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Board [October 2017] 

CDDFT Winter Plan 

Author Name and Title: Sarah Perkins, Director of Performance 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

 

Purpose of Report The Winter Plan sets out CDDFT plans for winter. 

Summary of Key 

Issues 

The report provides a brief assessment of the risks facing the Trust over winter, 

its core capacity, and a summary of key escalation actions. It fits within the 

wider Local A&E Delivery Board plans. 

Regulatory 

compliance 

implications 

Tick for any implications for compliance with 

NHS Constitution           

Provider Licence (especially Condition 6)         

CQC Fundamental Standards of Care        

Health and Social Care Act          

Other [State                                                      ]        

Significant risks 

identified (if any) 

Non-elective pressures and other risks associated with winter including increased 

incidence of sickness, reduced staffing and service availability over the 

Christmas/New Year holiday, and winter weather. 

Action / decision 

required from the 

Board 

 

The Board is asked to note and endorse the Plan. 
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WINTER PLAN 2017-18 
 

1. PURPOSE  

 
This paper informs the Board of Trust plans for winter. It details likely pressures, contingency and 
escalation plans including links to CDDFT plans for Major Incident, ‘Flu Pandemic, Ward 
Operational Policy, Emergency Pressures and Bed Escalation, and Care Group Business 
Continuity Plans. It also links to the winter plans of partners on the Local A&E Delivery Board 
(LADB). 

 
2. BACKGROUND  

 
Typically, health and social care services experience increased pressures over the winter. This 
affects all services but is often felt most acutely in A&E and acute wards. In preparation, NHS 
England has issued guidance as to the priorities for local Urgent and Emergency Care systems.  

 
Meanwhile, the Trust has continued to implement the priorities agreed with NHSI through its 
Transforming Emergency Care programme. 
 

3. RECOMMENDATIONS 
 
The Board is asked to note and endorse the preparations made for winter. 
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1. AIMS 

 
The Trust aims to provide high quality care for people in their own homes and in hospital, meeting 
regulatory standards, minimising avoidable admissions, waits and cancellations, and facilitating timely 
discharge from hospital beds.  

 

2. PARTNERSHIPS 
 

2.1. Multi-agency Planning and Co-ordination  
 

2.1.1. CDDFT is a member of the local health and social care A&E Delivery Board (LADB). Key 
partners include the three local Clinical Commissioning Groups (CCGs), Durham County and 
Darlington Borough Councils, the North East Ambulance Service (NEAS), and the Tees, Esk & 
Wear Valley Trust (TEWV). The Trust also works closely with Yorkshire Ambulance Service 
and North Yorkshire commissioners. 
 

2.1.2. CDDFT works with other partners in the Local Resilience Forum (LRF) on all aspects of local 
emergency and major incident planning. 
 
The Trust complies with all national and local reporting requirements, including participation in 
the inter-agency conference call system. Key data is fed into the regional Flight Deck. 
 

2.2. Primary Care Services 
 

2.2.1. GP services in County Durham and Darlington are provided by three Clinical 
Commissioning Groups (CCGs): North Durham, Dales / Sedgefield / Easington and 
Darlington.  
 

2.2.2. The CCGs commission urgent care services from CDDFT, including out-of-hours Primary 
Care. All Urgent Care Centres will operate normally throughout the winter, including the 
Christmas/New Year bank holiday. 

 

2.3. Ambulances 
 

2.3.1. The Trust’s main ambulance partner is NEAS, although Darlington Memorial Hospital also 
attracts attendances from Yorkshire Ambulance Service.  
 

2.3.2. CDDFT and NEAS work within regional Ambulance Policies to minimise the time taken to 
hand over ambulance patients to our care and the number of diverts. 

 

2.4. Local Authorities – Social Care 
 

2.4.1. Darlington Borough and Durham County Councils have reasonable levels of Social Care 
provision and good operational relationships with CDDFT, but both face severe budgetary 
pressures. Formal delayed transfers of care caused by Social Services are minimal but it 
can be difficult to access social care over the weekend and many patients remain too long 
in hospital after they are declared medically fit to leave.  
 

2.4.2. Integrated health and social care teams (including intensive support from Intermediate 
Care Plus (IC+) in Durham and RIACT in Darlington) provide support at home to 
vulnerable patients seven-days per week.  

 

2.5. Mental Health – TEWV 
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2.5.1. TEWV provide onsite mental health assessments at DMH and UHND 24/7. In addition, as part 
of a CQUIN scheme, TEWV and CDDFT are introducing multi-agency Care Plans for 27 
regular attenders at A&E who have mental health problems. 

 
3. CDDFT WINTER PLAN - PROCESS 

 
3.1. Leadership, command and control, and communication with staff 

 
3.1.1. The Trust’s Executive and Clinical Leaders Group will oversee Winter Plan implementation led 

by the Executive Director of Operations. 
 

3.1.2. Daily operational pressures on the acute sites are managed through Status Briefings at 
University Hospital of North Durham (UHND) and Darlington Memorial Hospital (DMH).  

 
3.1.3. Increased resource has been put into managing operational pressures out of hours and at 

w/ends including the extension of the Bronze Command rota to support timely patient flow.  
 

3.1.4. Gold commanders are executives or directors; silver commanders are Associate 
Directors or equivalent; bronze commanders are Care Group senior managers. 

 
3.1.5. The Trust ran a successful Perfect Month initiative in March 2017 and plans to run a 

further one in September.  
 

3.1.6. Communications will be led by the Communications and Marketing team. The Winter 
Plan will be available on the Trust Intranet and operational updates will be provided to 
acute and community staff via Trust Bulletins. 

 
3.2. Flexible use of resources:  

 
3.2.1. In spite of benign weather and no major outbreak of ‘flu still there were surges of activity 

beyond the norm last winter. A key theme of this plan, therefore, is flexibility. Winter 
arrangements will be kept under review and resources will be directed to where they will 
have the maximum impact.  
 

3.3. Transforming Emergency Care Programme (TEC) 
 

The key programme for delivering improvements to the non-elective pathway is the TEC. It has 
four key themes: 

 
3.3.1. Assess to admit. Priorities are: the introduction in October of primary care streaming at 

both A&E sites, an improved frail elderly rapid access service at DMH to be trialled before 
winter; publicising alternative services via the Directory of Services; improving direct 
access to acute admission areas instead of routing patients through A&E.  

3.3.2. Today’s work today, including particularly the roll-out of the Nervecentre electronic clinical 
system across the acute wards to improve and standardise key patient care functions 
and SAFER implementation. 

3.3.3. Effective discharge, including improvements in the capabilities of the discharge lounges 
to accept a wider range of patients whilst they await discharge, and work led by Social 
Care to support a “home first” approach. 

3.3.4. TEC enabler projects, including particularly the testing of electronic patient flow modules 
for SAFER, predicted discharges and bed reservation. 
 

4. CDDFT WINTER PLAN  
 

4.1. Overview 
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4.1.1. This Plan provides a brief assessment of Trust’s current risks, core capacity and 
capabilities, and a summary of key escalation actions. 
 

4.1.2. OPEL escalation levels are likely to be as high if not higher than the 2016-17 average. 
Since December 2016, the Trust’s daily Sitrep OPEL declarations show the main 
pressures concentrated in January and February: 

 

 OPEL 1 OPEL 2 OPEL 3 

December  5 26 0 

January 0 24 7 

February 8 19 1 

March 28 3 0 

April 20 10 0 

May 16 14 1 

June 24 6 0 

July 11 19 1 

 
4.1.3. Key challenges for 2017-18 remain the same as in previous years: 

 

 Caring for as many people as possible at or close to home. 

 Maintaining a timely flow of patients through the Emergency Department (ED) and in-
patient areas, and reducing the number of internal diverts between UHND and DMH. 

 Reducing ambulance handover delays and diverts.  

 Reducing delayed transfers of care, especially for patients likely to need Continuing 
Health Care.  

 Minimising the number of patients boarded onto the wrong Ward or moved for non-
clinical reasons. 

 Working with primary care to manage operational pressures.  
 
As a provider of acute and community services, CDDFT is well-positioned to provide an 
integrated response to winter pressures. 
 

4.1.4. CDDFT Capacity and escalation planning  
 

4.1.4.1. CDDFT activity is split into three broad categories: 

 Non-elective activity (A&E and in-patients) which is affected primarily by things like 
weather, incidence of infections and disease, an ageing population, etc. The local 
health economy has broadly the same range of services available this year as last. All 
other things being equal, therefore, non-elective activity is expected to be roughly 
similar to, or slightly higher than, last year. 

 Elective activity, driven by referrals from GPs and other medical and nursing staff. 
New CCG referral management schemes and the national CQUIN to provide advice 
and guidance to GPs for non-urgent conditions as an alternative to traditional referrals 
are expected to reduce demand. 

 Activity covered by a block payment. This mostly involves community services. 
Funding has been reduced so a commensurate lowering of service levels will take 
place prior to winter. This will increase the risk of non-elective admissions.  

 
4.1.4.2. Capacity planning: 

 Bed capacity at Specialty-level will be reviewed and revised for winter. This ensures 
more patients are cared for on the appropriate ward. 

 Elective capacity is modelled using a national demand and capacity modelling tool. 
Care Groups have been given target list and backlog sizes which they must reach by 
October 2017. This will help to ensure that the 18 week Referral to Treatment (RTT) 
target can be achieved throughout the winter in spite of any additional non-elective 
pressures.  
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4.1.4.3. Escalation processes 
 
The Trust has developed a Ward Operational Policy incorporating SAFER care bundles to 
govern normal working arrangements (see Appendix 4). Priorities and processes to be 
followed when emergency activity pressures start to build are detailed in the Emergency 
Pressures and Bed Escalation Policy (Appendix 1). This contains detailed Action Cards for 
use at each escalation level within the agreed OPEL framework.  
 
Major Incident and Business Continuity Plans (see Appendix 2) are also in place covering 
a wider range of contingencies, such as staffing shortages, power outages, equipment 
failure, estates issues, etc. 
 

4.1.4.4. Communication with patients 
 
Both community and acute services provide a wide range of information to patients to help 
them manage their conditions and to access other services. For example: 

 The Single Point of Access is the single portal for all Intermediate Care Plus services.  

 Specialist and community nurses provide details of NHS and non-NHS support. 

 Ward nurses/doctors provide appropriate literature to in-patients ready for discharge. 

 If routine services have to be scaled back to deal with priority work, information will be 
disseminated by the Trust’s communications team. 

 Patients whose out-patient appointment or in-patient / day case procedure is 
postponed will be offered an alternative appointment in line with national access 
standards. 

 Patients facing a long wait in Urgent Care will be offered the opportunity to arrange a 
later booked appointment, if appropriate. 

 
4.2. NHS England Priorities 

 
NHS England guidance sets out five key priorities for LADB winter planning. CDDFT contribution to 
this process includes: 
 

4.2.1. Wider System Preparation  
 
The CDDFT Chief Executive Officer chairs the local LADB which includes representatives from 
relevant partner agencies. CDDFT, DDES and North Durham CCGs TEWV, Durham County 
Council have formed an Accountable Care Network (ACN) across County Durham. The key 
outcomes are: improved primary care access and prevention, fewer A&E and acute admissions / 
bed days, and fewer people in residential homes. 

 
Across County Durham, 13 Teams around Patients (TAP) have been established, involving 69 
Practices. The teams prioritise the top 2% of the most frail and vulnerable older people and 
those with long-term conditions who are at risk of hospital admissions. The teams agree 
proactive multi-disciplinary responses, so ensuring that health and social care “discharge 
capacity” (workforce, beds, equipment, funding) meets daily demand. Daily MDTs are held to 
discuss care packages for patients. 

 
Trust community matrons provide dedicated support to Care Homes, whilst dedicated GP links 
with Care Homes have also been developing.  

 
4.2.2. Front door 

 
Since last winter, the Urgent Care Centre at DMH co-located 24/7 with the Emergency 
Department at DMH. An out of hours service is also co-located with the UHND Emergency 
Department. Full GP streaming will available at both A&Es by October 2017.  
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New Standard Operating and Clinical Escalation Procedures will be in place by the winter to 
expedite Specialty assessments for A&E patients requiring them and to support direct access 
to the wards, bypassing A&E.  

 
4.2.3. Flow 

 
A new Operational Policy will be in place incorporating the SAFER bundles which have been 
developed following the ECIP visit. This sets out care standards and time-scales. 
 
New command and control arrangements come into effect in August providing more robust 
onsite senior manager cover at w/ends. The Trust also continues to operate with three 
physicians of the day at w/ends to improve the quality of care, expedite discharges and ensure 
“stranded” patients receive the correct attention. 
 
The functionality of the Trust’s electronic clinical management system is being expanded 
continually and by winter will have a bed reservation module to support patient flow. 

 
4.2.4. Discharge 

 
Trusted assessors are used in social work, community nursing and OT and can commission 
Intermediate Care packages, supported by an holistic health and social care assessment tool. 
Further extensions of this role and of levels of integration are under consideration, including 
discharge management team structure and functioning and integration between hospital and 
community OT and Physio services.  

 
The High Impact Change Model for Managing Transfers of Care has been used in County 
Durham with work progressing through an agreed action plan. Pathways have been 
established to support early discharge planning in elective care and more work is being done 
to embed the use of expected date of discharge. 
 
A Focus on Choice initiative has highlighted the importance of early engagement with patients 
and families; a new patient information leaflet has recently been piloted with a view to wider 
roll out; and the Council is giving consideration to commissioning a brokerage service to 
reduce discharge delays caused by patients and families choosing a suitable Care Home.  
 
A revised discharge/choice policy will be deployed in September 2017.  
 
Local Councils have a strong record for arranging domiciliary care and reablement packages 
at short notice, including for urgent need. Capacity to implement short term bridging home 
care has been commissioned.  As well as the nine contracted domiciliary care providers 
Durham County Council have 14 spot providers which allows flex within the system at times of 
surge. Equivalent facilities exist in Darlington. 
 
The Accountable Care Network is building on existing multi-agency relationships to oversee 
work to implement the “placement without prejudice” principle more systematically and 
formally.  
 

4.2.5. Better planning for peaks in demand over weekends and bank holidays 

 
Intermediate Care staff operate 7/7. However, it is usually difficult to institute new care 
packages over the w/end and Bank Holidays, although it can be easier to re-start existing 
packages. Typically, however, CDDFT manages to create sufficient bed capacity in the period 
immediately prior to Christmas to cover the Bank Holidays themselves, the main pressures 
being felt immediately afterwards, during which time out-patient and routine elective work is 
cancelled to create space for non-elective demands. 
 

4.3. Staffing 
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4.3.1. Overview 

 
The Trust has expanded its Nurse Bank workforce and uses a neutral vendor to identify 
Agency staff available below the Monitor cap limit. A national CQUIN is in place to reduce 
staff sickness levels via improved access to healthy activities. 

 
In 2016-17, 57% of staff were vaccinated against ‘flu, against a target of 75%. This year’s 
CQUIN target is 70%. Leadership and oversight of the ‘flu programme will, once again, be 
provided by the Director of Nursing. An action plan is in place to improve on last year’s 
performance. This will include vaccination sessions at a wide range of community and 
acute-based venues supported by comprehensive publicity. 

 
4.3.2. Core Capabilities and Escalation 
 

The following capabilities and escalation actions apply to both community and acute services. 

 

Core Capabilities and Actions  Escalation 

‘Flu Vaccinations    

 Influenza Strategy. Occupational Health 
are engaged in an exercise to understand 
the reasons why many staff did not take 
advantage of the vaccination. 

 In-house Occupational Health Service will 
arrange staff vaccination sessions at a 
range of community and Acute locations, 
and will lead the publicity drive. This will 
include visiting wards and departments on 
a peripatetic basis. 

 ‘Drop-in’ clinics will also be organised in 
Occupational Health Departments in 
UHND & DMH. Individual appointments 
will be available. 

 Early morning, evening and Saturday 
clinics / sessions will be arranged to try 
and encompass ‘shift changes’. 

 A publicity campaign to all staff via the 
Trust Intranet site and the Chief 
Executive’s regular communications to 
staff in advance of the ‘flu campaign will 
include myth-busting information about the 
side-effects of vaccination. 

 Vaccination levels to be reported regularly 
to the Director of Nursing and nationally. 

 The ‘flu campaign will be advertised in the 
Trust magazine. 

 Where vaccination rates fall short of target 
in specific clinical groups: 

 Local managers will be given targeted 
support to help them address any staff 
misgivings that may exist. 

 Those groups will be targeted with 
special publicity. 

 The vaccination programme will be 
extended. 

 The Medical and Nursing Directors will 
support the uptake of ‘flu vaccinations to 
medical / clinical staff. 

 Re-publication of myth buster information 
to alleviate any worries regarding having 
the vaccination. 

 Head of Occupational Health to liaise 
with Care Group Leads/Heads of 
Services to ascertain issues regarding 
uptake of flu vaccination and put in place 
extra clinics / sessions as necessary. 

Staff Sickness and Cover    

 Robust sickness absence policy.  

 Range of flexible working options 

 Action Plan to address concerns in the 
Annual Staff Survey. 

 Seizing all recruitment opportunities for 
clinical staff to minimise dependency on 
Bank and Agency staff. 

 Expand Nursing and Admin Banks to 

  HR will prioritise support to managers to 
implement the sickness absence policy. 
Managers will be reminded of their 
responsibilities under the policy.  

 Requests for additional funding from 
critical areas reporting serious staff 
shortages, or for temporary re-
location of staff, will be considered 
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minimise dependency on Agency staff. 

 All but essential training cancelled over 
the Winter. As much essential training as 
possible being front-loaded into the first 
three quarters of the year. 

through normal processes. 

 Where necessary, Business 
Continuity plans will kick-in, and 
some services may be temporarily 
scaled back in order to give attention 
to higher priority services. 

 Estates and Facilities to ensure that 
non-clinical staff are included on the 
internal Bank staff list. 

Travel    

The Trust enjoys a considerable fund of 
good-will from front-line staff, many of whom 
made prodigious journeys to get to work in 
previous winters. Staff who are unable to get 
to their normal work-place can take 
advantage of the range of flexible working 
options available within CDDFT HR policies. 

  Staff who cannot get to their normal 
work-site will be asked to attend the site 
nearest their home, if possible.  

 Estates and Care Groups to co-ordinate 
contingency plans for staff to sleep 
overnight on Trust premises.  

 Where necessary, Business Continuity 
plans will kick-in, and services will be 
prioritised. 

Care Group leaders will: 

 Arrange rotas so that there are enough 
staff on each shift who live only a short 
distance from their work-base to maintain 
essential services in the event of severe 
weather.  

 Seek volunteers who live close to a Trust 
site to offer emergency accommodation to 
staff who cannot get home. 

 Arrangements for 4x4 transport will be 
made.  

 

 

4.4. Infection Control 
 

4.4.1.  ‘Flu 
 

Typically, the incidence of ‘flu rises at some stage of the winter. Key impacts may include: 

 Increased demand for community and acute services. 

 Increased workload pressures for those staff who remain at work. 

 Increased need for high dependency care and infection control facilities and equipment. 

 Potential interruption of supplies. 

 Cancellation of elective work. 

 Increased pressure on mortuary facilities. 
 

Key measures, across community and acute services, to mitigate the impact will include: 

 Regular ‘Flu Bulletins to staff including advice on how to minimise the spread of infection and 
to care for victims, hand hygiene, and ensuring visitors with symptoms do not come into 
hospital, etc.  

 Guidance to staff on the use of anti-virals. 

 Sufficient stocks of vaccine will be procured. 

 Services will be prioritised as follows:  
 

High priority 
 

o Emergency services for life threatening or serious conditions. 
o In–patient services for patients who cannot be cared for in the community without 

significant risk of harm. 
o Discharge support, admission-avoidance services and community support for higher risk 

patients. 
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o Maternity care for women in labour. 
o Child protection. 
o Urgent outpatient services.  
o Urgent surgical services.  

 
Lower priority 

 
o Routine outpatient referrals and follow ups. 
o Non-urgent surgery. 
o Long-term care services to lower risk patients. 

 
Other lower priority activities which may be scaled down or suspended include: 

o Study leave and mandatory training. 
o Routine development, audit and SPA activity. 
o Data collection that does not need to be done in real time. 

 
Staffing 

 
o Staff showing ‘flu symptoms should be sent home. 
o Maximum use will be made of flexible working policies.  
o Different teams of staff should care for influenza and non-‘flu patients. Staff who have 

recovered from ‘flu or who have been vaccinated should be approached first to volunteer 
to work in ‘flu areas. 

o Policies regarding protective masks, respirators and other equipment and clothing will be 
put into effect. 

 
Patients 

 
o Patients with ‘flu symptoms should be segregated from non-influenza patients, in side 

Wards or in designated bays and wards.  
o Side rooms in non-influenza areas should be reserved for performing aerosol generating 

procedures. 
o Contaminated laundry should be categorised as infected.  
o Temporary mortuary areas will be identified, if needed.  
o Community services will work with partners to support the normal Primary Care-led 

vaccination programme. In particular, District Nurses work closely with Primary Care to identify 
and vaccinate house-bound patients at risk of ‘flu. This includes residents of Residential Care 
Homes.  

o At risk patients on the caseload of a District Nurse will be advised of the advantages of a ‘flu 
jab twice, and offered vaccination at home if they cannot attend the surgery. 

o The acute side of the Trust is not normally involved in routine ‘flu vaccination of patients, 
unless there is clear public health guidance requiring such measures. However, as part of 
discharge planning, the continuing care needs of individual patients are assessed and, if 
necessary, patients will be advised to seek vaccination through their local Practice 
programme.   

 
For major outbreaks, CDDFT has a Pandemic ‘Flu Plan and a Major Incident Plan.  
 

4.4.2. MRSA and C.Diff.  
 
The incidence of MRSA does not tend to vary with the seasons, although raised levels of C .Diff 
can be experienced in the Winter, resulting in a higher demand for isolation cubicles.  
 
When the need arises the Infection Control Nurses will work with Patient Flow to optimise bed 
utilisation whilst maintaining patient safety and reducing the risk of cross-infection. This will include 
reviewing the use of cubicles, cohorting patients, planning timescales for cleaning, 
decontamination and re-opening of closed beds / areas / wards. A seven-day infection control / 
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consultant microbiologist service will be available to provide support and rapid response. Inpatient 
ward / bay transfers from affected areas will be minimised. Enhanced cleaning will control and 
reduce environmental decontamination.  
 

4.5. Emergency and Urgent Care (including out-of-Hours) 
 

4.5.1. Overview 
 
Non-elective activity projections are based broadly on 2016-17 out-turn. In Quarter 1: 
 Type 1 A&E attendances (UHND and DMH A&E’s) grew by 1.1%. NEAS ambulance 

arrivals grew by 0.2%  
 Urgent Care walk-in attendances fell by 43.7% due to changes to the Contract with 

DDES CCG.  
 
If these trends continue, the Trust could face increased ED pressures over the winter. 
 

4.5.2. Emergency Care Targets 
 

The Trust achieved its NHSI 4-hour wait trajectory in Q1. This performance needs to be 

sustained.  

A&E 4hr Wait 
Target Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

NHSI Trajectory 89.9% 92.3% 92.8% 95.1% 95.7% 95.3% 94.3% 91.8% 89.5% 91.2% 92.9% 95.0% 

Performance 94.76% 90.8% 93.16%           

Key: Green = achieved both NHSI trajectory and 95% standard; Amber = failed either NHSI or national standard; Red = failed both NHSI and 

the national standard 

 
CDDFT has significantly fewer acute beds in relation to its core catchment area than other 
North East providers. This is further exacerbated by the location of beds within CDDFT in 
relation to the population. 60% of the population in CDDFT’s core catchment area tend to 
use UHND, compared to 40% using DMH. Only 56% of the beds at CDDFT’s two main acute 
sites are at UHND (44% at DMH).”  
 
In view of this strategic shortfall in capacity, the Trust has been obliged to keep open its escalation 
beds at UHND and DMH throughout this year, and provide additional A&E staffing. During last 
winter the Trust also opened an extra bed in the UHND critical care unit. These facilities will remain 
open through the rest of this year.  
 
The Trust is currently reviewing bed capacity in all Specialties. The results will inform the 
distribution of beds between Specialties over the winter period. 
 
Following further recommendations by NHSI the Trust has continued to implement its Transforming 
Emergency Care programme. 
 Following the successful Perfect Month in March, the Trust plans another Perfect Month in 

September in preparation for winter.  
 Improved command and control arrangements at w/ends have been brought in.  
 Work is continuing on the other key work-streams, including:  

o Frail Elderly Rapid Access Service 3-month pilot  
o Maintaining the Directory of Services 
o Primary Care streaming in ED. CDDFT has received funding to commence a GP-led 

service at the front door of both EDs in time for winter. 
o Direct access pathways to wards avoiding ED 
o Implementation of SAFER are bundles and electronic patient flow, via Nervecentre 
o Broadening the capabilities of the discharge lounges 
o “Home first” policy 
o Improving accuracy of DTOC reporting 
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4.5.3. Core Capacity and Escalation 

 
Core capacity and standards are defined by the Trust’s Operational Policy for In-patient Wards and 
the In-patient wards standards. Escalation arrangements are summarised in the Emergency 
Pressures and Bed Escalation Policy which includes Action Cards to be used at each level of 
OPEL escalation (see Appendix 1). 

 

Core Capabilities and Actions  Escalation 

Urgent Care   

Urgent Care Centres at BAH, SBCH, 
Peterlee and DMH, and the Out of 
Hours Centre at UHND, will provide a 
normal service throughout the winter.  
 
Bishop Auckland and Peterlee now 
offer minor injuries only 08.00 – 20.00 
Mon to Friday and revert to Urgent 
Care at all other times. Primary care 
hubs in place in the DDES area 08.00 
– 20.00 and Sat and Sun 08.00 -
13.00. 
 
Patients are advised to primarily book 
via 111 for all appointments and 
advised not to walk in to any service - 
though they will be accepted if they 
do.  
 

 The Urgent Care service will work within its own 
Business Continuity Plans.  
 
In summary, operational flexibilities to handle 
pressures include: 

 Staff working across sites, if necessary. 

 Less busy Centres will accept telephone calls 
and manage the home visiting to allow busier 
sites to focus on walk-in patients. 

 Where walk-in waits are lengthening, following 
triage, patients will be offered the choice to 
either wait to be seen, or to return later in the 
day for a planned appointment. 

 Urgent Care GPs will review home visit 
requests and work with 111 to ensure that 
home visits are only agreed if essential. 

 The shift co-ordinator on every site has delegated 
authority to take corrective actions to maintain 
performance.  

 Urgent Care and the Emergency Dept will provide 
mutual aid.  

 If 111 is generating unnecessary demand, we will 
work with commissioners and NEAS to address 
this through operational contacts and the System 
Resilience Group.  

Emergency Department   

The Emergency Dept. will be open 
24/7 every day. 

 Pressures in the Emergency Dept. are managed using 
the OPEL framework and action cards.  

The Trust continues to work to 
implement the Transforming 
Emergency Care Programme 

 Escalation arrangements are detailed in the 
Emergency Pressures and Bed Escalation Policy, 
which includes the NEEP and the Full Capacity 
Protocol. This is currently under review through the 
TEC programme 

Mental Health Assessments are 
carried out by TEWV's on-site staff. A 
CQUIN targeting 27 frequent A&E 
attenders for joint TEWV/CDDFT work 
is in place. 

  

 

4.6. Beds and Patient flow 
 

4.6.1. Overview 
 

Non-elective admissions were broadly the same as last year, falling by 0.8%; largely due to a fall in 
paediatrics admissions. Adult medical admissions grew by 1.6%, trauma by 8.6% and gynaecology 
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by 12.4%. If these trends continue, the Trust could face increased non-elective pressures over the 
winter. 
 

Core Capabilities and 

Actions 

 Escalation 

Acute non-elective in-patient 
services will be available 24/7 
throughout the winter, 
including the Christmas/New 
Year Bank Holiday period.  

 Escalation schemes will remain open. Contract 
discussions with commissioners are continuing. 

In addition to the core bed 
base, Acute and Emergency 
Care Group still have the 
following winter escalation 
schemes open: 

 escalation beds at UHND 
and DMH. 

 Additional A&E staffing. 
As previously noted, normal 
working standards are 
summarised in the Trust’s 
Operational Policy for In-
patient Wards and the In-
patient wards standards  

 Escalation arrangements are governed by the revised 
Emergency Pressures and Bed Escalation Policy.  
 
In the event of bed closures due to infection: 

 Outbreak Meetings will be held daily under the 
Infection Control policy. 

 The Health Protection Unit will be invited to attend 
to provide feedback on the position across the 
health economy. 

 No placements during an outbreak will be made 
from a closed ward to Nursing, Residential, Step-
down or Primary Care facilities. 

Instigation of a cohort ward for new admissions due to a 
community wide outbreak or lack of isolation facilities. 

The Trust will convert some 
routine Out-patient capacity 
after the Christmas break into 
emergency slots. Non-urgent 
medical out-patient capacity 
will be stood down to allow 
Consultants to concentrate on 
managing bed pressures. 

 In the event of excessive delayed discharges daily 
monitoring will be undertaken by Discharge Sisters and 
escalation to Matron / Head of Service and CCG. 

Revised Command and 
Control arrangements will be in 
place with increased support at 
w/ends and Bank Holidays.. 

 In the event of transport delays: 

 Ambulance transportation restricted to patients who 
have no other option. 

 Publicity given to limited availability of Patient 
Transport Service (PTS). 

Significant investments in 
Intermediate Care are in place, 
including: 

 Single point of contact. 

 Multi-disciplinary team. 

 Improved social care, 
community equipment and 
telehealth provision. 

 In the event of inability to repatriate patients from critical 
care areas: 

 Patient Flow Team (PFT) to receive prior notice of 
intention to transfer patients. 

 Use agreed escalation procedures.  

As per national guidance, 
CDDFT will take all measures 
possible to reduce bed 
occupancy to 85%. 

 In the event of inability to repatriate patients from 
tertiary hospitals: 

 Daily monitoring of total numbers of outstanding 
repatriations by PFT. 

 Use agreed escalation procedures. 

The third physician of the day 
arrangement will be in place. 

 In the event of risk to Same Sex Accommodation target: 

 Escalation procedures co-ordinated by PFT to 
prevent unnecessary breaches. 

Doctors on SPA time are 
diverted at peak periods to 
review patients for discharge. 

 In the event of insufficient staffing: 

 Call on contingency staffing via Talent. 

 Annual leave stood down. 
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 Study leave only authorised in exceptional 
circumstances. 

 Mandatory training for nursing staff suspended. 

A wide range of improvement 
actions are in the Transforming 
Emergency Care Programme 
for Winter.   

  

 
4.6.2. Discharge processes ( see also escalation measures in table above)  

 
CDDFT has a robust Discharge and Transfer Policy. Where patients or carers can arrange 
their own transport, they are encouraged to do so. Otherwise, the Trust will provide transport 
to eligible patients via NEAS or a private contractor. 
 
Social Care and CCGs have agreed criteria to guide decisions about the funding of care 
packages. CDDFT has no control over this aspect of the process. 
 
The Trust has dedicated Patient Flow Teams and Discharge Management staff at DMH and 
UHND. Discharge teams at both Acute sites facilitate timely vacating of acute beds, and 
Standard Operating Procedures mandate the use of Estimated Date of Discharge. Consultants 
are also required to encourage the use of criteria-led discharge seven days per week. Medical 
cover is provided by three Physicians of the Day on each Acute site to facilitate more timely 
discharges 7 days per week. This year, additional command and control capability has been 
introduced at w/ends as a further move towards the national goal of 7-day working. 
 
Intermediate care integrated health and social care teams also provide assessment and support to 
ensure timely supported discharges. Provision includes: 

 7/7 assessment capability 

 Step-down and step up care 

 community equipment services 

 night sitting services 
 
The multi-disciplinary RIACT team offers an award winning service to complex elderly patients 
in Darlington. 
 
Delays in Social Care assessments are few; Continuing Health Care assessment delays are 
more frequent. Other significant causes of delay include: 

 patients and their carers choosing a Care Home 

 limited provision of discharge support services at week-ends. 

 Resolving differences between social care and CCG Continuing Health Care assessors 
over care package funding 

 
Reducing delayed transfers of care is a key feature of the Transforming Emergency Care 
Programme. In all circumstances, acute staff and discharge support services work hard to 
discharge patients before the week-end. Delayed transfers of care statistics may not be 
completely accurate. The Trust is working to develop a more robust system. A wide range of 
condition-specific leaflets are used by both community and acute staff to advise patients of the 
local and national services available to support them.  
 

4.7. Community Capacity and Support 
 

4.7.1. Overview 
 
CDDFT community services range from large-scale services such as District Nursing to small 
specialist teams for MS or epilepsy. Details of operating hours over the Christmas/New Year 
Bank Holidays will be available closer to the time. 
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Demand modelling is based on trends from last year and on our contracted position. CDDFT has 
been working with commissioners to reconfigure services into Community Hubs in each CCG. 
However, funding has been reduced and so some retraction of service appears inevitable. 
Contract discussions continue.  
 
Gaps in staffing are covered, if necessary, by flexing staff deployment, provision of mutual aid, 
overtime, bank and agency spend, or drawing on recently retired staff. 
 
Should demand exceed expected levels, services will be prioritised in accordance with clinical 
need. This may involve temporary reductions in some routine services. Priorities are: 
1. patient safety and quality of care is not compromised 
2. patients with urgent and major healthcare needs are seen first 
3. patients are provided with the level of care they need to enable them to remain in their 

home, and avoid the need for unnecessary hospital admission. 
 
If this winter turns out to be much more severe than last, either in terms of weather or 
prevalence of illness, we will respond using the escalation actions detailed below ensuring we 
have sufficient staff to meet urgent need. 
 

Core Capabilities and Actions - General Escalation - General 

The following services will operate normally 
including over the Christmas/New Year 
holiday: 

 Community hospitals.  

 Pregnancy Assessment Units, labour 
and Antenatal/Postnatal Wards. 

 
All other community services will operate 
normally during normal working hours. 
Christmas / New Year holiday arrangements 
will be determined closer to the time. 

Each service has its own Business Continuity 
Plan to enable core services to continue 
when under pressure. These plans contain 
detailed actions, but in general, they can be 
summarised as:  

 Priority services include in-patient care, 
urgent care and child protection, essential 
visiting of patients at risk. Lower priority 
services will be limited to release as many 
staff as possible to support priority areas.  

 Inpatient admissions to Community 
Hospitals will be restricted to emergencies 
and discharges will be expedited.  

 Flexible working in times of bad weather, 
including re-allocation of staff to local work 
where possible. 

 Arrangements to accommodate staff who 
are unable to get home due to bad 
weather.  

 Band 7 nurses will speak daily and meet 
weekly to discuss and flex community 
nursing capacity both within each Locality, 
and also across the County, if necessary.  

 Volunteers will be sought to undertake 
extra shifts, if needed. 

 Caseloads will be prioritised to ensure 
capacity is focussed on high priority areas 
and patients. 

 Additional community equipment, 
particularly relating to pressure relief, is 
likely to be needed.  

 

4.7.2. Intermediate Care: IC+ (County Durham) and RIACT (Darlington)  
 

Intermediate care services will operate as normal over winter.  
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4.7.3. Major services: District Nursing 
 

Where integrated Nursing and Social Work teams exist the Business Continuity Plan is also 
integrated. Where the service comes under pressure, escalation actions will mirror those detailed 
above, including: 

 Prioritise work-load, if necessary cancelling non-urgent work 

 Contact patients to inform of cancellation or delay to service.  

 If the patient is in need of medical attention, can they attend an UCC or GP surgery; or 
can 111 book an appointment at UCC or arrange alternative resource for home visit? 
 

If due to winter weather: 

 Consider supplying 4x4 transport to bring staff to work and for home visits 

 Obtain snow socks & shovels  

 Consider re-deploying staff who are unable to attend their normal place / area of work to a 
more suitable location / area. 
 

4.7.4. Major Services: Community Hospitals 
 

There are 5 Community Hospitals, all based within Durham County Council area: 

 North Durham Locality: Chester-Le-Street Community Hospital and Shotley Bridge 
Community Hospital 

 South Durham Locality: Sedgefield Community Hospital, Weardale Community Hospital, 
Richardson Hospital 

 In addition, Ward 6 at BAH provides step-down rehabilitation services. 
 

Chester-le-Street and Shotley in-patient facilities are used almost exclusively for step-down 
patients from acute wards. Sedgefield, Weardale and Richardson beds serve both a step-up 
and a step-down purpose. Additional beds are available but would need additional funding and 
staffing.  
 

4.7.5. Major Services: Maternity and Paediatrics 
 

As major services in their own right, Maternity and Paediatrics have their own escalation 
frameworks.  

 
4.7.6. Identifying and serving vulnerable people 

 
CDDFT community services, working closely with Primary Care, play a significant role in the 
identification and treatment of vulnerable people via:  

 The integrated health and social care teams, who typically have some knowledge of most 
patients with significant care needs.  

 Community Matrons, who are typically involved in co-ordinating care for the most vulnerable 
patients with long-term or life-limiting illness. 

 Primary Care Practices, with whom District Nurses, etc. work closely. 

 IC+/RIACT and social care staff, who provide assessments for patients with complex needs 
who are ready for discharge from an acute bed, or who have attended A&E or been admitted 
to AMU; and for patients in the community at risk of a hospital admission, referred by a GP. 

 Specialist nurses – eg: diabetes and respiratory nurses – who provide support for patients with 
specific long-term conditions. In addition, for some groups direct access is available to 
Consultant medical support. For example, Consultants provide an out-of-hours on-call advice 
service for paediatric diabetes patients.  

 We aim to have a flag on SystmOne to identify all vulnerable patients. 
 

Care Home residents are a particularly vulnerable group. In addition to the normal support 
provided by the district nursing service and others to individual patients, CDDFT also provide: 



 

19 

 

 Additional support to Care Homes in some areas as part of pilot admission avoidance 
schemes.  

 ‘flu vaccinations to residential Care Home residents via District Nurses and Community 
Matrons  

 
Although the primary responsibility does not belong to CDDFT, in the event of a Care Home 
failing and residents having to be transferred to another provider, District Nurses will work with 
social care staff to identify alternatives for all patients and to ensure their health needs are met 
during after the transfer. 

 
4.8. Elective care – flexing capacity 

 
4.8.1. Overview 

 
RTT performance also remains stable and well within target. The four specialties operating 
below target are: General Surgery, Orthopaedics, Ophthalmology and Neurology. In Q1 GP 
referrals fell by 4.1% (by 1% per working day) but non GP referrals grew 16.8% (20.5% per 
working day). 
 
The Trust agreed with Monitor a trajectory for 18 week referral to treatment. This was achieved 
in Q1 and the Trust envisages continuing achievement.  
 

Referral to treatment (national target 92%) 2017-18 

18 weeks 
RTT Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

NHSI 
Trajectory 

92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 

Actual 92.83% 93.44% 93.7%                   

Key: Green = achieved both NHSI trajectory and national standard; Amber = failed either NHSI or national standard; Red = 

failed both NHSI and the national standard  

 
4.8.2. Core Capacity and Capabilities  

 

Core Capabilities and Actions  Escalation 

CDDFT aims at all times to maintain elective activity 
and protect the availability of non-elective beds. 
 
In order to balance elective and non-elective pressures, 
irrespective of the response to our proposals to achieve 
a 18-week RTT, the Trust will: 

 Monitor waiting list fluctuations on a weekly basis 
through PTL meeting. 

 Where performance is going off track, Specialties 
will deploy a range of actions including: 

 Additional sessions by CDDFT clinicians. 

 Transfers of patients to the private sector. 

 Elective services (other than day-cases, cancer 
and urgents, but including out-patient clinics) will 
be stood down over the Christmas/New year 
holiday and the period immediately following to 
focus on non-elective demand. 

 Aim to achieve full staff complements. 

 Affirm to Consultants the need to ensure Ward 
rounds are completed in the morning. 

 Surgery representatives are 
core members of the thrice 
daily bed meetings. The 
need for access to surgical 
beds for medical boarders 
will be kept under review in 
this forum.  

 

4.9. Support services 
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4.9.1. Overview 

 
Diagnostics, therapies, theatres, estates and facilities play a significant role in patient flow. 
Additional capacity will continue to be sought in the independent sector. The continued 
availability of the 10th ITU bed at UHND, opened during last winter, will help with patient flow. 
 

4.9.2. Core Capabilities and Escalation  
 
Normal services will operate throughout the winter. Specific arrangements for Christmas/New 
Year are still to be finalised. 

 

Core Capabilities and Actions  Escalation 

Diagnostics    

Biochemistry, Haematology, Blood Transfusion and 
Microbiology: normal 24/7 service throughout.  
 
Immunology, histology and cytology: available 09.00 – 
17.00 Mon –Fri except on Bank Holidays.  
Phlebotomy: normal w/day and w/end cover with all B/Hols 
covered as per normal w/end staffing arrangements 
 
BAH Phlebotomy: no cover w/ends and B/Hols 
 
Radiology Winter arrangements  
 
DMH  

 X-ray services on site radiographer cover - 24/7. 

 CT: 09:00 – 17:00, Mon – Fri with an on call weekday 
service (after 17:00) Weekends and bank holidays – 
on call service from 9am Sat – 9am Monday. 

 Ultrasound 09:00 – 17:00, Mon – Fri and 4 hours on 
Saturday and Sunday. 

 MRI: 08:00 – 20:00 Mon – Sun 
 
UHND  

 X-ray and CT services on site radiographer cover- 
24/7. 

 Ultrasound 09:00 – 17:00, Mon – Fri and 4 hours on 
Saturday and Sunday. 

 MRI: 08:00 – 18:00, Mon – Fri. 
 
Out of Hours Reporting service 
Mon – Fri = Medica cover 5pm – 9am.  
Sat –Sunday = Medica cover 9am Sat until 9am Mon. 
 
Radiology Bank Holiday Cover arrangements 
 
25th December  

 CT – 9am – 9am. 

 Plain film – 9am – 9am. 

 No US service. 
26th December 

 CT – 9am – 9am. 

 Plain film – 9am – 9am. 

 US service – 9am – 1pm. 

 Over the Bank Holidays: 
 
The Mortuaries at UHND and 
DMH will provide an on call 
service, the technician 
contactable through the usual 
route. 
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1st January 

 CT – 9am – 9am. 

 Plain film – 9am – 9am. 

 No US service. 

Pharmacy    

Date Dispensary 
Service 

Clinical Service 

Saturday 24
th
 

Dec 2016 

9am to 2pm 
(extended opening 
time) normal 
dispensary & store 
staff 

1 extra Pharmacist 
and Technician to 
provide a ward 
based clinical 
service 

Sunday 25
th
 Dec 

2016 
CLOSED 

Monday 26
th
 

Dec 2016 

10am to 2pm (Bank 
Holiday opening 
time) normal 
dispensary & store 
staff 

No ward based 
service available 

Tuesday 27
th
 

Dec 2016 

10am to 2pm  (Bank 
Holiday opening 
time) normal 
dispensary & store 
staff 

1 extra Pharmacist 
and Technician to 
provide a ward 
based clinical 
service 

Wednesday 28
th
 

Dec 2016 
NORMAL PHARMACY SERVICE 

Thursday 29
th
 

Dec 2016 
NORMAL PHARMACY SERVICE 

Friday 30
th
 Dec 

2016 
NORMAL PHARMACY SERVICE 

Saturday 31
st
 

Dec 2016 

9am to 2pm 
(extended opening 
time) normal 
dispensary & store 
staff 

1 extra Pharmacist 
and Technician to 
provide a ward 
based clinical 
service 

Sunday 1
st
 Jan 

2017 
CLOSED 

Monday 2
nd

 Jan 
2017 

10am to 2pm (Bank 
Holiday opening 
time) normal 
dispensary & store 
staff 

No ward based 
service available 

 

 The Pharmacy department 
have agreed to extend the 
level of service over the 
festive bank holidays to 
support improved patient 
flow. 
 
Prudent use of over-labelled 
packs to accommodate 
discharges. without the need 
for dispensing in pharmacy, 
will be supported. 

Therapies    

Physiotherapy – Normal weekday/weekend cover with all 
Bank Holidays covered as per normal weekend staffing 
arrangements. 
OT – Normal weekday cover and as per normal no 
weekend or Bank Holiday cover. 

  

Theatres    

Normal services will operate except over the 
Christmas/New Year holiday.  
 
 

 Theatre activity on the Bank 
Holiday will be emergency 
lists only. Trauma/emergency 
lists proceed as usual over 
the holiday period but 
elective lists are scaled back. 

Estates and Facilities    

Normal services will operate on hospital sites.    
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APPENDIX 1: EMERGENCY PRESSURES and BED ESCALATION POLICY 

 

001 (July 2017) 
EMERGENCY PRESSURES and BED ESCALATION POLICY 2017-18.docx

 
APPENDIX 2: CRITICAL CARE ESCALATION PLAN 

 

001 ITU OPEL 
Cards.docx

001 
CDDFT_critical_care_escalation_policy May 17.docx

 
 

APPENDIX 3: BUSINESS CONTINUITY PLANNING 

 

001 Business 
Continuity Process Sept 2016.docx

 
Intranet link with Business Continuity Plans: http://intranet/communities/BCP/Pages/default.aspx  

 

APPENDIX 4: Operational Policy In-patient wards and Operational Standards 

 

Ops Policy Inpatient 
Wards_v1.2.docx

Standards_Inpatient 
Wards.xlsx

 
 

APPENDIX 5: NHSE Winter Communications plans 

 

The following Winter communications plans have been released by NHSE. 

Campaign/activity When  Who 

Stay Well This Winter 

Nationally-led campaign, 

using a range of radio, TV, 

social media and direct mail, 

encouraging people to seek 

help and advice at the first 

sign of feeling unwell.   

 

Phase 1 – 9-29 October - Flu vaccination  

Promoting uptake amongst pregnant women, 

children 2-3 and those with long term health 

conditions, particularly respiratory diseases (e.g. 

COPD or bronchitis) 

Phase 2 – 6 November to 17 December – seek 

early advice and treatment to avoid 

unnecessary admission to hospital 

Raise awareness of key messages among most at-

risk groups (adults 65 and over, those with long 

term conditions and carers). Mainly prompt those at 

risk to visit pharmacy for advice and/or treatment. 

NHS England and 

Public Health 

England 

Flu vaccine campaign 

(Cumbria and North 

East)  Specifically for asthma 

patients invited by GP for 

vaccination  

To commence early October and include: 

Posters, social media and online/digital materials. 

NHS England, 

Cumbria and North 

East 

http://intranet/communities/BCP/Pages/default.aspx
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Winter communications 

toolkit – attached. Featuring 

public relations activity and 

materials to support 

stakeholder engagement and 

media relations, underpinned 

by consistent and coordinated 

messages. 

Activity to commence by the end of September, 

including: 

 Media releases 
 Social media activity 
 Online articles 
 Stakeholder briefings 

NHS England, 

Cumbria and North 

East - toolkit content 

to be implemented 

by NHSE comms, 

and via distribution 

to NHS trust and 

CCG comms, local 

authority and 

voluntary sector 

partners. 

North East and Cumbria 

Urgent and Emergency Care 

(UEC) Network ‘surge 

management’ campaign  

Regional campaign using 

creatives (the ‘plasticine 

people’) specifically 

developed for the UEC 

network.  Focused on raising 

awareness about the best use 

of urgent care/A&E/NHS 111 

to support the delivery of 

sustainable services. 

 

Aims to support improved 

patient flow across regional 

system. 

Likely to commence in November and run for 12 

months, mapped against peak NHS activity at key 

times of the year. Will dovetail with Stay Well This 

Winter activity during applicable months. To 

include: 

 Press, radio, outdoor and digital advertising 
 On street activity 
 Leaflets, posters etc 
 Press, radio and out of home advertising 

North of England 

Commissioning 

Support Unit, on 

behalf of CNE CCGs 

and hospital trusts. 

 

 


