and
• the cost of the item can be
measured reliably.
• it individually has a cost
of at least £5000;
• it forms a group of Assets which
individually have a cost of more than
£250, collectively have a cost of at least
£5000, where the assets are functionally
interdependent, they have broadly
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similar purchase dates, are anticipated
to have simultaneous disposal dates and
are under single managerial control;
• it forms part of the setting up cost
of a new building or refurbishment
of a ward or unit, irrespective of
their individual or collective cost;
Where a large asset, for example a
building, includes a number of components
with significantly different asset lives
e.g. plant and equipment, then these
components are treated as separate assets
and depreciated over their own useful
economic lives.
Measurement
Valuation
All property, plant and equipment assets
are measured initially at cost, representing
the costs directly attributable to acquiring
or constructing the asset and bringing it to
the location and condition necessary for it
to be capable of operating in the manner
intended by management.
All land and buildings are re-valued every
year using professional valuations in
accordance with FRS 15. Valuations are
carried out by professionally qualified
valuers in accordance with the Royal
Institute of Chartered Surveyors (RICS)
Appraisal and Valuation Manual.
The Trust valued its assets as at 31 March
2016.
The valuations are carried out primarily
on the basis of a modern equivalent asset
basis for specialised operational property
and existing use value for non-specialised
operational property. The value of land for
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existing use purposes is assessed at existing
use value.
For non-operational properties including
surplus land, valuations are carried out at
open market value.
Assets in the course of construction
are valued at cost and are valued by
professional valuers during the annual
revaluation or when they are brought into
use.
Subsequent expenditure
Where subsequent expenditure enhances
an asset beyond its original specification,
the directly attributable cost is added to the
asset’s carrying value. Where subsequent
expenditure is simply restoring the asset to
the specification assumed by its economic
useful life then the expenditure is charged
to operating expenses.
Depreciation
Items of Property, Plant and Equipment are
depreciated over their remaining useful
economic lives in a manner consistent with
the consumption of economic or service
delivery benefits.
Freehold land is considered to have an
infinite life and is not depreciated.
Property, Plant and Equipment which has
been reclassified as ‘Held for Sale’ ceases to
be depreciated upon the reclassification.
Assets in the course of construction are not
depreciated until the asset is brought into
use.
Buildings, installations and fittings are
depreciated on their current value over
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Equipment is depreciated on current cost
evenly over the estimated life. Each piece
of new equipment has its useful economic
life assessed prior to capitalisation, however
the range of useful lives is shown below :
Medical Equipment is depreciated between
5 and 15 years.
IT Equipment – PCs are depreciated over
6 years, Laptops over 4 years, and other
equipment is depreciated between 5 to 10
years.
Fittings are depreciated by aligning with
the life of the building.
All other categories are depreciated
between five and seven years
Revaluation gains and losses.
Increases in asset values arising from
revaluations are recognised in the
revaluation reserve, except where, and to
the extent that, they reverse an impairment
previously recognised in operating
expenses, in which case they are recognised
in operating income.
Decreases in asset values and impairments
are charged to the revaluation reserve to
the extent that there is an available balance
for the asset concerned, and thereafter are
charged to operating expenses.
Gains and losses recognised in the
revaluation reserve are reported in the

Statement of Comprehensive Income as an
item of ‘other comprehensive income’.
Annual Accounts

the estimated remaining life of the asset
as assessed by the NHS foundation trust’s
professional valuers. These remaining lives
range between five years to ninety nine
years. Leaseholds are depreciated over the
primary lease term.

Impairments
In accordance with the FT ARM,
impairments that arise from a clear
consumption of economic benefits or
service potential in the asset are charged
to operating expenses. A compensating
transfer is made from the revaluation
reserve to the income and expenditure
reserve of an amount equal to the lower
of (i) the impairment charged to operating
expenses; and (ii) the balance in the
revaluation reserve attributable to that
asset before the impairment.
An impairment arising from a clear
consumption of economic benefit or
service potential is reversed when, and to
the extent that, the circumstances that
gave rise to the loss is reversed. Reversals
are recognised in operating income to
the extent that the asset is restored to the
carrying amount it would have had if the
impairment had never been recognised.
Any remaining reversal is recognised in
the revaluation reserve. If a transfer was
made from the revaluation reserve to the
income and expenditure reserve when the
original impairment took place, an amount
Is transferred back to the revaluation
reserve when the impairment reversal is
recognised.
Other impairments are treated as
revaluation losses. Reversals of ‘other
impairments’ are treated as revaluation
gains.
De-recognition
Assets intended for disposal are reclassified
as ‘Held for Sale’ once all of the following
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criteria are met:
• the asset is available for immediate
sale in its present condition subject
only to terms which are usual
and customary for such sales;
• the sale must be highly probable i.e.:
- management are committed to a plan to
sell the asset;
- an active programme has begun to find
a buyer and complete the sale;
- the asset is being actively marketed at a
reasonable price;
- the sale is expected to be completed
within 12 months of the date of
classification as ‘Held for Sale’; and
- the actions needed to complete the plan
indicate it is unlikely that the plan will be
dropped or significant changes made to it.
Following reclassification, the assets are
measured at the lower of their existing
carrying amount and their ‘fair value less
costs to sell’. Depreciation ceases to be
charged and the assets are not revalued,
except where the ‘fair value less costs to
sell’ falls below the carrying amount. Assets
are de-recognised when all material sale
contract conditions have been met.
Property, plant and equipment which is to
be scrapped or demolished does not qualify
for recognition as ‘Held for Sale’ and instead
is retained as an operational asset and the
asset’s economic life is adjusted. The asset is
de-recognised when scrapping or demolition
occurs.
Donated, government granted assets
and other grant funded assets.
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Donated and grant funded property, plant
and equipment assets are capitalised at
their fair value on receipt. The donation
or grant is credited to income at the
same time, unless the donor imposes
a condition that the future economic
benefits embodied in the grant are to be
consumed in a manner specified by the
donor, in which case the donation or grant
is deferred within liabilities and is carried
forward to future financial years to the
extent that the condition has not yet been
met.
The donated and grant funded assets are
subsequently accounted for in the same
manner as other items of property, plant
and equipment.
Private Finance Initiative (PFI)
transactions
PFI transactions which meet the IFRIC
12 definition of a service concession, as
interpreted in HM Treasury’s FReM, are
accounted for as ‘on-Statement of Financial
Position’ by the Trust.
The underlying assets are recognised as
Property, Plant and Equipment at their
fair value. An equivalent financial liability
is recognised in accordance with IAS 17.
The assets are subsequently accounted
for as property, plant & equipment and/or
intangible assets as applicable.
The annual contract payments are
apportioned between the repayment of
the liability, a finance cost and the charges
for services. The finance cost is calculated
using the implicit interest rate for the
scheme.
The service charge is recognised in
operating expenses and the finance cost is

charged to Finance Costs in the Statement
of Comprehensive Income.

of a market for it or its output; or
where it is to be used for internal
use, the usefulness of the asset;

Where the PFI contract includes an element
of lifecycle replacement, this is capitalised
as the payments are made.

• Adequate financial, technical and
other resources are available to the
Trust to complete the development
and sell or use the asset; and

6 Intangible assets
Recognition

Intangible assets are non monetary assets
without physical substance which are
capable of being sold separately from the
rest of the Trust’s business or which arise
from contractual or other legal rights. They
are recognized only where it is probable
that future economic benefit will flow to
the trust and that this can be measured
reliably.
Internally generated intangible assets
Internally generated goodwill, brands,
mastheads, publishing titles, customer lists
and similar items are not capitalized as
intangible assets.
Expenditure of research is not capitalised.

• The trust can measure reliably
the expenses attributable to the
asset during development.
Software
Software which is integral to the operation
of hardware e.g. an operating system is
capitalised as part of the relevant item of
property, plant and equipment. Software
which is not integral to the operation of
hardware e.g. application software, is
capitalised as an intangible asset.
Measurement
Intangible assets are recognized initially
at cost, comprising all directly attributable
costs needed to create, produce and
prepare the asset to the point that it
is capable of operating in the manner
intended by management.

Expenditure on development is capitalised
only where all of the following can be
demonstrated :

Amortisation

• The project is technically feasible to
the point of completion and will result
in an intangible asset for sale or use;

Intangible assets are amortised over their
expected useful lives, which are up to
ten years, in the manner consistent with
the consumption of economic or service
delivery benefits.

• The Trust intends to complete
the asset and sell or use it;
• The Trust has the ability to
sell or use the asset;
• How the intangible asset will generate
probable future economic or service
delivery benefits e.g. the presence
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7 Revenue government
grants and other grants
Government grants are grants from
Government bodies other than income
from clinical commissioning groups or
NHS trusts for the provision of services.

289

Annual Accounts

Where a grant is used to fund revenue
expenditure it is taken to the Statement
of Comprehensive Income to match that
expenditure.

8 Inventories
Inventories are valued at the lower of cost
and net realisable value.
The cost of inventories is measured using
the first in first out principle, where stocks
are valued at the most recent cost, other
than Pharmacy Stocks which are valued at
average cost.

9 Financial instruments
and financial liabilities
Recognition

Financial assets and financial liabilities
which arise from contracts for the purchase
or sale of non-financial items (such as
goods or services), which are entered into
in accordance with the Trust’s normal
purchase, sale or usage requirements, are
recognised when, and to the extent which,
performance occurs i.e. when receipt or
delivery of the goods or services is made.
Financial assets or financial liabilities in
respect of assets acquired or disposed
of through finance leases are recognised
and measured in accordance with the
accounting policy for leases described
below.
Regular purchases or sales are recognised
and de-recognised, as applicable, using the
trade date.
All other financial assets and financial
liabilities are recognised when the Trust
becomes a party to the contractual
provisions of the instrument.
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De-recognition
All financial assets are de-recognised
when the rights to receive cash-flows from
the assets have expired or the Trust has
transferred substantially all of the risks and
rewards of ownership.
Financial liabilities are de-recognised when
the obligation is discharged, cancelled or
expires.
Classification and Measurement
Financial assets are categorised as Loans
and receivables
Financial liabilities are classified as ‘Other
Financial liabilities’.
Loans and receivables
Loans and receivables are non-derivative
financial assets with fixed or determinable
payments with are not quoted in an active
market. They are included in current assets.
The Trust’s loans and receivables comprise:
current investments, cash and cash
equivalents, NHS debtors, accrued income
and ‘other debtors’.
Available for Sale financial assets
Available-for-sale financial assets are nonderivative financial assets which are either
designated in this category or not classified
in any of the other categories. They are
included in long-term assets unless the
trust intends to dispose of them within
12 months of the Statement of Financial
Position date.
Available-for-sale financial assets are
recognised initially at fair value, including
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Loans and receivables are recognised
initially at fair value, net of transactions
costs, and are measured subsequently at
amortised cost, using the effective interest
method. The effective interest rate is the
rate that discounts exactly estimated future
cash receipts through the expected life of
the financial asset or, when appropriate, a
shorter period, to the net carrying amount
of the financial asset.
Interest on loans and receivables is
calculated using the effective interest
method and credited to the Statement of
Comprehensive Income.
Financial liabilities
All financial liabilities are recognised initially
at fair value, net of transaction costs
incurred, and measured subsequently at
amortised cost using the effective interest
method.
The effective interest rate is the rate that
discounts exactly estimated future cash
payments through the expected life of the
financial liability or, when appropriate, a
shorter period, to the net carrying amount
of the financial liability.
They are included in current liabilities
except for amounts payable more than 12

months after the Statement of Financial
Position date, which are classified as non
current liabilities.
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transaction costs, and measured
subsequently at fair value, with gains or
losses recognised in reserves and reported
in the Statement of Comprehensive Income
as an item of “other comprehensive
income”. When items classified as
“available-for-sale” are sold or impaired,
the accumulated fair value adjustments
recognised are transferred from reserves
and recognised in “finance costs” in the
Statement of Comprehensive Income.

Interest on financial liabilities carried at
amortised cost is calculated using the
effective interest method and charged to
Finance Costs.
Interest on financial liabilities taken out to
finance property, plant and equipment or
intangible assets is not capitalised as part of
the cost of those assets
Impairment of financial assets
At the Statement of Financial Position date,
the Trust assesses whether any financial
assets, other than those held at ‘fair value
through income and expenditure’ are
impaired.
Financial assets are impaired and
impairment losses are recognised if, and
only if, there is objective evidence of
impairment as a result of one or more
events which occurred after the initial
recognition of the asset and which has an
impact on the estimated future cashflows
of the asset.
For financial assets carried at amortised
cost, the amount of the impairment loss is
measured as the difference between the
asset’s carrying amount and the present
value of the revised future cash flows
discounted at the asset’s original effective
interest rate. The loss is recognised in the
Statement of Comprehensive Income and
the carrying amount of the asset is reduced
directly.
The Trust creates a doubtful debt provision
for the full value of any NHS Debts
identified as ‘not agreed’ during the annual
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31 – 60 days overdue

10% Provision

Other leases are regarded as operating
leases and the rentals are charged to
operating expenses on a straight-line basis
over the term of the lease. Operating lease
incentives received are added to the lease
rentals and charged to operating expenses
over the life of the lease.

61 – 90 days overdue

50% Provision

Leases of land and buildings

91 days + overdue

100% Provision

Where a lease is for land and buildings,
the land component is separated from the
building component and the classification
for each is assessed separately.

NHS Agreement of Balances exercise, plus
25% of all Non Contracted Activity and
Maternity Pathway invoices, and provides
for Non NHS Debtors in the following
bandings:

The Trust also creates a 24% doubtful
debt provision for income due from
the Compensation recovery unit for
outstanding claims. This is based on
historic rates of claims withdrawals.

10 Leases

Finance leases
Where substantially all risks and rewards
of ownership of a leased asset are borne
by the NHS foundation trust, the asset is
recorded as property, plant and equipment
and a corresponding liability is recorded.
The value at which both are recognised is
the lower of the fair value of the asset or
the present value of the minimum lease
payments, discounted using the interest
rate implicit in the lease.

11 Provisions
The NHS foundation recognises a provision
where it has a present legal or constructive
obligation of uncertain timing or amount;
for which it is probable that there wll be a
future outflow of cash or other resources;
and a reliable estimate can be made of
the amount. The amount recognisd in the
Statement of Financial Position is the best
estimate of the resources required to settle
the obligation. Where the effect of the time
value of money is significant, the estimated
risk-adjusted cash flows are discounted
using the discount rates published and
mandated by HM Treasury.
Clinical negligence costs

The asset and liability are recognised at the
commencement of the lease, thereafter
the asset is accounted for as an item of
property, plant and equipment. The annual
rental is split between the repayment of
the liability and a finance cost. The annual
finance cost is calculated by applying the
implicit interest rate to the outstanding
liability and is charged to Finance Costs in
the Statement of Comprehensive Income.
Operating leases
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The NHS Litigation Authority (NHSLA)
operates a risk pooling scheme under
which the NHS foundation trust pays
an annual contribution to the NHSLA,
which, in return, settles all clinical
negligence claims. Although the NHSLA is
administratively responsible for all clinical
negligence cases, the legal liability remains
with the NHS foundation trust. The total
value of clinical negligence provisions
carried by the NHSLA on behalf of the NHS
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Non-clinical risk pooling
The NHS foundation trust participates in
the Property Expenses Scheme and the
Liabilities to Third Parties Scheme. Both are
risk pooling schemes under which the trust
pays an annual contribution to the NHS
Litigation Authority and in return receives
assistance with the costs of claims arising.
The annual membership contributions,
and any ‘excesses’ payable in respect of
particular claims are charged to operating
expenses when the liability arises.

12 Contingencies
Contingent assets (that is, assets arising
from past events whose existence will only
be confirmed by one or more future events
not wholly within the entity’s control) are
not recognised as assets, but are disclosed
in note 27 where an inflow of economic
benefits is probable.
Contingent liabilities are not recognised,
but are disclosed in note 26, unless the
probability of a transfer of economic
benefits is remote.
Contingent liabilities are defined as:
• possible obligations arising from
past events whose existence will be
confirmed only by the occurrence of
one or more uncertain future events not
wholly within the entity’s control; or
• present obligations arising from
past events but for which it is not
probable that a transfer of economic
benefits will arise or for which the
amount of the obligation cannot be

measured with sufficient reliability.

13 Public dividend capital
Public dividend capital (PDC) is a type of
public sector equity finance based on the
excess of assets over liabilities at the time
of establishment of the predecessor NHS
trust. HM Treasury has determined that
PDC is not a financial instrument within the
meaning of IAS 32.
A charge, reflecting the cost of capital
utilised by the NHS foundation trust, is
payable as public dividend capital dividend.
The charge is calculated at the rate set
by HM Treasury (currently 3.5%) on the
average relevant net assets of the NHS
foundation trust during the financial year.
Relevant net assets are calculated as the
value of all assets less the value of all
liabilities, except for:
(i) donated assets
(ii) average daily cash held with the
Government Banking Service accounts and
National Loans Fund deposits.
(iii) PDC dividend balances receivable or
payable.
In accordance with the requirements laid
down by the Department of Health (as the
issuer of the PDC), the dividend for the year
is calculated on the actual average relevant
net assets as set out in the ‘pre-audit’
version of the annual accounts.
The dividend thus calculated is not revised
should any adjustment to net assets occur
as a result of the audit of the accounts.

14 Value Added Tax
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foundation trust is disclosed at note 26, but
is not recognised in the NHS foundation
trust’s accounts.
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Most of the activities of the NHS
foundation trust are outside the scope of
VAT and, in general, output tax does not
apply and input tax on purchases is not
recoverable.
Irrecoverable VAT is charged to the relevant
expenditure category or included in the
capitalised purchase cost of fixed assets.
Where output tax is charged or input VAT is
recoverable, the amounts are stated net of
VAT.
The modern equivalent asset valuation of
property plant and equipment is valued net
of VAT on the assumption that replacement
buildings would be built via the the trust’s
subsidiary company, which would be able
to recover the VAT on any building work as
part of its normal operating activities.

15 Corporation Tax
The Trust has reviewed its income
generation schemes, and all schemes are
outside of the criteria for corporation tax
liability.

16 Foreign exchange
The functional and presentational
currencies of the Trust are sterling.
Exchange gains or losses on monetary
items (arising on settlement of the
transaction or on re-translation at the
Statement of Financial Position date) are
recognised in income or expense in the
period in which they arise.

17 Third party assets
Assets belonging to third parties (such as
money held on behalf of patients) are not
recognised in the accounts since the NHS
foundation trust has no beneficial interest
in them. However, they are disclosed
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in a separate note to the accounts in
accordance with the requirements of HM
Treasury’s Financial Reporting Manual.

18 Losses and Special Payments
Losses and Special payments are items that
parliament would not have contemplated
when it agreed funds for the health service
or passed legislation. By their nature they
are items that ideally should not arise. They
are therefore subject to special control
procedures compared with the generality
of payments. They are divided into different
categories, which govern the way that
individual cases are handled. Losses and
special payments are charged to the
relevant functional headings in expenditure
on an accruals basis.
However the losses and special payments
note is compiled directly from the losses
and compensations register which reports
on an accruals basis with the exception of
any provisions for future losses.

19 Critical accounting
judgements and key sources
of estimation uncertainty
In the application of the trust’s accounting
policies, management are required to make
judgements, estimates and assumptions
about the value of assets and liabilities
that are not readily apparent from other
sources. The estimates and associated
assumptions are based on historical
experience and other factors that are
considered relevant. Actual results may
differ from those estimates so these
estimates are regularly reviewed. Revisions
to accounting estimates are recognised
in the period in which the estimate was
revised.
The following are the key sources of

estimation uncertainty at the end of
the reporting period that have the
most significant effect on the amounts
recognised in the financial statements.

are apportioned across the financial period
on the basis of bed occupancy as at 31st
March 2016, compared to expected length
of stay.

Valuation of Property Plant &
Equipment

Provisions

The Trust’s buildings are valued on a
‘Modern Equivalent’ basis. An alternative
site has been identified and a revised
specification has been identified that would
better fit with the current services provided
at the trust’s hospitals.
A desk top valuation was carried out
during the final quarter of 2015/16 by the
District Valuer, who is a qualified surveyor
registered with the Royal Institute of
Chartered Surveyors. This valuation reflects
the current economic conditions within
County Durham.
The assets have been revalued using a
methodology, that would group the assets
in different blocks according to their
requirement. E.g. Clinical blocks, Admin
blocks, Utility Blocks etc.

The amounts recognised for pensions
and injury benefits are the best estimate
of the expenditure required to settle the
obligation at the end of the year. The
period over which future cash flows will
be paid is estimated using the England life
expectancy tables as published by the office
of National Statistics.
Restructuring provisions are estimated
based on the amount required to settle
the potential redundancy liability on an
individual case by case basis.

Note 2 Operating Segments
The Trust has identified the ‘chief operating
decision maker’ as being the Trust Board
and attributes all of its income to one
segment : Healthcare

These assets have been valued net of VAT.
MEAV valuations require the inclusion
of VAT only to the extent that it is an
irrecoverable cost. It is assumed that all
future build costs will be incurred in such
a way that VAT will be recoverable. This
may be through PFI, as the majority of
the Trust’s assets were built under PFI, or
through the use of the Trust’s commercial
subsidiary.
Income recognition
The trust recognises income when it is due
and revenue relating to patient care spells
that are part-completed at the year end
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Pension costs
The Trust contributed £28.2m in 2015-16
to the NHS Pensions Agency on behalf of
its employees.
Past and present employees are covered
by the provisions of the NHS Pensions
Scheme. Details of the benefits payable
under these provisions can be found
on the NHS Pensions website at www.
nhsbsa.nhs.uk/pensions. The scheme is an
unfunded, defined benefit scheme that
covers NHS employers, GP practices and
other bodies, allowed under the direction
of the Secretary of State, in England
and Wales. The scheme is not designed
to be run in a way that would enable
NHS bodies to identify their share of the
underlying scheme assets and liabilities.
Therefore, the scheme is accounted for as
if it were a defined contribution scheme:
the cost to the NHS Body of participating
in the scheme is taken as equal to the
contributions payable to the scheme for
the accounting period.
In order that the defined benefit
obligations recognised in the financial
statements do not differ materially from
those that would be determined at the
reporting date by a formal actuarial
valuation, the FReM requires that “the
period between formal valuations shall be
four years, with approximate assessments
in intervening years”. An outline of these
follows:
a) Accounting valuation
A valuation of the scheme liability is carried
out annually by the scheme actuary as
at the end of the reporting period. This

296

utilises an actuarial assessment for the
previous accounting period in conjunction
with updated membership and financial
data for the current reporting period, and
are accepted as providing suitably robust
figures for financial reporting purposes.
The valuation of the scheme liability as
at 31 March 2015, is based on valuation
data as 31 March 2014, updated to 31
March 2015 with summary global member
and accounting data. In undertaking this
actuarial assessment, the methodology
prescribed in IAS 19, relevant FReM
interpretations, and the discount rate
prescribed by HM Treasury have also been
used.
The latest assessment of the liabilities of
the scheme is contained in the scheme
actuary report, which forms part of the
annual NHS Pension Scheme (England
and Wales) Pension Accounts, published
annually. These accounts can be viewed on
the NHS Pensions website. Copies can also
be obtained from The Stationery Office.
b) Full actuarial (funding) valuation
The purpose of this valuation is to assess
the level of liability in respect of the
benefits due under the scheme (taking
into account its recent demographic
experience), and to recommend the
contribution rates.
The last published actuarial valuation
undertaken for the NHS Pension Scheme
was completed for the year ending 31
March 2012.
The Scheme Regulations were changed
to allow contribution rates to be set by
the Secretary of State for Health, with the
consent of HM Treasury, and consideration
of the advice of the Scheme Actuary

and appropriate employee and employer
representatives as deemed appropriate.
c) Scheme provisions
The NHS Pension Scheme provided defined
benefits, which are summarised below. This
list is an illustrative guide only, and is not
intended to detail all the benefits provided
by the Scheme or the specific conditions
that must be met before these benefits can
be obtained:
The Scheme is a “final salary” scheme.
Annual pensions are normally based on
1/80th for the 1995 section and of the
best of the last three years pensionable
pay for each year of service, and 1/60th
for the 2008 section of reckonable pay
per year of membership. Members who
are practitioners as defined by the Scheme
Regulations have their annual pensions
based upon total pensionable earnings over
the relevant pensionable service.

illness or infirmity. A death gratuity of twice
final year’s pensionable pay for death in
service, and five times their annual pension
for death after retirement is payable.
For early retirements other than those due
to ill health the additional pension liabilities
are not funded by the scheme. The full
amount of the liability for the additional
costs is charged to the employer.
Members can purchase additional service
in the NHS Scheme and contribute
to money purchase AVC’s run by the
Scheme’s approved providers or by other
Free Standing Additional Voluntary
Contributions (FSAVC) providers.
On 16 March 2016, the Chancellor of the
Exchequer announced a change in the
Superannuation Contributions Adjusted
for Past Experience (SCAPE) discount rate
from 3.0% to 2.8%. This rate affects the
calculation of CETV figures in this report.

With effect from 1 April 2008 members
can choose to give up some of their annual
pension for an additional tax free lump
sum, up to a maximum amount permitted
under HMRC rules. This new provision is
known as “pension commutation”.

Due to the lead time required to perform
calculations and prepare annual reports,
the CETV figures quoted in this report for
members of the NHS Pension scheme are
based on the previous discount rate and
have not been recalculated.”

Annual increases are applied to pension
payments at rates defined by the Pensions
(Increase) Act 1971, and are based on
changes in retail prices in the twelve
months ending 30 September in the
previous calendar year. From 2011-12 the
Consumer Price Index (CPI) has been used
and replaced the Retail Prices Index (RPI).

Retirements due to ill-health

Early payment of a pension, with
enhancement, is available to members of
the scheme who are permanently incapable
of fulfilling their duties effectively through

The cost of these ill-health retirements will
be borne by the NHS Business Services
Authority - Pensions Division.

During 2015/16 there were 7 early
retirements from the trust agreed on the
grounds of ill-health (7 in the year ended
31 March 2015). The estimated additional
pension liabilities of these ill-health
retirements is £510k (£487k in 2014/15).
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There are no identified events that occurred after the reporting period.

Note 34 Related parties
County Durham and Darlington NHS Foundation Trust is a body corporate established by order of the Secretary of State for Health.
During the year there were transactions between parties related to 6 of the Board Members of County Durham and Darlington NHS
Foundation Trust, and to 4 of the Governors of the trust the values of which are listed below :

Payments to Receipts from
Related Party Related Party

Amounts
owed to
Related Party

Amounts due
from Related
Party *

£000s

£000s

£000s

£000s

25

80

79

-

4

-

2

-

Board Members
Prof P Keane
Mrs S Jacques - Chief Executive and
Mr P Dawson - Director of Finance
Prof C Gray
Dr R M Waterston
J Flynn *

15

-

-

1

-

-

97

1,110

15

-

Governors
J Chandy

-

-

-

-

R Beckwith

-

1

-

-

3

-

-

-

13

-

18

-

J Falade
R Scothan

-

-

-

-

157

1,192

114

-

Prof P Keane has declared interest in Teesside University
Mrs S Jacques is a director of the Healthcare Financial Management Association and Mr P Dawson is Chairman of the Healthcare Financial
Management Association (Northern Branch).
Prof C Gray has declared interest in the Ministry of Justice
Dr R M Waterston has declared interest in the Willowburn Hospice
* Mrs J Flynn has declared interests in Durham Constabulary, Towlaw Community Association, Durham Community Action and Dale Valley
Homes. The trust received £1.2m from Durham Constabulary for its custody suite services in 15-16
Joseph Chandy has declared interests in the Caradoc Surgery, Shinwell Medical Centre and the Dr Joseph Chandy Charitable Trust
Roy Beckwith has declared an interest in Willowburn Hospice
James Falade has declared interests in the Gentoo group, Pallion Action Group and Diabetes Uk
Richard Scothan has declared an interest in Durham University
All payments and receipts relate to the declared organisations, other than where the interest is with an NHS organisation, which would be
identified below :
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Other Related Parties *

Payments to Receipts from
Related Party Related Party

Amounts
owed to
Related Party

Amounts due
from Related
Party *

£000s

£000s

£000s

£000s

57

44

9

36

Northumbria Healthcare Foundation Trust

105

33

-

5

Gateshead Healthcare Foundation Trust

132

37

91

-

Local Foundation Trusts
Northumberland, Tyne & Wear Foundation Trust

South Tyneside Foundation Trust
City Hospitals Sunderland Foundation Trust
Newcastle upon Tyne Hospitals NHS Foundation
Trust

2

126

2

14

401

2,314

97

-

2,037

1,392

600

-

North Tees & Hartlepool NHS Foundation Trust

365

312

18

374

South Tees Hospitals NHS Foundation Trust

732

1,808

582

1,569

Tees Esk and Wear Valley NHS Foundation Trust

779

1,113

137

59

13

84

3

7

NHS England

-

33,766

72

4,133

NHS Darlington CCG

-

72,692

50

1,641

NHS Durham Dales, Sedgefield & Easington CCG

-

151,459

40

2,473

NHS Newcastle Gateshead CCG

-

2,117

-

197

NHS Hartlepool & Stockton on Tees CCG

-

1,472

-

264

NHS North Durham CCG

-

144,831

-

1,319

NHS North Tyneside CCG

-

158

-

52

NHS Northumberland CCG

-

301

-

27

NHS South Tees CCG

-

559

-

50

NHS South Tyneside CCG

-

1,339

94

-

NHS Sunderland CCG

-

6,593

-

13

Health Education England

-

12,133

1,052

394

NHS Property Services Ltd

4,246

2,192

6,282

3,599

Total of other NHS organisations

9,824

9,032

984

2,350

3,033

17,328

1,187

292

648

2,510

64

1,411

22,374

465,745

11,364

20,279

North East Ambulance Service NHS Foundation Trust
NHS England & Local Clinical Commissioning Groups

Other NHS Bodies

Other Related Parties
Durham County Council
Darlington Borough Council
* Figures from the I & E agreements.
All Contracts were concluded under normal market conditions.
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6.2. Independent Auditor’s Report to the Council of
Governors of County Durham and Darlington NHS
Foundation Trust only
Opinions and conclusions arising from our audit
1 Our opinion on the financial statements is unmodified
We have audited the financial statements of County Durham and Darlington NHS Foundation
Trust for the year ended 31 March 2016 set out on pages 3 to 50. In our opinion:
• the financial statements give a true and fair view of the state of the
Group’s and the Trust’s affairs as at 31 March 2016 and of the Group’s
income and expenditure for the year then ended; and
• the financial statements have been properly prepared in accordance with
the NHS Foundation Trust Annual Reporting Manual 2015/16.
2 Our assessment of risks of material misstatement
In arriving at our audit opinion above on the financial statements the risks of material misstatement
that had the greatest effect on our audit are considered below. Following the final agreement of the
2014/15 and 2015/16 contracts with the key commissioners we have not assessed NHS income as one
of the risks that had the greatest effect on our audit and, therefore it is not separately identified in our
report this year

Valuation of land and buildings - £130.4 million (2015: £187.8 million). The level of
risk has increased compared with the prior year.
Refer to section 2.1.2 of the Annual Report (Audit Committee Report), and Accounts pages
10-12 and 18 (accounting policy) and page 29 (financial disclosures).
The risk: Land and buildings are required to be maintained at up to date estimates of year
end market value in existing use (EUV) for non-specialised property assets in operational use,
and, for specialised assets where no market value is readily ascertainable, the depreciated
replacement cost of a modern equivalent asset that has the same service potential as
the existing property (DRC). There is significant judgement involved in determining the
appropriate basis (EUV or DRC) for each asset according to the degree of specialisation, as
well as over the assumptions made in arriving at the valuation. The DRC basis requires an
assumption as to whether the replacement asset would be situated on the existing site or, if
more appropriate, on an alternative site, with a potentially significant effect on the valuation.
Further, replacement cost is decreased if VAT on replacement costs is recoverable. The majority
of the Trust estate is held under PFI arrangements under which the VAT on construction was
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recoverable under the PFI scheme. The Trust also owns a commercial subsidiary which it will
utilise for any significant new capital developments on behalf of the Trust. For all of these
reasons assumptions are required as to whether it is appropriate to assume VAT recovery and
therefore whether such valuations should be recorded net of VAT.
Consideration is also required as to whether revaluation gains and impairment losses are
processed through other operating income/expense, or recognised in other comprehensive
income. This treatment could have significant impact on the reported surplus or deficit for the
year.
For 2015/16 an interim “desk-top” revaluation of the land and buildings, which did not
involve a physical inspection of the assets, was undertaken by an external valuer. There is
a risk that the valuation may not reflect the current use or condition of the assets. A full
valuation was completed in 2013/14.
Our response: In this area our audit procedures included:
• assessing the competence, capability, objectivity and independence of
the Trust’s external valuer and considering the terms of engagement
of, and the instructions issued to, the valuer for consistency with the
requirements of the NHS Foundation Trust Annual Reporting Manual;
• assessing, with the assistance of our own valuation specialists, the appropriateness
of the valuation bases and assumptions applied by the valuers as part of their
interim “desk-top” revaluation for all assets. We have considered whether the
application of EUV or DRC is appropriate based on the current use and nature of
the property and our understanding of the Trust and its property portfolio;
• confirming the source of the data used by the valuers in respect
of build costs and assessing whether this is appropriate;
• assessing, in the light of our knowledge of the Trust’s assets and
changes in market conditions, whether any significant movements
in values since the last full valuation are appropriate;
• reviewing the assumptions that DRC valuations should be net of VAT on the
grounds that the majority of the Trust estate is held under PFI arrangements
and that VAT would be recoverable on replacement assets either by provision
through PFI or that the Trust’s future capital projects will be undertaken
by a subsidiary that will recover VAT on construction costs.
• recalculating the gain or loss on revaluation for all applicable assets
and checked whether the accounting entries are consistent with
the NHS Foundation Trust Annual Reporting Manual; and
• considering the adequacy of the disclosures about the key judgements and degree
of estimation involved in arriving at the valuation and the related sensitivities.
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3 Our application of materiality and an overview of the scope of our audit
The materiality for the financial statements was set at £5.75m (2014/15: £5.04m), determined
with reference to a benchmark of income from operations (of which it represents 1.2%
(2014/15: 1%)). We consider income from operations to be more stable than a surplus related
benchmark.
We report to the Audit Committee any corrected and uncorrected identified misstatements
exceeding £250,000 (2014/15: £242,500), in addition to other identified misstatements that
warrant reporting on qualitative grounds.
The Group has two (2014/15: two) reporting components and both of them were subject to
audits for group reporting purposes performed by the Group audit team at one location in
Durham. These audits covered 100% of group income, deficit for the year and total assets.
The audits performed for group reporting purposes were all performed to materiality levels set
individually for each component and ranged from £0.5m to £5.7m.
4 Our opinion on other matters prescribed by the Code of Audit Practice is
unmodified
In our opinion:
• the parts of the Remuneration and Staff Reports to be audited have been properly prepared
in accordance with the NHS Foundation Trust Annual Reporting Manual 2015/16; and
• the information given in the Annual Report for the financial year for which the
financial statements are prepared is consistent with the financial statements.

5 We have nothing to report in respect of the following matters on which we are
required to report by exception
Under ISAs (UK and Ireland) we are required to report to you if, based on the knowledge we
acquired during our audit, we have identified other information in the Annual Report that
contains a material inconsistency with either that knowledge or the financial statements, a
material misstatement of fact, or that is otherwise misleading.
In particular, we are required to report to you if:
• we have identified material inconsistencies between the knowledge we acquired
during our audit and the directors’ statement that they consider that the Annual
Report and Accounts taken as a whole is fair, balanced and understandable and
provides the information necessary for patients, regulators and other stakeholders
to assess the Group’s performance, business model and strategy; or
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• the Audit Committee Report does not appropriately address
matters communicated by us to the Audit Committee.
Under the Code of Audit Practice we are required to report to you if in our opinion:
• the Annual Governance Statement does not reflect the disclosure requirements
set out in the NHS Foundation Trust Annual Reporting Manual 2015/16, is
misleading or is not consistent with our knowledge of the Group and other
information of which we are aware from our audit of the financial statements.
In addition we are required to report to you if:
• any reports to the regulator have been made under Schedule
10(6) of the National Health Service Act 2006.
• any matters have been reported in the public interest under Schedule 10(3) of the
National Health Service Act 2006 in the course of, or at the end of the audit.
We have nothing to report in respect of the above responsibilities.
6 Other matters on which we report by exception - adequacy of arrangements to
secure value for money
Under the Code of Audit Practice we are required to report by exception if we conclude that
we are not satisfied that the Trust has put in place proper arrangements to secure value for
money in the use of resources for the relevant period. On 18 December 2015, Monitor issued
a notification of a decision to open a formal investigation into the Trust’s compliance with
its licence conditions. Monitor stated that it had opened the investigation due to concerns
over the Trust’s short and longer term financial stability due to a decline against its planned
2014/15 financial position. The key concerns Monitor raised are:
• The Trust’s outturn position for 2014/15 was a £4.8 million deficit, which is a significant
deterioration compared to the Trust annual plan which forecast a £2.0 million surplus; and
• The Trust’s original 2015/16 annual plan submission showed a further substantial
deterioration, with a forecast deficit of £17.6 million for 2015/16, which has
been reduced to £14.7m following the annual plan review process.
The deterioration in the Trust’s financial outturn was principally due to under-delivery of
planned Cost Improvement Plans and as a result of increased agency staffing costs required to
provide a consistently safe level of care to patients. Monitor considers this to be evidence of a
failure in financial governance which has resulted in a breakdown of the control environment.
The Monitor investigation remains open at the date of this report.
Except for the matters referred to above we are satisfied that County Durham and Darlington
NHS Foundation Trust has put in place proper arrangements to secure economy, efficiency
and effectiveness in its use of resources for the year ended 31 March 2016.
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Respective responsibilities of the accounting officer and auditor
As described more fully in the Statement of Accounting Officer’s Responsibilities the
accounting officer is responsible for the preparation of financial statements which give a
true and fair view. Our responsibility is to audit, and express an opinion on, the financial
statements in accordance with applicable law and International Standards on Auditing (UK
and Ireland). Those standards require us to comply with the UK Ethical Standards for Auditors.
Scope of an audit of financial statements performed in accordance with ISAs (UK and
Ireland)
A description of the scope of an audit of financial statements is provided on our website
at www.kpmg.com/uk/auditscopeother2014. This report is made subject to important
explanations regarding our responsibilities, as published on that website, which are
incorporated into this report as if set out in full and should be read to provide an
understanding of the purpose of this report, the work we have undertaken and the basis of
our opinions.
Respective responsibilities of the Trust and auditor in respect of arrangements for
securing economy, efficiency and effectiveness in the use of resources
The Trust is responsible for putting in place proper arrangements to secure economy,
efficiency and effectiveness in its use of resources, to ensure proper stewardship and
governance, and to review regularly the adequacy and effectiveness of these arrangements.
Under Section 62(1) and Schedule 10 paragraph 1(d), of the National Health Service Act
2006 we have a duty to satisfy ourselves that the Trust has made proper arrangements for
securing economy, efficiency and effectiveness in its use of resources. We are not required to
consider, nor have we considered, whether all aspects of the Trust’s arrangements for securing
economy, efficiency and effectiveness in its use of resources are operating effectively.
Scope of the review of arrangements for securing economy, efficiency and
effectiveness in the use of resources
We have undertaken our review in accordance with the Code of Audit Practice, having regard
to the guidance on the specified criterion issued by the Comptroller and Auditor General
(C&AG), as to whether the Trust has proper arrangements to ensure it took properly informed
decisions and deployed resources to achieve planned and sustainable outcomes for taxpayers
and local people. The C&AG determined this criterion as necessary for us to consider under
the Code of Audit Practice in satisfying ourselves whether the Trust put in place proper
arrangements for securing economy, efficiency and effectiveness in its use of resources for the
year ended 31 March 2016.
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We planned our work in accordance with the Code of Audit Practice. Based on our risk
assessment, we undertook such work as we considered necessary to form a view on whether,
in all significant respects, the Trust had put in place proper arrangements to secure economy,
efficiency and effectiveness in its use of resources.
The purpose of our audit work and to whom we owe our responsibilities
This report is made solely to the Council of Governors of the Trust, as a body, in accordance
with Schedule 10 of the National Health Service Act 2006. Our audit work has been
undertaken so that we might state to the Council of Governors of the Trust, as a body, those
matters we are required to state to them in an auditor’s report and for no other purpose. To
the fullest extent permitted by law, we do not accept or assume responsibility to anyone other
than the Council of Governors of the Trust, as a body, for our audit work, for this report or for
the opinions we have formed.
Certificate of audit completion
We certify that we have completed the audit of the accounts of County Durham and
Darlington NHS Foundation Trust in accordance with the requirements of Schedule 10 of the
National Health Service Act 2006 and the Code of Audit Practice issued by the National Audit
Office.
Paul Moran
for and on behalf of KPMG LLP, Statutory Auditor
Chartered Accountants
Quayside House
110 Quayside
Newcastle upon Tyne
NE1 3DX
25 May 2016
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7. Glossary of Terms

Accident and Emergency (A&E) hospital department that assesses and
treats people with serious injuries and
those in need of emergency treatment (also
known as Emergency Departments).
Acute – describes a disease of rapid onset,
severe symptoms and brief duration.
Agenda for Change (AfC) – NHS system
of pay that reflects job content, and the
skills and knowledge of staff.
Benchmarking – process that helps
professionals to take a structured approach
to the development of best practice.
BAH - Abbreviation used to refer to Bishop
Auckland Hospital
BME – Abbreviation used to refer to Black
and Minority Ethnic groups
Board of Directors – the powers of a trust
are exercised by the Board of Directors (also
known as the Trust Board). In a foundation
trust, the Board of Directors is accountable
to governors for the performance of the
trust.
CDDFT – Abbreviation used to refer to
County Durham and Darlington NHS
Foundation Trust
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CHKS Limited – a private company which
provides comparative information on the
NHS.
Care Quality Commission (CQC) – the
independent regulator of health and social
care in England.
Clinical Commissioning Groups (CCGs)
– Entities which are responsible for
commissioning many NHS funded services
under the new Health and Social Care Act
2012, established 1 April 2013.
Clostridium difficile (C.Difficile or
CDIFF) – a health care associated intestinal
infection that mostly affects elderly patients
with underlying diseases.
CoG - Abbreviation used to refer to a
Council of Governors.
Commissioning for Quality and
Innovation (CQUIN) – a payment
framework developed to ensure that
a proportion of a providers’ income is
determined by their work towards quality
and innovation.
Community based health services –
services provided outside of a hospital
setting, usually in clinics, surgeries or in the
patient’s own home.
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DH – Abbreviation used to refer to the
Department of Health
DMH – Abbreviation used to refer to
Darlington Memorial Hospital
ED – Abbreviation used to refer to
Emergency Department
FFT – Abbreviation used to refer to the
Friends and Family Test
Foundation Trust (FT) – NHS hospitals
that are run as independent public benefit
corporations and are controlled and run
locally.
Freedom of Information Act (FOI) –
legislation giving a general right of access
to information held by public authorities.
GP – Abbreviation used to refer to a
General Practitioner
Health and Social Care Act 2012 (HSCA)
– New legislation affecting the NHS given
Royal assent on 27 March 2012
Healthcare Associated Infection (HCAI)
– infections such as MRSA or Clostridium
difficile that patients or health workers may
acquire from a healthcare environment
such as a hospital or care home.
HDU – Abbreviation used to refer to a High
Dependency Unit
HES - Abbreviation used to refer to
Hospital Episode Statistics

Hospital Standardised Mortality Ratio
(SMR) – the number of deaths in a given
year as a percentage of those expected.
Infection Control – the practices used
to prevent the spread of communicable
diseases.
Intensive Therapy Unit (ITU) –
specialised hospital department delivering
life support therapies to patients who are
critically ill.
LINKs - Abbreviation used to refer to Local
Involvement Networks
Methicillin-Resistant Staphyloccus
Aureus (MRSA) – bacterium responsible
for several difficult to treat infections.
MHRA – Medicines in Healthcare Products
Regulatory Agency, a government agency
with responsibility for standards of safety
quality and performance.
Monitor – the independent regulator of
NHS foundation trusts that is responsible
for authorising, monitoring and regulating
them.
MUST - Abbreviation used to refer to
Malnutrition Universal Screening Tool
National tariff (tariff) – centrally agreed
list of prices for particular procedures;
linked to the Payment by Results policy.
NCEPOD - Abbreviation used to refer to
National Confidential Enquiry into Patient
Outcome and Death
NEAS - Abbreviation used to refer to the
North East Ambulance Service
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Community hospitals - local hospitals
providing a range of clinical services.

NEQOS - Abbreviation used to refer to the
North East Quality Observatory System

PAS - Abbreviation used to refer to Patient
Administration System

NHSCDD - Abbreviation used to refer to
NHS County Durham and Darlington

Payment by Results (PbR) – the rules
based system used for paying trusts that
links the allocation of funds to hospitals to
the activity they undertake.

NHS – Abbreviation used to refer to
National Health Service
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NHSFT – Abbreviation used to refer to NHS
Foundation Trust
NHS Constitution – establishes the
principles and values of the NHS. It sets
out the rights and responsibilities of public,
patients and staff to ensure that the NHS
operates fairly and effectively.
NICE - Abbreviation used to refer to
National Institute of Clinical Excellence
Non-Executive Directors (NEDs) of
foundation trusts – lay people appointed
by the Governors to sit on the Board of
Directors. The Chair of the foundation
trust will be a Non-Executive Director.
NPSA - Abbreviation used to refer to
National Patient Safety Agency
NRES – Abbreviation used to refer to
National Research Ethics Service
NRLS - Abbreviation used to refer to
National Reporting and Learning System
OSC - Abbreviation used to refer to an
Overview and Scrutiny Committee
Patient Advice and Liaison Services
(PALS) – services that provide information,
advice and support to help patients,
families and their carers
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PbR - Abbreviation used to refer to
Payment by Results
PE - Abbreviation used to refer to
Pulmonary Embolism
PPI - Abbreviation used to refer to Patient
and Public Involvement
Primary care – the collective term for
family health services that are usually the
patient’s first point of contact with the
NHS; includes general medical and dental
practices, community pharmacy and
optometry.
PROM - Abbreviation for Patient Recorded
Outcome Measure
Quality, Innovation, Productivity and
Prevention (QIPP) – a framework adopted
by the NHS to deliver quality and efficiency
improvements.
RAMI - Abbreviation for Risk Adjusted
Mortality Index
RAS – Abbreviation for Readmission
Avoidance Scheme
Secondary care – care provided in
hospitals.
SINAP - Abbreviation for Stroke
Improvement National Audit Programme
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SSNAP - Abbreviation for Sentinel Stroke
National Audit Programme
Summary Hospital-level Mortality
Indicator (SHMI) – New indicator
which uses standard and transparent
methodology for reporting mortality at
hospital level.

Glossary of Terms

Trust Board – another name used for the
Board of Directors.
UHND - Abbreviation used to refer to
University Hospital of North Durham
UKCRN – Abbreviation used to refer to the
United Kingdom Clinical Research Network.
UTI - Abbreviation for Urinary Tract
Infection
VTE - Abbreviation for Venous
Thromboembolism
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Find out more

For further information about County
Durham and Darlington NHS Foundation
Trust, including details of all our public
meetings please visit the Trust’s website:
www.cddft.nhs.uk
In addition, please feel free to contact
the Trust Secretary or a member of the
Foundation Trust (FT) office team, if you
would like more information about:
• becoming a member or Governor
of the County Durham and
Darlington NHS Foundation Trust;
• where to view the register of
Directors’ or Governors’ interests;
• how to contact the Chairman or
a member of the Board Directors
or Council of Governors;
• to find detailed information about
our Board of Directors’ or Council
of Governors’ meetings which
are open to the public; and
• how to obtain further
copies of this report.
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Write to: Foundation Trust Office
County Durham and Darlington NHS
Foundation Trust
Executive Corridor
Darlington Memorial Hospital
Hollyhurst Road
Darlington
DL3 6HX
FT Office (Membership)
Telephone: 01325 743 625
FT Office (Membership)
Email: cdda-tr.foundation@nhs.net
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Useful Contacts
Below is a list of useful contacts for enquiries of a more general nature than that listed above
• Darlington Memorial Hospital Telephone Number: 01325 380100;
• University of Hospital of North Durham Hospital Telephone Number: 0191 333 2333;
• Bishop Auckland Hospital Telephone Number: 01388 455000;
• Chester-le-Street Community Hospital Telephone Number: 0191 387 6301;
Find out more

• Richardson Hospital Telephone Number: 01833 696500;
• Shotley Bridge Community Hospital Telephone Number: 0191 333 2333;
• for communications, press office and media enquiries
EMAIL: cdda-tr.communications@nhs.net
• for Freedom of Information requests EMAIL: cdda-tr.cddftFOI@nhs.net
• for general enquiries EMAIL: cdda-tr.generalenquiries@nhs.net
• for compliments, concerns, comments or complaints please contact County Durham and
Darlington NHS Foundation Trust’s Patient Experience Team: Telephone:
0800 783 5774 or EMAIL: cdda-tr.patientexperienceCDDFT@nhs.net
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Find out more

This report can be
made available, on
request, in alternative
languages and
formats including
large print and Braille.
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County Durham and Darlington NHS Foundation Trust
Trust Headquarters
Darlington Memorial Hospital
Hollyhurst Road
Darlington
County Durham
DL3 6HX
Switchboard: 01325 380 100
Email: cdda-tr.generalenquiries@nhs.net
Web: www.cddft.nhs.uk
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