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Trust Board Meeting 20th December 2017 


Item 6 -  Learning From Deaths Report 


Author Name and Title: Jeremy Cundall, Medical Director 


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 To provide a summary of the Trusts Learning from Deaths. 


Summary of Key 


Issues 


To apprise the Board of any avoidable deaths within the Trust and Learning from 


deaths occurs. 


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 [National Quality Board Learning from Deaths ]      


Significant risks 


identified (if any) 


 


Action / decision 


required from the 


Board 


 


The Board is asked to note the report. 
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Mr Jeremy Cundall 
Executive Medical Director 


 
Introduction 


This board report will focus upon the mortality review process. 


 


Background 


As described in my report to Board in May 2017, the organisation is in the process of implementing the 


National Quality Board (NQB) ‘National Guidance on Learning from Deaths (2017).   The Trust published 


its Responding to Deaths policy in September 2017 in line with nationally agreed timescales and this is 


the first report to board in its new format. Information will also be included within Quality Accounts.  


County Durham and Darlington NHS Foundation Trust (CDDFT) have always had a clear mortality 


review process, reporting to board regularly, but will fully adopt the recommendations made in National 


Guidance Learning from Deaths as a way of strengthening the process, working closely with bereaved 


families.  


 


Learning from deaths dashboard – an overview 


The NQB guidance recommends that all trusts take a consistent and evidence-based approach to 


reviewing case records of adults who have died in hospital, which at County Durham and Darlington is 


the nationally recognised PRISM 2 methodology, adopted by  neighbouring trusts who form the North 


East Regional Mortality Group.  This approach assists in the identification of where care could be 


better/where excellent care has been delivered and informs judgement regarding deaths that could 


potentially have been avoided.  


In line with the NQB guidance the Trust has identified those deaths within the Trust that will have a 


mandated mortality review (as defined within the national guidance).  The data from all mortality reviews 


is presented in a dashboard, the format of which is modified from the NHS England template.  The 


dashboard presents overall data from mortality reviews and captures the number of deaths reviewed as 


‘number of deaths/deaths reviewed meeting the inclusion criteria.  The data completeness column 


indicates whether the information is either provisional or final.  


The dashboard also includes data in a separate table relating to patients with a learning disability. It 


shows those deaths which have been reviewed internally and how many have a completed or ongoing 


review as part of the national Learning Disabilities Mortality Review (LeDeR) Programme.   


Any cases where a patient’s death is perceived to be avoidable, and/or care is deemed to be poor will 


have an incident raised on the Trust incident management system to allow root cause analysis review to 


take place.  This will be performed in line with the Trust incident management policy. 


Not included within the dashboard are stillbirths and neonatal deaths.  There have been eight since April 


1st 2017, all of which have been subject to a root cause analysis investigation and have gone through the 


perinatal review meeting within the Family Health Care Group. 
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LEARNING FROM DEATHS – THEMES AND ACTION 2017 


As the new policy embeds, and priority review numbers increase, we will begin to bring learning into this 


report. Meanwhile work continues within the Trust focusing on themes that have, in the past, been 


highlighted as areas for development.   


The themes that the Trust is currently undertaking large pieces of work around are as follows: 


Sepsis 


A significant amount of work has been undertaken within the organisation to increase the recognition and 


management of sepsis.  All adult inpatients are now screened for sepsis when they have their 


observations recorded, with staff being given on screen escalation advice if a patient screens positive.  


The implementation of this, and accompanying education, has led to a dramatic improvement in 


performance with inpatient screening increasing from 46% to 100% and antibiotics within an hour in Q1 


to 95% and Q2 96%. 


 


There has been significant interest in this development nationally, with enquiries being received from as 


far afield as Portsmouth. 


Screening in the Emergency Department has been less than 100%; 70.6% in Q2.  A process has 


recently been developed to ensure all adult patients are screened within Symphony, the Emergency 


Department IT system, ensuring that 100% of adult patients presenting at the department are screened.  


This has proved successful with ED screening compliance of 100% in October and November.  However 


this has had an impact on the time to antibiotics and therefore education and improvement work 


continues to ensure that patients then receive the antibiotics within one hour of a positive sepsis screen. 


Community Acquired Pneumonia  


A community acquired pneumonia quality improvement project is currently underway in the Trust led by 


two members of the Acute Intervention Team.  The purpose of the project is to improve the management 


of patients presenting at CDDFT with community acquired pneumonia.  Compliance of documentation of 


CURB 65 was at 17.5% for the period January 2017-March 2017.  The combination of the project and 
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implementation of documentation of the score within the x-ray request system is focused upon improving 


this and therefore the management of patients with community acquired pneumonia.   


The team have developed a pathway that they are piloting within the Emergency Department and AMU 


at University Hospital of North Durham.  Prior to the launch of the pathway, on 1st November 2017, the 


team delivered education to the staff in both departments.  The pilot will run until the end of January 


2018.    


 


In order to evaluate the effectiveness of the tool the team are conducting a pre and post pilot audit of the 


management of patients with Community Acquired Pneumonia, using a regional audit tool and giving 


particular focus to documentation of a CURB-65 score and administration of appropriate antibiotics.   


Pre pilot audit results and a project update will be presented to January 2018 Resuscitation and 


Deteriorating Patient Committee and February 2018 Mortality Committee. 


Acute Kidney Injury (AKI) 


The Trust recently had an Acute Kidney Injury (AKI) Action Week.  The aim being to increase awareness 


and knowledge of the condition by pledging and completing some key actions: 


 Dissemination of the AKI Care Bundle to all wards and departments that would see patients at 


risk of/or managing patients with AKI. 


 Education to junior doctors and ward teams about the condition and how to utilise the AKI Care 


bundle if required. 


 Finalising a patient information leaflet to utilise Trust wide 


 Formulate an AKI Action Group consisting of key stakeholders to drive forward long term quality 


improvement and maintain AKI standards. 


 Promote the AKI Guidelines for Adults in hospital available on the intranet. 
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The team leading the work utilised Trust communications and social media to reach as many staff as 


possible to spread the message: 


       


 








 


Item 9 – Well-Led Plan            1 


Trust Board – 20th December 2017 


Item 9 - Well-Led Action Plan Update  


Open Session X Private & Confidential Session  


Author Warren Edge, Senior Associate Director of Assurance and Compliance   


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: 


Strategic Aim: 


See overleaf for more 


information  


To transform care pathways and develop services which deliver the  


best patient outcomes                               


To enable delivery of care by staff and in patient environments that   


provide the best patient experience                                         


To maximise our resources and relationships to sustain services and  


deliver best efficiency                                                                                   


To attract, support, engage and develop our staff to provide care they  


are proud of – best employer                                          


Purpose of Report To update the Board on the latest position with respect to the well-led framework 


action plan agreed with KPMG..  


Summary of Key 


Issues 


Item 9a sets out the status of each action. Some 63 out of 78 actions (81%) have 


now been completed. A full update was provided to the Board on 29th November 


2017. I have not, therefore, provided the full tracking spreadsheet for this meeting. 


The actions closed in the period were: 


 Action B2 – Review of Board skills, capacity and capability: This was 


completed in the November 2017 Board Seminar 


 Actions Q4 and M8 – relating to the operation of the Clinical Quality and 


Safety Panel (CQSP). CQSP is to be stood down for a trial period in favour of 


Shwartz Rounds as there is now considerable overlap between CQSP and 


other meetings and Care Group participation has dwindled. Executive 


Directors consider that those discussions between Care Group Clinical 


Directors which have added value at CQSP can be covered within Executive 


and Clinical Leadership Committee meetings.  


 Action L2 – Register of Board Members’ Training. This is now in place wthin 


the Foundation Trust Office. 







 


Item 9 – Well-Led Plan            2 


 


 As noted in my report to the Board in November 2017, the majority of the 


remaining actions involve iterative developments. Once the action plan is reduced 


to these items, reporting will default to a quarterly summary of further 


developments.  


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) 


None.  


Action / decision 


required from the 


Board 


The Board is asked to note the progress in implementing the well-led framework 


action plan, and to seek any further information required. 


 


 








Head Office
Oak House


Hertfordshire
WD24 4QN


Tel: 01923 366800
www.nhsbt.nhs.uk


November 2017


Dear Mrs Jacques and Mr Cundall,


Thank you for helping the UK with the ambition of becoming world class in the area of organ donation and
transplantation. This letter explains what we would like you to do to help with that ambition by ensuring best quality
of care in organ donation on every occasion.


Taking Organ Transplantation to 2020: Trust Performance - Apr-Sep 2017


From 2 consented donors, County Durham and Darlington NHS Foundation Trust facilitated one actual solid
organ donor resulting in 2 patients receiving a life-saving or life-changing transplant during the time period.


Best quality of care in organ donation - Apr-Sep 2017


When compared with the national average, during the time period your Trust was:
• Exceptional for the referral of potential organ donors to NHS Blood and Transplant's Organ Donation Service
• Average for Specialist Nurse presence when approaching families to discuss organ donation


Best quality of care in these areas must be followed at all times if we are to become world class in saving and
improving lives through organ transplantation. See NICE Clinical Guidance 135. The activity data in this letter
may also be used for Care Quality Commission (CQC) inspections.


• Your Trust referred 13 potential organ donors to NHS Blood and Transplant's Organ Donation Service during the
time period. There were no occasions where potential organ donors were not referred.
• A Specialist Nurse was present for 6 organ donation discussions with families of eligible donors. There was 1
occasion where a Specialist Nurse for Organ Donation was not present for the organ donation discussion.
• Your Trust therefore missed 1 opportunity out of 20. The best performing Trust similar to yours missed 0.


What we would like you to do


• Ensure your Trust misses no opportunities to make a transplant happen. In addition to the information provided in
this letter, detailed information is also available on request from your Specialist Nurse for Organ Donation.
• Discuss performance data at the Board with support from your Organ Donation Committee Chair and Clinical
Lead for Organ Donation.


Why it matters


• 65 people benefitted from a life-saving or life-changing solid organ transplant in the North East, in the first six
months of 2017/18.
• However, in the North East 7 people died on the transplant waiting list during this time and 260 people were still
waiting at 31 October 2017.


Thank you for your ongoing support for organ donation and transplantation.


Yours sincerely,


Ian Trenholm
Chief Executive
NHS Blood and Transplant
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Item 5b - Nursing and Midwifery Ward Staffing Report – November 2017 


Author Brian Nicholson eRostering Matron 


Noel Scanlon Executive Director of Nursing 


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 


To inform executive team of monthly key themes around safe staffing and Agency/bank 


spend. 







 
Summary of 


Key Issues 


 October 2017 workforce reports show there was an increase to 204.87 RN (WTE) vacancies (taking 
account of frozen posts and appointments under process). However, for the first time, we had a surplus 
of 13.70 HCA (WTE). This is believed to be due to Band 4 EU nurses still awaiting registration. 


Increased accuracy with reporting on current vacancies has aided this most recent evaluation. The 
Nurse recruitment committee continue to meet on a monthly basis to ensure data quality and accuracy 
continue to improve. 


 Graduate recruitment: the graduating cohort of Teesside University students were selected at a 
graduate recruitment day on October 8


th
. 61 graduates (44 Adult from Teesside University, 12 Adult 


from other Universities and 5 Paediatric) are due to register between January and March 2018. A 
dedicated graduate recruitment bureau has been established to manage their recruitment process. 


 The Return to Practice Steering Group, led by Julie Race and Heather Watson continue their current 
approach to identifying nurses in the locality who have let their registration lapse and are looking at 
pioneering a different approach to supporting those identified to return to the NHS, specifically, to join 
our trust. With the incoming January 2018 Return to Practice cohort, 5 candidates will take the Trust 
pilot route whilst only two will take the traditional route. The new trust pilot route has been seen to 
improve candidate retention rates. 


 In relation to the planned against actual, the Trust had understaffed by 5445 Registered hours, but 
overstaffed by a substantial 12160 unregistered hours; with has led to a net overstaffing of 6715 hours 
in total. More wards appear to be over-budgeting their daily staffing with HCA’s in comparison with last 
month, but the quantities used per ward seem to have reduced in most cases. This is currently being 
reviewed at Care Group level and Ward Managers are being requested to cover like for like to ensure 
safe and effective staffing. 


 ED UHND have completed a BEST (Baseline Emergency Staffing Tool) review covering January to 
October 2017. The review and results, although somewhat restricted in the timeline covered, clearly 
indicate a need to manage surge more effectively. Ordinary trust standardised shifts are not the answer, 
as can be seen in the results. The majority of time, ED at UHND is overstaffed but on Sundays and at 
peak times such as lunch and evening rush hours, surge takes over and staffing suffers. The paper, 
which advocates  limited dual shift coverage, will be available to the board this month. This warrants 
further investigation and further sufficiently detailed, twice yearly reviews to extrapolate any form of 
solution. The eRostering matron is meeting with the Matrons from ED UHND and ED DMH, as well as 
Jayne McClelland to take this process forward in the New Year. 


 The manager of temporary staffing services, Adam Watson recently quoted that there was a direct 
correlation between agency usage falling this year against the new policy of restricting unfilled bank 
shifts being sent directly to agency without prior matron approval. HCA agency had certainly seen a 
subsequent fall since March for 5 months, but has increased again for a third month in succession back 
towards the March 2017 levels and we need to continue to monitor closely. 


 This month, 21 out of the 43 in-patient areas have completely stopped using agency and most of those 
left used less than 50hrs a month. Ward 1 C-L-S, Ward 3 AMU, Ward 5 UHND, Ward 6 UHND, Ward 
14 UHND and Ward 16 UHND are the identified areas of concern for a marked increase in agency. 


Notably, nearly all these areas are from one hospital site, UHND.  


 Enhanced rates for Band 6 and Band 7 nurses across the trust have been agreed. This is in line with 
the preparation to avoid overtime usage from December as discussed below. Feedback on the go-live 
will be in next month’s paper but overtime usage by RN’s in the in-patient arena have already seen a 
marked reduction this month. 


 Overtime is currently available as an option for RNs working hours above 37.5 per week. It is proposed 
that overtime is considered an absolute last resort as of 4


th
 December 2017. However, usage of 


additional hours for part-time staff should still be encouraged as this is the lowest rate of pay available 
without harming quality of care. The Temporary Staffing Manager Adam Watson and the eRostering 
matron Brian Nicholson have produced an overtime matrix that should ensure overtime remains the last 
choice for employee additional payment. This has also been amended to policy and submitted to the 
relevant groups for review. 


 It has always been anticipated that the electronic rostering system would be rolled out to all nursing staff 
within the trust to give senior management and the board an effective umbrella overview of day to day 
nurse staffing management. Suggested completion of this rollout by October 2018 has been identified 
by Lord Carter and is a current Audit objective. Although this is continuing with a number of 9-5 hour 
nursing departments, engagement has also commenced with the various Trust out-patients areas, the 
last large bastions of manual staff management. OPD services at Darlington have agreed to pilot the 
new electronic methods of recording substantive and bank staff allocation, with a perceived rollout to all 
OPD’s within the New Year. However, the system is now utilising maximum usage of current cloud 
licences due to the rapid growth of the temporary nursing bank system. BN is to submit a paper to 
discuss the various options open to the trust and it is perceived this paper will go to ECL in December 
for discussion and agreement on further action. 


 The Trust Board will continue to be advised of further developments in the nursing and midwifery 
staffing arena. 


 







 
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) 


On-going risk with nationwide shortage of RN’s and maintaining safe and quality staffing 


environment within the trust in-patient areas. 


Action / 


decision 


required 


from the 


Board 


The Board is asked to receive this report and decide if any further actions and/or information 


are required. 


 


  







 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


Nursing & Midwifery  


Ward Staffing – November 2017 
Noel Scanlon – Executive Director of Nursing 


Brian Nicholson – Matron: eRostering Lead 


 


 


 


Prepared for Trust Board meeting:  December 20th , 2017  


 


 







 


 


NURSING AND MIDWIFERY ESTABLISHMENTS REPORT 


EXECUTIVE SUMMARY 


This report confirms on-going compliance with the requirement to publish monthly aggregated nursing and 
care assistant staffing levels, in accordance with NHSI’s, The NQB’s and the CQC’s requirements.  


Furthermore it provides outline detail in the context of local priorities for progression towards the utilisation 
of robust nurse roster data and information to support and evidence local staffing practice and national safe 
staffing guidance. 


The Trust Board is requested to: 


 Receive this report, 


 Decide if any if any further actions and/or information are required. 


Highlights to this report include:  


 October 2017 workforce reports show there was an increase to 204.87 RN (WTE) vacancies (taking 
account of frozen posts and appointments under process). However, for the first time, we had a 
surplus of 13.70 HCA (WTE). This is believed to be due to Band 4 EU nurses still awaiting 
registration. Increased accuracy with reporting on current vacancies has aided this most recent 
evaluation. The Nurse recruitment committee continue to meet on a monthly basis to ensure data 
quality and accuracy continue to improve. 


 Graduate recruitment: the graduating cohort of Teesside University students were selected at a 
graduate recruitment day on October 8th. 61 graduates (44 Adult from Teesside University, 12 Adult 
from other Universities and 5 Paediatric) are due to register between January and March 2018. A 
dedicated graduate recruitment bureau has been established to manage their recruitment process. 


 The Return to Practice Steering Group, led by Julie Race and Heather Watson continue their 
current approach to identifying nurses in the locality who have let their registration lapse and are 
looking at pioneering a different approach to supporting those identified to return to the NHS, 
specifically, to join our trust. With the incoming January 2018 Return to Practice cohort, 5 
candidates will take the Trust pilot route whilst only two will take the traditional route. The new trust 
pilot route has been seen to improve candidate retention rates. 


 In relation to the planned against actual, the Trust had understaffed by 5445 Registered hours, but 
overstaffed by a substantial 12160 unregistered hours; with has led to a net overstaffing of 6715 
hours in total. More wards appear to be over-budgeting their daily staffing with HCA’s in comparison 
with last month, but the quantities used per ward seem to have reduced in most cases. This is 
currently being reviewed at Care Group level and Ward Managers are being requested to cover like 
for like to ensure safe and effective staffing. 
 


 ED UHND have completed a BEST (Baseline Emergency Staffing Tool) review covering January to 
October 2017. The review and results, although somewhat restricted in the timeline covered, clearly 
indicate a need to manage surge more effectively. Ordinary trust standardised shifts are not the 
answer, as can be seen in the results. The majority of time, ED at UHND is overstaffed but on 
Sundays and at peak times such as lunch and evening rush hours, surge takes over and staffing 
suffers. The paper, which advocates a limited dual shift coverage, will be available to the board this 
month. This warrants further investigation and further sufficiently detailed, twice yearly reviews to 
extrapolate any form of solution. The eRostering matron is meeting with the Matrons from ED UHND 
and ED DMH, as well as Jayne McClelland to take this process forward. 


 The manager of temporary staffing services, Adam Watson recently quoted that there was a direct 
correlation between agency usage falling this year against the new policy of restricting unfilled bank 
shifts being sent directly to agency without prior matron approval. HCA agency had certainly seen a 
subsequent fall since March for 5 months, but has increased again for a third month in succession 
back towards the March 2017 levels and we need to continue to monitor closely. 







 
 


 This month, 21 out of the 43 in-patient areas have completely stopped using agency and most of 
those left used less than 50hrs a month. Ward 1 C-L-S, Ward 3 AMU, Ward 5 UHND, Ward 6 
UHND, Ward 14 UHND and Ward 16 UHND are the identified areas of concern for a marked 
increase in agency. Notably, nearly all these areas are from one hospital site, UHND.  


 Enhanced rates for Band 6 and Band 7 nurses across the trust have been agreed. This is in line 
with the preparation to avoid overtime usage from December as discussed below. Feedback on the 
go-live will be in next month’s paper but overtime usage by RN’s in the in-patient arena have 
already seen a marked reduction this month. 


 Overtime is currently available as an option for RNs working hours above 37.5 per week. It is 
proposed that overtime is considered an absolute last resort as of 4th December 2017. However, 
usage of additional hours for part-time staff should still be encouraged as this is the lowest rate of 
pay available without harming quality of care. The Temporary Staffing Manager Adam Watson and 
the eRostering matron Brian Nicholson have produced an overtime matrix that should ensure 
overtime remains the last choice for employee additional payment. This has also been amended to 
policy and submitted to the relevant groups for review. 


 It has always been anticipated that the electronic rostering system would be rolled out to all nursing 
staff within the trust to give senior management and the board an effective umbrella overview of day 
to day nurse staffing management. Suggested completion of this rollout by October 2018 has been 
identified by Lord Carter and is a current Audit objective. Although this is continuing with a number 
of 9-5 hour nursing departments, engagement has also commenced with the various Trust out-
patients areas, the last large bastions of manual staff management. OPD services at Darlington 
have agreed to pilot the new electronic methods of recording substantive and bank staff allocation, 
with a perceived rollout to all OPD’s within the New Year. However, the system is now utilising 
maximum usage of current cloud licences due to the rapid growth of the temporary nursing bank 
system. BN is to submit a paper to discuss the various options open to the trust and it is perceived 
this paper will go to ECL in December for discussion and agreement on further action. 


 The Trust Board will continue to be advised of further developments in the nursing and midwifery 
staffing arena. 


Assurance statement  


In light of the above mitigating actions the Executive Director of Nursing is assured that there is sufficient 
resilience – not withstanding some hot spot areas – to ensure that every ward is safely staffed and able to 
meet patient demand.   
 


 


 







 


NURSING AND MIDWIFERY ESTABLISHMENTS REPORT 


1. PURPOSE OF THIS REPORT 


The purpose of this report is to confirm on-going compliance with the requirement to publish monthly 
aggregated nursing and care assistant staffing levels, in accordance with NHS England’s, The NQB’s and 
the CQC’s requirements.  


Furthermore it provides outline detail in the context of local priorities for progression towards the utilisation 
of robust nurse roster data and information to support and evidence local staffing practice and national safe 
staffing guidance. 


The Trust Board is requested to: 


 Receive this report, 


 Decide if any if any further actions and/or information are required. 


2. EXPECTATION 7  


Expectation 7 of the NQB’s standards requires Trust Boards to receive monthly updates1 on workforce 
information, and that staffing capacity and capability is discussed at a Trust Board meeting in public at least 
every six months on the basis of a full nursing and midwifery establishment review.   


The first specific requirement of Expectation 7 is for provider trusts to upload the staffing levels for all in-
patient areas on a monthly basis into the national reporting database.  These are then published via the 
NHS Choices Website alongside other quality indicators for each trust, with a hyperlink to each trust’s web 
page for more specific information.   


The Trust Board is advised that the Trust continues to comply with the requirement to upload and publish 
the aggregated monthly nursing and care assistant (non-registered) staffing data for inpatient areas.  The 
data within these represents only high level aggregated averages.  However it can be contextualised to 
support an analysis of roster practice through an understanding of data and reasons for what appear as 
anomalies in some cases. 


2.1 Analysis of aggregated monthly nursing and care assistant (non-registered) staffing data for 
inpatient areas November 2017 


Inpatient staffing levels are aggregated by ward and site and provide an average overall fill rate against 
planned and actual staffing for registered nurses/midwives and care assistants for days and nights.   


The high level aggregated averages are expressed in percentage terms which often translate as low whole 
time equivalent (WTE) numbers.   


The mix of average fill rates for registered midwives and care assistants on each ward is variable. These 
figures represent the skill mix between registrants and care assistants. A higher than planned percentage 
of care assistants often balances with a reduction in registered fill rates to provide available hours with a 
different, but safe skill mix.  


The aggregated data can be utilised within care groups to support challenges in roster practice through 
provision of Care Group specific reports for review and action.   


The Unify staffing data is submitted to the Department of Health on a monthly basis. The information 
gathered is in relation to inpatient care across 43 wards and is split into the categories listed below. 


 Registered Nurse/Midwife hours; planned and actual for days  


 Registered Nurse/Midwife hours; planned and actual for nights  


 Unregistered care hours; planned and actual for days (Health Care Assistant/Midwifery Care 
Assistant/ Assistant Practitioners)  


                                                           


1 Where Trust Boards do not meet in public monthly, this is to be presented at every Trust Board meeting in public when they occur. 


 







 


 Unregistered care hours; planned and actual for nights (Health care Assistant/Midwifery Care 
Assistant/ Assistant Practitioners) 


The planned staffing is based on the budgeted staffing hours. The uplift in registered staff has resulted in 
an expected drop for the average fill rate on days, especially the ALTC wards. 


2.2 Ward staffing analysis: CDDFT (43 Wards)  


In relation to the planned against actual, the Trust had understaffed by 5445 Registered hours, but 
overstaffed by a substantial 12160 unregistered hours; with has led to a net overstaffing of 6715 hours in 
total. More wards appear to be over-budgeting their daily staffing with  HCA’s in comparison with last 
month, but the quantities used per ward seem to have reduced in most cases. This is currently being 
reviewed at Care Group level and Ward Managers are being requested to cover like for like to ensure safe 
and effective staffing. 
 
2.3 Reporting by Exception 


The author has attached the total number of overtime and additional hours utilised by every clinical area 
within CDDFT for November 2017: 


Additional Hours 1823.25 


Overtime 1896.83 


 


Overall overtime usage is down 1313 hrs in November 2017, whilst additional hours paid also decreased 
26 hrs. a great savings overall on last month.  


2.4 Monthly Model Ward Identified 


As promised at the recent sisters’ away day discussion, the author has decided to identify good practice as 
well as bad. 


This month, 21 out of the 43 in-patient areas have completely stopped using agency and most of those left 
used less than 50hrs a month. Ward 1 C-L-S, Ward 3 AMU, Ward 5 UHND, Ward 6 UHND, Ward 14 UHND 
and Ward 16 UHND are the identified areas of concern for a marked increase in agency. Notably, nearly all 
these areas are from one hospital site, UHND.  


16 out of 43 in-patient areas have completely stopped using overtime with a further 22 areas using less 
than 50hrs of overtime per month. This is an improvement on last month. Ward 31 and 52 DMH and 
Sedgefield hospital continue to be the identified heavy users but as previously discussed, Ward 52 DMH is 
utilising the best cost efficient HCA usage in the trust whilst maintaining quality of care. Ward 31 DMH and 
Sedgefield Hospital remain the areas to be targeted ahead of the perceived overtime ban effective from 
04/12/2017. 


Only one area, again Ward 18 BAGH, utilised very light bank and additional hours usage. Overall, they 
continue to be identified as the most self-staffing efficient area for November 2017.  


 


 


3.  Staffing management actions 


In December 2017 the Board should note that plans to improve the consistency of ward staffing 
continues through: 


Recruitment  


 Graduate recruitment: the graduating cohort of Teesside University students were selected at a 
graduate recruitment day on October 8th. 50 graduates (33 Adult from Teesside University, 12 Adult 
from other Universities and 5 Paediatric) received offers of employment. They are due to take up 







 
post on January 22nd, 2018. A dedicated graduate recruitment bureau has been established to 
manage their recruitment process.  


 Active local recruitment abroad – Julie Race continues with the organised recruitment of EU nurses 
from Italy and starting dates for further Cohorts have already been arranged, with the last group 
recently arriving on June 22nd 2017. Noel and Julie are currently reviewing other avenues of 
overseas access. The Indian market has been reviewed but the potential workforce that could arrive 
in this country has just not materialised to date. Other eastern options such as the Philippian Islands 
bring their own time limit restrictions and would still be progressed under the IELTS training regime. 
One course of action is to ensure the IELTS course has been passed prior to the successful 
candidate being brought into the country. Further avenues of staff recruitment continue to be 
explored. 


 The Return to Practice Steering Group, led by Julie Race and Heather Watson continue their 
current approach to identifying nurses in the locality who have lapsed their registration and are 
looking at pioneering a different approach to supporting those identified to return to the NHS, 
specifically, to join our trust. Currently, the October 2017 intake comprises 1 candidate on the Trust 
pilot (salaried) route and 5 on the traditional (bursary) route. With the incoming January 2018 Return 
to Practice cohort, 7 candidates will take the Trust pilot (salaried) route whilst only 2 will take the 
traditional (bursary) route. The new trust pilot route has been seen to improve candidate retention 
rates. 


 October 2017 workforce reports show there was an increase to 204.87 RN (WTE) vacancies (taking 
account of frozen posts and appointments under process). However, for the first time, we had a 
surplus of 13.70 HCA (WTE). This is believed to be due to Band 4 EU nurses still awaiting 
registration. Increased accuracy with reporting on current vacancies has aided this most recent 
evaluation. The Nurse recruitment committee continue to meet on a monthly basis to ensure data 
quality and accuracy continue to improve. 


 The Temporary staffing team are still actively promoting the employment of staff through recruitment 
days Interviewing panels are being held on a regular basis to employ further RN and HCA bank 
staff. New Monitor rules on the use of Agency nurses are aimed at improving the reliability and 
consistency of supply from partner agencies through the development of framework agreements. 
The neutral vendor process has now been live since the 25th January 2016. From the graph 
forecasts, savings are evident in temporary staffing usage. Bank nurses now receive lower 
enhanced rates of pay following the rate reduction in February 2017 and Agency usage is at an all-
time record low this month. RN enhanced rates have now been further reviewed in August 2017. 
More explicit information is held within the body of this report. 


 There are plans to move medical staff onto a similar “neutral vendor” process as nurses currently 
adhere to for agency and locum use. This should bring further financial savings to the Trust given 
previous experience. This plan and processes are currently going through the final agreement 
discussions. Adam Watson will report further on this in the coming months. 


 Both Consultants and junior doctors are being scheduled to become much more involved within the 
trust electronic rostering system (HealthRoster). Consultants job plans are 93% complete and Ann 
Sewell plans to start rolling out Junior Doctors in eRostering from this month, with ED and UCC 
medical areas moving over first, with a go-live planned for December 2017. HealthRoster has 
recently been upgraded to manage this new transition. 


 More intensive support of nurses on sick leave. Sickness reporting in ESR remains an issue. There 
are plans for HealthRoster to interface with ESR and plans for manager self-service to rollout over 
the coming months. The recording of the reasons for sickness also needs to improve. Sickness 
reporting reasons have recently been enhanced in HealthRoster by the author and he has been in 
recent discussions with Human Resources to ensure the increased efficiency in sickness reporting 
to the Department of Health. 


 A more considered approach to back filling nurses on maternity leave. Maternity leave in its current 
form is not involved in the 21% uplift calculation with Ward budgets but the back fill for maternity is 
certainly now being covered by less expensive substantive and temporary staffing usage. 







 


 Improved business planning for nursing services to better capture demand and supply issues. Bed 
escalation remains a constant issue at a time of financial restraint. However, the new patient flow 
process has now gone live. The Rostering Bureau matron Brian Nicholson is currently submitting a 
business case for an add-on system to HealthRoster called “SafeCare – LIVE”. This will certainly aid 
free movement of staff to hotspot areas and give a more in-depth view of acuity and other factors 
that influence safe staffing daily. The same system will also be able to quickly monitor any issues as 
a result of RN bank rate reductions in the future and ensure safe staffing in real-time. 


            Staffing management  


 The trust standardised shift times introduced Trust wide went Live on 14/11/2016. EWTD is being 
constantly monitored through the electronic rostering system to assure adherence. This seems to 
be going well overall. There have been a small number of breaches reported to gold command and 
as a result, a further memo has now been circulated by Noel Scanlon. 


 E-Rostering, safer staffing and temporary staffing Policies have now all been submitted through the 
senior Nursing and Midwifery group on 8th December 2015. They will support and advise in 
promoting overall better management of staffing within the trust. There continues to be bad practice 
within the Trust when it comes to rostering staff and we need to ensure all the policies are re-
enforced. To this end, BN has introduced a trust wide Rostering calendar. This assures 4 week 
block off duty are produced in sufficient time to adhere to trust policy and organise use of optimal 
temporary staff levels where required. This new process also allows for a further level of quality 
assurance by ensuring the matrons approve the off duty produced by the Ward Managers and their 
deputies. This is now underway and most wards are adhering to the new roster calendar process. 
This means that identified staffing shortfall shifts have recently been submitted to the temporary 
staffing department in record time. In conjunction with this, the Lord Carter report has also been 
circulated with recommendations for best standards in roster production. Two thirds of these 
recommendations are already in place or in the process of being introduced to the nursing areas 
within the trust. Further plans are being drawn up to ensure all of Lord Carters recommendations 
are implemented within the next 12-24 months as priorities allow and a further policy update is 
planned for December 2017. 


 BN has recently discussed one further initiative around monitoring staffs contractual hours rolling 
balances. Communications have gone out to all ward/department leads with staff currently on 
HealthRoster to have them review their staff balances. All positive balances needed to be taken 
where possible by 05/12/2016 then it is anticipated the Trust can review these balances and 
regularly monitor/utilise before going to bank/agency spend. BN is meeting with Adam Watson from 
Temporary Staffing to ensure this process is formally introduced to the current flow chart and the 
amended Roster Policy. 


 BN was piloting “auto roster” in two ward areas. Ward 13 UHND and Ward 41 DMH. However, Ward 
13 UHND have withdrawn from the pilot as a result of changes that were implemented within the 
ward configuration over the coming month of October. As a result, the plans to auto roster wards 
have been postponed until the New Year. 


 Management/supervisory time is factored into all budgets, allowing Band 7’s 0.8wte of their full-time 
working week as management/supervisory time. Recent discussions around the reporting of this 
with an outstanding CQC action still highlighted the need for managers to correctly record this in 
HealthRoster. Reporting from HealthRoster has vastly improved but a number of managers have 
still been identified incorrectly reporting this which then does not show up on the monthly reporting 
spread sheets. A further communication has gone out to ward managers in an effort to reduce this 
practice. 


 De Poel replaced Talent on the 17th October 2016 as the Trusts Neutral Vendor for the supply of 
agency nurses. The transition from Talent to De Poel was a smooth one and the average fill rates 
for shifts released to agency is currently 71%. 


 All nurse fill for general wards is at current agency capped rates. The exception is Theatres where 
an escalated rate is being paid (February 2016 Cap) in order to maintain supply, however, this rate 
was cut in February 2017 from the November 2015 (NHSI) capped rate to the February 2016 







 
(NHSI) capped rate. As Theatres remain only one of a few high rate agency usage areas, this 
capped rate is currently being reviewed in August alongside RN enhanced bank rates. 


Bank and Agency Fill Rate 


 Bank and Agency fill rates for the financial year to date are below. These figures are generated from 
the Allocate Bank Staff module and are an accurate reflection of the number of shifts requested and 
filled trust wide. 


            Temporary Workforce Distribution 


 The target fill rate for RN bank was set at 85% in early 2015. The rationale being that having 85% of 
the RNs used to fill temporary vacancies on the trust bank would negate the need for agency use. If 
current fill rates are maintained then between the bank and De Poel the combined fill rate at capped 


rate 


would be 85%. 


Month 


RN HCA 
RN Fill Rates HCA Fill Rates 


Hours 
Requested 


WTE 
Requested 


Hours 
Filled 
Bank 


Hours 
Filled 


Agency 


Hours 
Requested 


WTE 
Requested 


Hours 
Filled 
Bank 


Hours 
Filled 


Agency 
Bank Agency Bank Agency 


June 25,887  196  22,173  961  21,087 160 18,848 590 85.65% 3.71% 89.38% 3.13% 


July 28,691  217  24,335  1,214  23,785 180 20,431 1,056 84.82% 4.23% 85.90% 5.17% 


August 31,897  241  26,229  1,512  25,675 194 22,874 814 82.23% 4.74% 89.09% 3.56% 


Sept 31,748 240  26,415  1,284  25,663 194 22,136 957 83.20% 4.04% 86.26% 4.32% 


Oct 32,475 246  27,180 1,385  23,852 180 20,205 1,273 83.70% 4.26% 84.71% 6.30% 


Nov 28,545 217  24,169 1507  25,697 194 22,271 1002 84.67% 5.28% 86.67% 3.90% 


              


RN Bank Pay Rate 


 It was proposed that the bank RN rate now be reduced by £1 per hour (day rate) to £18 per hour on 
1st October 2017 as opposed to the £2 per hour reported last month. The table below compares the 
current and proposed RN bank rates to RN substantive and agency rates. All rates are those paid to 
the worker. This was agreed and takes effect in October 2017. A close scrutiny of Octobers data will 
be required to see if this drop in rate has any measurable effect 


 Current Rate 
Paid to 
worker 


Proposed 
Rate paid to 
worker 


Substantive 
Rate Band 5 
(midpoint) 


Substantive 
Rate Band 6 
(midpoint) 


Substantive 
Rate Band 7 
(midpoint) 







 
 


Enhanced rates for Band 6 and Band 7 nurses across the trust are currently being discussed. This in line 
with the preparation to avoid overtime usage from December as discussed below. Further information on 
this will be discussed in next month’s paper. 


Theatre Agency Workers and ODP’s 


 Theatre agency nurses and ODPs are currently paid an escalated day rate of £28.80 (day rate) 
which matches the November 2015 NHSI agency capped rate. The rate was £38.40 prior to 
February 2017 when it was reduced to its current level.  It is proposed that the rate is reduced 
further to the April 2016 cap of £.22.34 (prior to March 2017 uplift). Agency data demonstrates that 
Theatres continue to utilise agency staff however and have used an average of 22 shifts per week 
in August 2017. If Theatres plan to continue to use agency staff beyond the end of August 2017 
despite assurances given in February then there a risk will exist that Theatre productivity will be 
impacted. As Theatres also utilise bank staff then a reduction in both rates could result in a ‘double 
whammy’ for operation theatres. Recent discussions have taken place around Theatre rates, but 
currently, there are no plans to reduce these rates, at least until well into 2018.      


Overtime 


 Overtime is currently available as an option for RNs working hours above 37.5 per week. It is 
proposed that overtime is considered an absolute last resort as of 4th December 2017. However, 
usage of additional hours for part-time staff should still be encouraged as this is the lowest rate of 
pay available without harming quality of care. The Temporary Staffing Manager Adam Watson and 
the eRostering matron Brian Nicholson are currently working on an overtime matrix that should 
ensure overtime remains the last choice for employee additional payment. This will be introduced 
into draft policy and submitted to the relevant groups for review. 


SafeCare - Live 


 The Matron for e-rostering is currently preparing a business case for the introduction of SafeCare - 
Live. This system gives live safe staffing data based on staffing levels and patient acuity at the time 
it is accessed. Staff can then be safely redeployed to the most appropriate areas. This system 
would have undoubted benefits for the Trust and has the potential to help mitigate the risk of a bank 
rate decrease. However, further discussions and agreement are needed to ensure this system 
would align with NerveCentre, to prevent duplication of patient acuity scoring. 


 


 


Monitoring 


 The Staff Bank and Agency manager will monitor fill rates on a daily basis providing a twice weekly 
report to the Executive Director of Nursing. Those reports will be agendered at the weekly Executive 
Directors and Executive Clinical Leads meetings. Bank and Agency utilisation will continue to be 
discussed at the Senior Nurse and Midwifery Leadership Group and will be included in the quarterly 
board reports. In the unlikely event that a drop in fill rates resulted in an unacceptable level of risk 
then the Trust could reverse its decision as early as the 1st November. Total hours of nursing 
overtime will be reported and monitored monthly by the Senior Nurse and Midwifery Leadership 
group. Matrons will be asked to account for the overtime usage in their areas. 


Safer staffing evaluation 


 The Roster Bureau Matron, Brian Nicholson (BN) conducted a Safer Nursing Care Tool Audit 
throughout the trust during January and July 2017. The results of the audit have now been 
submitted to the SNMAHPLG. A further safer staffing audit covering January 2018 is currently has 
now been planned for the adult in-patient areas. This will take place between 15th January 2018 and 


Day £19.00 £18.00 £13.07 £15.68 £18.72 


Sat/Night £24.70 £23.40 £16.99 £20.38 £24.34 


Sun/BH £30.40 £28.80 £20.91 £25.09 £29.95 







 
the 9th February 2018 . Results will be reported on and findings available to the February 2018 
board. This will allow ward establishment adjustments in March 2018 before the financial year end. 


 The NHSI are currently looking at draft guidance resources are expected to be published early 2018 
on Paediatric nursing and Emergency department nursing. It is then anticipated that these areas will 
participate in the twice yearly safe staffing audits as of July 2018.  


However, ED UHND have already completed a BEST (Baseline Emergency Staffing Tool) review 
covering January to October 2017. The review and results, although somewhat restricted in the 
timeline, clearly indicate a need to manage surge more effectively. Ordinary trust standardised shifts 
are not going to work as can be seen in the results. The majority of time, ED at UHND is 
overrstaffed but on Sundays and at peak times such as lunch and tea-time, surge takes over and 
staffing suffers. 


This warrants further investigation and further sufficiently detailed, twice yearly reviews to 
extrapolate any form of solution. The eRostering matron is meeting with the Matrons from ED UHND 
and ED DMH, as well as Jayne McClelland to take this process forward. 


Operating Theatres rostering  


 All Trust Theatres have now been set up on the HealthRoster system. Off duties and bank/agency 
are now being recorded electronically. The trust is already seeing the benefits from recording 
temporary staffing usage.  


Rest of Nursing Rollout 


 It has always been anticipated that the electronic rostering system would be rolled out to all nursing 
staff within the trust to give senior management and the board an effective umbrella overview of day 
to day nurse staffing management. Suggested completion of this rollout by October 2018 has been 
identified by Lord Carter and is a current Audit objective. Although this is continuing with a number 
of office hour nursing departments, engagement has commenced with the various Trust out-patients 
areas, the last large bastions of manual staff management. OPD services at Darlington have agreed 
to pilot the new electronic methods of recording substantive and bank staff allocation, with a 
perceived rollout to all OPD’s within the New Year. However, the system is now utilising maximum 
usage of current cloud licences due to the rapid growth of the temporary nursing bank system. BN is 
to submit a paper to discuss the various options open to the trust and it is perceived this paper will 
go to ECL for discussion and agreement on further action. 


 


Nurse Associates 


Julie Race has just given a recent update on the Trusts Nursing Associate Pilot scheme. The trust 
has successfully recruited 6 nurse associate trainees, 4 of which will be working with an acute 
setting and 2 within a community setting. The scheme is a 2 year (45) week work based program 
leading to a Level 5 certification which is NMC regulated and subject to revalidation. Although not 
backfilled, it is anticipated they will be a welcome addition to staffing manpower and quality nursing 
care. 


Midwifery Services 


Maternity services throughout the Trust utilise a real-time system called BirthRate + to monitor staffing 
against patient acuity. Data is input 4 hourly.  


The matron’s have agreed to produce monthly figures in relation to this but the system does only cover the 
labour wards for both hospitals. Ward 10 and 61 presently come under the monthly Unify safe staffing 
umbrella. Copies of the full reports for both hospitals are also forwarded to Jo Crawford, Head of Maternity 
Services with a full breakdown of reasons for M/W shortfalls. 


Hospital Acuity met Up to 2 x M/W 
short 


Greater than 2 x 
M/W short 







 
 


Data 


collection compliance: 


UHND: 98.2% 


DMH: 89% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%) 


NHSI Carter eRostering Review 


In March 2017, the NHSI contacted the trust by letter, informing us that they were going to contact the 
rostering lead for data to compare our current eRostering position against Lord Carter’s recommendations. 
This data review covers, medical, pharmacist and AHP rostering implementation, as well as the current 
nursing coverage. 


The Carter Rostering Task and Finish Group, whose group covers all the above areas, had met for the first 
time in April 2017. Nursing and temporary staffing are on target to meet the Carter objectives by October 
2018, but need to review the recording of CHPPD within the trust. Consultant job plans were due to be 
completed by March 31st but only 60% have been completed. Junior doctors are due for rollout starting 
August 2017 with preliminary areas going live in December 2017. 


Pharmacy and AHP services currently have their rotas recorded on spread sheet on a Trust shared drive 
and complete annual leave cards. All salary payments are calculated manually by submission of paperwork 
to payroll etc. The current Allocate HealthRoster system contract does not cover use by Pharmacy and 
AHP services. Those services do have identified leads for rostering and there is a need to assess Allocate 
HealthRoster system use within Pharmacy and AHP services and subsequent submission of business 
cases. The task and finish group have now completed their current tasks and have fed back the relevant 
information to the NHSI. The group are now awaiting the results of the questionnaire (which still have not 
been published) and the author will formally report back to Noel Scanlon and Morven Smith once the 
results are known. 


2017-2018 Nursing Budgets 


April has seen the introduction of the 2017-2018 nursing budgets. These have been updated to reflect the 
ever changing nature of the nursing environment and include new services, increased/decreased services 
and ultimately, some closures. Some establishments have been amended utilising the SNCT process and 
this will remain a twice yearly process. The eRostering lead has married these new budgets against the 
monthly unify returns and incorporated them into the monthly staffing report calculations with improved 
results. However, as this month’s results show, this continues to be an on-going process. 


UHND 66.8% 30% 3.2% 


DMH 60% 31% 9% 







 
3.1 November 2017 Unify Staffing Submission 


 


3.2 Care Hours per Patient Day (CHPPD) – November 2017 







 


     
 
 
 
 
 
 
 
3.3 Monthly Graphs 
 
The following graphs compare the planned against the actual. The unify data is categorised by 
registered/unregistered and day/nights hours. The graphs also display total hours across both staff groups 







 
as unregistered staff can often backfill registered hours. Positive numbers represent overstaffing and 
negatives understaffing when matching planned against actual.  
 
Registered Staff –the understaffing was expected in light of the uplifted staffing numbers in 2015 
and the previous difficulty backfilling vacant qualified hours. Available substantive hours have 
remained relatively level over the past 12 months.  
 


 
 


Looking at the substantive planned registered hours per month, they have generally remained constant 
throughout the last 12 months despite input from EU Nurses. 


 


 
 
 







 


 
 


Unregistered Staff – the overstaffing of these hours in the past generally resulted from unregistered staff 
back filling registered duties. However, the unqualified hours are 12160hrs in November, a 30 day month, 
above the required planned hours compared to October which was 12214hrs. This remains a large 
increase on previous months and a marked difference with this time last year and which has been 
escalated to senior management and Care Group leads for review. 


 


 
 
 
 







 


 
 
 


 
 
Registered and Unregistered combined 
 


 







 


 
 
 


 
 







 


 
 
Areas identified as over staffing – the threshold is set at 120% of budgeted establishment.  
 
There continues to be no areas where the wards exceeded the threshold for registered staff. This 
month saw only 1 area identified.  
 
 


 
 
As with previous months a number of areas exceeded the 120% in relation to unregistered staff. Some of 
these areas were due to a back fill for RN’s, in some cases by Italian RNs assigned to HCA roster lines 







 
whilst they are undertaking their language programme. However, there was also a further marked increase 
in HCA usage this month. This has been escalated to senior management and Care Group leads and the 
eRostering lead has asked for a review of these areas and has received initial feedback from managers. 
Plans are being put in place. 
 


 
 
 
Areas identified as understaffed - the threshold was set at 80% of budgeted establishment. 
 
 


 


 
 
Reasons for over and under staffing in November 2017 
 







 


 







 


 


EXPECTATION 2: Escalation and Assurance             


Processes are in place to enable staffing establishments to be met on a shift-to-shift basis. The Executive 
Director of Nursing has ensured that policies and systems are in place, notably eRostering and escalation 







 
processes within the safe staffing policy, to support Ward sisters and other colleagues with responsibility for 
staffing decisions on a shift-to-shift basis. The Associate Directors of Nursing and their teams routinely 
monitor shift-to-shift staffing levels, including the use of temporary staffing solutions, seeking to manage 
immediate implications and identify trends. Where staffing shortages are identified, staff refer to escalation 
policies which provide clarity about the actions needed to mitigate any problems identified. This includes:  


The Bank and Agency Temporary staffing team have now moved to a 7 day per week service 
and extended their hours of service to 6pm in the evening. This would appear to be giving 
results as we see an increase in bank RN usage.  


 Daily bed management meetings had been observed to react to patient flow and not address 
staffing as a vital function of this. It is now the case that :  


o Patient flow / bed management meetings return to the Perfect week agenda including an 
explicit Staffing item. 


o Identifying shifts to be given priority for cover by De Poel now occurs on the 11.30 and 
16.30 ops calls. A member of the SBAS team is now rostered to dial into every call. 


o E-roster bureau develop functionality to offer a ‘helicopter view’ of staffing capacity 
across the trust on one screen  


o This will necessarily mean that all matrons & ward sisters keep their rosters up to date in 
real time and publish them 6 weeks in advance. 


 Matrons & Bronze commanders meet at 0800 daily on each site  / teleconference to review & 
adjust staffing disposition across trust for forthcoming shift / s / days / weekends / night duty 


 The potential exists for escalation where staffing pressures cannot be managed to 
Matrons (Bronze), Associate Directors of Nursing and the Executive Director of Nursing 
as well as On-call managers (Silver) and the Executive (Gold) out of hours. 


 All staff are encouraged and do complete Risk management (Safeguard) forms in order to 
monitor staffing concerns  


 There has been a fall in Staffing related patient safety concerns though most of these now relate 
to demand, management cf. staff shortages 


 As well as real time escalation through Bronze command, etc. Safeguard reports are filled and 
reviewed by managers in real time and a weekly Staffing issues report is prepared at 0800 every 
Mondays for Executive review at EDs and ECL in tandem with the Monitor bank & Agency 
report.  


4.  Assurance statement  


In light of the above mitigating actions the Executive Director of Nursing is assured that there is sufficient 
resilience – not withstanding some hot spot areas – to ensure that every ward is safely staffed and able to 
meet patient demand.  
 


 


 


 


 


 


 


 


How the wards were staffed – temporary workers include both bank and agency 







 


 


 


Substantive staffing and temporary staffing remained the same percentage proportions this month 
compared to last. 


 


Breakdown of substantive hours by month 







 


 
 
 


 
 


 
 


 







 


 
 
 


 


 
 
 
 







 


 
 


 
Breakdown of temporary worker hours by month 


  
   


 
 


 







 


 
 
The manager of temporary staffing services, Adam Watson recently quoted that there was a direct 
correlation between agency usage falling this year against the new policy of restricting unfilled bank shifts 
being sent directly to agency without prior matron approval. HCA agency had certainly seen a subsequent 
fall since March for 5 months, but has increased again for a third month in succession back towards the 
March 2017 levels and we need to continue to monitor closely. 
 
 
Backfilling vacant hours for November 2017 
 
 


 


 
 


 







 


 
 
 


 
 


 


 
 
 


5.1  Outstanding Planning Activities 


 







 
Re-Audit of HealthRoster System (July 2017) 


The eRostering Matron Brian Nicholson is happy to report that the HealthRoster system has now been re-
auditted in July 2017. The previous main audit took place back in early 2016 as Brian arrived at the trust 
and the system was given an overall “Limited” status at this time. The final re-audit report has now been 
circulated and the system status overall has jumped up two further levels to a healthy “Good” status. This is 
only one level away from the top “outstanding” level. Recommendations and reporting timelines will appear 
here in due course. 


6. SUMMARY 


The Trust continues to meets its obligations as set out by NHS England, the CQC and the National Quality 
Board to review and report ward based nursing and midwifery staffing levels. Overall staffing levels are 
accurately within tolerance. However the previous process used was insufficiently accurate on an individual 
ward basis. The Trust Roster Bureau Matron, Brian Nicholson, has undertaken a review of the current 
process to improve the current reporting mechanisms after his discussions with the Chief Executive and the 
Director of Nursing. This process is nearing completion and BN continues to work with the Director of 
Nursing to monitor the monthly staffing performance using this approach. BN has now been in place for 12 
months now. The above graphs have now been formatted to a consistent formula over the past 12 months 
and now show the positive results of the previous 12 months work as well as indicating where the trust 
staffing process currently is as we again come into winter bed months. 


Lord Carters report has now been published and has fully recommended the use of eRostering to meet the 
workforce productivity challenge. The report has also introduced a new metric called “Care Hours per 
Patient Day (CHPPD). This metric is related to Nursing Hours per Patient Day, a statutory Australian tool 
but offers some refinements unrelated to the NICE guidelines on staffing in acute wards which rely upon a 
benchmarked nurse / patient ratio approach. Care hours per Patient Day is expected to become a key 
performance reporting metric for all Trusts from 2017 and is achievable by use of an additional Allocate 
system add-on called “Safe Care”. Review of this additional add-on may be recommended to the board 
but would require some additional investment. However, as you can see from this month’s report, the safer 
care staffing report now also reports on the number of patients on each ward/in-patient area at midnight as 
part of a move towards the CHPPD metric. However, accuracy of this data also depends on the accuracy of 
the staffing hours reported. As previously discussed, there is still some work required on individual 
establishment budgets for quality assurance purposes. 


The Trust Board will continue to be advised of further developments in the nursing and midwifery staffing 
arena.  


 
 
 
 
Noel Scanlon                                              Brian Nicholson 
Executive Director of Nursing                  Matron: eRostering Lead              December 12th, 2017 
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GENERAL DECISIONS RESERVED TO THE BOARD 
 



 REF THE BOARD DECISIONS RESERVED TO THE BOARD 



 THE BOARD General Enabling Provision 
 
The Board may determine any matter, for which it has delegated or statutory authority, it wishes in full session within 
its statutory powers. 
 



 THE BOARD Regulations and Control 
 



1. Approve the Constitution and its Annexes (subject to the overall approval of NHS Improvement), Standing 
Financial Instructions, a Scheme of Decisions Reserved to the Board and a Scheme of Delegation 



2. Suspend Standing Orders for the Practice and Procedure of the Board of Directors (SOs). 
3. Vary or amend the SOs (subject to the overall approval of Monitor),   
4. Ratify any urgent decisions taken under the provisions in SO paragraph 4.2 (Emergency Powers) by the 



Chairman and Chief Executive  
5. Approve a scheme of delegation of powers from the Board to committees. 
6. Require and receive the declaration of Board members’ interests that may conflict with those of the Trust and 



determining the extent to which that member may remain involved with the matter under consideration. 
7. Require and receive the declaration of officers’ interests that may conflict with those of the Trust. 
8. Adopt the organisation structures, processes and procedures to facilitate the discharge of business by the 



Trust and to agree modifications thereto. 
9. Receive reports from committees including those that the Trust is required by NHS Improvement, the Secretary 



of State or other regulator to establish and to take appropriate action on. 
10. Confirm the recommendations of the Trust’s committees where the committees do not have executive powers. 
11. Approve arrangements relating to the discharge of the Trust’s responsibilities as a corporate trustee for funds 



held on trust. 
12. Establish terms of reference and reporting arrangements of all committees and sub-committees that are 



established by the Board. 
13. Approve arrangements relating to the discharge of the Trust’s responsibilities as a bailor for patients’ property. 
14. Authorise use of the seal and receive a quarterly report on its use.  
15. Ratify or otherwise action instances of failure to comply with Standing Orders brought to the Chairman’s 



attention in accordance with SO 4.5 
16. Discipline members of the Board or employees who are in breach of statutory requirements or SOs. 
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 THE BOARD  Subsidiary companies  
 



1. Ensure appropriate governance and assurance arrangements are in place for any subsidiary company. 
2. Agree an annual business (including financial plan) for Trust-owned subsidiaries, receiving reports of 



performance against annual plans. 
3. Exercise functions reserved to in the Articles of Association of subsidiary companies, including any rights 



conferred with respect to the appointment of Directors and the termination of their contracts.  
 



 THE BOARD Appointments/ Dismissal 
 



1. Appoint and dismiss committees (and individual members) that are directly accountable to the Board. 
2. Appoint, discipline and dismiss Executive Directors. 
3. Confirm appointment of members of any committee of the Trust as representatives on outside bodies. 
4. Appoint appraise, discipline and dismiss the Secretary (if the appointment of a Secretary is required under 



Standing Orders). 
5. Approve proposals of the Remuneration Committee regarding executive directors and senior employees and 



those of the Chief Executive for staff not covered by the Remuneration Committee. 
 



 THE BOARD Strategy, Business Plans and Budgets 
 



1. Determine the strategic aims and objectives of the Trust. 
2. Inform, review and approve the Annual Plan. 
3. Approve proposals for ensuring quality and developing clinical governance in services provided by the Trust, 



having regard to any guidance issued by NHS Improvement. 
4. Approve the Trust’s policies and procedures for the management of risk. 
5. Approve outline and final business cases for capital investment over £100k.  
6. Approve budgets.  
7. Approve Trust’s proposed organisational development plan 
8. Ratify proposals for acquisition, disposal or change of use of land and/or buildings 
9. Approve PFI proposals. 
10. Approve the opening of bank accounts. 
11. Approve proposals on individual contracts (other than NHS contracts) of a capital or revenue nature amounting 



to, or likely to amount to over £100,000 over a 3 year period or the period of the contract if longer. 
12. Approve proposals in individual cases for the write off of losses or making of special payments above the limits 



of delegation to the Chief Executive and Executive Director of Finance (for losses and special payments) 
previously approved by the Board. 



13. Approve individual compensation payments. 
14. Approve proposals for action on litigation against or on behalf of the Trust. 
15. Review use of NHS Litigation Authority schemes (LPST/CNST/RPST)  
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 THE BOARD Policy Determination 
 



1. Agree and require implementation, though the Board’s Committees, of a framework for the approval of 
management policies including personnel policies incorporating the arrangements for the appointment, 
removal and remuneration of staff.  



 
 
 
 



  Audit 
 



1. Receive reports of the Audit Committee meetings and take appropriate action.   
 



 THE BOARD Annual Reports and Accounts 
1. Receipt and approval of the Trust's Annual Report and Annual Accounts. 
2. Receipt and approval of the Annual Report and Accounts for funds held on trust. 



 
 THE BOARD Monitoring 



1. Receive of such reports as the Board sees fit from committees in respect of their exercise of powers delegated. 
2. Continuous appraisal of the affairs of the Trust by means of the provision to the Board as the Board may 



require from directors, committees, and officers of the Trust as set out in management policy statements.  All 
monitoring returns required by the NHS Improvement, Department of Health and the Charity Commission shall 
be reported, at least in summary, to the Board. 



3. Receive reports from Executive Director of Finance on financial performance against budget and business 
plan. 



4. Receive reports from Executive Director of Finance on actual and forecast income from NHS contracts with 
Commissioners. 



5. Receive reports from the Executive Directors on performance against strategic and annual objectives with 
respect to quality, safety, workforce and operational performance.  



6. Receive reports on financial performance in respect of charitable funds.   
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DECISIONS/DUTIES DELEGATED BY THE BOARD TO COMMITTEES  
SCHEME OF DELEGATION FROM CONSTITUTION AND STANDING ORDERS FOR THE PRACTICE AND PROCEDURE OF THE BOARD OF 
GOVERNORS 
 



REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
SO 3.7.3 CHAIRMAN Final authority in interpretation of Standing Orders (SOs). 



C 23 GOVERNING COUNCIL Appointment of Vice Chairman 
SO 3.4 CHAIRMAN Call meetings. 



SO 3.7 CHAIRMAN Chair all Trust Board and Governing Council meetings and associated responsibilities. 



SO 3.7.3 CHAIRMAN Give final ruling in questions of order, relevancy and regularity of meetings. 



SO 3.13 CHAIRMAN Having a second or casting vote in the event of votes cast being equal 



SO 10.1 BOARD Suspension of SOs 



SO 10.1.5 AUDIT COMMITTEE Audit Committee to review every decision to suspend SOs  (power to suspend Standing Orders is reserved to the 
Board)  



SO 4.2 CHAIRMAN & CHIEF 
EXECUTIVE 



The powers which the Board has retained to itself within SOs may in emergency be exercised by the Chair and Chief 
Executive after having consulted at least two Non-Executive members 



SO 4.3 BOARD Formal delegation of powers to sub committees or joint committees and approval of their constitution and terms of 
reference.  



SO 4.4 CE The Chief Executive shall prepare a Scheme of Delegation identifying her proposals that shall be considered and 
approved by the Board, subject to any amendment agreed during the discussion. 



SO 4.5 ALL Disclosure of non-compliance with Standing Orders to the Chief Executive as soon as possible. 



SO 6 BOARD Declare relevant and material interests 



SO 6.2 CHAIRMAN / TRUST 
SECRETARY 



Maintain Register(s) of Interests. 



SO 7.3 BOARD Disclose relationship between self and candidate for staff appointment. (CE to report the disclosure to the Board.) 



SO 8.2 BOARD Ratify use of the Seal (the Trust Secretary having delegated authority to approve the use of seal). 



SO 8.1 CE / TRUST 
SECRETARY 



Keep seal in safe place and maintain a register of sealing. 



SO 8.3 CE & EXECUTIVE 
DIRECTOR OF 



FINANCE or 
NOMINATED 



Approve and sign all building, engineering, property or capital documents. 
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REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
OFFICERS* 



SO 8.4 TRUST SECRETARY Provide a quarterly report to the Board of all sealings  



SO 9.1 CE Approve and sign all documents which will be necessary in legal proceedings  



SO 9.2 CE or NOMINATED 
OFFICERS* 



Sign where authorised by resolution of the Board on behalf of the Trust any agreement or document not requested to 
be executed as a deed. 



SO 10.3 CE Existing Board members, officers and employees and all new appointees are notified of and understand their 
responsibilities within SFIs and the Schemes of Decision and Delegation. 



 REF COMMITTEE DECISIONS/DUTIES DELEGATED BY THE BOARD TO COMMITTEES 



SO 5.9 AUDIT COMMITTEE Please refer to terms of reference of the Audit Committee including: 
 



• Recommending to the Council of Governors the appointment, and where necessary dismissal, of auditors, 
including arrangements for the separate audit of funds held on trust 



• Receiving the annual report to those charged with governance from the external auditor and agreement of 
proposed actions, 



• Receiving an annual report, from the Internal Auditor ad agreeing action on recommendations. 
 



SO 5.9 REMUNERATION 
COMMITTEE 



Please refer to the terms of reference of the Remuneration Committee, including the appraisal of Executive Directors’ 
performance 
 



SO 5.9 INTEGRATED QUALITY 
AND ASSURANCE 



COMMITTEE 



Please refer to the terms of reference of the Integrated Quality and Assurance Committee. Powers delegated will 
include the approval of the management policies within the Committee’s remit, and the approval of arrangements for 
the handling of complaints.  
 



SO 5.9 NOMINATIONS 
COMMITTEE 



Please refer to the terms of reference of the Nominations Committee. 
 



 FINANCE COMMITTEE Please refer to the terms of reference of the Finance Committee. Powers delegated will include the approval of 
management policies within the Committee’s remit. 
 



 CHARITABLE FUNDS 
COMMITTEE 



Please refer to the terms of reference of the Charitable Funds Committee. 



 CLINICAL QUALITY 
AND SAFETY PANEL  



Please refer to the terms of reference for the Clinical Quality and Safety Panel 



 RISK MANAGEMENT 
COMMITTEE 



Please refer to the terms of reference of the Risk Management Committee. 



 EXECUTIVE AND 
CLINICAL LEADERSHIP 



Please refer to the terms of reference of the Executive and Clinical Leadership Committee. 
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REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
COMMITTEE 



SO 5.9 INVESTMENT 
COMMITTEE 



Please refer to terms of reference of the Investment Committee. 



 
 
SCHEME OF DELEGATION FROM STANDING FINANCIAL INSTRUCTIONS 
 



REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
 CE Tendering and contract procedure 
 CE and NOMINATED 



OFFICERS* 
Waive formal tendering procedures (subject to points a) to l) in SFI 9.5.3). 
 



 CE Report waivers of tendering procedures to the Board. 



 CE or NOMINATED 
OFFICERS* 



Evaluate the quotations and select the one which gives the best value for money 



 CE Ensure best value for money is demonstrated for all services provided under contract or in-house. 
 CE Demonstrate that the use of private finance represents best value for money and transfers risk to the private sector. 



 CE Nominate an officer to oversee and manage a contract on behalf of the Trust. 



 CE Nominate officers to enter into contracts of employment, re-grading staff, agency staff or consultancy service 
contracts. 



 CE Nominate officers with power to negotiate commissioning contracts/service agreements with providers of healthcare 
and other authorities. 



 CE Determining any items to be sold by sale or negotiation. 



 CE Nominate an officer to oversee and manage a contract (for in-house services) on behalf of the Trust 



 CE Designate an officer responsible for receipt and custody of tenders before opening. 



  TWO PROCUREMENT 
SPECIALISTS 



Open tenders. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Keep lists of approved firms for tenders. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Training and communication programme for staff on SFIs. 
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 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Approval of all financial procedures. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Advice on interpretation or application of SFIs. 
 



 ALL MEMBERS OF THE 
BOARD and ALL STAFF 



Disclosure of non compliance with SFIs as soon as possible to the Executive Director of Finance. Executive Director 
of Finance to report to the Audit Committee, with the exception of breaches re budget overspends which should be 
reported to the Finance Committee.. 



 CHIEF EXECUTIVE 
(CE) 



Responsible as the accountable officer to ensure financial targets and obligations are met and have overall 
responsibility for the system of internal control. 



 CE  & EXECUTIVE 
DIRECTOR OF 



FINANCE 



Accountable for financial control but will, as far as possible, delegate their detailed responsibilities. 



 CHIEF EXECUTIVE 
 



To ensure all Board members, officers and employees, present and future, are notified of and understand Standing 
Financial Instructions. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Responsible for: 
a) Implementing the Trust's financial policies and co-ordinating corrective action 
b) Maintaining an effective system of financial control including ensuring detailed financial procedures and systems 



are prepared and documented 
c) Ensuring that sufficient records are maintained to explain Trust’s transactions and financial position 
d) Providing financial advice to members of Board and staff 
e) Maintaining such accounts, certificates etc as are required for the Trust to carry out its statutory duties. 



 ALL MEMBERS OF 
THE BOARD and 



EMPLOYEES 



Responsible for security of the Trust's property, avoiding loss, exercising economy and efficiency in using resources 
and conforming to Standing Orders, Financial Instructions and financial procedures. 



 CHIEF EXECUTIVE 
 



Ensure that any contractor or employee of a contractor who is empowered by the Trust to commit the Trust to 
expenditure or who is authorised to obtain income are made aware of these instructions and their requirement to 
comply 



 AUDIT COMMITTEE Provide independent and objective view on internal control and probity. 



 CHAIR OF THE AUDIT 
COMMITTEE 



Raise the matter at the Board meeting where Audit Committee considers there is evidence of ultra vires transactions 
or improper acts. 
 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Ensure an adequate internal audit service, for which he/she is accountable, is provided (and involve the Audit 
Committee in the selection process when/if an internal audit service provider is changed.) 
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 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Decide at what stage to involve police in cases of misappropriation and other irregularities not involving fraud or 
corruption. 



 HEAD OF INTERNAL 
AUDIT 



Review, appraise and report in accordance with NHS Internal Audit Manual and best practice.  



 CE & EXECUTIVE 
DIRECTOR OF 



FINANCE 



Monitor and ensure compliance with Secretary of State Directions on fraud and corruption including the appointment 
of the Local Counter Fraud Specialist. 



 AUDIT COMMITTEE Ensure cost-effective external audit 



 CHIEF EXECUTIVE 
 



Compile and submit to the Board a business plan which takes into account financial targets and forecast limits of 
available resources.  The annual business plan will contain: 
• a statement of the significant assumptions on which the plan is based; 



details of major changes in workload, delivery of services or resources required to achieve the plan. 
 EXECUTIVE 



DIRECTOR OF 
FINANCE 



Submit budgets to the Board for approval. 
Monitor performance against budget, submit to the Board financial estimates and forecasts.  



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Ensure adequate training is delivered on an on going basis to budget holders. 



 CHIEF EXECUTIVE 
 



Delegate budget to budget holders  



 CE & BUDGET 
HOLDERS Must not exceed the budgetary total or virement limits set by the Board. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Devise and maintain systems of budgetary control. 



 BUDGET HOLDERS Ensure that  
a)  no overspend or reduction of income that cannot be met from virement is incurred without prior consent of 
CE/Executive Director of Finance 
b)  approved budget is not used for any other than specified purpose subject to rules of virement 
c)  no permanent employees are appointed without the approval of the Associate Director of Organisational 
Development other than those provided for within available resources and manpower establishment. 



 CHIEF EXECUTIVE 
 



Identify and implement cost improvements and income generation activities in line with the Business Plan. 



 CHIEF EXECUTIVE 
 



Submit monitoring returns 



 EXECUTIVE 
DIRECTOR OF 



Preparation of annual accounts and reports. 
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FINANCE 



 TRUST SECRETARY Preparation of the Trust’s annual report. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Managing banking arrangements, including provision of banking services, operation of accounts, preparation of 
instructions and list of cheque signatories. 
(Board approves arrangements.) 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Income systems, including system design, prompt banking, review and approval of fees and charges, debt recovery 
arrangements, design and control of receipts, provision of adequate facilities and systems for employees whose 
duties include collecting or holding cash. 



 ALL EMPLOYEES Duty to inform Executive Director of Finance of money due from transactions which they initiate/deal with. 



 CE 
 



Ensure the Trust enters into suitable contracts with service commissioners for the provision of NHS services  



 CE As the accountable officer, ensure that regular reports are provided to the Board detailing actual and forecast income 
from contracts with commissioners 



 ASSOCIATE 
DIRECTOR OF 
WORKFORCE 



Advise the Board on the remuneration and terms of service for staff not covered by the Remuneration Committee. 



 BOARD Approve proposals presented by the Chief Executive for setting of remuneration and conditions of service for those 
employees and officers not covered by the Remuneration Committee. 



 ASSOCIATE 
DIRECTOR OF 



ORGANISATIONAL 
DEVELOPMENT 



Staff, including agency staff, appointments  



 ASSOCIATE 
DIRECTOR OF 
WORKFORCE 



Staff, including agency staff, re-grading. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Payroll 
a) specifying timetables for submission of properly authorised time records and other notifications 
b) final determination of pay and allowances 
c) making payments on agreed dates 
d) agreeing method of payment 
e) issuing instructions (as listed in SFI 11.4.2). 



 
 NOMINATED 



MANAGERS* 
Submit time records in line with timetable 
Complete time records and other notifications in required form 
Submitting termination forms in prescribed form and on time. 
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 EXECUTIVE 



DIRECTOR OF 
FINANCE 



Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms and conditions, 
adequate internal controls and audit review procedures and that suitable arrangements are made for the collection of 
payroll deductions and payment of these to appropriate bodies. 
 



 NOMINATED 
MANAGERS* 



Ensure that all employees are issued with a Contract of Employment in a form approved by the Board and which 
complies with employment legislation; and deal with variations to, or termination of, contracts of employment. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Determine, and set out, level of delegation of non-pay expenditure to budget managers, including a list of managers 
authorised to place requisitions, the maximum level of each requisition and the system for authorisation above that 
level.  



 CE Set out procedures on the seeking of professional advice regarding the supply of goods and services. 



 REQUISITIONERS* In choosing the item to be supplied (or the service to be performed) shall always obtain the best value for money for 
the Trust.  In so doing, the advice of the Trust's Procurement department shall be sought. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



a) Advise the Board regarding the setting of thresholds above which quotations (competitive or otherwise) or 
formal tenders must be obtained; and, once approved, the thresholds should be incorporated in standing orders 
and regularly reviewed; 



b) Prepare procedural instructions [where not already provided in the Scheme of Delegation or procedure notes for 
budget holders] on the obtaining of goods, works and services incorporating the thresholds; 



c) Be responsible for the prompt payment of all properly authorised accounts and claims; 
d) Be responsible for designing and maintaining a system of verification, recording and payment of all amounts 



payable.   
e) A timetable and system for submission to the Executive Director of Finance of accounts for payment; provision 



shall be made for the early submission of accounts subject to cash discounts or otherwise requiring early 
payment. 



f) Instructions to employees regarding the handling and payment of accounts within the Finance Department. 
g) Be responsible for ensuring that payment for goods and services is only made once the goods and services are 



received 
 APPROPRIATE 



EXECUTIVE 
DIRECTOR 



Make a written case to support the need for a prepayment. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Approve proposed prepayment arrangements. 



 BUDGET HOLDER Ensure that all items due under a prepayment contract are received (and immediately inform Executive Director of 
Finance if problems are encountered). 



 CE Authorise who may use and be issued with official orders. 



 MANAGERS and 
OFFICERS 



Ensure that they comply fully with the guidance and limits specified by the Executive Director of Finance 











Appendix F 



Trust Board Report Dec 17 - App F Scheme Of Decisions (December 2017)Scheme Of Decisions (September 2017) Vs 3Scheme Of 
Decisions (September 2016)      Page 12 of 17 



 CE 
EXECUTIVE 



DIRECTOR OF 
FINANCE 



Ensure that Standing Orders have regard to guidance issued by the Department of Health regarding building and 
engineering contracts.  
Ensure that the arrangements for financial control and financial audit of building and engineering contracts and 
property transactions have regard to the guidance contained within CONCODE and ESTATECODE.  The technical 
audit of these contracts shall be the responsibility of the relevant Director. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Lay down procedures for payments to local authorities and voluntary organisations made under the powers of section 
256 of the NHS Act 2006 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Ensure that Board members are aware of the Financial Framework and ensure compliance 



 CE Capital investment programme 
a) ensure that there is adequate appraisal and approval process for determining capital expenditure priorities and 



the effect that each has on business plans 
b) responsible for the management of capital schemes and for ensuring that they are delivered on time and within 



cost 
c) ensure that capital investment is not undertaken without availability of resources to finance all revenue 



consequences 
d) ensure that a business case is produced for each proposal. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Certify professionally the costs and revenue consequences detailed in the business case for capital investment. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Issue procedures for management of contracts involving stage payments. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Assess the requirement for the operation of the construction industry taxation deduction scheme. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Issue procedures for the regular reporting of expenditure and commitment against authorised capital expenditure. 



 CE Issue manager responsible for any capital scheme with authority to commit expenditure, authority to proceed to 
tender and approval to accept a successful tender. 
Issue a scheme of delegation for capital investment management. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Issue procedures governing financial management, including variation to contract, of capital investment projects and 
valuation for accounting purposes. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Demonstrate that the use of private finance represents value for money and genuinely transfers significant risk to the 
private sector. 
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 BOARD Proposal to use PFI must be specifically agreed by the Board. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Maintenance of asset registers  



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Approve procedures for reconciling balances on fixed assets accounts in ledgers against balances on fixed asset 
registers. 



 CE Overall responsibility for fixed assets. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Approval of fixed asset control procedures. 



 ALL SENIOR STAFF Responsibility for security of Trust assets including notifying discrepancies to Executive Director of Finance, and 
reporting losses in accordance with Trust procedure.  



 CE Delegate overall responsibility for control of stores (subject to Executive Director of Finance responsibility for systems 
of control). Further delegation for day-to-day responsibility subject to such delegation being recorded.  



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Responsible for systems of control over stores and receipt of goods.  



 DESIGNATED 
PHARMACEUTICAL 



OFFICER 



Responsible for controls of pharmaceutical stocks 



 DESIGNATED 
ESTATES OFFICER 



Responsible for control of stocks of fuel oil and coal. 



 NOMINATED 
OFFICERS* 



Security arrangements and custody of keys 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Set out procedures and systems to regulate the stores. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Agree stocktaking arrangements. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Approve alternative arrangements where a complete system of stores control is not justified. 



 EXECUTIVE 
DIRECTOR OF 



Approve system for review of slow moving and obsolete items and for condemnation, disposal and replacement of all 
unserviceable items. 
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FINANCE 



 NOMINATED 
OFFICERS* 



Operate system for slow moving and obsolete stock, and report to Executive Director of Finance evidence of 
significant overstocking. 



 CE Identify persons authorised to requisition and accept goods from NHS Supplies stores. 
 EXECUTIVE 



DIRECTOR OF 
FINANCE 



Prepare detailed procedures for disposal of assets including condemnations and ensure that these are notified to 
managers. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Prepare procedures for recording and accounting for losses, special payments and informing police in cases of 
suspected arson or theft. 



 ALL STAFF Discovery or suspicion of loss of any kind must be reported immediately to either head of department or nominated 
officer. The head of department / nominated officer should then inform the CE and Executive Director of Finance. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Where a criminal offence is suspected Executive Director of Finance must inform the police if theft or arson is 
involved. In cases of fraud and corruption Chief Operating Officer must inform the relevant CFOS team in line with 
SoS directions. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Notify NHS PROTECT and External Audit of all frauds. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Notify Board and External Auditor of losses caused theft, arson, neglect of duty or gross carelessness (unless trivial). 



 BOARD Approve write off of losses  



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Consider whether any insurance claim can be made. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Maintain losses and special payments register. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Responsible for accuracy and security of computerised financial data. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Satisfy himself that new financial systems and amendments to current financial systems are developed in a controlled 
manner and thoroughly tested prior to implementation. Where this is undertaken by another organisation, assurances 
of adequacy must be obtained from them prior to implementation. 



 RELEVANT OFFICERS Send proposals for general computer systems to Executive Director of Finance 
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 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Ensure that contracts with other bodies for the provision of computer services for financial applications clearly define 
responsibility of all parties for security, privacy, accuracy, completeness and timeliness of data during processing, 
transmission and storage, and allow for audit review. 
 
Seek periodic assurances from the provider that adequate controls are in operation. 



  EXECUTIVE 
DIRECTOR OF 



FINANCE 



Where computer systems have in impact on corporate financial systems satisfy himself that: 
a) systems acquisition, development and maintenance are in line with corporate policies 
b) data assembled for processing by financial systems is adequate, accurate, complete and timely, and that a 



management audit trail exists 
c) Executive Director of Finance and staff have access to such data 
d) Such computer audit reviews are being carried out as are considered necessary. 



 DoN Responsible for ensuring patients and guardians are informed about patients' money and property procedures on 
admission. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Provide detailed written instructions on the collection, custody, investment, recording, safekeeping, and disposal of 
patients' property (including instructions on the disposal of the property of deceased patients and of patients 
transferred to other premises) for all staff whose duty is to administer, in any way, the property of patients 



 DEPARTMENTAL 
MANAGERS 



Inform staff of their responsibilities and duties for the administration of the property of patients. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Ensure all staff are made aware of the Trust policy on the acceptance of gifts and other benefits in kind by staff 



 CE Retention of document procedures in accordance with Records Management: NHS code of practice 2006 
 CE Risk management programme 



 BOARD Approve and monitor risk management programme 



 BOARD Decide whether the Trust will use the risk pooling schemes administered by the NHS Litigation Authority or self-insure 
for some or all of the risks (where discretion is allowed). Decisions to self-insure should be reviewed annually. 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Consult NHS Litigation Authority in case of doubt as to the power to use commercial insurers. 
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EXECUTIVE 
DIRECTOR OF 



FINANCE 



Where the Board decides to use risk pooling schemes administered by the NHS Litigation Authority, the Executive 
Director of Finance shall ensure that the arrangements entered into are appropriate and complementary to the risk 
management programme. The Executive Director of Finance shall ensure that documented procedures cover these 
arrangements. 
 
Where the Board decides not to use the risk pooling schemes administered by the NHS Litigation Authority for any 
one or other of the risks covered by the schemes, the Executive Director of Finance shall ensure that the Board is 
informed of the nature and extent of the risks that are self insured or insured commercially as a result of this decision. 
The Executive Director of Finance will draw up formal documented procedures for the management of any claims 
arising from third parties and payments in respect of losses that will not be reimbursed.  



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Ensure documented procedures cover management of claims and payments below the deductible level. 



 
• Nominated officers and the areas for which they are responsible should be incorporated into the Trust’s Scheme of 



Delegation  
 
 
SCHEME OF DELEGATION DERIVED FROM THE ACCOUNTING OFFICER MEMORANDUM 
 



 REF DELEGATED TO DUTIES DELEGATED
 Chief Executive (CE) Stewardship of Trust resources 



 



 CE and EXECUTIVE 
DIRECTOR OF 



FINANCE 



Ensure the accounts of the Trust are prepared under principles and in a format directed by the SofS. Accounts must 
disclose a true and fair view of the Trust’s income and expenditure and its state of affairs. 
Sign the accounts on behalf of the Board. 



 CE Sign a statement in the accounts outlining responsibilities as the Accounting Officer. 



 CE Ensure effective management systems that safeguard public funds and assist Trust Chairman to implement 
requirements of corporate governance including ensuring managers:  



• “have a clear view of their objectives and the means to assess achievements in relation to those objectives 
• be assigned well defined responsibilities for making best use of resources 
• have the information, training and access to the expert advice they need to exercise their responsibilities 



effectively.” 
 CHAIRMAN Implement requirements of corporate governance 
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 REF DELEGATED TO DUTIES DELEGATED
 CE Achieve value for money from the resources available to the Trust and avoid waste and extravagance in the 



organisation's activities. 
Follow through the implementation of any recommendations affecting good practice as set out on reports from such 
bodies as the Audit Commission and the National Audit Office (NAO). 



 EXECUTIVE 
DIRECTOR OF 



FINANCE 



Operational responsibility for effective and sound financial management and information  



 CE Primary duty to see that Executive Director of Finance discharges this function. 



 CE Ensuring that expenditure by the Trust complies with Parliamentary requirements 



 CE and EXECUTIVE 
DIRECTOR OF 



FINANCE 



Chief Executive, supported by Executive Director of Finance, to ensure appropriate advice is given to the Board on 
all matters of probity, regularity, prudent and economical administration, efficiency and effectiveness. 



 CE If CE considers the Board or Chairman is doing something that might infringe probity or regularity, she should set this 
out in writing to the Chairman and the Board. If the matter is unresolved, she should ask the Audit Committee / 
Governing Council to inquire and if necessary make enquiries of NHS Improvement. 



 CE If the Board is contemplating a course of action that raises an issue not of formal propriety or regularity but affects 
the CE’s responsibility for value for money, the CE should draw the relevant factors to the attention of the Board.  If 
the outcome is that the CE is overruled it is normally sufficient to ensure that her advice and the overruling of it are 
clearly apparent from the papers.  Exceptionally, the CE should inform NHS Improvement.  In such cases the CE 
should, as a member of the Board, vote against the course of action rather than merely abstain from voting. 
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2016/17 Reference Cost Outputs 
 



1. Purpose  
 
The purpose of the paper is to  
 



• Report the output of the national published Reference Cost collection 
exercise relating to financial year 2016/17 
 



• Compared the trusts Reference Cost Index (RCI) to hospitals within our local 
area and our Carter identified Peer Group.   



 
2. Background 



 
Reference costs were introduced in 1997-98, from a desire to understand how 
hospital costs compared to each other. The NHS had always accounted for its 
expenditure in terms of staffing, goods, services and so on. Reference costs 
allowed unit costs of healthcare in hospital trusts to be compared at the level of 
treatments and procedures. Unit costs are simply the costs incurred in providing 
one unit of a service, for example; one episode of care for a hip replacement or 
outpatient attendance.  Each year, the Department collects and publishes reference 
costs from all NHS providers of secondary healthcare services to NHS patients in 
England.  
 
In simple terms, reference costs are the average cost to the provider for each unit of 
currency. They therefore do not give any information on the variation of costs 
between patients in the currency. Nor do they usually give any information on 
individual diagnoses or treatment, because HRGs are a secondary classification 
system based on underlying primary classification systems for diagnoses and 
procedures.  Reference costs however still remain as one of the main building 
blocks for setting prices for NHS-funded services in England.  These price setting 
arrangements currently cover the majority of NHS-funded acute services in 
England, under which NHS commissioners pay acute trusts a national price for 
each patient seen or treated, taking into account the complexity of the patient’s 
healthcare needs. All NHS providers submit their costs and activity for each 
particular service, and national prices are set based on the average of these costs.  
 
Reference costs are supported each year by detailed costing and cost collection 
guidance, designed to minimise variation caused by different costing 
methodologies.   NHSI’s approved costing guidance brings existing guidance into a 
single framework and it incorporates costing principles that should be applied to all 
NHS costing exercises, clinical costing standards developed by the Healthcare 
Financial Management Association (HFMA), reference costs collection guidance for 
2016-17 and guidance for NHSI’s PLICS collection. 
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3. Uses of Reference Costs 



As noted within section (2) one of the core uses of reference costs is with regard to 
setting the national currency.  Reference costs however have a number of uses 
besides price setting, namely; 



 
Internally 
a) reporting to executive teams 
b) benchmarking 
c) contract negotiations 
d) local pricing of non-tariff areas; and 
e) business cases 



 
Externally 
a) hold the Department and its ministers to account for the use of NHS 



resources in replies to parliamentary questions, freedom of information 
requests and other official correspondence 



b) calculate the reference costs index (RCI) 
c) inform the development of efficiency metrics and support the efficiency 



challenge in the NHS 
d) support implementation of the European Union cross border healthcare 



directive, which requires transparent and objective mechanisms for the 
reimbursement of patient costs between member states 



e) provide comparative costs to support evaluation of new or innovative medical 
technologies 



f) inform the design of HRGs and other payment currencies; and to 
g) inform academic research 
h) as a core component to the to the Adjusted Treatment Cost (ATC) metric 



developed by Lord Carter to support the NHS productivity and efficiency 
programme and work with regard to the Model Hospital. 



 
4. CDDFT Summary Position and Initial Findings 



 
CDDFT’s Reference Cost index for 2016/17 is 96.169 - which denotes’ that as a 
trust we are 3.831 points cheaper than national average.   This represents an 
improvement from our published 2015/16 position of 102.610 as detailed on the 
chart below which plots relative RCI performance over the years; 
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lead for the trust.  The audit and implementation of its recommendations 
and this dedicated resource should have improved the accuracy of the 
return.   This cannot be confirmed at this stage as to whether this was an 
influencing factor, but once again the 2016/17 return is being audited in 
the new-year which we will report upon completion. 



 



o The below excerpt from initial internal analysis details where CDDFT are more 
expensive in comparison to other trusts and where we less expensive and can 
be used as an initial guide for further investigation (Blue Line Represents the 
trusts which are cheaper than CDDFT, the red line is CDDFT and the Green 
Line Represents trusts more expensive than CDDFT); 



 



 
o This analysis suggests, that there is significant opportunity to reduce costs 



within the following areas and these should the initial areas for deeper 
interrogation; 



o  
 
 Elective and Day Case – RCI 106.638 
 Non Elective Inpatient – RCI 102.018 
 Excess Bed Days – RCI 121.358 



 
o The average RCI across the North East patch is 0.9527 which is marginally 



lower than CDDFT’s RCI.  Performance of each trust is detailed in the table 
below; 
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o The initial internal modelling tool for which these findings have been derived is 
now available for Care Groups to access and interrogate and is saved in the 
shared finance drive – a link will be circulated with regard to this prior to this 
report being discussed.  This analysis, will give each Care Group the ability to 
review each Speciality and Department and also allow this to be cut between 
providers which may give opportunity to direct teams to discuss and share of 
knowledge between providers and identify any areas of efficient working which 
could be shared and implemented. 



 
 
 



5. Future Developments 



Further to the Five Year Forward View and Lord Carter Review, NHS Improvement 
was challenged with reviewing and subsequently improving the costing of NHS 
services. 
 
The outcome of the engagement exercise is the Costing Transformation Programme 
(CTP) being implemented by NHS Improvement.  This new approach to costing is 
significantly more detailed and prescriptive than previous standards and aims to 
provide confidence in the returns submitted by all organisations. 
 
The Costing Transformation Programme (CTP) mandates that all NHS Acute 
Providers must submit reference costs via a PLICS system from financial year 
2018/19.  
 
The new costing standards along with a PLICS system would provide outputs at the 
individual patient level and put the unit of measure ‘patient cost’ at the heart of cost 
management giving a fuller picture of the quality and efficiency of patient care.  Only 
by combining better cost and quality information can our Services ensure its focus on 
efficiency does not compromise quality care objectives. 



Specialty Activity  AVG Actual 
Unit Cost



Actual Cost Expected Cost Variance Ref Cost Index 



RCI ‐ FCE 2016/17 Final 35,092,969 £90.97 £3,192,452,625 £3,351,127,069 ‐£158,674,444 0.9527



CITY HOSPITALS SUNDERLAND 
NHS FOUNDATION TRUST



1,397,125 £247.40 £345,646,619 £349,283,203 ‐£3,636,584 0.9896



COUNTY DURHAM AND 
DARLINGTON NHS FOUNDATION 



8,610,147 £51.94 £447,217,240 £465,032,211 ‐£17,814,972 0.9617



GATESHEAD HEALTH NHS 
FOUNDATION TRUST



4,914,168 £42.47 £208,681,886 £210,745,860 ‐£2,063,974 0.9902



NORTH TEES AND HARTLEPOOL 
NHS FOUNDATION TRUST



2,799,243 £96.56 £270,286,257 £273,157,201 ‐£2,870,943 0.9895



NORTHUMBRIA HEALTHCARE NHS 
FOUNDATION TRUST



4,987,785 £78.97 £393,869,975 £422,078,087 ‐£28,208,112 0.9332



SOUTH TEES HOSPITALS NHS 
FOUNDATION TRUST



4,972,520 £110.21 £547,998,833 £592,293,796 ‐£44,294,963 0.9252



SOUTH TYNESIDE NHS 
FOUNDATION TRUST



1,927,047 £93.22 £179,648,531 £173,851,929 £5,796,602 1.0333



THE NEWCASTLE UPON TYNE 
HOSPITALS NHS FOUNDATION 



5,484,934 £145.69 £799,103,283 £864,684,783 ‐£65,581,499 0.9242
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The costing information will feed into the newly set up Operational Productivity 
(formerly Carter) for National benchmarking and be used in the development of new 
services and delivery options. 
 
CDDFT have confirmed to NHSI that we would like to be part of the second round of 
early implementation of submitting 2017/18 Reference Costs via a PLICS system.  
This is in-line with our internal strategy pertaining to the development of PLICS 
following a successful business case and tender during calendar year 2017 with 
implementation ongoing with initial outputs anticipated in the New Year.  
 
Recommendation 
The finance committee is asked to note:- 
 



• The reference cost position for 2016/17  
 



• The reference cost position in comparison to other providers within our Local 
Health Economy and Carter Peer Group. 



 
• The highlighted areas of greatest differential. 



 
• Future developments with regards The Costing Transformation Programme 



and PLICS 
 



 
 
Linda Bainbridge 
PLICS Lead 
December 2017 













Appendix D 
1.   INTRODUCTION 



 
This Scheme of Delegation should be read in conjunction with the Trust’s Constitution, Standing Financial Instructions and Scheme of Decisions Reserved to the 
Board. 



 
The Trust Board remains accountable for all of its functions, even those which are delegated to the Chairman, individual Executive Directors, officers or their nominated 
representatives and therefore must receive information regarding the exercise of delegated functions. 



 
All powers which have not been reserved for the Trust Board or delegated to an Executive Committee or Sub Committee shall be exercised on behalf of the Trust Board 
by the Chief Executive. The following detailed Scheme of Delegation identifies those functions which are personally performed or alternatively delegated to Executive 
Directors or officers of the Trust. The Chief Executive remains directly responsible as the Accountable Officer for the public funds entrusted to the Trust. 



 
The Chief Executive may re-assume delegated powers at any time, particularly if the use of delegated powers by an Executive Director or officer could be a cause for 
public concern. In the absence of an Executive Director or officer the use of a delegated power will always pass to a superior, unless explicit arrangements have been 
agreed by the Trust Board. 



 
Where the authorisation is delegated to Executive Directors (in formal meeting) this refers to the Executive Director of Nursing, the Executive Medical Director, the 
Executive Director of Finance and the Executive Director of Operations. 



 
The various authorisation levels are stated below, however these should all be viewed in line with the specific policies and procedures that apply. 
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DELEGATED AREA SPECIFICS/ VALUES AUTHORITY DELEGATED TO NOTES
2. MANAGEMENT OF BUDGETS       
  2.1 Budgets to remain in balance At Trust Level Chief Executive    



    At Care Group Level Associate Director of Operations   



    At Corporate Departments Director   



    At Department Level Nominated Budget Manager   



  2.2 Business Cases - Revenue       



  Service Changes and Developments In excess of delegated budgets - up to £100,000 
per annum – full year effect  



Executive Directors (in formal meeting) Cost quoted is net of income 
 



    In excess of delegated budgets - over £100,000 
per annum full year effect



Trust Board   



  2.3 Business Cases - Capital               
    Up to £100,000 Investment Planning and Appraisal Group (IPAG)                                                                    



Cost quoted is net of income 
    Over £100,000 Trust Board 



          



  2.4 Patient Care Contracts   Chief Exec of Director of Finance   



  



For all the above sections, in exceptional circumstances a Chairman’s action may be applied to approve individual Schemes :   



    Up to £100,000 (net of income) Chief Executive or Director of Finance   



    Over £100,000 (net of income) Chairman and Chief Executive or Director of Finance   



3. NON PAY EXPENDITURE       



  3.1 Ward or Departmental Revenue Expenditure    



  Goods or services ordered via Cardea 



  



Up to £1,000 Band 6 or above            



Anything exceeding total non-pay budget 
must be approved by the Chief Executive 
or the EDoF 



  



  Up to £10,000 Band 8 or above 



    Up to £25,000 Head of Service or Associate Director or above 



    Up to £50,000 Associate Director of Operations or Director or above 



    Over £50,000 Executive Director 



          
  Invoice Verification Where the charge forms part of a previously 



authorised contract 
Band 6 or above Authorisation of invoices does not in itself 



commit expenditure. 
    Initial contract As limits for goods or services ordered via Cardea Any appropriate authorised signatory may 



verify the invoice as being in line with the 
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        contract, providing they have first satisfied 



themselves that the original contract was 
appropriately authorised. 



  3.2 Pharmacy Orders Up to £25,000 Trust Chief Pharmacist or nominated deputy   



          



  3.3 Capital       



  Individual Capital project All (must be within capital project budgetary 
limit) 



Band 6 or above Named individuals authorised by Capital 
Planning Group       



4. QUOTATION AND TENDERING       



  Recorded on the Tender register held in the Procurement Department     



  4.1 Expenditure From £1,000 to £9,999  2 verbal quotes  



    From £10,000 up to £49,999 3 quotations(electronic) All elements of expenditure refer to the 
cumulative cost over 4 years or the life of the 
contract, and all limits are exclusive of VAT. 



  



    From £50,000 up to EU Limit £164,167(as at 
30/09/2016) 



Formal tender process(electronic) advertised on 
Contract finder 



    Over EU Limit (as at 30/09/2016 £167,167) Subject to EU tender process (electronic)   



          



  4.2 Specific circumstances       



  In certain very specific circumstances (stated in Standing Financial Instructions 9.5.3) the Chief Executive, Finance Director or nominated deputy may waive the quotation process and the Chief 
Executive or Finance Director may waive the tender process.   



          



5. PAY EXPENDITURE       



  5.1 Posts Establishment of post Trust Board, Chief Executive or Director of Finance   



   Appointment to funded post Nominated budget holder and Care Group/Corporate Accountant 



    Appointment to unfunded post Chief Executive or Director of Finance   



    Amendment of an existing Post Director of Finance or authorised representative   



     



          



  5.2 Packages Golden Hellos up to £50,000 ADOO or Director and Director of Workforce & OD and Director of Finance 



    Golden Hellos over £50,000 Trust Board including Director of Workforce & OD   
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    Redundancy Packages up to £50,000 ADOO or Director and Director of Workforce & OD   



    Redundancy Packages over £50,000 Trust Board including Director of Workforce & OD   



          



    Removal Packages up to £5,000 Director of Workforce & OD   



    Removal Packages over £5,000 Director of Workforce & OD plus Executive Director of 
Finance 



  



          



  5.3 Lease Cars Lease Car Application Director or Head of Service   



          



  5.4 Bank and Agency Staff Medical Agency/Locum or Bank staff Nominated Care Group Lead Following procedure for requesting and 
approving temporary medical staff. On 
Framework Agencies only. 



    Nursing Bank in Hours 8am to 5pm Matron level or equivalent or above, or nominated 
deputy (nominated by Ward Manager) 



After following procedure outlined in the 
Temporary Staffing Policy and booking via 
Senior Nurse Patient Flow 



    Nursing Agency in Hours 8am to 5pm Matron or Care Group Associate Director of Nursing Allowable in Exceptional circumstances only 
necessitated by clinical risk, source from On- 
Framework agencies 



    Nursing Agency or Bank Staff Out of Hours Senior Nurse Patient Flow Following procedure outlined in the 
Temporary Staffing Policy 



    Agency Staff (off Framework) Associate Director of Nursing or Silver Command Allowable in Exceptional circumstances only 
necessitated by clinical risk 



    Non-Medical Agency or Bank staff Band 7 or above or nominated deputy After following procedure outlined in the 
Temporary Staffing Policy  



    Any shifts by individuals costing more than £120 
per hour 



Chief Executive  



  Framework overrides above price cap Chief Executive In line with NHS Improvement guidance 
issued in October 2016. 



  Senior Manager Agency Staff -daily rates 
exceeding £750 including on-costs 



NHS Improvement Approval from NHSI  via requests to 
NHSI.agencyrules@nhs.net 



  Extension or variation to contracts where daily 
rates exceed £750 including on-costs, or 
incurring additional expenditure to which not 
already committed 



NHS Improvement  



  5.5 Accelerated Progression Award accelerated incremental progression on 
starting  



Director of Workforce & OD In line with Trust's starting salary agreement 
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    Award accelerated incremental progression 



following promotion 
Director of Workforce & OD With formal agreement of criteria 



    Awarding of rates in connection with 
performance targets 



Chief Exec and Director of Finance e.g. Waiting List Initiatives 



          



6. STAFF LEAVE       



          



  6.1 Annual Leave Annual Leave Line Manager or Department Head   



    Carry Forward of Annual Leave in accordance 
with HR policy 



Line Manager or Department Head   



  6.2 Special Leave Special Leave up to 10 days, in accordance with 
HR Policy 



Line Manager or Department Head   



  6.3 Leave without pay Leave without pay up to 6 weeks, in accordance 
with HR policy 



Associate Director or Head of Service   



    Leave without pay over 6 weeks in accordance 
with HR policy 



Associate Director or Head of Service and Director of 
Workforce & OD 



  



  6.4 Medical  Medical Staff Leave of Absence in accordance 
with HR policy 



Chief Executive or Medical Director   



  6.5 Return to work Return to work part time on full time pay in 
accordance with HR policy 



Associate Director or Associate Director of Operations 
and Associate Director of Workforce. 



  



  6.6 Sick Leave Extension of sick leave on full pay in accordance 
with HR policy 



Associate Director or Associate Director of 
Operations and Associate Director of Workforce. 



  



  6.7 Study Leave (all within existing budget) Study Leave outside the UK up to £2000 Associate Director of Operations or Director    
    Study Leave outside the UK over £2000 Chief Executive   
    Medical study leave Associate Director of Operations or Medical Director   
    All other study leave Budget Holder   
    Study Leave for free training Line Manager   
7. LOSSES AND SPECIAL PAYMENTS       



  Losses and Special Payments other than those settlements made on behalf of the Trust by the NHS Litigation Authority under the Clinical Negligence Scheme for Trusts (CNST) and the Risk Sharing 
Pooling Scheme for Trust (RSPT): 



          



  Injury Claims (Personal or Employee) Up to £10,000 Deputy Legal Services Manager or Legal Services 
Manager or Director of Finance or Chief Executive 



  



  Injury Claims (Personal or Employee) Over £10,000 (not covered by NHSLA Excess) Trust Board   



  Ex Gratia Up to £100,000   



Exec. Director of Finance, Senior Associate Director 
of Finance, Associate Director Financial Services, 
Chief Executive or Executive Director of Operations. 



 



  Reimbursement for Loss of Personal 
Effects 



Up to £100,000 



  Fruitless Payments Up to £100,000 
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  Write off of Bad Debts/lost cash Up to £100,000  



  Write off of damaged equipment or stock Up to £100,000 



  Ex Gratia Over £100,000    



  Reimbursement for Loss of Personal 
Effects 



Over £100,000    



  Fruitless Payments Over £100,000 Trust Board   



  Write off of Bad Debts/lost cash Over £100,000    



  Write off of damaged equipment or stock Over £100,000    



          



8. FEE SETTING       



    Agreeing Contract Prices with Commissioners    



    Income Generation Scheme Prices    



    Private Patient Fees Executive Director of Finance   



    Overseas Visitor Fees    



    Trading Agencies Charges    



          



9. TENDERS FOR SERVICES TO BE PROVIDED     



  Where tenders are prepared to bid for services, these shall be approved prior to submission as follows:   



      Chief Executive or Exec Director of Operations    



     



          



          



10. CHARITABLE FUNDS       



  10.1 General Funds Up to £10,000 Chief Executive or Executive Director of Finance or Senior Associate Director of Finance 



    Over £10,000 Charitable Fund Committee acting on behalf of the Corporate Trustee 



  10.2 Designated Funds Up to £5,000 Individual Fund Managers   



    £5,000 to £10,000 Individual Fund Managers and Care Group Director or Care Group Associate Director 



    Over £10,000 Charitable Fund Committee acting on behalf of the Corporate Trustee 



  10.3 Investment Responsibility for the Investment Policy for 
Charitable Funds 



  



Charitable Fund Committee acting on behalf of the 
Corporate Trustee 
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11. CLINICAL MATTERS       



          



  11.1 Clinical Trials Approval of clinical trials following approval by 
the Director of Research & Development and by 



Chief Executive or Medical Director and the Group 
Clinical Director 



  



  11.2 Research Projects Approval of Chief Executive or Care Group Clinical Director   



  11.3 Sponsorship Deals Approval of Chief Executive and Executive Director of Finance   



  11.4 New Drugs Approval up to £100,000 within budgets Drugs and Therapeutic Committee   



    Approval over £100,000 or where there are 
budgetary implications. 



Trust Board   



        



12. FINANCIAL FRAMEWORK       



  12.1 Standing Financial Instructions, 
Scheme of Delegation, Matters reserved for 
the Trust Board and Financial Procedure 
Notes 



Annual Review Executive Director of Finance   



  12.2 Performance Framework Setting clear performance framework within 
which the Trust delivers services  



Executive Director of Operations   



  12.3 Trust's Anti-Fraud Plan Coordination and application of Executive Director of Finance   



  12.4 Trust's detailed investment policies Overseeing operation of  Investment Committee   



 12.5 levy and Allocation of Fines National Junior Doctors’ Employment Contract Guardian of Safe Working  



          



13. HOSPITALITY       



  13.1 Gift and Hospitality Register Keeping register Senior Associate Director of Compliance   



  13.2 Declarations Declaring hospitality received over £25 All staff   



  13.3 Authorisations Authorisation over £25 Chief Executive or Director of Finance   



    



    



    



14. CONDEMNING DISPOSAL       



  All capital items that are obsolete, redundant, or beyond economic repair must be disposed of in accordance with the agreed procedure and reported to Associate Director of Financial Services for 
inclusion in the losses report. 



  Disposal of assets with a net book value: less than £5,000 Associate Director or Band 8    



    From £5,000 up to £10,000 Associate Director or Chief Operating Officer or Executive Director 



    From £10,000 up to £100,000 Director of Finance   











Appendix D 
    Over £100,000 Trust Board   



          



15. BANKING ARRANGEMENTS       



  Signing of payable orders and cheques or other orders drawn on the Trust’s commercial bank accounts and the Government Banking Service Accounts:   



    Up to £25,000 1 x signatory nominated in writing by the Executive Director of Finance 



    Over £25,000 2 x signatories nominated in writing by the Executive Director of Finance 



 



 



 



 



 



 











Ban
Cap
Pro



Auth



 



Authorisati



 



 



 



 



 



Is there an a
capital busin



nd 6+ 
pital 
oject 
horiser 



IPAG 



• 



• 



• 



Yes 



on Flow Cha



authorised 
ness case? 



Ove
£100k



The Trust 
Group/Dir
When invo
invoice mu
correct an
Where an
NOT indic
that appro
requisition



No 



No 



art 



r 
k? 



Trust 
Board 



Scheme of D
rectorate ma
oices are bei
ust ensure th
nd appropria
 unlimited a
ate unlimite
opriate autho
n. 



No 



Yes 



Is the exp
Reve



in
to
a



a



t



Delegation ap
ay instigate t
ing signed to
hey have the
te, and that 
uthoriser lev
d approval, a
orisation has



penditure fro
nue Budget?



Does the 
voice relate 
o an existing 
authorised 
contract? 



Band 6 or 
above having
confirmed 



the invoice is
appropriate
and within 
the total of 



the 
authorised 
amount 



pplies to the
their own int
o verify the c
eir own syste
they have th
vel exists on 
anyone with
s been grant



Yes 



om a 
? 



g 



s 
e 



e whole Trust
ternally man
harges, the p
em to verify t
he authority 
the procure
 this level M
ted before au



Ye



N



No £



£1



£2



£5



£5



t, however e
aged lower l
person who 
that the char
to verify the
ment system
UST satisfy t
uthorising th



es 



o



o 



Author
requis



Up to 
£1,000 



Up to 
10,000 



Up to 
25,000 



Up to 
50,000 



Over 
50,000 



each Care 
limits. 
signs the 
rges are 
e charges. 
m, this does 
themselves 
he 



Yes 



App



rising a 
sition? 



Ban
0r o



Ban
or o



HoS 
Asso
Direc



ADoO
Direc



Exe
Direc



pendix D 



d 6 
over 



d 8 
over 



or 
oc. 
ctor



O or 
ctor 



ec 
ctor 













 



www.cddft.nhs.uk 
Finance Report  Page 1 of 15 



Trust Board Meeting 20th December 2017 



 
Agenda Number 8 – Finance Report 



Open Board Item √ Private Board Item   
Author David Brown, Executive Director of Finance 



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 • To report the emerging financial position of the trust as at 30th November 
2017 



• To report performance against the Sustainability and Transformation Fund 
(S&TF) criteria and update with regards to the 2017/18 incentive and bonus 
fund. 



• Seek approval of the Radiology capital business cases  
• Seek approval of the updated SFIs, Scheme of Delegation and Scheme of 



Decisions. 
• To share the output of the 2016/17 Reference Costs collection. 



Summary of Key 
Issues 



• Risk of cash erosion 
• Significant risk to BAF Resources risk trajectory 
• Ability to secure STF funding 



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) 



As above 
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Action / decision 
required from the 
Board 



 



The Board is asked to: 



• Note the emerging Month 08 financial position 
• Endorse the draft SFI, Scheme of Delegation and Scheme of Decisions. 
• Note the 2016/17 Reference Cost output 
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FINANCIAL REPORT FOR THE PERIOD ENDING 30th November 2017 



 
1. Purpose  



 
The purpose of the paper is to  
 



• Report the emerging financial results of the Group as at 30th November 2017. 
• Report on the trust performance against the Sustainability and Transformation 



Fund (S&TF) criteria and advise on the 2017/18 incentive and bonus fund. 
• Seek approval of the Digital Radiography Capital Business Cases  
• Share the updated draft SFI’s, Scheme of Delegation and Scheme of 



Decisions reserved to the Board. 
• Share the output of the 2016/17 reference costs collection exercise 



 
 



2. Background 
 



The Trust Board normally considers a financial report at its routine meetings which 
are normally scheduled for the 4th Monday in the month, the last being considered 
on 29th November 2017. 
 
As the December meeting has been scheduled early, the financial results for 
November are only just available at the time of writing this report, and the updated 
forecasts are yet to be fully validated. This report therefore reflects the emerging 
November results and their impact on the trust’s overall financial position and any 
update to this position will be reported verbally in the meeting. 
 
In line with the requirements from NHS Improvement (NHSI) for all FT’s, the Trust 
submitted an operational plan prior to the start of the financial year, which set out 
how it would achieve its control total of £3.7m surplus and so secure the £12.9m 
S&TF available to it, subject to achieving the performance trajectories.  The salient 
features of the agreed trust plan are;  
 



• It records a planned surplus of £3.676m 
• It is based upon planned cost improvement targets of £32.4m 
• It assumed receipt of the full £12.9m S&TF funding 
• It should achieve a financial sustainability risk rating of 3. 



The NHSI operational plan is fixed and as such there will be differences between this 
and the live budgets shown within this report, as described in section 4.2.  



Synchronicity Care Limited (SCL), a wholly owned subsidiary of the Trust, 
commenced trading as CDD Services on 01 April 2017, therefore this report 
summarises the group position on a consolidated accounting basis.  



3. Headline Position 
 
Live Budgeted Position: 
As at 30th November 2017 the Group is reporting an operational deficit of £6.125m 
which is £5.920m behind its budgeted position.  This position excludes the £167k 
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4.3 Income 



 
Due to movements in the flex to freeze income reported a revised methodology has 
been implemented this month which has contributed to the movement seen on the 
report income levels in addition to the activity being below plan.  
 
Income is in total is reported as £7.097m under-recovered against the live budget 
position as detailed in the table below; 
 



Annual Plan Actual Variance Variance
Plan To Date To Date



£000's £000's £000's £000's %
Income
Operating income from patient care activities 425,233 283,421 278,278 -5,142 -1.8%
Other operating income (Excl 16/17 STF) 40,061 25,461 23,506 -1,954 -7.7%



Total Income 465,294 308,881 301,785 -7,097 -2.3%



Expenditure
Pay Costs
Substantive staff including on-costs -295,896 -196,566 -183,491 13,075 -6.7%
Bank staff including on-costs -2,125 -1,417 -7,625 -6,208 438.2%
Agency / contract -4,602 -2,953 -8,042 -5,089 172.4%
Total Pay Costs -302,623 -200,935 -199,158 1,778 -0.9%



Non Pay Costs -131,513 -92,260 -92,114 146 -0.2%
CIP 11,878 4,720 0 -4,720 -100.0%
Reserves -14,188 -3,932 0 3,932 -100.0%



Total Expenditure -436,446 -292,407 -291,271 1,135 -0.4%



EBITDA 28,848 16,474 10,513 -5,961 -36.2%



Depreciation & Amortisation -9,056 -6,087 -6,327 -240 3.9%



Surplus / (Deficit) from Operations 19,792 10,387 4,186 -6,201 -59.7%



Profit / (Loss) on Asset Disposals 0 0 1 1  - 
Interest Recievable 54 36 26 -10 -27.3%
Interest Payable -13,990 -9,324 -9,003 320 -3.4%
PDC Dividend -1,957 -1,304 -1,334 -30 2.3%
Misc. Other Non-Operating expenses 0 0 0 0  - 
Donated Asset Income 0 0 0 0  - 
Corporation Tax -224 0 0 0  - 



2017/18 Control Total - Overall Surplus/(Deficit) 3,676 -205 -6,125 -5,920 2886.8%



Use of Resources Risk Rating 3 3 3



Memorandum Item
Balance Per Above 3,676 -205 -6,125 -5,920
16/17 STF additional income (see section 7) -167 -167



Annual Accounts 3,676 -205 -6,292 -6,087



Period to November 2017/18
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 Contractual Income contributes £5.684m of the reported under-recovery.  This 
is inclusive of the impact relating to the settlement of the 2016/17 contracts 
which generates £782k of the reported deficit.  
 
The below table details the £5.684m under-recovery by summarised 
commissioning group; 
 



 
 



Of the £5,568k 2017/18 Month 1 – 8 Local CCG deficit, this is driven by the 
following points of delivery; 
 



 
 



The majority of elective and outpatient underperformance relates to the 
surgical care group.   



 
 Care Group / Corporate income performance contributes £1.4m of the 



reported deficit.   This under performance relates primarily to under 
performance with regard to Education and Training income of £490k and 
£525k relating to NHS Property Services. 
  



4.4 Pay Costs 
 
Pay costs are under budget by £1.778m as at Month 08.  As shown in the table 
below this relates to underspends of £13.075m on substantive staff due to 
vacancies being offset by overspends on bank of (£6.208m) and agency staffing of 
(£5.089m). 
 



04.01 Operating 
income from patient 



care activities



04.02 Other 
operating income



Grand Total



Contract Under Performance £4,473,677 £428,672 £4,902,349
2016/17 Contract Settlements £781,910 £781,910



Total Income Division £5,255,587 £428,672 £5,684,259
Care Group / Corporate Income -£113,302 £1,525,582 £1,412,280
Total Care Group / Corporate Income -£113,302 £1,525,582 £1,412,280
Grand Total £5,142,285 £1,954,254 £7,096,539



Month 8, 2017/18



2016/17 MTHS 1 - 8 Total
Total Local CCG's -£912,824 -£4,655,212 -£5,568,036
Associate CCGs -£100,985 £142,121 £41,136
NHS England (Specialst and Area Teams) £231,899 £128,581 £360,480
Other Contract Income £0 -£517,839 -£517,839
Total Other Clinical Income £130,914 -£247,137 -£116,223
Total Clinical Income -£781,910 -£4,902,350 -£5,684,260



A&E EL / DC / OP 
PROC



NEL OP ITU Other Total



Total Local CCG's £262,374 -£4,721,272 £451,387 -£2,473,010 £182,943 £729,539 -£5,568,038
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NHSI have subsequently written to the Trust on 21 April 2017 confirming that a 
£2.014k medical agency reduction target has also been set for 2017/18.  The table 
below demonstrates the expenditure against the NHSI savings profile issued. 
 



 
 
 



4.6 Non Pay Costs 
 
Non pay expenditure is under budget by £146k Month 08. 
 
Within this position, adverse performances to highlight are; 
 



• Drugs are £416k over budget.  This is predominately driven by pressures 
arising due to the international shortage of Pipercillin. 
 



• Purchase of Health Care Services pressure of £1.518m including activity 
referred to the independent sector in General Surgery & Orthopaedics as 
well as usage of an Outsourcing company for some Radiology activity. 



Control  Total  to 
Month 08
2017/18



Expenditure as  
at Month 08
2017/18



Variance



£000's £000's £000's
AEC 6,103 2,842 ‐3,260
Surgery 3,060 1,630 ‐1,430
CSS 852 898 47
Family Health 616 846 230
Integrated Adu 2,808 1,726 ‐1,082
CEO 19 ‐19
Commercial 83 ‐83
Finance 38 26 ‐13
HR 119 51 ‐68
Nursing 3 ‐3
Ops 20 ‐20
E&F 78 ‐3 ‐81
Medical 0 0
SCL 0 31 31



13,797 8,046 ‐5,751



M6 Medical Agency NHSI 2017/18 
Control  Total



YTD Target (pro 
rata)



Expenditure as  
at Month 08
2017/18



Variance



£000's £000's £000's £000's
Target (16/17 outturn ‐ £2.014m) 12,385 8,257 7,075 ‐1,182
Care Group



AEC 5,686 3,791 2,816 ‐975
Surgery 2,717 1,811 1,513 ‐299
CSS 642 428 324 ‐104
Family Health 1,215 810 851 41
Integrated Adult Care 2,083 1,389 1,519 130
Corporate 42 28 52 24



Trust Medical Agency Position 12,385 8,257 7,075 ‐1,182
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5 Care Group and Corporate Department Budget Performance 
 
The individual Care Group and Corporate performance is shown below. 
 



 
 
As shown Care Groups and Corporate Directorates are overspending by £3,296k 
 
The Corporate departments which make up the predominate £524k overspends are 
detailed as follows; 
  



• Estates & Facilities £323k 
• Corporate Commercial CIP (Chief Executive) £327k 
• Medical Director £355k 



 
 



6 Capital 
 



The Trusts 2017/18 capital programme was forecast at £21.815m within the annual 
plan submitted to NHSI. A further £2.157m of additional PDC funding has also been 
received in year relating to the works required in order to implement Primary Care 
Streaming and access to public WiFi.  As at the 30th November 2017 the trust has 
spent a total of £11.458m of the capital programme. This is £3.52m (23.5%) below 
the planned level of £14.978m. 
 
Capital Business Cases 
 
The Investment Planning and Appraisal Group (IPAG) and Executive Directors have 
considered and recommended the approval of the following business case to the 
trust board: 
 



• Purchase of Digital Radiography (DR) Equipment (DMH) – This report sets 
out the case to purchase DR equipment as part of the M&SE replacement 
programme.  The equipment enables the replacement of old technology CR 
equipment that will be decommissioned due to its age at 15 years. 



 
This is attached as appendix A. 



 
7 Performance against STF 



 
NHSI wrote to the Trust on 30 September 2016 confirming that the general element 
of the 2017/18 STF funding was set at £12.865m. Access to the funding is subject to 
financial performance exceeding the NHSI operation plan profile. Subject to this 
criteria being met then access to 70% of the phased STF is accessible by the Trust. 



Division Annual Budget       
£000's



Budget to Date       
£000's



Actual To Date        
£000's



Variance to Date     
£000's



ACUTE & EMERGENCY CARE £78,115 £55,431 £56,690 £1,259



SURGERY £90,182 £61,396 £62,651 £1,255



CLINICAL SPECIALIST SERVICES £61,625 £43,751 £44,075 £324



CORPORATE DIVISION £66,106 £42,730 £43,254 £524



FAMILY HEALTH £45,435 £30,953 £31,622 £669



INTEGRATED ADULT CARE £55,816 £37,493 £36,759 ‐£735



Grand Total £397,278 £271,755 £275,051 £3,296
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Confirmation has just been received from NHSI who have advised that access to the 
remaining 30% funding is subject to delivery of both the A&E performance trajectory 
and the planned delivery of Primary Care Streaming (PCS) by October 2017. 
 
For the period to November 2017, all targets have been achieved. The table below 
details performance to date; 



 
Table 1 - Indicators 
 



 
 



 
Table 2 – Financial Implications; 



 
 
In addition, NHSI wrote to the trust on 15 June 2017 informing CDDFT that following 
consolidation of the Foundation Trust and NHS Trust 2016/17 final accounts they 
have identified a further balance of STF.  As the STF policy aim was to allocate the 
full £1.8 billion STF to the sector in year and enable providers to offset deficits and 
benefit from the cash, NHS Improvement does not wish to hold any unspent 
contingency. As a result they have allocated an additional £167k STF in the sector 
consolidated accounts for County Durham and Darlington NHS Foundation Trust.  It 
is important to note that whilst this has a cash benefit, this will not provide a benefit 
in measuring performance against 2017/18 control totals which will be 
commensurately adjusted. 
 



 
8 STF 2017/18 Incentive and Bonus Scheme 



 
NHSI wrote to all Foundation Trusts on 29th November 2017 to provide details of an 
incentive scheme which is built on that seen in 2016/17. A copy of the letter is 
shown in appendix B. 
 
 



M1 M2 M3 M4 M5 M6 M7 M8
Control Total Met Yes Yes Yes Yes Yes Yes No Yes
A&E Performance Yes Yes Yes No Yes Yes Yes Yes
A&E Primary Care Streaming Yes Yes Yes Yes Yes Yes Yes Yes



Planned Income M1 M2 M3 M4 M5 M6 M7 M8 YTD
Control Total Met £450 £450 £450 £600 £600 £600 £901 £901 £4,953
A&E Performance £96 £96 £96 £129 £129 £129 £193 £193 £1,061
A&E Primary Care Streaming £96 £96 £96 £129 £129 £129 £193 £193 £1,061
Total £643 £643 £643 £858 £858 £858 £1,287 £1,287 £7,076



Actual Income M1 M2 M3 M4 M5 M6 M7 M8 YTD
Control Total Met £450 £450 £450 £600 £600 £600 £901 £901 £4,953
A&E Performance £96 £96 £96 £129 £129 £129 £193 £193 £1,061
A&E Primary Care Streaming £96 £96 £96 £129 £129 £129 £193 £193 £1,061
Total £643 £643 £643 £858 £858 £858 £1,287 £1,287 £7,076



Variance M1 M2 M3 M4 M5 M6 M6 M6 YTD
Control Total Met £0 £0 £0 £0 £0 £0 £0 £0 £0
A&E Performance £0 £0 £0 £0 £0 £0 £0 £0 £0
A&E Primary Care Streaming £0 £0 £0 £0 £0 £0 £0 £0 £0
Sub Total £0 £0 £0 £0 £0 £0 £0 £0 £0
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9 Month 07 Performance vs. NHSI Operational Plan 
 



The trust is reporting an overall control total deficit to November 2017 of £6.242m 
compared to a planned position of £6.278m deficit. The trust is therefore £36k 
ahead of the NHSI plan at month 08.  



 



 
 



 
 



10 Revised Standing Financial Instructions, Scheme of Delegation and Scheme 
of Decisions 



 
The trust is required to annually to review its governance documents and to formally 
approve any changes. The revised Standing Financial Instructions, Scheme of 
Delegation and Scheme of Decisions reserved to the Board were considered and 
approved for recommendation by the Audit Committee at its meeting of 6th 
December 2017. A copy of each document along with a summary of changes made 
is shown at Appendix C to F. The Trust Board is asked to endorse the changes 
proposed.  



 
 



11 Reference Costs 
 



The reference costs for 2016/17 were published on 24 November 2017. The report 
attached at Appendix G provides an update with regards to the Trusts position 
against the national averages. 



 
 
 



NHSI Plan Actual Variance Variance
Plan To Date To Date



£000's £000's £000's £000's %
Income
Operating income from patient care activities 425,419 283,440 278,278 -5,162 -1.8%
Other operating income (Excl 16/17 STF) 35,580 22,152 23,339 1,187 6.1%



Total Income 460,999 305,592 301,618 -3,974 -1.3%



Expenditure
Pay Costs
Substantive staff including on-costs -266,105 -182,327 -183,382 -1,055 0.6%
Bank staff including on-costs -8,983 -6,120 -7,625 -1,505 24.6%
Agency / contract -14,012 -9,674 -8,154 1,520 -15.7%
Total Pay Costs -289,100 -198,121 -199,161 -1,040 0.5%



Non Pay Costs -141,090 -95,699 -92,111 3,588 -3.7%



Total Operating Expenditure -430,190 -293,820 -291,271 2,549 -0.9%



EBITDA 30,809 11,772 10,346 -1,426 -12.1%



Depreciation & Amortisation -11,184 -7,456 -6,327 1,129 -15.1%



Surplus / (Deficit) from Operations 19,625 4,316 4,019 -297 -6.9%



Net Non-Operating -15,949 -10,634 -10,311 323 -3.0%



Overall Surplus/(Deficit) NHSI Plan 3,676 -6,318 -6,292 26 -0.4%



Remove capital donations/grants I&E impact 40 50 10



Adjusted Performance against control total - Surplus/(Deficit) 3,676 -6,278 -6,242 36 -0.6%



Period to October 2017/18
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12 Recommendations 
 



The trust board is asked to:- 
 
• Note the emerging financial position of the trust as at 30th November 2017. 
• Note the criteria for eligibility to the STF and the forecast performance against it. 
• Note the 2017/18 STF incentive and bonus scheme. 
• Approve the Radiology business case at a capital cost of £217,628 
• Approve the revised Scheme of Delegation, Scheme of Delegation and Scheme 



of Decisions reserved to the Board. 
• Note the output of the 2016/17 reference costs exercise. 



 
 
 
 
 
 
David Brown 
Executive Director of Finance 
December 2017 
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1. INTERPRETATION AND DEFINITIONS IN STANDING FINANCIAL 



INSTRUCTIONS 
 



1.1 Save as otherwise permitted by law, at any meeting the Chairman of the Trust shall 
be the final authority on the interpretation of these Standing Financial Instructions 
(on which they should be advised by the Chief Executive, Executive Director of 
Finance or Trust Secretary). 



 
1.2 Any expression to which a meaning is given in the National Health Service Act 2006 



(as amended by the Health and Social Care Act 2012) and other Acts relating to the 
National Health Service or in the Financial Regulations made under the Act shall 
have the same meaning in these Standing Financial Instructions and in addition: 



 
1.2.1       "Accountable Officer" means the NHS Officer responsible and accountable for 



funds entrusted to the Trust.   The officer shall be responsible for ensuring the 
proper stewardship of public funds and assets.  For this Trust it shall be the Chief 
Executive. 



 
1.2.2 “Act” means the NHS Act 2006 (as amended by the Health and Social Care Act 



2012) 
 



1.2.3 “Authorisation” means the approval given to the Trust by Monitor to operate as 
an NHS Foundation Trust. It includes the significant terms under which the Trust 
must operate. 



 
1.2.3       "Budget" means a resource, expressed in financial terms, proposed by the Trust 



Board for the purpose of carrying out, for a specific period, any or all of the 
functions of the Trust. 



 
1.2.4       “Budget  holder”  means  the  director  or  employee with  delegated authority to 



manage finances (Income and Expenditure) for a specific area of the Organisation. 
 



1.2 5       "Chairman” means the Chairman of the Trust who is the person appointed to lead 
the  Board  of  Directors  and  the  Council  of  Governors.  The  expression  “the 
Chairman” shall be deemed to include the Vice-Chairman of the Trust if the 
Chairman is absent from the meeting or is otherwise unavailable. 



 
1.2.6 "Chief Executive" means an executive director who is also the chief officer of the 



Trust. 
 



1.2.7       "Commissioning"  means  the  process  for  determining  the  need  for  and  for 
obtaining the supply of healthcare and related services by the Trust within available 
resources. 



 
1.2.8 "Committee" means a committee or sub-committee created and appointed by the 



Trust Board. 
 



1.2.9       "Committee members" means any person formally appointed by the Trust Board 
to sit on or to chair specific committees. 



 
1.2.10 “Constitution”  means  the  established  form  of  operations  for  the  Council  of 



Governors and Board of Directors as authorised by Monitor 
 



1.2.11 “Council of Governors” means the Governors of Trust, collectively as a body 
 



1.2.12 "Executive Director of Finance" means the Chief Financial Officer of the Trust. 
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1.2.13 “Executive Director” means a director of the Trust who holds executive office. 
 



1.2.14     “Funds held on Trust” shall mean those funds which the Trust holds on date of 
incorporation, receives on distribution by statutory instrument or chooses 
subsequently to accept under powers derived under S.90 of the NHS Act 2006, as 
amended. Such funds may or may not be charitable. 



 
1.2.15 “Monitor” means the Independent Regulator for the NHS, forming part of NHS 
 Improvement. 



 
1.2.16     “Member” means a member of the Trust Board who is an executive director, non- 



executive director or chairman 
 



1.2.17     "Nominated  officer"  means  an  officer  charged  with  the  responsibility  for 
discharging specific tasks within these Standing Financial Instructions. 



 
1.2.18     “Non Executive Director” means a director of the Trust who is appointed for their 



independence and expertise but who does not hold executive office. 
 



1.2.19    "Staff" means an employee of the Trust or any other person holding a paid 
appointment or office with the Trust.   



 
1.2.20 "SFIs" means these Standing Financial Instructions. 



 
1.2.21 "Trust" means County Durham and Darlington NHS Foundation Trust. 



 
1.2.22 "Trust Board" means the Chairman, executive and non-executive directors of the 



Trust collectively as a body. 
 



1.2.23   “Trust Board Secretary” means a person who may be appointed to provide advice 
on corporate governance issues to the Chairman, Council of Governors and Board 
of Directors. 



 
1.2.24    "Vice-Chairman" means the non-executive director appointed by the Council of 



Governors as Vice Chairman of the Trust and who will take on the Chairman’s 
duties if the Chairman is absent for any reason. 



 
2. INTRODUCTION 
 



2.1 These Standing Financial Instructions detail the financial responsibilities, policies 
and procedures adopted by the Trust. They are designed to ensure that the Trust's 
financial transactions are carried out in accordance with the law, good governance 
and with Government policy in order to achieve probity, accuracy, economy, 
efficiency and effectiveness. 



 
These Standing Financial Instructions should be used in conjunction with the Trust’s 
Constitution, Scheme of Decisions Reserved to the Board and the Scheme of 
Delegation adopted by the Trust. Users of these Standing Financial Instructions 
must also comply with the provisions of the Trust’s Constitution. 
 
These Standing Financial Instructions set out requirements for the control of Trust-
owned subsidiaries, and for assurance over the activities of such subsidiaries. The 
requirements of these Standing Instructions do not, however, apply directly to those 
subsidiaries. As such they are Trust SFIs rather than Group SFIs. 



 
2.2 These Standing Financial Instructions identify the financial responsibilities which 



apply to everyone working for the Trust and its constituent organisations including 
Trading Units. They do not provide detailed procedural advice and should be read in 
conjunction with the detailed departmental and financial procedure notes. All 
financial procedures must be approved by the Executive Director of Finance. 
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2.3 Should any difficulties arise regarding the interpretation or application of any of the 
Standing Financial Instructions then the advice of the Executive Director of Finance 
must be sought before acting. 
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2.4 The  failure  to   comply  with   Standing  Financial  Instructions  can   in   certain 
circumstances be regarded as a disciplinary matter that could result in dismissal. 



 
2.5 Overriding Standing Financial Instructions – If for any reason these Standing 



Financial Instructions are not complied with, full details of the non-compliance and 
any justification for non-compliance and the circumstances around the non- 
compliance shall be reported to the next formal meeting of the Audit Committee for 
referring action or ratification.  All members of the Trust Board and staff have a duty 
to disclose any non-compliance with these Standing Financial Instructions to the 
Executive Director of Finance as soon as possible. 



 
3. RESPONSIBILITIES AND DELEGATION 



 
3.1 The Trust Board 



 
The Trust Board exercises financial supervision and control by: 



(a) formulating the financial strategy; 



(b)     requiring the submission and approval of budgets within  available 
resources/overall income; 



 
(c)     defining and approving essential features in respect of important procedures 
and financial systems (including the need to obtain value for money); 



 
(d)     defining specific responsibilities placed on members of the Trust Board and 
staff as indicated in the Scheme of Delegation document. 



 
(e)     ensuring appropriate governance and assurance arrangements are in place for the 
Trust’s wholly owned subsidiary company Synchronicity Healthcare Ltd 
 
(f) agreement of an annual business (including financial plan) for Trust-owned 
subsidiaries, receiving reports of performance against annual plans. 
 
h) exercising the functions reserved to the Trust in the Articles of Association of 
subsidiary companies, including any rights conferred with respect to the appointment of 
Directors and the termination of their contracts.  
 
Certain powers and decisions may only be exercised by the Trust Board in formal 
session. These are set out in the Scheme of Decisions Reserved to the Board 
(within the Constitution) and the Scheme of Delegation adopted by the Trust. All 
other powers have been delegated to such other committees as the Trust has 
established. 



 
3.2 The Chief Executive and Executive Director of Finance 



 
The Chief Executive and Executive Director of Finance will, as far as possible, 
delegate their detailed responsibilities, but they remain accountable for financial 
control. Certain functions may be outsourced to subsidiary companies, with formal 
delegations to Trust Officers to monitor and assure the Chief Executive and Board 
with respect to their delivery.  



 
Within the Standing Financial Instructions, it is acknowledged that the Chief 
Executive is ultimately accountable to the Trust Board, and as Accountable Officer, 
to the Secretary of State, for ensuring that the Trust Board meets its obligation to 
perform its functions within the available financial resources. The Chief Executive 
has overall executive responsibility for the Trust’s activities; is responsible to the 
Chairman and the Trust Board for ensuring that its financial obligations and targets 
are met and has overall responsibility for the Trust’s system of internal control. 



 
It is a duty of the Chief Executive to ensure that members of the Trust Board and, 
all staff  and  all  new  appointees  are  notified  of,  and  put  in  a  position  to 
understand their responsibilities within these Instructions. 



Comment [w1]: ‘the Trust’ added 
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3.3 The Executive Director of Finance 
 



The Executive Director of Finance is responsible for:  
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(a) implementing the Trust’s financial policies and for coordinating any corrective 
action necessary to further these policies; 



 
(b)     maintaining an effective system of internal financial control including ensuring 



that detailed financial procedures and systems incorporating the principles of 
separation of duties and internal checks are prepared, documented and 
maintained to supplement these instructions; 



 
(c)     ensuring that  sufficient records are  maintained to  show and  explain the 



Trust’s transactions, in order to disclose, with reasonable accuracy, the 
financial position of the Trust at any time; 



 
and, without prejudice to any other functions of the Trust, and employees of the 
Trust, the duties of the Executive Director of Finance include: 



 
(d)     the provision of financial advice to other members of the Trust Board and 



employees; 
 



(e)     the design, implementation and supervision of systems of internal financial 
control; 



 
(f)      the preparation and maintenance of such accounts, certificates, estimates, 



records and reports as the Trust may require for the purpose of carrying out 
its statutory duties. 



 
(g) requiring the production of an annual business plan from each Trust owned 



subsidiary, and evaluating and advising the Board on the acceptance of such 
plans 



 
(h) requiring, evaluating and advising the Board on the financial aspects of 



quarterly performance reports for each Trust-owned subsidiary. 
 
i) consolidating the results of subsidiaries into the Trust’s Group accounts.  



 
3.4 Trust Board Members and Employees 



 
All members of the Trust Board and employees, severally and collectively, are 
responsible for: 



 
(a) the security of the property of the Trust; 



(b) avoiding loss; 



(c) exercising economy and efficiency in the use of resources; 
 



(d)     conforming to the requirements of the Trust’s Constitution, Standing Financial 
Instructions and the Schemes of Decision Reserved to the Board and the 
Scheme of Delegation. 



 
3.5 Contractors and their employees 



 
Any contractor or employee of a contractor who is empowered by the Trust to 
commit the Trust to expenditure or who is authorised to obtain income shall be 
covered by these instructions. It is the responsibility of the Chief Executive to 
ensure that such persons are made aware of this. 



 
For all members of the Trust Board and any employees who carry out a financial 
function, the form in which financial records are kept and the manner in which 
members of the Trust Board and employees discharge their duties must be to the 
satisfaction of the Executive Director of Finance. 
 
Trust-owned subsidiaries established to operate on an arms-length basis are 
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independent of the Trust and will have discretion to determine their own SFIs with 
which they and their employees must comply, but which should be compatible with 
the requirements for subsidiary reporting and accountability set out in this document. 



 
4 AUDIT 



 
4.1 Audit Committee 



 
4.1.1 The Trust Board shall formally establish an Audit Committee, with clearly defined 



terms  of  reference  and  following  guidance  from  the  NHS  Audit  Committee 
Handbook  (2014), which will provide an independent and objective view of internal 
control within the CDDFT Group (including in any Trust owned subsidiaries) by: 
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(a) overseeing the Trust’s Internal and External Audit services1, including 
arrangements for consolidation of accounts and Group reporting; 



 
(b)     reviewing financial and information systems and monitoring the integrity of 



the financial statements and reviewing significant financial reporting 
judgments; 



 
(c)      review  the  establishment  and  maintenance  of  an  effective  system of 



integrated   governance,   risk   management   and  internal   control,  across 
the whole   of   the organisation’s  activities  (both  clinical  and non-clinical), 
that supports the achievement of  the organisation’s objectives. This will 
include agreeing a plan covering Group activities (and therefore may include 
assurance on activities undertaken by subsidiary companies) with the Trust’s 
Internal Auditors; 



 
(d)  monitoring compliance with Standing Financial Instructions, save in relation to 



financial overspends which shall be monitored by the Finance Committee; 
 



(e)   reviewing schedules of losses and compensations and making 
recommendations to the Trust Board; 



 
(f)       reviewing schedules of NHS debtors / creditors balances that are over 6 



months old and greater than £10,000 together with explanations / action plans; 
 



(g)   r  Reviewing the arrangements in place to support the B oar d  Assurance 
Framework process prepared on behalf of the Trust Board and advising the 
Trust Board accordingly. 



 
4.1.2 Where the Audit Committee considers there is evidence of ultra vires transactions, 



evidence  of  improper  acts,  or  if  there  are  other  important  matters  that  the 
Committee wishes to raise, the Chairman of the Audit Committee should raise the 
matter at a full meeting of the Trust Board.  Exceptionally, the matter may need to 
be referred to NHS Improvement (but would be referred to the Executive Director of 
Finance in the first instance.) 



 
4.1.3 It is the responsibility of the Executive Director of Finance to ensure an adequate 



Internal Audit service is provided and the Audit Committee shall be involved in the 
selection process when / if an Internal Audit service provider is changed. 



 
4.2 Executive Director of Finance 



 
4.2.1 The Executive Director of Finance is responsible for: 



 
(a)     eensuring there are arrangements to review, evaluate and report on the 



effectiveness of internal financial control including the establishment of an 
effective Internal Audit function; 



 
(b)     ensuring that the Internal Audit funct ion is adequate and meets the 



requirements of the NHS Internal Audit Standards for NHS Foundation Trusts; 
 



(c)     deciding at what stage to involve the police in cases of misappropriation and 
other irregularities not involving fraud, bribery or corruption; 



 
(d)     ensuring that an annual internal audit report is prepared for the consideration 



of the Audit Committee. The report must cover: 
                                                            
1  Subsidiary companies may appoint their own external auditors, however, in such cases, the Trust – as 
shareholder – will wish to ensure the adequacy of the arrangements for external audit within the subsidiary and 
for liaison with the Trust’s auditors and overall Group reporting. 
Likewise subsidiaries may appoint their own internal auditors and, in such circumstances, the Audit Committee 
will be required to review the adequacy of the arrangements for liaison between the Trust’s Internal Auditors 
and those of its subsidiaries 
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(i)       a clear opinion on the effectiveness of internal control in 



accordance with current assurance framework guidance issued by the 
Department of Health including for example compliance with control 
criteria and standards; 



(ii) major internal financial control weaknesses discovered; 
(iii) progress on the implementation of internal audit recommendations; 
 (iv) progress against plan over the previous year; 
(v) strategic audit plan covering the coming three years; 
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(vi) a detailed plan for the coming year, which will include coverage of 
activities within subsidiary companies in line with risk.. 



 
4.2.2 The  Executive  Director  of  Finance  or  designated  auditors  is  entitled  without 



necessarily giving prior notice to require and receive: 
 



(a) access to all records, documents and correspondence relating to any 
financial or other relevant transactions, including documents of a 
confidential nature; 



 
(b) access at all reasonable times to any land, premises or members of 



the Trust Board or employee of the Trust; 
 



(c) the production of any cash, stores or other property of the Trust 
under a member of the Trust Board and an employee's control; and 



 
(d) explanations concerning any matter under investigation. 



 
4.3 Role of Internal Audit 



 
4.3.1 Internal Audit will review, appraise and report upon: 



 
(a) the extent of compliance with, and the financial effect of relevant, established 



policies, plans and procedures; 
 



(b) the adequacy and application of financial and other related management 
controls, including – in line with agreed plans – controls over activities 
undertaken by subsidiaries; 



 
(c) the suitability of financial and other related management data; 



 
(d) the extent to which the Trust’s assets and interests are accounted for and 



safeguarded from loss of any kind, arising from: 
 



(i) fraud and other offences; 
(ii) waste, extravagance, inefficient administration; 
(iii) poor value for money or other causes. 



 
(e) Internal Audit shall also independently assess the Assurance Statements in 



accordance with guidance from the Department of Health. 
 



4.3.2 Whenever any matter arises which involves, or is thought to involve, irregularities 
concerning cash, stores, or other property or any suspected irregularity in the 
exercise of any function of a pecuniary nature, the Executive Director of Finance 
must be notified immediately. 



 
4.3.3 The Head of Internal Audit will normally attend Audit Committee meetings and has a 



right of access to all Audit Committee members, the Chairman and Chief Executive 
of the Trust. 



 
4.3.4 The  Head  of  Internal  Audit  shall  be  accountable  to  the  Executive Director  of 



Finance. The reporting system for internal audit shall be agreed between the 
Executive Director of Finance, the Audit Committee and the Head of Internal Audit. 
The agreement shall be in writing and shall comply with the guidance on reporting 
contained in the Public Sector Internal Audit Standards. The reporting system shall 
be reviewed at least every three years. 



 
  The following mechanisms for internal audit shall apply:  
 (a)  Unless special reporting procedures are requested, a draft report will be 



 prepared at the end of each assignment and issued as a confidential 
 document restricted to the Line Manager with direct responsibility for the 
 area under review.  
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 (b)  Internal Audit will seek a response to the draft report and managers will be 



 given the opportunity to comment on the contents before a final report is 
 issued, in order to agree the factual content and to obtain the manager's 
 response to the audit findings. Internal  Audit will request a reply from the line 
 manager within one month of issue of the draft  report indicating the proposed 
 action in respect of the recommendations made. If no reply is received then 
 the Senior Audit Manager will advise the Audit Liaison Officer.  



 
 (c)  Final reports including the Action Plan with target dates for the implementation 



 of agreed action will be issued to the relevant Line Managers, Finance 
 Director, Chief  Executive, Audit Committee Members and External Audit, 
 indicating the nature and timing of follow up work. This report will be issued 
 within one week of satisfactory  management responses being received.  



 
 (d)  Internal Audit will provide a report to every Audit Committee meeting in the 



 format  agreed with the Audit Committee. The style and content of this report 
 will be subject to review at least annually with the Audit Committee.  



 
 A Service Level Agreement (SLA) must be agreed and continue until the terms and 



conditions are replaced by an alternative SLA or until the client ceases to be a 
member of the Internal Audit Consortium. 



 
4.4 External Audit 



 
4.4.1  The External Auditor is appointed by the Council of Governors and paid for by the 



 Trust. The Audit Committee must ensure a cost-efficient External Audit service by  
 assessing the work and fees on an annual basis and ensuring that the work is of a  
 sufficiently high standard and that the fees are reasonable The Audit Committee shall 
 make recommendations to the Council of Governors regarding re-appointment but, 
 notwithstanding this, the Trust shall undertake market testing for the appointment once 
 every five years. 
 



4.5 Fraud, Bribery and Corruption 
 



4.5.1        In line with their responsibilities, the Trust Chief Executive and Executive Director of 
Finance shall monitor and ensure compliance with Directions issued by the 
Secretary of State for Health on fraud, bribery and corruption. 



 
4.5.2       The Bribery Act 2010 replaces the ‘Prevention of Corruption Acts 1906 and 1916’ 



with a new corporate and individual offense. All staff and contractors must be 
aware of the Act to ensure compliance. Any breach of the Act may result in criminal 
proceedings being commenced. 



 
4.5.3 The Trust shall nominate a suitable person to carry out the duties of the Local 



Counter Fraud Specialist as specified in the NHS Counter Fraud Manual and 
guidance. 



 
4.5.4       The Local Counter Fraud Specialist shall report to the Trust Executive Director of 



Finance and shall work with NHS Protect in accordance with the NHS Counter 
Fraud Manual. 



 
4.5.5 The  Local  Counter  Fraud  Specialist  will  provide  a  written  report  to  the  Audit 



Committee, at least annually, on counter fraud work within the Trust. 
 



4.6 Security Management 
 



4.6.1        In line with their responsibilities, the Trust Chief Executive will monitor and ensure 
compliance with Directions issued by the Secretary of State for Health on NHS 
security management. 



 
4.6.2       The Trust shall nominate a suitable person to carry out the duties of the Local 



Security Management Specialist (LSMS) as specified by the Secretary of State for 
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Health guidance on NHS security management. 
 



 
4.6.3 The Trust shall nominate a Director to be responsible to the Board for security 



management in the Trust. 
 



4.6.4       The  Chief  Executive  has  overall  responsibility for  controlling  and  coordinating 
security. However, key tasks are delegated to the Security Management Director 
(SMD) and the appointed Local Security Management Specialist (LSMS). 



 
 
5.         ALLOCATIONS, PLANNING, BUDGETS, BUDGETARY CONTROL, 



AND MONITORING 
 



5.1 Preparation and Approval of Plans and Budgets 
 



5.1.1        NHS Foundation Trusts are required to submit an Annual Plan to NHS Improvement, 
which includes forward planning information for publication each year. Full details of 
the requirements of the Annual Plan are contained within the Compliance 
Framework published by NHS Improvement. The Chief Executive must compile an 
Annual Plan which takes into account financial targets and forecast limits of available 
resources, and submit it to the Trust Board for approval. The annual plan will 
contain: 



(a) a  statement of  the  significant assumptions on  which  the  plan  is  based; 



(b) details  of  major  changes  in  workload,  delivery  of  services  or  resources 
required to achieve the plan. 



 
(c) the specific information on forward planning required by NHS Improvement. 



 
The annual plan shall be prepared on a Group basis including the financial and 
operational performance anticipated from subsidiaries as set out in their annual plans. 



 
5.1.2       Prior to the start of the financial year the Executive Director of Finance will, on 



behalf of the Chief Executive, prepare and submit budgets for approval by the Trust 
Board. Such budgets will: 



 
(a) be in accordance with the aims and objectives set out in the Annual Plan and 



Contractual Agreements with Commissioners; 



(b) accord with workload and manpower plans; 



(c) be produced following discussion with appropriate budget holders; 



(d) be prepared within the limits of available funds; 



(e) identify potential risks. 
 



5.1.3       The  Executive Director  of  Finance  shall  monitor  financial performance against 
budget and plan, periodically review them, and report to the Trust Board. 



 
5.1.4 All budget holders must provide information as required by the Executive Director of 



Finance to enable budgets to be compiled. 
 



5.1.5       All budget holders will sign up to their allocated budgets at the commencement of 
each financial year. 



 
5.1.6       The Executive Director of Finance has a responsibility to ensure that adequate 



training is delivered on an on-going basis to budget holders to help them manage 
their budgets successfully. 
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5.2 Budgetary Delegation 
 



5.2.1       The Chief Executive may delegate the management of any budget to a budget 
holder to permit the performance of a defined range of activities. This delegation 
must be in writing and be accompanied by a clear definition of: 



 
(a) the amount of the budget; 
(b) the purpose(s) of each budget heading; 
(c) individual and group responsibilities; 
(d) authority to exercise virement; 
(e) achievement of planned levels of service; 
(f) the provision of regular reports. 



 
5.2.2       The Chief Executive and delegated budget holders must not exceed the budgetary 



total or any virement limits set by the Trust Board. 
 



5.2.3      Any budgeted funds not required for their designated purpose(s) revert to the 
immediate control of the Chief Executive, subject to any authorised use of virement. 



 
5.2.4       Non-recurring budgets should not be used to finance recurring expenditure without 



the authority in writing of the Chief Executive, as advised by the Executive Director 
of Finance. 



 
5.3 Budgetary Control and Reporting 



 
5.3.1       The Executive Director of Finance will devise and maintain systems of budgetary 



control. These will include: 
 



(a) financial reports to the Trust Board in a form approved by the Trust Board 
containing: 



 
(i) income and expenditure to date showing trends and forecast year- 



end position; 
 



(ii)        movements in working capital; 
 



(iii)       movements and projected forecasts in cash and capital; 



(iv)       capital project spend and projected outturn against plan; 



(v)        explanations of any material variances from plan; 



(vi)       progress against granular cost improvement programme plans 
 



(vii)      details of any corrective action where necessary and the Chief 
Executive’s and / or Executive Director of Finance’s view of whether such 
actions are sufficient to correct the situation. 



 
(viii)      analysis and recommendations on the deployment of reserves. 



 
(b) the issue of timely, accurate and comprehensible advice and financial reports 



to each budget holder, covering the areas for which they are responsible; 
 



(c) investigation  and  reporting  of  variances  from  financial,  workload  and 
manpower budgets; 



 
(d) monitoring of management action to correct variances; and 



 
(e) arrangements for the authorisation of budget transfers. 



 
5.3.2 Each Budget Holder is responsible for ensuring that: 



 
  (a) any likely overspending or reduction of income which cannot be met by 



virement is not incurred without the prior consent of the Trust Board; 
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(b) 
 



the amount provided in the approved budget is not used in whole or in part for
any purpose other than that specifically authorised subject to the rules of
virement; 



 



(c) 
 



no permanent employees are appointed without the approval of the Chief
Executive other than those provided for within  the available resources and
manpower establishment as approved by the Trust Board. 



 



5.3.3 
 



The 
 



Chief   Executive  is   responsible  for   identifying   and   implementing  cost 
improvements and profitable income generation initiatives in accordance with the 
requirements of the annual plan and a balanced budget. 



 
5.4 Capital Expenditure 



 
5.4.1 The general rules applying to delegation and reporting shall also apply to capital 
 expenditure. (The particular applications relating to capital are contained in SFI 14 
 below). 
 
5.5 Monitoring Returns 



 
5.5.1 The Chief Executive is responsible for ensuring that the appropriate monitoring 



forms are submitted to the requisite monitoring organisation. 
 
5.6 Subsidiary companies 
 
5.6.1 The Chief Executive will require that each subsidiary produces an annual plan 



(including a financial plan) in advance of the start of the next financial year, for 
approval by the Trust Board, setting out: 



 
(i) A forecast profit and loss account; 
(ii) A forecast balance sheet and cash flow statement; 
(iii) Loan repayments to the Trust, where relevant; 
(iv) Forecast dividend payable to the Trust;  
(v) Proposals for the investment of any surplus cash holdings; and 
(vi) Business and performance objectives 
(vii) Contractual payments for services to / from the Trust 



 
6. ANNUAL ACCOUNTS AND REPORTS 



 
6.1 The Executive Director of Finance, on behalf of the Trust, will: 



 
(a)   prepare financial returns in accordance with the accounting policies and 



guidance given by Monitor, and the Treasury, the Trust’s accounting policies, 
and International Financial Reporting Standards; 



 
(b)     prepare  and  submit  an  annual  financial  plan  to  Monitor  certified  in 



accordance with current guidelines; 
 



(c)     submit financial returns to Monitor for each financial year in accordance with 
the timetable prescribed by Monitor. 



 
6.2          The Trust’s annual accounts must be audited by an auditor appointed by the Trust’s 



Council of Governors. The Trust’s audited annual accounts must be presented to a 
public meeting and made available to the public. 



 
6.3 Annual accounts will be prepared on a consolidated, group basis including the 



results and assets of subsidiaries. 
 



6.34 The Trust will publish an annual report and present it at a public meeting. The 
document will comply with Monitor’s Code of Governance. 
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7. BANK AND GBS ACCOUNTS 



 
7.1 General 



 
7.1.1       The Executive Director of Finance is responsible for the Trust’s banking, working 



capital and treasury management arrangements and for advising the Trust on the 
provision of banking services and operation of accounts. In giving such advice the 
Executive Director of Finance will have regard to any guidance on the matter issued 
by the Department of Health and Monitor. 



 
7.1.2     The Audit Committee on behalf of the Trust Board shall approve the banking 



arrangements 
 



7.2 Bank and GBS Accounts 
 



7.2.1 The Executive Director of Finance is responsible for: 
 



(a) commercial   bank   accounts   and   Government  Banking   Service   (GBS) 
accounts; 



 
(b) establishing separate bank accounts for the Trust’s charitable funds; 



 
(c)     ensuring payments made from bank or GBS (in aggregate) accounts do not  
 
 exceed the amount credited to the account except where arrangements have 



been made; 
 
(d) arranging the availability of a working capital facility, if one is required 



 
(e)     reporting to the Trust Board all arrangements made with the Trust’s bankers 



for accounts to be overdrawn and / or the working capital facility to be 
accessed. 



 
7.3 Banking Procedures 



 
7.3.1       The Executive Director of Finance will prepare detailed instructions on the operation 



of bank, investment and GBS accounts which must include: 
 



(a)    the conditions under which each bank, investment and GBS account is to be 
operated; 



 
(b) those authorised to sign cheques or payable orders drawn on the Trust’s 



accounts. 
 



(c) the limit of any overdraft facility 
 



7.3.2 The Executive Director of Finance must advise the Trust’s bankers in writing of the 
conditions under which each account will be operated. 



 
7.3.3       The Executive Director of Finance is the only member of Trust staff who is permitted 



to open a bank account and or working capital facility in the Trust’s name. The 
signatures of two Executive Directors, including that of the Executive Director of 
Finance, are required to open the account and details of the new account are to be 
reported to the Trust’s Audit Committee for ratification. 



 
7.4 Tendering and Review 



 
7.4.1       The Executive Director of Finance will review the commercial banking arrangements 



of the Trust at regular intervals to ensure they reflect best practice and represent 
best value for money by periodically seeking competitive tenders for the Trust’s 
commercial banking business. 



 
7.4.2       Competitive tenders should be sought at least every five years. The results of the 
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tendering exercise should be reported to the Finance Committee. This review is not 
necessary for GBS accounts. 



 
8.     INCOME, FEES AND CHARGES AND SECURITY OF CASH, 



CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS 
 



8.1 Income Systems 
 



8.1.1     The Executive Director of Finance is responsible for designing, maintaining and 
ensuring compliance with systems for the proper recording, invoicing, and collection 
and coding of all monies due. 



 
8.1.2       The Executive Director of Finance is also responsible for the prompt banking of all 



monies received. 
 



8.2 Fees and Charges 
 



8.2.1       The  Executive  Director  of  Finance  is  responsible  for  approving  and  regularly 
reviewing the level of all fees and charges other than those determined by the 
Department of Health or by Statute. Independent professional advice on matters of 
valuation shall be taken as necessary. Where sponsorship income (including items 
in kind such as subsidised goods or loans of equipment) is considered the guidance 
in therequirements of the Department of Health’s ‘’Commercial Sponsorship – 
Ethical standards for the NHS’’Trust’s Gifts and Hospitality Policy shall be followed.  



 
8.2.2 All employees must inform the Executive Director of Finance promptly of money due 



arising from transactions which they initiate / deal with, including all contracts, 
leases, tenancy agreements, private patient undertakings and other transactions. 



 
8.3 Debt Recovery 



 
8.3.1       The Executive Director of Finance is responsible for the appropriate recovery action 



on all outstanding debts. 
 



8.3.2 Income not received should be dealt with in accordance with losses procedures. 
 



8.3.3 Overpayments should be detected (or preferably prevented) and recovery initiated. 
 



8.4 Security of Cash, Cheques and other Negotiable Instruments 
 



8.4.1 The Executive Director of Finance is responsible for: 
 



(a)     approving the form of all receipt books, agreement forms, or other means of 
officially acknowledging or recording monies received or receivable; 



(b)     ordering and securely controlling any such stationery; 
(c)     the provision of adequate facilities and systems for employees whose duties 



include collecting and holding cash, including the provision of safes or 
lockable cash boxes, the procedures for keys, and for coin operated 
machines; 



(d)     prescribing  systems  and  procedures  for  handling  cash  and  negotiable 
securities on behalf of the Trust. 



(e) maintaining a cheque register in which all cheque stocks received and issued 
must be recorded and signed for. 



 
8.4.2       Official money shall not under any circumstances be used for the encashment of 



private cheques or IOUs. 
 



8.4.3       All cheques, postal orders, cash etc., shall be banked intact.  Disbursements, other 
than to top up Petty Cash Floats, shall not be made from cash received, except 
under arrangements approved by the Executive Director of Finance. 



 
8.4.4       The holders of safe keys shall not accept unofficial funds for depositing in their 



safes unless such deposits are in special sealed envelopes or locked containers. It 
shall be made clear to the depositors that the Trust is not to be held liable for any 
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loss, and written indemnities must be obtained from the organisation or individuals 
absolving the Trust from responsibility for any loss. 



 
8.4.5 All cash held on Trust premises must be kept to an absolute minimum and income 



and lodgments banked as frequently as is necessary and at intervals of not more 
than seven days. 



 
8.4.6 The contents of safes and other forms of security container must be recorded in a 



manner approved by the Finance Director. The contents of the safes, etc., already 
recorded under other arrangements may be excluded, e.g. cash, patients' property 
etc. 



 
8.4.7 Any discrepancies in balance of cash over £100 must be reported immediately to the 



Finance Director. Similarly any person with knowledge of, or suspecting, a loss must 
inform the Finance Director immediately. 



 
8.4.8 All property, cash, etc. found on the Trust's premises must be handed to the officers 



designated by the Chief Executive for safekeeping and the details entered in a "Lost 
Property Register". All cash, bank orders, etc. must be included in the miscellaneous 
income and remitted to the Finance Director or bank in accordance with the normal 
procedures. The designated officer must inform the local police of any property found 
that is estimated to be over £500 in value. 



 
8.4.9 It is the responsibility of all Heads of Department and/or Clinical Directors to ensure  
 
 that all incoming official mail is checked for remittances. Details of all remittances 



including those not directly payable to the Trust must be entered immediately in a 
register of a form approved by the Finance Director and certified accordingly. All 
such remittances must be paid across to the Trust's cashier on a daily basis. The 
register of remittances must be initialled by the cashier to confirm receipt of all 
remittances. 



 
8.4.10 Cash registers must be operated in accordance with procedures approved by the 



Finance Director. Such procedures must provide, inter alia: 
 



(a)   that the cash register keys must be held by a nominated officer;  



(b)   that no cashier or other operator must have access to the audit till roll or other 
check device; and  



(c)  that proper hand-over procedures are followed and that the contents of cash 
registers are counted and balanced no less frequently than at the end of each 
operational shift by two officers who must maintain a proper record of takings and 
duly certify its accuracy. 



 
8.4.11 Where substantial amounts of cash have to be transported (e.g. between bank and 



the Finance Director’s Department) a specialist security firm must be employed. 
Under no circumstances must bulk wages or other large sums of money be 
transported by only one officer. 



 
 
 
 
 



 
9. TENDERING AND CONTRACTING PROCEDURE  
 
9.1 Duty to comply with Standing Financial Instructions 
 
 The procedure for making all contracts by or on behalf of the Trust shall comply with 



these Standing Financial Instructions. 
  
 The Associate Director of Procurement isAt present, the expert Procurement Function is 
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outsourced to Synchronicity Limited (SCL), with  SCL’s Procurement Team being 
responsible under a formal SLA subject to the contract monitoring process required 
elsewhere in this document, for the Trust’s tendering and contracting, alongside 
advising the Trust on procurement practice and the operation of contracts. In giving 
such advice the Associate Director of Procurement Team will have regard to any 
guidance on the matter as detailed in the EU Procurement Directives and as published 
by the Department of Health. 



 
9.2 Proof of Concept (Trials and Pilots) 
   
 The Associate Director of Procurement (for goods and services) and the Chief 



Pharmacist (for medicines) are responsible for the approval of all ‘proof of concept’ trials 
or pilot projects that may lead to a contractual relationship within the Trust. Such 
approval must be sought prior to the engagement of any supplier.  



 
9.3 EU Directives Governing Public Procurement 
 
 Directives by the Council of the European Union prescribing procedures for awarding all 



forms of contracts shall have effect as if incorporated in these Standing Financial 
Instructions. 



 
9.4 Department of Health and NHS Improvement Guidance 
 
 The Trust shall comply as far as is practicable with the requirements of any guidance 



issued by Department of Health and NHS Improvement.  
 
9.5 Formal Competitive Tendering 
 
 Prior to the commencement of tendering for any contract with a total value in excess of 



£50,000 (excluding VAT) the Associate Director of Procurement shall be consulted. The 
tendering of such contracts must be undertaken jointly by the nominated officer and the  



 
 Associate Director of Procurement. This requirement is to enable compliance with EU 



Procurement Directives.  
 
 All tender activity relating to spends above £50,000 (excluding VAT) for the Trust must 



be carried out by the Trust’s Procurement Department. Officers may incur personal 
liability for contracts made in contravention of these rules.  



 
 EU tendering procedures must be followed in all cases where a proposed tender has a 



value in excess of one of the EU thresholds. Advice as to the current EU thresholds 
must be obtained from the Procurement Department and are located at:- 



 
 http://intranet/Directorates/CorporateDirectorates/FinanceChiefOpOfficer/Procurement/P



ages/default.aspx  
 
 For proposed tenders below those thresholds, competitive tendering procedures may be 



waived by officers to whom powers have been delegated by the Chief Executive (see 
SFI No. 9.6.4) 



 
 9.5.1 General Applicability 
 
 The Trust shall ensure that competitive tenders are invited for:  
 



(a) the supply of goods and services; 
 
(b) the provision of works; 
 
(c) the provision of a concession;  
 
(d) disposals 



 
9.5.2 Health Care Services 
 
 Where the Trust is acting as a commissioner of healthcare services these Standing 
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Financial Instructions shall apply as far as they are applicable to the tendering 
procedure and need to be read in conjunction with SFI No. 10. 



 
9.5.3 Aggregation  
 
 The EU Procurement Directives state that the value of a contract must be estimated by 



reference to the contractually committed spend over the life of the contract. This is the 
annual value of the contract multiplied by the number of years in the contract, including 
all extensions, options and variations.  



 
 Where the duration of the contract is not determined, its value must be calculated as the 



estimated annual value of the contract multiplied by four.  
 
 The Trust must package a contract with regard to similar contracts which may be 



required in order to aggregate requirements.  
 
 A proposed contract may not be divided into smaller contracts in order to avoid the 



provisions of these SFIs or of the EU Procurement Directive. 
 
9.5.4 Exceptions and instances where formal tendering need not be applied 
 
 Formal tendering procedures need not be applied where: 
 



(a) the estimated expenditure or disposal income does not, or is not reasonably 
expected to, exceed £ 50,000 (excluding VAT) over the life of the contract or 
where the contract period exceeds four years, the total value over a period four 
period whether reclaimable or not (see Quotations 9.7.2); 



 
(b)  the supply is proposed under special arrangements negotiated, or agreed by the 



DoH, in which event the said special arrangements must be complied with; 
 
 
(c)  regarding disposals as set out in Standing Financial Instructions No. 16; 
 
(d)  the requirement is covered by an existing contract; 
 
(e)  contracts are in place where the Trust has been named or covered in the scope of 



the contract participants when tendered; 
 
(f)  a consortium arrangement or national arrangement is in place and a lead 



organisation has been appointed to carry out tendering activity on behalf of the 
consortium members; 



 
(g)  the contract is placed directly with the trust’s trading arm Synchronicity Care Ltd. 
 
  Where national arrangements referred to in (f) above (e.g. Crown Commercial 



Services (CCS), NHS Supply Chain, and North of England Commercial 
Procurement Collaborative (NOECPC)) apply, then the relevant framework rules 
whether this involves running a mini-competition or allowing a direct award will 
apply. 



 
(h)  the supply is listed on the ‘permitted list’ as agreed with the Executive Director of 



Finance. These are items of expenditure that the Associate Director of 
Procurement has deemed to be non-addressable spend such as contracts with 
exclusive rights (e.g. the supply of water utilities, North East Ambulance Service) 
or rental of buildings. A list of identified spend is maintained and held within the 
Procurement Department. 



 
Formal tendering procedures may be waived in the following circumstances: 
 



(a) in very exceptional circumstances where the Chief Executive decides that formal 
 tendering procedures would not be appropriate or practicable or the estimated 
 expenditure or income would not warrant formal tendering procedures, and the 
 circumstances are detailed in an appropriate Trust record; 
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(b) where the timescale genuinely precludes competitive tendering but failure  
 to plan the work properly would not be regarded as a justification for a single 
 tender; 
 
(c) where specialist expertise is required and is available from only one source; 
 
(d) when the task is essential to complete the project, and arises as a consequence 
 of a recently completed assignment and engaging different consultants for the 
 new task would be inappropriate; 
 
(e) there is a clear benefit to be gained from maintaining continuity with an earlier 
 project. However in such cases the benefits of such continuity must outweigh any 
 potential financial advantage to be gained by competitive tendering; 
   



 The Executive Director of Finance will ensure that any fees paid are reasonable and 
within commonly accepted rates for the costing of such work.  



  
 The waiving of competitive tendering procedures should not be used to avoid 



competition or for administrative convenience or to award further work to a consultant 
originally appointed through a competitive procedure.  



 
 Where it is decided that competitive tendering is not applicable and should be waived, 



the fact of the waiver and the reasons should be documented and recorded in an 
appropriate Trust record and reported to the Audit Committee. 



 
9.5.5 Voluntary Ex-Ante Transparency (VEAT) and Contract Award Notice (CAN)  
 
 The EU Procurement Directives must be followed at all times. Nothing in these SFIs can 



override the European Regulation. In cases where there could be legitimate doubt as to   
 
 the legal requirement to advertise the contract opportunity (for example, Schedule 3 



services which fall below the higher threshold for the Light Touch Regime, below-
threshold contracts, service concessions and the award of contract under a national 
framework without a mini-competition) the Trust should seek to remove the risk of an 
application for ineffectiveness under the first ground (i.e. awarding a contract without a 
prior contract notice) by publishing a VEAT notice and can reduce the time limits for a 
finding of ineffectiveness by issuing a CAN notice.   



 
 If the total contract value exceeds the relevant EU threshold and the opportunity is not 



advertised it may be challenged under the Remedies Regulation. Remedies the court 
may order include rendering the contract ineffective, imposing a fine on the Trust and/or 
awarding damages to the challenger and potentially the party providing the service.  



 
 The VEAT notice must contain details as to why the Trust considered that no prior 



contract was required, the nature of the intended contract and the identity of the 
successful tenderer. Furthermore, the Trust must not enter into the contract until the end 
of a ten day standstill period, commencing on the day after publication of the VEAT 
notice.  



 
 The CAN notice must be published within 30 days of the date of the contract award 



decision and, again, can be used where there is a change to the scope of a contract 
which might give rise to an allegation that the ‘changed’ contract amounts to an entirely 
new contract, one that has not been the subject of a prior contract notice. The CAN 
notice must explain why no prior contract notice was considered necessary. The effect 
of the CAN notice is that it reduces the time limit for a finding of ineffectiveness from 6 
months from when the contract is signed to 30 days from the day after the CAN notice is 
issued. 



  
 VEAT and CAN notices should only be used in the above cases. Both provide the Trust 



a safety mechanism against ineffectiveness, but do not negate the risk of financial 
penalties under the Remedies Directive. 



 
9.5.6 Fair and Adequate Competition 
  
 Unless the exceptions set out in SFI No 9.6.4 apply, the Trust shall ensure that with all 
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spend above £50,000 (excluding VAT). The Trust’s Procurement Department will follow 
the appropriate tender procedure, in-line with EU Procurement Directives. 



 
9.5.7 Items which subsequently breach thresholds after original approval 
 
 Items estimated to be below the limits set in this Standing Financial Instruction for which 



formal tendering procedures are not used which subsequently prove to have a value 
above such limits shall be reported to the Chief Executive, and be recorded in an 
appropriate Trust record.  



9.6 Contracting / Tendering Procedure 
   
 All contracting / tendering procedures will be carried out in line with the EU Procurement 



Directives, the Trust’s SFIs and national guidance received from the Department of 
Health and other appropriate organisations, such as, the Chartered Institute of 
Procurement and Supply (CIPS). 



9.6.1 Electronic Tendering  
 
 In complying with contracting and tendering procedures an electronic tendering 



approach utilising a proprietary system designed for such purposes may be used. Any 
system selected to manage the administration of electronic tenders shall provide such 
functionality as to mirror the processes and incorporate the principles of conventional 
tendering, adhere with the requirements of public procurement legislation and provide a 
full audit trail. 



 
9.6.2 Invitation to tender 
 



(i) All invitations to tender shall be issued simultaneously and will state the date and 
time as being the latest time for the receipt of tenders. 



 
(ii) Bidders wishing to submit tenders shall be provided with clear instruction and 



access to a portal to which tenders can be submitted.  
 
(iii) Every tender for goods, services or disposals shall embody NHS Standard 



Contract Terms and Conditions as are applicable. 
 
(iv) Every tender for building and engineering works, except for maintenance work 



only where Estate code guidance should be followed, shall embody or be in the 
terms of the current edition of the appropriate Joint Contracts Tribunal (JCT) or 
Department of the Environment (GC / Works) standard forms of contract 
amended to comply with Concode. When the content of the works is primarily 
engineering, tenders shall embody or be in the terms of the General Conditions of 
Contract recommended by the Institutions of Mechanical Engineers and the 
Association of Consulting Engineers (Form A) or, in the case of civil engineering 
work, the General Conditions of Contract recommended by the Institution of Civil 
Engineers. The standard documents should be amended to comply with Concode 
and, in minor respects, to cover special features of individual projects. Tendering 
based on other forms of contract may be used only after prior consultation with 
the DoH. 



 
9.6.3 Receipt and safe custody of tenders 



 
(i)  The electronic tendering system employed shall ensure that all tenders submitted 



are held in anonymity and are inaccessible until after the closing date and time for 
receipt of tenders.  



 
(ii)  The date and time of receipt of each tender shall be recorded by the system and 



a permanent record maintained.  
 
9.6.4 Opening electronic tenders and Register of tenders 
  



(i) As soon as practicable after the date and time stated as being the latest time for 
the receipt of tenders, the electronic tendering system shall release the tenders 
received, maintaining a permanent record of the opening date and time of each 
tender.  
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(ii) The electronic tendering system shall maintain a permanent record of each tender 
submitted including the name of the bidder, the name of the person completing 
the tender on behalf of the bidder and all pricing information submitted.  



 
(iii) The released tenders shall then be made available by the electronic tendering 



system to the originating Procurement Department.  
 



9.6.5 Admissibility 
 



(i) If for any reason the designated officers are of the opinion that the tenders 
received are not strictly competitive (for example, because their numbers are 
insufficient or any are amended, incomplete or qualified) no contract shall be 
awarded without the approval of the Chief Executive. 



 
(ii) Where only one tender is sought and / or received, the Chief Executive and 



Executive Director of Finance shall, as far practicable, ensure that the price to be 
paid is fair and reasonable and will ensure value for money for the Trust. 



 
9.6.6 Late, incomplete and amended tenders 
 



(i) Bidders wishing to submit tenders after the due time and date may be considered 
only if the Chief Executive or nominated officer decides that there are exceptional 
circumstances such as IT system failure.  The Chief Executive or nominated 
officer shall decide whether such tenders are admissible and whether re-
tendering is desirable.  Re-tendering must not be limited to only late submissions 
and must include all bidders. For EU tendering procedures, if re-tendering is 
required, then the current tender process must be aborted and a new tender 
started with a new OJEU advert of the opportunity.   



 
 
 
(ii) Evidence of technically late tenders (i.e. those despatched in good time but 



delayed through no fault of the tenderer e.g. failures of the electronic tendering 
system) must have supporting evidence stored safely in the relevant tender folder 
if the justification and evidence is not clearly apparent on the electronic tendering 
portal. 



 
 
(iii) Incomplete tenders (i.e. those from which information necessary for the 



adjudication of the tender is missing) and amended tenders (i.e. those amended 
by the tenderer on his own initiative either orally or in writing after the due time for 
receipt) will be rejected. 



 
(iv) Necessary discussions with a tenderer of the contents of his tender, in order to 



clarify technical points etc., before the award of a contract can only be carried out 
by the Procurement Department as part of the clarification stage and all 
communications must be through the electronic tendering portal and shared with 
all other bidders where applicable. 



 
(v) The Trust is not bound to accept the lowest or any tender.  The Trust also reserve 



the right to accept the whole or any part of any Tender submitted. 
 
9.6.7 Acceptance of formal tenders (See overlap with SFI No. 9.7) 
 



(i) No tender shall be accepted which will commit expenditure in excess of that 
which has been allocated by the Trust and which is not in accordance with these 
Instructions except with the authorisation of the Chief Executive or Executive 
Director of Finance. 



 
(ii) The use of these procedures must demonstrate that the award of the contract 



was: 
 
(a) not in excess of the going market rate / price current at the time the contract was 



awarded; 
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(b) that best value for money was achieved. 
 
(iii) All tenders should be treated as confidential and should be retained for 



inspection. The successful tender, including all associated documentation must 
be retained for six years plus the current financial year following the end of the 
contract period. Unsuccessful tenders must be retained for one year plus the 
current financial year following the date of contract award.  



 
9.6.8 Reports to the Trust Board 
 
 Reports (quarterly) on single tender waivers will be made to the Audit Committee. 
 
 
9.6.9  Contracted Suppliers - Financial Standing, Financial Suitability and Technical 



Competence of Contractors 
 
 During the period of the contract the Executive Director of Finance may make or institute 



any enquiries they deem appropriate concerning the financial standing, financial 
suitability and technical competence of contracted suppliers. The Director with lead 
responsibility for clinical governance will similarly make such enquiries as is felt 
appropriate to be satisfied as to their technical / medical competence. 



   
9.7 Quotations  
 
9.7.1 General position on quotations 
 
 Quotations are required electronically where formal tendering procedures are not 



adopted and where the intended expenditure or income exceeds, or is reasonably  
 
  
 expected to exceed £10,000 (excluding VAT) but not exceed £50,000 (excluding VAT), 



whether reclaimable or not.   
  
9.7.2 Competitive Quotations 
  



(i) Quotations must be sought in conjunction with the Procurement department and 
should be obtained from at least three firms / individuals based on specifications 
or terms of reference prepared by, or on behalf of, the Trust. 



 
(ii)   Responsibility for undertaking quotations in connection with expenditure relating 
   to the North East Leadership Academy (NELA) is delegated to the Director of  
   NELA.  
 
(iii) Quotations should be in writing using the Trust’s standard ‘Request for Quote 



(RFQ)’ documentation set and submitted via the electronic tendering system 
employed unless the Chief Executive or her nominated officer determines that it is 
impractical to do so. 



 
(iv) All quotations should be treated as confidential and will be electronically stored as 



per the DoH Retention of Records guidelines. 
  
(v) Clear evaluation methodology will be detailed to all bidders in the Request to 



Quote documents.  
 
9.7.3 Quotations to be within Financial Limits 
 
 No quotation shall be accepted which will commit expenditure in excess of that which 



has been allocated by the Trust and which is not in accordance with Standing Financial 
Instructions except with the authorisation of either the Chief Executive or Executive 
Director of Finance.9.8.4 Exceptions and Instances where formal quotations are not 
required 



 
 Quotation procedures need not be applied where: 
 



(a) the estimated expenditure or disposal income does not, or is not reasonably 
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expected to, exceed £ 10,000 (excluding VAT) over the life of the contract or 
where the contract period exceeds four years, the total value over a period four 
period whether reclaimable or not; 



 
(b) the supply is proposed under special arrangements negotiated, or agreed by the 



DoH, in which event the said special arrangements must be complied with;; 
 
(c) regarding disposals as set out in Standing Financial Instructions No. 16; 
 
(d) the requirement is covered by an existing contract; 
 
(e) contracts are in place where the Trust has been named or covered in the scope of 



the contract participants when tendered; 
 
(f) a consortium arrangement or national arrangement is in place and a lead 



organisation has been appointed to carry out tendering activity on behalf of the 
consortium members; 



 
(g) the contract is placed directly with the trust’s trading arm Synchronicity Care Ltd. 



 
 Quotation procedures may be waived in the following circumstances: 
 



(a) in very exceptional circumstances where the Chief Executive decides that formal 
tendering procedures would not be appropriate or practicable or the estimated 
expenditure or income would not warrant formal tendering procedures, and the 
circumstances are detailed in an appropriate Trust record; 



 
(b) where the timescale genuinely precludes competitive tendering but failure to plan 



the work properly would not be regarded as a justification for a single tender; 
 
(c) where specialist expertise is required and is available from only one source; 
 
 
 
(d) when the task is essential to complete the project, and arises as a consequence 



of a recently completed assignment and engaging different consultants for the 
new task would be inappropriate; 



 
(e) where there is a clear benefit to be gained from maintaining continuity with an 



earlier project. However in such cases the benefits of such continuity must 
outweigh any potential financial advantage to be gained by competitive tendering; 



   
The Executive Director of Finance will ensure that any fees paid are reasonable and 
within commonly accepted rates for the costing of such work.  
  
The waiving of competitive quotations should not be used to avoid competition or for 
administrative convenience or to award further work to a consultant originally appointed 
through a competitive procedure.  
 
Where it is decided that competitive quotations are not applicable and should be waived, 
the fact of the waiver and the reasons should be documented and recorded in an 
appropriate Trust record and reported to the Audit Committee. 



 
9.8 Authorisation of Tenders and Competitive Quotations 
 
 Providing all the conditions and circumstances set out in these Standing Financial 



Instructions have been fully complied with, formal authorisation of a contract may only 
be decided by the following staff to the value of the contract as follows: 



  
 Executive Directors of the Trust Board  up to £ 100,000 
 Trust Board     over £ 100,000 
 
 These levels of authorisation may be varied or changed and need to be read in 



conjunction with the Trust Board’s Scheme of Delegation.  
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 Formal authorisation must be put in writing. In the case of authorisation by the Trust 
Board this shall be recorded in their minutes. No contract shall be signed on behalf of 
the Trust unless it has been authorised by the Chief Executive or an Executive Director. 



 
9.9 Procurement below the Quotation and Tendering Thresholds 
 
 The purchase of goods or services under an estimated value of £10,000 (excluding 



VAT) does not require formal competition.  However, the purchase must still represent 
value for money and offer fair and equitable treatment to suppliers.  It may therefore be 
necessary from time to time to obtain three quotations, although this must be considered 
against the associated procurement administration costs. 



 
9.10 Compliance requirements for all contracts 
 
 The Trust Board may only enter into contracts on behalf of the Trust within the statutory 



powers delegated to it by the Secretary of State and shall comply with: 
 



(a) The Trust’s Constitution and Standing Financial Instructions; 
 
(b) EU Directives and other statutory provisions; 
 
(c) any relevant directions including the Capital Investment Manual, Estatecode and 



guidance on the Procurement and Management of Consultants; 
 
(d) the NHS Standard Contract Terms and Conditions as are applicable. 
 



 Where appropriate contracts shall be in or embody the same terms and conditions of 
contract as was the basis on which tenders or quotations were invited. 



 
 In all contracts made by the Trust, the Trust Board shall endeavor to obtain best value 



for money by use of all systems in place. The Chief Executive shall nominate an officer  
 
  
 who shall oversee and manage each contract on behalf of the Trust. 
 
9.11 Personnel and Agency or Temporary Staff Contracts 
 
 The Chief Executive shall delegate authority to nominated officers to enter into contracts 



of employment, regarding staff, agency staff or temporary staff service contracts on 
behalf of the Trust. 



 
9.12 Healthcare Contracts (see overlap with SFI No. 10 ) 
 
  Service agreements with NHS Commissioners for the supply of healthcare services 



shall be drawn up in accordance with the NHS Act 2006 (as amended by the Health and 
Social Care Act 2012) and administered by the Trust.  A NHS Service Contract with a 
Foundation Trust is a legal document and is enforceable in law.  



  
9.13 Disposals (See overlap with SFI No. 17) 
 
 Competitive Tendering or Quotation procedures shall not apply to the disposal of: 
 



(a) any matter in respect of which a fair price can be obtained only by negotiation or 
sale by auction as determined (or pre-determined in a reserve) by the Chief 
Executive or his nominated officer; 



 
(b) obsolete or condemned articles and stores, which may be disposed of in 



accordance with Trust Policy; 
 
(c) items to be disposed of with an estimated sale value of less than £10,000, this 



figure to be reviewed on a periodic basis; 
 
(d) items arising from works of construction, demolition or site clearance, which 



should be dealt with in accordance with the relevant contract; 
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(e) land or buildings classified as relating to commissioner requested services. 
Disposals of these properties shall be subject to compliance with NHS 
Improvement’s guidance for Foundation Trusts ‘Healthcare providers: asset 
register and disposal of assets’. 



 
 



9.14 In-house Services 
 
 The Chief Executive shall be responsible for ensuring that best value for money can be 



demonstrated for all services provided on an in-house basis. The Trust may also 
determine from time to time that in-house services should be market tested by 
competitive tendering. 



 
 In all cases where the Trust Board determines that in-house services should be subject 



to competitive tendering the following groups shall be set up: 
 



(a) Specification group, comprising the Chief Executive or nominated officer(s) and 
specialist(s). 



 
(b) In-house tender group, comprising a nominee of the Chief Executive and 



technical support. 
 
(c) Evaluation team, comprising normally a specialist officer, a Procurement officer 



and representative of the Executive Director of Finance. For services having a 
likely annual expenditure exceeding £100,000, a non-officer member should be a 
member of the evaluation team. 



 
 All groups should work independently of each other and individual officers may be a 



member of more than one group but no member of the in-house tender group may 
participate in the evaluation of tenders. 



  
  
 
 The evaluation team shall make recommendations to the Trust Board. 
 
 The Chief Executive shall nominate an officer to oversee and manage the contract on 



behalf of the Trust. 
 
9.15 Applicability of SFIs on Tendering and Contracting to funds held in trust (see 



overlap with SFI No. 20) 
 
 These Instructions shall not only apply to expenditure from Exchequer funds but also to 



works, services and goods purchased from the Trust’s trust funds and private resources. 
 
9.16 Declared Interests 
 
 Trust staff, including Trust Board members, must declare any interests of a nature 



personally beneficial, either directly or indirectly to them, which may affect or be affected 
by, a contract other than their own employment contract, which the Trust has let, or is 
considering letting.  



  
 Trust staff may not use their own employment with the Trust to influence the awarding of 



any contract in which they have any interest, either direct or indirect.    
  
 Where an interest creates a potential conflict of interest, this should be reported to the 



Executive Director of Finance.   
 
 The Executive Director of Finance will then review the conflict of interest and where the 



member of staff has a direct influence over the Trust’s purchasing decisions or is privy 
to information that would provide an unfair advantage to the organization or company, 
advise the individual on a recommended course of action: 



 
(i) the employee cannot participate in a particular procurement decision, or 
 
(ii) the employee may participate but will be cautioned to act in the best interests of 
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the trust, or 
 
(iii) the Trust Board will be advised that the Trust will not contract with that 



organisation or company whilst the conflict of interest exists 
 
10. NHS SERVICE AGREEMENTS FOR PROVISION OF SERVICES 



 
10.1 Patient Care Contracts 



 
10.1.1      The Chief Executive, as the Accountable Officer, is responsible for ensuring the 



Trust enters into suitable contracts with service commissioners for the provision of 
NHS services. 



 
All contracts should aim to implement the agreed priorities contained within the 
Annual Plan and wherever possible, be based upon integrated care pathways to 
reflect expected patient experience. In discharging this responsibility, the Chief 
Executive should take into account: 



 
•        the standards of service quality expected; 



 
•        the relevant national service framework (if any); 



 
•        the provision of reliable information on cost and volume of services; 



 
•        the NHS National Performance Assessment Framework; 



 
•        CQC registration requirements 



 
•        that Contracts build where appropriate on existing partnership arrangements; 



 
 
 
•        that Contracts are based on integrated care pathways. 



 
•        CQuin Priorities 



 
•        Quality Account Priorities 



 
•        NICE guidelines 



 
10.2 Involving Partners and jointly managing risk 



 
A good contract will result from a dialogue of clinicians, users, carers, public health 
professionals and managers.   It will reflect knowledge of local needs and 
inequalities. This will require the Chief Executive to ensure that the Trust works with 
all partner agencies involved in both the delivery and the commissioning of the 
service required.  The SLA will apportion responsibility for handling a particular risk 
to the party or parties in the best position to influence the event and financial 
arrangements should reflect this.  In this way the Trust can jointly manage risk with 
all interested parties. 



 
10.3 Reports to Trust Board 



 
The Chief Executive, as the Accountable Officer, will need to ensure that regular 
reports are provided to the Trust Board detailing actual and forecast income from 
the contract and any risk associated with the contract. 
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11.        TERMS   OF   SERVICE,   ALLOWANCES   AND   PAYMENT   OF 



MEMBERS  OF  THE  TRUST  BOARD  AND  EXECUTIVE 
COMMITTEE        AND EMPLOYEES 



 
11.1 Remuneration and Terms of Service 



 
11.1.1     In accordance with the Constitution, the Trust Board will establish a Remuneration 



Committee, with clearly defined terms of reference, specifying which posts fall 
within its area of responsibility, its composition, and the arrangements for reporting. 



 
11.1.2 The Committee will: 



 
(a) determine the appropriate remuneration and terms of service for the Chief 



Executive and other Executive Directors including: 
 



(i)   all  aspects  of  salary  (including  any  performance-related  elements  / 
bonuses); 



 
(ii)  provisions for other benefits, including pensions and cars; 



(iii) arrangements for termination of employment and other contractual terms; 



(b) determine the remuneration and terms of service of Executive Directors of the 
TTrust Board to ensure they are fairly rewarded for their individual 
contribution 
to the Trust - having proper regard to the Trust’s circumstances and 
performance and to the provisions of any national arrangements for such 
members and staff where appropriate; 



 
(c) monitor  and  evaluate  the  performance of  individual  Executive 



Directors; 
 



(d)     determine and oversee appropriate contractual arrangements for such staff 
including the proper calculation and scrutiny of termination payments taking 
account of such national guidance as is appropriate. 



 
11.1.3 Minutes of the Committee meetings should record such decisions. 



 
11.1.4     The Trust Board will consider and need to approve proposals presented by the 



Chief Executive for the setting of remuneration and conditions of service for those 
employees and officers not covered by the Committee. 



 
11.1.5 The Trust will pay allowances to the Chairman and Non-executive Directors of the 



Board in accordance with the directions of the Council of Governors. 
 



11.2 Funded Establishment 
 



11.2.1    The manpower plans incorporated within the annual budget will form the funded 
establishment. 



 
11.2.2     The  funded  establishment  of  any  department  may  not  be  varied  without  the 



approval of the Chief Executive or Executive Director of Finance 
 



11.3 Staff Appointments 
 



11.3.1     No member of the Trust Board or employee may engage, re-engage, or re-grade 
employees, on a permanent basis, or agree to changes in any aspect of 
remuneration, unless either: 
(a) authorised to do so by the Chief Executive; or 



 
(b) within the limit of their approved budget and funded establishment. 
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11.3.2     No member of the Trust Board or employee may engage, re-engage or re-grade 
employees on a temporary nature, or hire agency staff, or agree to changes in any 
aspect of remuneration, unless following the procedure laid out in the Temporary 
Staffing Policy and authorised to do so at an appropriate level as laid out in 
the Policy and. who must ensure it falls within their agreed budget. 



 
11.3.3 The Chief Executive is responsible for enforcing a Temporary Staffing Policy with the 



purpose of ensuring that: 
 (a) all avenues must be explored internally for covering gaps in service before 



employing staff from bank and agencies. 
 (b) staff refer to guidance and standards under which temporary staffing placements 



may occur 
 (c) temporary staffing placements are standardized, coordinated, appropriate and 



managed within budget. 
 (d) staff follow procedures and guidelines for the management of temporary staff. 
 
11.3.4 The use of e-rostering system must be adhered to when booking nursing bank staff. 
 
11.3.5 The increased agency approvals process must be followed, as advised in the NHS 



Improvement guidance of October 2016, as detailed in the Scheme of Delegation.  
  
11.3.6    The Trust Board will approve procedures presented by the Chief Executive for the 



determination of commencing pay rates, condition of service, etc., for employees. 
 
11.3.7 The recruitment department will ensure the commencement date for all staff is is the 



next available date on the Corporate Induction Programme and this induction must 
include all aspects of Core Essential Training in accordance with Trust policy, to be 
renewed on an annual basis. 



 
11.4 Processing Payroll 



 
11.4.1 The Executive Director of Finance is responsible for: 



 
(a) specifying timetables for submission of properly authorised time records and 



other notifications; 
 



(b) the final determination of pay and allowances; 



(c) making payment on agreed dates; 



(d) agreeing  the method of payment. 
 



11.4.2 The Executive Director of Finance will issue instructions regarding: 



(a) verification and documentation of data; 



(b) the timetable for receipt and preparation of payroll data and the payment of 
employees and allowances; 



 
(c) maintenance of subsidiary records for superannuation, income tax, social 



security and other authorised deductions from pay; 
 



(d) security and confidentiality of payroll information; 
 



(e) checks to be applied to completed payroll before and after payment; 
 



(f) authority to release payroll data under the provisions of the Data Protection 
Act; 



(g) methods of payment available to various categories of employee and officers; 



(h) procedures for payment by cheque, bank credit, or cash to employees and 
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officers; 
 



(I) procedures for the recall of cheques and bank credits; 



(j) pay advances and their recovery; 



(k) maintenance  of  regular  and  independent  reconciliation  of  pay  control 
accounts; 



 
(l) separation of duties of preparing records and handling cash; 



 
(m) a system to ensure the recovery from those leaving the employment of the 



Trust of sums of money and property due by them to the Trust. 
 



11.4.3 Appropriately nominated managers have delegated responsibility for: 
 



(a)     submitting time records, and other notifications including change forms for 
change in hours/grade etc  in accordance with agreed timetables; 



 
(b)     completing  time  records  and  other  notifications  including change forms in  



accordance  with  the Executive Director of Finance's instructions and in the 
form prescribed by the Executive Director of Finance; 



 
(c)     submitting  termination  forms  in  the  prescribed  form  immediately  upon 



knowing the effective date of an employee's or officer’s resignation, 
termination or retirement. Where an employee fails to report for duty or to 
fulfill obligations in circumstances that suggest they have left without notice, 
the Executive Director of Finance must be informed immediately.  



 
   



11.4.4   Regardless of the arrangements for providing the payroll service, the Executive 
Director  of  Finance  shall  ensure  that  the  chosen  method  is  supported  by 
appropriate (contracted) terms and conditions, adequate internal controls and audit 
review procedures and that there are suitable arrangements in place for the 
collection of payroll deductions and payment of these to appropriate bodies. 



 
11.4.5 The Executive Director of Workforce and OD shall ensure that effective procedures 



are established to ensure the timely communication to the Employment Services 
Bureau payroll of any staff leaving the employment of the Trust. This will need to  be 



 communicated before employment has ceased and in line with cut-off deadlines 
enabling recovery of monies owed to the Trust. 



 
11.5 Contracts of Employment 
11.5.1  The Trust Board shall delegate responsibility to the Associate Director of 



Organisational Development for: 



  (a)     ensuring that all employees are issued with a Contract of Employment in a 
form approved by the Trust Board and which complies with employment 
legislation; 



 
(b)     dealing with variations to, or termination of, contracts of employment. 



 
12. NON-PAY EXPENDITURE 



 
12.1 Delegation of Authority 



 
12.1.1     The Trust Board will approve the level of non-pay expenditure on an annual basis 



and the Chief Executive will determine the level of delegation to budget managers. 
 



12.1.2 The Chief Executive will set out: 
 



(a)     the list of managers who are authorised to place requisitions for the supply of 
goods and services; 
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(b)     the maximum level of each requisition line and the system for authorisation 
above that level. 



 
12.1.3 The Chief Executive shall set out procedures on the seeking of professional advice 



regarding the supply of goods and services. 
 
12.1.4 The Chief Executive shall demonstrate commitment to the ‘No Purchase Order No 



Payment’ Policy whereby invoices are not be paid without a valid purchase order 
number unless part of an approved exceptions list, by ensuring all staff are trained 
in the correct procedure for ordering goods and services through Cardea (refer 
section 12.2.1). 



 
12.2 Choice,  Requisitioning,  Ordering,  Receipt  and  Payment  for  Goods  and 



Services. 
 



12.2.1 Requisitioning on Cardea 
 



The requisitioner, in choosing the item to be supplied or the service to be 
performed is required to select from the electronic catalogues. Where an item is 
not available advice must be sought from the Procurement Department. Where this 
advice is not acceptable to the requisitioner, the Executive Director of Finance (and 
/ or the Chief Executive) shall be consulted. 



 
12.2.2 System of Payment and Payment Verification 



The Executive Director of Finance shall be responsible for the prompt payment of 
accounts and claims. Payment of contract invoices will be in accordance with 
contract terms or otherwise in accordance with the Public Sector Payment Policy 
and with the late payments directive 2011/7/EU. 



 
12.2.3 The Executive Director of Finance will: 



 
(a)    advise the Trust Board regarding the setting of thresholds above which 



quotations(competitive or otherwise) or formal tenders must be obtained; and, 
once     approved,  the   thresholds  should  be   incorporated  in   Standing 
Financial Instructions and regularly reviewed; 



 
(b)     prepare procedural instructions or guidance within the Scheme of Delegation 



on the obtaining of goods, works and services incorporating the thresholds; 
 



 
 
(c)      be responsible for the prompt payment of all properly authorised accounts 



and claims; 
 



(d)      be  responsible  for  designing  and  maintaining  a  system  of  
verification, recording and payment of all amounts payable. The system shall 
provide for: 



 
(i)   A list of Trust employees who are authorised to certify invoices. Where 



those invoices relate to an existing contract, it is the original contract that 
should be approved in line with the scheme of delegation. The invoices 
relating to that contract can be certified by any appropriate authorised 
signatory, providing the content of the invoice does not relate to 
themselves. Where those invoices do not relate to an existing contract, or 
where they exceed the value of the existing contract, then the limits in the 
scheme of delegation would apply. 



 
(ii)  Certification that: 



 
- goods have been duly received, examined and are in accordance with 



specification and the prices are correct; 
 



- work done or services rendered have been satisfactorily carried out in 
accordance with the order, and, where applicable, the materials used are 
of the requisite standard and the charges are correct; 
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- in the case of contracts based on the measurement of time, materials or 



expenses, the time charged is in accordance with the time sheets, the 
rates of labour are in accordance with the appropriate rates, the materials 
have been checked as regards quantity, quality, and price and the 
charges for the use of vehicles, plant and machinery have been 
examined; 



 
- where appropriate, the expenditure is in accordance with regulations and 



all necessary authorisations have been obtained; 
 



- the account is arithmetically correct; 
 



- the account is in order for payment. 
 



(iii) A  timetable  and  system  for  submission  of  accounts  for  payment; 
provision shall be made for the early submission of accounts subject to 
cash discounts or otherwise requiring early payment. 



 
(iv) Instructions to employees within the Finance Department regarding the 



handling and payment of amounts due, including those payments where 
the issue of an official order is agreed to be not appropriate. 



 
(e)     be responsible for ensuring that payment for goods and services is only made 



once the goods and services are received. The only exceptions are set out in 
SFI No. 12.2.4 below. 



 
12.2.4 Prepayments/Exceptions 



 
Prepayments are only permitted where exceptional circumstances apply. In such 
instances: 



 
(a)     Prepayments are only permitted where the financial advantages outweigh the 



disadvantages (i.e. cash flows must be discounted to NPV using the National 
Loans Fund (NLF) rate plus 2%). 



 
(b)     The appropriate officer must provide, in the form of a written report, a case 



setting out all relevant circumstances of the purchase. The report must set  
 
  
 out the effects on the Trust if the supplier is at some time during the course of  
 the prepayment agreement unable to meet his commitments; 



 
(c)      The Executive Director of Finance will need to be satisfied with the proposed 



arrangements before contractual arrangements proceed (taking into account 
the EU public procurement rules where the contract is above a stipulated 
financial threshold); 



 
(d)     The budget holder is responsible for ensuring that all items due under a 



prepayment contract are received and they must immediately inform the 
appropriate Director or Chief Executive if problems are encountered. 



 
12.2.5 Official orders 



 
Official Orders must: 



 
(a)     be consecutively numbered; 



 
(b) be in a form approved by the Executive Director of Finance; 



(c) state the Trust’s terms and conditions of trade; 



(d)     only be issued to, and used by, those duly authorised by the Chief Executive. 
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12.2.6 Duties of Managers and Officers 



 
No Officer may outspend their allocated budget.  All Officers must ensure that they 
comply fully with the guidance and limits specified by the Executive Director of 
Finance and that: 



 
(a)     all contracts (except as otherwise provided for in the Scheme of Delegation), 



leases, tenancy agreements and other commitments which may result in a 
liability are notified to the Executive Director of Finance in advance of any 
commitment being made; 



 
(b)     contracts  above  specified  thresholds  are  advertised  and  awarded  in 



accordance with EU rules on public procurement; 
 



(c)     where consultancy advice is being obtained, the procurement of such advice 
must be in accordance with relevant guidance; 



 
(d)     no order shall be issued for any item or items to any firm which has made an 



offer of gifts, reward or benefit to directors or employees, other than: 
 



(i) isolated gifts of a trivial character or inexpensive seasonal gifts, such 
as calendars; 



 
(ii) conventional hospitality, such as lunches in the course of working 



visits; 
 



(This provision needs to be read in conjunction with the Trust’s Gifts and 
Hospitality procedure (POL/CA/003).  adhering to the principles outlined in 
the national guidance contained in HSG 93(5) “Standards of Business 
Conduct for NHS Staff”. 



 
(e)     no requisition / order is placed for any item or items for which there is no 



budget provision unless authorised by the Executive Director of Finance on 
behalf of the Chief Executive; 



 
 
 
 
(f) all goods, services, or works are ordered on an official order except: 
 



•   purchases from petty cash; 
•  purchases made via a purchasing or prepaid debit card; 
•  reimbursements and other payments not relating to the ordering of goods 



and/or services. 
•  Expenditure listed on the ‘permitted list’ as agreed with Executive Director 



of  Finance.  These  are  items  of  expenditure  where  contracts  are  in 
existence  or  alternative  methods  of  control  have  been  identified  and 
documented. 



 
(g) verbal orders, other than emergency works orders, must not be issued; 



 
(h)     requisition lines / orders are not split or otherwise placed in a manner devised 



so as to avoid the financial thresholds; 
 



(i) goods are not taken on trial or loan in circumstances that could commit the 
Trust to a future uncompetitive purchase; 



 
(j)      changes to the list of employees and officers authorised to certify invoices are 



notified to the Executive Director of Finance; 
 



(k)     purchases from petty cash and purchasing cards are restricted in value and 
by type of purchase in accordance with instructions issued by the Executive 
Director of Finance; 



Comment [w12]: Same rationale as 
above, so that there is no need to keep 
updating the reference to the guidance 











Appendix E



Standing Financial Instructions (September 2017) Page 36 of 41 



 



 



 
(l) petty cash records are maintained in a form as determined by the Executive 



Director of Finance. 
 



(m)    purchases made with purchasing or prepaid debit cards are restricted by type 
in accordance with instructions issued by the Executive Director of Finance 



 
(n)     purchase  or  prepaid  debit  card  records  are  maintained  in  a  form  as 



determined by the Executive Director of Finance. 
 



(o)     records of reimbursement of expenses by mobile payments are maintained in 
a form as determined by the Executive Director of Finance. 



 
12.2.7  The Chief Executive and Executive Director of Finance shall ensure that the 



arrangements for financial control and financial audit of building and engineering 
contracts and property transactions comply with the guidance contained within 
CONCODE and ESTATECODE. The technical audit of these contracts shall be the 
responsibility of the relevant Director. 



 
12.3 Joint Finance Arrangements with Local Authorities and Voluntary Bodies 



 
12.3.1     Payments to local authorities and voluntary organisations made under the powers of 



the NHS Act 2006 shall comply with procedures laid down by the Executive Director 
of Finance which shall be in accordance with the Act. 



 
12.3.2     The Trust Board may confirm contracts to purchase from a voluntary organisation or 



a local authority using its powers under the Act. The Trust Board may confirm 
contracts to transfer money from the NHS to the voluntary sector or the health 
related functions of local authorities where such a transfer is to fund services to 
improve the health of the local population more effectively than equivalent 
expenditure on NHS services, using its powers under the Act. 



 
13. EXTERNAL BORROWING 
 



13.1.1     The Executive Director of Finance will advise the Trust Board of any proposed new 
borrowing. The Executive Director of Finance is also responsible for reporting 
periodically to the Trust Board concerning all loans and overdrafts. 



 
 
13.1.2    The Trust Board will agree the list of employees (including specimens of their 



signatures) who are authorised to make short term borrowings on behalf of the 
Trust. This must contain the Chief Executive and the Executive Director of Finance. 



 
13.1.3    The Executive Director of Finance must prepare detailed procedural instructions 



concerning applications for loans and overdrafts. 
 



13.1.4     All short-term borrowings should be kept to the minimum period of time possible, 
consistent with the overall cash flow position, represent good value for money, and 
comply with Trust’s “Treasury Management Policy”. 



 
13.1.5     Any  short-term  borrowing  must  be  with  the  authority  of  two  members  of  an 



authorised panel, one of  which must be the Chief  Executive or  the  Executive 
Director of Finance. The Trust Board must be made aware of all short term 
borrowings at the next Trust Board meeting. 



 
13.1.6     All long-term borrowing must be consistent with the plans outlined in the annual 



plan as approved by the Trust Board. 
 



13.2 INVESTMENTS 
 
 This section will apply only at such a time as necessary, when it becomes a financially 
 viable option to invest surplus cash. At such times an Iinvestment Ccommittee will be 
 convened. 
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13.2.1   Temporary cash surpluses must be held only in such public or private sector 
investments as authorised by the Investment Committee, on behalf of the Trust 
Board, in accordance with the Trust’s policies on treasury management and 
Monitor’s guidance “Managing Operating Cash in NHS Foundation Trusts.  



  
  



 
13.2.2   The Executive Director of Finance is responsible for advising the Investment 



Committee on investments and shall report periodically to the Trust Board 
concerning the performance of investments held. 



 
13.2.3     The Executive Director of Finance will prepare detailed procedural instructions on 



the operation of investment accounts and on the records to be maintained. 
 



13.2.4    The Investment Committee of the Trust Board will review the performance and 
management of the Treasury Management function within the Trust.  The Terms of 
Reference of the Investment Committee are appended to the Scheme of Decisions 
Reserved to the Trust Board. 



 
13.2.5 The Investment Policy for charitable funds shall be approved by the Charitable 



Funds Committee. 
 
14.  CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET   



REGISTERS AND SECURITY OF ASSETS 
 
14.1 Capital Investment 



 
14.1.1 The Chief Executive: 



 
(a)     shall ensure that there is an adequate appraisal and approval process in 



place for determining capital expenditure priorities and the effect of each 
proposal upon business plans; 



 
(b)     is responsible for the management of all stages of capital schemes and for 



ensuring that schemes are delivered on time and to cost; 
 
(c) ensure that any aspects of the management of the capital programme 



outsourced to Trust subsidiaries are subject to formal service level 
agreements covered by the Trust’s contract management process and require 
the production of such plans and reports, and attendance at such Trust Board, 
Committee and other meetings to review plans, reports and business cases 
as shall be required for the efficient management of the programme. 



. 
 



 



 



114.1.2 For every capital expenditure proposal the Chief Executive shall ensure: 



(a) that a business case is produced setting out: 



(i) an option appraisal of potential benefits compared with known costs to 
determine  the  option  with  the  highest  ratio  of  benefits  to  costs; 



 
(ii) the involvement of appropriate Trust personnel and external agencies;  



(ii) appropriate project management and control arrangements; 



(b) that the Executive Director of Finance has certified professionally to the costs 
and revenue consequences detailed in the business case. 



 
14.1.3     For  capital  schemes  where  the  contracts  stipulate  stage  payments,  the  Chief 



Executive will issue procedures for their management, incorporating the 
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recommendations of “Estatecode”. 
 
 



14.1.4     The Executive Director of Finance shall assess on an annual basis the requirement 
for the operation of the construction industry tax deduction scheme in accordance 
with Inland Revenue guidance. 



 
14.1.5     The Executive Director of Finance shall issue procedures for the regular reporting of 



expenditure and commitment against authorised expenditure. 
 



14.1.6     The approval of a capital programme shall not constitute approval for expenditure 
on any scheme. 



 
The Chief Executive shall issue to the manager responsible for any scheme: 



(a) specific authority to commit expenditure; 



(b)     authority to proceed to tender ( see overlap with SFI No. 9.6); 
 



(c)     approval to accept a successful tender (see overlap with SFI No. 9.6). 
 



The Chief Executive will issue a scheme of delegation for capital investment 
management in  accordance with  "Estatecode" guidance and the Trust’s 
Constitution. 



 
14.1.7     The Executive Director of Finance shall issue procedures governing the financial 



management of capital investment projects including variations to contract and 
valuation for accounting purposes. 



 
14.2 Asset Registers 



 
14.2.1     The Chief Executive is responsible for the maintenance of registers of assets, taking 



account of the advice of the Executive Director of Finance concerning the form of 
any register and the method of updating, and arranging for a physical check of 
assets against the asset register to be conducted once a year. 



 
14.2.2     The Trust shall maintain an asset register recording fixed assets.   The minimum 



data set to be held within these registers shall be as specified by the Executive 
Director of Finance. 



 
Balancing the need for subsidiaries’ commercial freedom with the Trust’s obligations 
to produce consolidated accounts, and to meet legal requirements, the Chief 
Executive and Director of Finance shall require that subsidiaries maintain asset 
registers in line with the Trust’s requirements, under formal SLAs subject to the 
contract management process.  



 
14.2.3     Additions to the fixed asset register must be clearly identified to an appropriate 



budget holder and be validated by reference to: 
 



(a)     properly  authorised  and   approved  agreements,  architect's  certificates, 
supplier's invoices and other documentary evidence in respect of purchases 
from third parties; 



 
(b)     stores, requisitions and wages records for own materials and labour including 



appropriate overheads; 
 



(c)    lease agreements in respect of assets held under a finance lease and 
capitalised. 



 
14.2.4     Where capital assets are sold, scrapped, lost or otherwise disposed of, their value 



must be removed from the accounting records and each disposal must be validated 
by reference to authorisation documents and invoices (where appropriate). 



 
14.2.5     The  Executive  Director  of  Finance  shall  approve  procedures  for  reconciling 
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balances on fixed assets accounts in ledgers against balances on fixed asset 
registers. 



 
14.2.6     The valuation of assets shall be in accordance with the requirements of the NHS 



Foundation Trust Annual Reporting Manual, issued annually by Monitor, and the 
International Financial Reporting Standards. 



 
 



 
14.2.7     The value of each asset shall be depreciated using methods and rates as specified 



in the Trust’s accounting policies, which must adhere to the NHS Foundation Trust 
Annual Reporting Manual and the International Financial Reporting Standards. 



 
14.2.8    The Executive Director of Finance shall calculate and pay dividend charges as 



specified by the Department of Health 
 



14.3 Security of Assets 
 



14.3.1 The overall control of fixed assets is the responsibility of the Chief Executive. 
 



14.3.2    Asset control procedures (including fixed assets, cash, cheques and negotiable 
instruments, and also including donated assets) must be approved by the Executive 
Director of Finance. This procedure shall make provision for: 



 
(a) recording managerial responsibility for each asset; 



(b) identification of additions and disposals; 



(c) identification of all repairs and maintenance expenses; 



(d) physical security of assets; 



(e)    periodic verification of the existence of, condition of, and title to, assets 
recorded 



(f) identification and reporting of all costs associated with the retention of an 
asset; 



 
(g) reporting,  recording  and  safekeeping  of  cash,  cheques,  and  negotiable 



instruments. 
 



14.3.3     All discrepancies revealed by verification of physical assets to fixed asset register 
shall be notified to the Executive Director of Finance. 



 
14.3.4    Any damage to the Trust’s premises, vehicles and equipment, or any loss of 



equipment, stores or supplies or cash must be reported by Trust Board members 
and employees in accordance with the procedure for reporting losses. 



 
14.3.5 Where practical, assets should be marked as Trust property. 



 
 
 
 
 
15. STORES AND RECEIPT OF GOODS 



 
15.1 General position 



 
15.1.1     Stores, defined in terms of controlled stores and departmental stores (for immediate 



use) should be: 
 



(a) kept to a minimum; 
 



(b) subjected to an annual stock take, or a rolling stock take; 



(c) valued at the lower of cost and net realisable value. 
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15.2 Control of Stores, Stocktaking, condemnations and disposal 
 



15.2.1     Subject to the responsibility of the Executive Director of Finance for the systems of 
control, overall responsibility for the control of stores shall be delegated to an 
employee by the Chief Executive or, under an SLA subject to the contract 
management process, may be outsourced (in whole or in part) to a subsidiary 
company. The day-to-day responsibility may be delegated by him to departmental 
employees and stores managers / keepers, subject to such delegation being 
entered in a record available to the Executive Director of Finance. The control of 
any pharmaceutical stocks shall be the responsibility of a designated 
pharmaceutical officer; the control of any fuel oil and coal of a designated estates 
manager. 



 
15.2.2     The responsibility for security arrangements and the custody of keys for any stores 



and locations shall be clearly defined in writing by the designated manager / 
pharmaceutical officer. Wherever practicable, stocks should be marked as health 
service property. 



 
15.2.3     The Executive Director of Finance shall set out procedures and systems to regulate 



the stores including records for receipt of goods, issues, and returns to stores, and 
losses. 



 
 



 
15.2.4     Stocktaking arrangements shall be agreed with the Executive Director of Finance 



and there shall be a physical check covering all items in store at least once a year. 
 



15.2.5     Where a complete system of stores control is not justified, alternative arrangements 
shall require the approval of the Executive Director of Finance. 



 
15.2.6     The designated Manager / Pharmaceutical Officer shall be responsible for a system 



approved by the Executive Director of Finance for a review of slow moving and 
obsolete   items   and   for   condemnation,   disposal,   and   replacement  of   all 
unserviceable articles. The designated Officer shall report to the Executive Director 
of  Finance  any evidence of  significant overstocking and  of  any  negligence or 
malpractice (see also overlap with SFI No. 16 Disposals and Condemnations, 
Losses and Special Payments). Procedures for the disposal of obsolete stock shall 
follow the procedures set out for disposal of all surplus and obsolete goods. 



 
15.3 Goods supplied by NHS Supply Chain 



 
For goods supplied via the NHS Supply Chain central warehouses, the Chief 
Executive shall identify those authorised to requisition and accept goods from the 
store. The authorised person shall check receipt against the delivery note before 
forwarding this to the Executive Director of Finance who shall be satisfied that the 
goods have been received before accepting the recharge. 



 
16. DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL 



PAYMENTS 
 



16.1 Disposals and Condemnations 
 



16.1.1 Procedures 
 



 
 
The  Executive  Director  of  Finance  must  prepare  detailed  procedures  for  the 
disposal of assets including condemnations, and ensure that these are notified to 
managers. In addition, the Director of Finance will establish formal arrangements to 
monitor those assets held by subsidiary companies and to review plans to dispose of 
assets to ensure that legal and regulatory requirements, relating to material and 
significant transactions, and commissioner requested services can be met.  



 
16.1.2     When  it  is  decided  to  dispose  of  a  Trust  asset,  the  Head  of  Department  or 
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authorised deputy will determine and advise the Executive Director of Finance of 
the estimated market value of the item, taking account of professional advice where 
appropriate. 



 
16.1.3     If an organisation is at risk  of financial failure then assets related to commissioner 



requested services cannot be disposed of without written consent of all relevant 
commissioners, and approval from Monitor. 



 
16.1.4 All unserviceable articles shall be: 



 
(a)    condemned or otherwise disposed of by an employee authorised for that 



purpose by the Executive Director of Finance; 
 



(b)     recorded by the Condemning Officer in a form approved by the Executive 
Director of Finance which will indicate whether the articles are to be 
converted, destroyed or otherwise disposed of. All entries shall be confirmed 
by the countersignature of a second employee authorised for the purpose by 
the Executive Director of Finance. 



 
16.1.5     The Condemning Officer shall satisfy him or herself as to whether or not there is 



evidence of negligence in use and shall report any such evidence to the Executive 
Director of Finance who will take the appropriate action. 



 
16.2 Losses and Special Payments 



 
16.2.1 Procedures 



 
The Executive Director of Finance must prepare procedural instructions on the 
recording of and accounting for condemnations, losses, and special payments. 



 
16.2.2     Any employee discovering or suspecting a loss of any kind must either immediately 



inform their head of department, who must immediately inform the Chief Executive 
and  the  Executive  Director  of  Finance  or  inform  an  officer  charged  with 
responsibility for responding to concerns involving loss, or in the case of suspected 
fraud, the Local Counter Fraud Specialist or NHS Protect, in accordance with the 
Trust’s Anti-Fraud Policy. This officer will then appropriately inform the Executive 
Director of Finance and / or Chief Executive. Where a criminal offence is suspected, 
the Executive Director of Finance must immediately inform the police if theft (not 
involving deception) or arson is involved. 



 
16.2.3     For losses apparently caused by theft (not involving deception), arson, neglect of 



duty or gross carelessness, except if trivial, the Executive Director of Finance must 
immediately notify: 



 
(a)     the Trust Board, 



 
(b)     the External Auditor. 



 
16.2.4   Any proposed special severance settlements that exceed legal or contractual 



obligations must be first agreed by the Trust’s Nominations and Remuneration 
Committee. If the settlement is found to be justified then the formal approval of both 
Monitor and HM Treasury is required prior to payment 



 
16.2.5     The Audit Committee on behalf of the Trust Board shall approve the writing-off of 



losses. 
 



16.2.6 The Executive Director of Finance shall be authorised to take any necessary steps 
to safeguard the Trust’s interests in bankruptcies and company liquidations. 



 
 
16.2.7     For  any  loss,  the  Executive Director  of  Finance  should  consider  whether  any 



insurance claim can be made. 
 



16.2.8 The Executive Director of Finance shall maintain a Losses and Special Payments 
Register in which write-off action is recorded. 
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16.2.9     Losses and  special payments must be  reported to  the  Audit  Committee  on  a 



quarterly basis. 
 
17. INFORMATION TECHNOLOGY 



 
17.1 Responsibilities and duties of the Executive Director of Finance 



 
17.1.1     The Executive Director of Finance, who is responsible for the accuracy and security 



of the computerised financial data of the Trust, shall: 
 



(a)    devise and implement any necessary procedures to ensure   adequate 
(reasonable)  protection  of  the  Trust’s  data,  programs     and  computer 
hardware for which the Director is responsible from accidental or intentional 
disclosure to unauthorised persons, deletion or modification, theft or damage, 
having due regard for the Data Protection Act 1998; 



 
(b)     ensure that adequate (reasonable) controls exist over data entry, processing, 



storage, transmission and output to ensure security, privacy, accuracy, 
completeness,  and  timeliness  of  the  data,  as  well  as  the  efficient  and 
effective operation of the system; 



 
(c)    ensure that adequate controls exist such that the computer operation is 



separated from development, maintenance and amendment; 
 



(d)   ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as the Director 
may consider necessary are being carried out. 



 
17.1.2     The Executive Director of Finance shall need to ensure that new financial systems 



and amendments to current financial systems are developed in a controlled manner 
and thoroughly tested prior to implementation. Where this is undertaken by another 
organisation, assurances of adequacy must be obtained from them prior to 
implementation. 



 
17.1.3    The Trust Secretary shall publish and maintain a Freedom of Information (FOI) 



Publication Scheme, or adopt a model   Publication   Scheme   approved   by the 
Information Commissioner. A Publication Scheme is a complete guide to the 
information routinely published by a public authority.   It describes the classes or 
types of information about our Trust that we make publicly available. 



 
17.2 Contracts for Computer Services with other health bodies or outside agencies 



 
The Executive Director of Finance shall ensure that contracts for computer services 
for financial applications with another health organisation or any other agency shall 
clearly define the responsibility of all parties for the security, privacy, accuracy, 
completeness, and timeliness of data during processing, transmission and storage. 
The contract should also ensure rights of access for audit purposes. 



 
Where  another  health  organisation  or  any  other  agency  provides  a  computer 
service for financial applications, the Executive Director of Finance shall periodically 
seek assurances that adequate controls are in operation. 



 
17.3 Risk Assessment 



 
The Executive Director of Finance shall ensure that risks to the Trust arising from 
the use of IT are effectively identified and considered and appropriate action taken  
 
 
 
to mitigate or control risk. This shall include the preparation and testing of 
appropriate disaster recovery plans. 



 
 



17.4       Requirements for Computer Systems which have an impact on corporate 
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financial systems 
 



Where  computer  systems  have  an  impact  on  corporate  financial  systems  the 
Executive Director of Finance shall need to be satisfied that: 



 
(a) data produced for use within financial systems is adequate, accurate, 



complete and timely, and that a management (audit) trail exists; 
 



(b)     Executive Director of Finance staff have access to such data; 
 



(c) such computer audit reviews as are considered necessary are being carried 
out. 



 
18. PATIENTS' PROPERTY 



 
18.1        The Trust has a responsibility to provide safe custody for money and other personal 



property  (hereafter  referred  to  as  "property")  handed  in  by  patients,  in  the 
possession of unconscious or confused patients, or found in the possession of 
patients dying in hospital or dead on arrival. 



 
18.2        The Director of Nursing is responsible for ensuring that patients or their guardians, 



as appropriate, are informed before or at admission by: 
 



-        notices and information booklets; (notices are subject to sensitivity guidance) 
-        hospital admission documentation and property records; 
-        the oral advice of administrative and nursing staff responsible for admissions, 



 
that the Trust will not accept responsibility or liability for patients' property brought 
into Health Service premises, unless it is handed in for safe custody and a copy of 
an official patients' property record is obtained as a receipt. 



 
18.3        The Executive Director of  Finance, in  conjunction  with  the  Executive  Director  



of Nursing,�must provide detailed written instructions on the collection, custody, 
investment, recording, safekeeping, and disposal of patients' property (including 
instructions on the disposal of the property of deceased patients and of patients 
transferred to other premises) for all staff whose duty is to administer, in any way, 
the property of patients. Due care should be exercised in the management of a 
patient's money in order to maximise the benefits to the patient. 



 
18.4 In all cases where property of a deceased patient is of a total value in excess of 



£5,000 (or such other amount as may be prescribed by any amendment to the 
Administration of Estates, Small Payments Act 1965), the production of Probate or 
Letters of Administration shall be required before any of the property is released. 
Where the total value of property is £5,000 or less, forms of indemnity shall be 
obtained from the cashier’s office on the appropriate site. 



 
18.5        Staff should be informed, on appointment, by the appropriate departmental or senior 



manager of their responsibilities and duties for the administration of the property of 
patients. 



 
19. FUNDS HELD ON TRUST and other Non-Exchequer Funds 



 
19.1 Corporate Trustee 



 
(1)  Standing Order No. 2.8 outlines the Trust’s responsibilities as a corporate 



trustee for the management of funds it holds on trust. The Trust Board will 
establish a Charitable Funds Committee to administer charitable funds in 
accordance with legal, best practice and Charities Commission guidance. 



 
(2)  The discharge of the Trust’s corporate trustee responsibilities are distinct from its 



responsibilities for exchequer funds and may not necessarily be discharged in the 
same manner, but there must still be adherence to the overriding general 
principles of financial regularity, prudence and propriety. Trustee responsibilities 
cover both charitable and non-charitable purposes. 
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(3) The Executive Director of Finance shall ensure that each individual fund is 



managed appropriately with regard to its purpose and to its requirements. 
 



19.2 Accountability to Charity Commission  
 



The trustee responsibilities must be discharged separately and full recognition 
given to the Trust’s accountabilit y to  the Charity Commission for charitable 
funds held on trust.  
 
The Scheme of Decisions and the Scheme of Delegation make clear where the 
exercise of discretion regarding the disposal and use of the funds can be taken 
and by whom. All Trust Board members and Trust officers must take account of that 
guidance before taking action. 



 
19.3 Applicability of Standing Financial Instructions to funds held on Trust 



 
In so far as it is possible to do so, most of the sections of these Standing Financial 
Instructions will apply to the management of funds held on trust (see overlap with 
SFI No 9.16). The over-riding principle is that the integrity of each Trust must be 
maintained and statutory and Trust obligations met. Materiality must be assessed 
separately from Exchequer activities and funds. 
 
 



 
20. ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS 



OF BUSINESS CONDUCT (see overlap with SFI No. 12.2.6 (d)) 
 



The Executive Director of Finance shall ensure that all staff are made aware of the 
Trust policy on acceptance of gifts and other benefits in kind by staff. This policy 
follows the guidance contained in the “Standards of Business Conduct Policy” 
published by NHS England revised May 2017); and is also deemed to be an integral 
part of these Standing Financial Instructions (see overlap with SO No. 7). 



 
21. RETENTION OF RECORDS 



 
21.1        The Chief Executive shall be responsible for maintaining archives for all records 



required to be retained in accordance with Department of Health guidelines. 
 



21.2        All record categories shall be assigned an Information Asset owner and shall be 
included on an Information Asset Register in accordance with current guidance. 



 
21.3 The records held in archives shall be capable of retrieval by authorised persons. 



 
21.4        Records held in accordance with latest Department of Health guidance shall only be 



destroyed in accordance with that guidance. Detail shall be maintained of records 
so destroyed. 



 
22. RISK MANAGEMENT AND INSURANCE 



 
22.1 Programme of Risk Management 



 
The Chief Executive shall ensure that the Trust has a programme of risk 
management, which must be approved and monitored by the Trust Board. 



 
The programme of risk management shall include: 



 
a)      a process for identifying and quantifying risks and potential liabilities; 



 
b) engendering among all levels of staff a positive attitude towards the control of 



risk; 
 



c) management processes to ensure all significant risks and potential liabilities 
are addressed including effective systems of internal control, cost effective 
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insurance cover, and decisions on the acceptable level of retained risk; 
 



d)      contingency plans to offset the impact of adverse events; 
 



e) audit and other assurance arrangements including; internal audit, clinical 
audit, health and safety review; 



 
f)       a clear indication of which risks shall be insured; 



 
g)      arrangements to review the Risk Management program. 



 
The existence, integration and evaluation of the above elements will assist in 
providing a basis to make the Annual Governance Statement within the Annual 
Report and Accounts. 



 
22.2 Insurance: Risk Pooling Schemes administered by NHSLA 



 
The  Trust  Board  shall  decide  if  the  Trust  will  insure  through  the  risk  pooling 
schemes administered by the NHS Litigation Authority or self-insure for some or all 
of the risks covered by the risk pooling schemes. If the Trust Board decides not to 
use the risk pooling schemes for any of the risk areas (clinical, property and 
employers / third party liability) covered by the scheme this decision shall be 
reviewed annually. 



 
22.3 Insurance arrangements with commercial insurers 



 
22.3.1    The Executive Director of Finance will ensure that the cover provided by any 



commercial insurance contract is appropriate to the needs of the Trust and 
incorporated into the program for managing risk. 



 
22.3.2     The Executive Director of Finance will conduct an annual review of the continuing 



appropriateness of commercial insurance contracts. 
 



22.3.3     The Executive Director of Finance will report to the Board on the Trust’s contracts 
for commercial insurance within the annual review of the Trust’s arrangements for 
risk management 



 
22.4 Arrangements to be followed by the Trust Board in agreeing Insurance cover 



 
22.4.1    Where the Trust Board decides to use the risk pooling schemes administered by the 



NHS Litigation Authority the Executive Director of Finance shall ensure that the 
arrangements entered into are appropriate and complementary to the risk 
management programme. The Executive Director of Finance shall ensure that 
documented procedures cover these arrangements. 



 
22.4.2     Where the Trust Board decides not to use the risk pooling schemes administered by 



the NHS Litigation Authority for one or other of the risks covered by the schemes, 
the Executive Director of Finance shall ensure that the Trust Board is informed of 
the nature and extent of the risks that are self-insured or insured with commercial 
insurers as a result of this decision. The Executive Director of Finance will draw up 
formal documented procedures for the management of any claims arising from third 
parties and payments in respect of losses which will not be reimbursed. 



 
 



 
 
 
22.4.3     All the non-clinical risk pooling schemes require Scheme members to make some  
 
 contribution to the settlement of claims (the ‘deductible’).The Executive Director of 



Finance should ensure documented procedures also cover the management of 
claims and payments below the deductible in each case. 



 
23. SUBSIDIARY COMPANIES 
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23.1 Approval of plans and objectives 
 
23.1.1 The Executive Director of Finance shall require from each subsidiary company, an 



annual business plan to be produced in advance of the commencement of the next 
financial year, setting out: 



 
i)  A forecast profit and loss account; 
ii) Forecast balance sheet; 
iii)  Forecast cash flow statement 
iv) Forecast payments to the Trust including dividends and loan repayments 
v) Proposals for the investment of any surplus cash holdings; and 
vi) Business and performance objectives for the financial year  
vii)   Contractual payments for services to / from the Trust 
 



23.2 In-year performance 
 
23.2.1 The Executive Director of Finance shall ensure that quarterly reports are provided by 



each subsidiary company to the Trust Board, setting out performance against 
financial targets and business objectives. The Executive Director of Finance shall 
provide expert advice to the Board on financial performance.  



 
23.3 Operational performance and assurance 
 
23.3.1 The Chief Executive shall ensure that formal service level agreements are in place 



covering all services to be provided to the Trust by each subsidiary company, 
including defined key performance indicators. The Executive Director of Finance 
shall ensure that robust contract management arrangements are in place to monitor 
performance against all KPIs and to require remediation of poor performance in line 
with mechanisms agreed through each SLA. 



 
23.3.2 With the support of the Senior Associate Director of Assurance and Compliance, the 



Board shall establish arrangements for reporting on activities undertaken by 
subsidiary companies to Board Assurance Committees. Reporting will be based on 
the results of contract monitoring.  



 
23.3.3. The Chief Executive shall establish arrangements for significant risks to the Trust’s 



operations, identified by or managed by subsidiary companies, to be reported to the 
Trust’s Executive Directors and monitored through the Trust’s Risk Management 
Committee. 



 
23.3.4 The Trust’s Audit Committee shall require assurance with respect to risk 



management, control and governance arrangements in subsidiary companies, to be 
built into the Trust’s annual internal audit plans.  



 
23.4 Conflicts of Interest 
 
23.4.1 Any Director of the Trust who is also a Director of a subsidiary company will be 



required to declare the latter directorship for inclusion in the Trust’s register of 
interests and at the outset of any meeting where business of relevance to the 
subsidiary may be discussed by the Board or a Board Committee. 



 
23.4.2 Any senior manager of a subsidiary company attending a Board or Board Committee 



meeting, for purposes associated with the delivery of services due to the Trust, 
should declare their interest in the subsidiary at the outset of the meeting or when 
any relevant business arises for discussion.  



 
23.4.3 The Board or Board Committee should determine the action required in response to 



any declaration of interest, which may include exclusion of the relevant individual 
from the meeting, whilst the matter is under discussion and / or exclusion from 
voting. No Trust Board Director who is a Chair of a Board Committee, and also a 
Director of a subsidiary company, should chair that part of the Committee meeting 
when the performance of that subsidiary is under discussion.  



 
23.4.4 The terms of reference of Board Committees shall include requirements for the 



Comment [w15]: added 



Comment [w16]: added 
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formal declarations and actions set out in 23.4.1 to 3 above.  
 
23.4.5 The Trust Secretary shall agree the work plans and agendas for meetings of the 



Trust Board, and any Board Committee in which one of the Committee members is 
also a subsidiary company director. The Trust Secretary shall agree with the 
Committee Chair (or should the subsidiary company director in question occupy that 
position, the Trust Chairman), in advance of the papers being issued, any 
safeguards required with respect to that individual’s access to the relevant papers 
and participation in discussions within the meeting.  



 
23.4.6 All actions taken to manage a conflict of interest arising in a meeting shall be 



recorded in the minutes of that meeting.  
 
23.5 Capital Planning 
 
23.5.1 The Director of Finance may arrange for management of elements of the capital plan 



to a subsidiary company, through a formal service level agreement to be monitored 
as part of the robust contract management arrangements referred to in 23.3 above.  
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COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 
 



Standing Financial Instructions, Scheme of Delegation and Scheme of 
Decisions reserved to the Board. 



 
 
1. Purpose of the Brief 
 



To provide information on the update to the Standing Financial 
Instructions, Scheme of Delegation and Scheme of Decisions reserved to 
the Board   



 
2. Background 
 



The Trust is required to annually review its Governance Documents and to 
formally approve any changes. They were approved by the Audit 
Committee at their meeting of 6th December 2017.  
 



3. Summary of the Changes  
 



3.1. Changes to the Scheme of Delegation  
 



3.1.1. Amendments to the Scheme of Delegation 
 



The Scheme of delegation remains in line with current approved 
practices within the trust. There have some been minor changes 
reflecting the changes in titles referred to in 3.2.3.4 below, numbering 
corrections, and references to Capital Planning Group have been 
changed to IPAG (Investment Planning and Appraisal Group). In 
addition, responsibility for levy and allocation of fines re the Junior 
Doctors’ Contract has been included in Section 12. 



 
3.2. Changes to Standing Financial Instructions 
 



The Standing Financial Instructions have been changed to incorporate 
the Governance arrangements surrounding subsidiaries but other than 
this, changes have been minor and are in relation to updates in 
guidance, and terminology including title changes and changes in 
practices including committee changes. 
 
3.2.1. Governance of Subsidiaries 
 



Governance arrangements for control of Trust-owned subsidiaries 
and assurance of activities have been included throughout the 
SFIs and are highlighted for ease of review, with Section 2 
clarifying that  the Trust SFIs do not apply directly to the 
subsidiaries.  
 











3.2.2. Updates in guidance 
 The NHS Audit Committee Handbook 2011 has been revised in 
 2014. 
 



3.2.3. Updates in terminology 
  



3.2.3.1 OPG  has been corrected to GBS (Government Banking   
   Service). 
 
3.2.3.2  ‘Found’ Property has been changed to Lost Property  in line 
     with terminology and documentation in place in current  
     procedures. 
 
3.2.3.4  Any reference to the post of Head of Human Resources  
     has been changed to Associate Director of Workforce. 
 
3.2.4. Amendments to existing practices. 



   
3.2.4.1  Any references to the Investment Committee have been  
   changed as appropriate as this is presently stood down and 
   referred to in Section 13.2. 



 
 3.2.4.2  References re reporting to IQAQ in Section 9, Tendering and 
    Contracting, have been removed. 
 
 3.2.4.3  Also in Section 9, a paragraph has been added re the  
              responsibility for gaining quotes in relation to the North East 
    Leadership Academy (NELA). 
  
 3.2.4.4  In section 11.3.7, employee start dates now begin on the day 
     of their formal induction including core essential training and 
     this has been reflected in the SFIs. 
 
 3.2.4.5  Section 11.4.5  has been expanded to reiterate communication 
    to the Employment Services Bureau re leavers is in line with 
    ESB deadlines. 
 



3.2.4.6  Section 4.1.1(d) has been amended to reflect that SFI     
breaches in relation to budget overspends should be reported 
to the Finance Committee and not the Audit Committee. 



 
 Any incorrect cross-referencing has been removed or corrected. 
 



3.3. Changes to the Scheme of Decisions reserved to the Board 
 



A section has been included to cover the role of The Board with regard 
to subsidiaries. Other changes are minor reflecting titles changes 
referred to above and the reporting of budget overspends to the 
Finance Committee.  



 











 
4. Publicity for Standing Financial Instructions and Scheme of 



Delegation 
 



The Trust needs to ensure that all staff are aware of the implications and 
limitations of its Governance documents, therefore once the documents 
are approved, they will be published on the Trust’s intranet page and also 
the Trust’s internet page.  
 
A Trust bulletin will be issued with details of where to find the documents 
together with a short summary of the key changes.  
 
Each authorised signatory will then receive a summary set of the scheme 
of delegation, and each budget holder will receive their own electronic set 
of the Standing Financial Instructions and Scheme of Delegation with their 
next set of budget reports.   
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AGENDA ITEM [  ] 
Private & Confidential Trust Board Meeting  



Purchase of Digital Radiography (DR) Equipment (DMH)  
 
1. Purpose of Report  
 
This report sets out the case to purchase DR equipment as part of the M&Se replacement 
programme.  The equipment enables the replacement of old technology CR equipment that will be 
decommissioned due to its age at 15 years. 
 
2. Background      
 
The current equipment provides imaging facilities directly to patients by trained clinical staff teams. 
The existing equipment is in poor condition and old with some being classed as obsolete. DR 
technology is faster and improvement patient throughput. It also provides lower dosage to patients. 
The new equipment will fall into the REPP programme if this is established however the requirement 
for replacement is required now due to current equipment performance and condition. 
         
  Aims 
 



• To have new, modern equipment that will provide excellent service quality and meets current 
practises  



• To avoid equipment (and hence service) down time 
• To maintain and improve patient care and service access times at CDDFT  
• To provide a standardised equipment platform with improve image quality 
• To avoid increased risk for patients at CDDFT though use of old and obsolete devices 
• To improve the manual handing issues 



                                                                                                                                                          
3. Key Issues      
 
Site specific issues 
 



• In particular, non-replacement of this equipment will impact on the service provision 
in all areas.   



• This could result in an unnecessary clinical risk to the organisation. 
• Replace on a prioritised need based on oldest devices first 
• Provides optimum image quality  
• Is reliable to reduce breakdowns and as such a less-disrupting service provision 
• Provides for business continuity 
• Facilitates cross-site working for radiographers using a similar imaging platform 



 
 
 
4. Consideration of Options    
 
The following options have been considered: 
 



1. Do nothing – the processes would remain as current (old equipment in use/risk remains)  
2. Purchase replacement devices from M&Se priority capital replacement funding 
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3. Standardise models for best interchangeability at user level 
4. Lease replacement devices (Limited options, seen as not viable from past experience/cost 



modelling) 
5. See not for REPP going forward 



 
5. Financial/Other Implications    
 



• Revenue costs are already in place to support the service/equipment going forward. A slight 
increase in cost is accepted by the Care Group 



• Staff training is not an issue  
• Care group has confirmed all related costs are included in the detailed business case 



submission. 
 
SUMMARY 
 
The Trust Board is asked to agree funding at £217,628 Inc. vat from the M&Se capital 
allocation. The option of VAT reclaim for the OHF is understood by finance teams. 



 
 



6. Recommendations  
 
Procurement have advised source of supply via NHS Supply Chain Framework for best value. 
(Static X-ray equipment) 
 
Steve Morley - Head of C Eng. /SSD /MDSO (County Durham and Darlington Services) 
(SCL)and for CSS. 













 
NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority, 
Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams. 



   



 
By email 
 
29 November 2017 
 
NHS Provider Finance Directors 
 
Copied to NHS Provider Chief Executives 
 



 



Dear Colleague 



 



2017/18 Sustainability and Transformation Fund (STF) Incentive Scheme 



In 2017/18 the Sustainability and Transformation Fund (STF) builds on the progress 
achieved in 2016/17 and will continue to be used to support and incentivise the 
sustainable provision of efficient, effective and economic care by NHS trusts and 
foundation trusts.   
 
The STF continues to be paid on a quarterly basis, with 70% paid for achieving a 
financial control total and a further 30% being available where a financial control total 
and the nationally specified A&E 4 hour performance has been delivered.  
 
The policy aim is to fully utilise the STF in-year, to make the full fund available to 
provide the maximum incentive for improvement and not to hold it as a central 
contingency.  As such I am pleased to be in a position to confirm an STF Incentive 
Scheme for 2017/18. 
 
The scheme will be funded from any unearned STF from the 70% of STF that is 
linked to financial control total delivery and the balance of the unallocated fund.  
Further details are outlined below.  
 
2017/18 Incentive Scheme Details 



 NHS Improvement will use the unallocated/unearned 70% element of the fund 
to incentivise and reward providers that are able to deliver a financial position 
that is better than the agreed 2017/18 control total; 



 The incentive payment will be £1 for every £1 agreed above the 
2017/18 control total.  



 In addition, any residual from the 70% of STF linked to control totals at the 
year-end will be paid as a year-end revenue bonus to providers; 



 For providers within an Accountable Care System (ACS) the bonus will 
be paid where the ACS exceeds its system control total; 



Resources Directorate 
 



South West House 
Blackbrook Park Avenue 



Taunton 
Somerset 
TA1 2PX 



 
T:   01823 361338 



E: e.omahony@nhs.net 
W: improvement.nhs.uk 
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Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams. 



 For all other providers, the bonus will be paid if they deliver their 
individual control total, weighted to reward providers that exceed their 
control total and commit to the improvement earlier in the financial 
year. 



 The STF ‘finance’ incentive and bonus elements will be paid based on actual 
full year achievement of an agreed control total position (not on interim 
achievement);  



 Underspends resulting from additional discretionary payments from 
commissioners or zero sum accounting adjustments between commissioners 
and providers will be ineligible for STF purposes; 



 As in 2016/17, STF payments must result in a pound for pound additional 
bottom line improvement. 



Further details will be provided on the timing of the funds flow and approach to the 
residual performance-related STF. 



Yours sincerely 



 



 
 



 
Elizabeth O’Mahony 
Chief Financial Officer 



CC: Jim Mackey, Chief Executive 

















Draft v3 Agenda Trust Board Open 20th December 2017 


A meeting of County Durham and Darlington NHS Foundation 
Trust Board of Directors held in the Boardroom, Executive 


Corridor at Darlington Memorial Hospital on Wednesday 20th 
December 2017 at 08.30hrs – 11:00hrs 


Part One (Open) 
Draft Agenda 


Item No Title of Item Presented By / Status 


Item 1 Welcome & Apologies for Absence 


Item 2 
Declarations of Interest – Any Board member who is aware of a private or personal 


conflict of interest relating to any item on the agenda will be required to disclose it at 


this stage or when the conflict arises during consideration of the item. 


Item 3 


Minutes, Matters Arising and Action Log – From the Trust Board meeting(s) held 
on: 
 3a. Open Trust Board meeting - 25th October 2017
 3b. Action Log
 3c. Friends and Family Comparison


Item 4 
08.50hrs 


Chief Executive’s Report 
 4a) Care Quality Commission (CQC)
 4b) Trust Performance – organ donation


and transplantation S Jacques 
Verbal/ 


attached 
For Info 


Patient Safety & Quality 


Item 5 


09.05hrs 


Director of Nursing Report 
 5a. Patient Safety and Experience
 5b. Safe Staffing
 5c. Safe Staffing (A&E)
 5d. Safe Staffing (Paediatrics)


N Scanlon 
Attached


Attached
Attached
Deferred 


For Info 


Item 6 
09.40hrs 


Medical Director’s Report 
 6a. Learning from Deaths


J Cundall Attached For Info 
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Compliance and Performance Management 


 


 
 
Item 7  
 
10.00hrs 


 
 
Operational Performance & Efficiency C Langrick Attached For Info 


 
Item 8    
 
10.20hrs 


 
Finance Report 
 


D Brown Attached For Info 


 
Other Business 


   


Item 9 
 
10.45hrs 


 
Well-Led Action Plan 
 


W Edge Attached For Info 


 
Item 10 Any other Business 


   


  
Announcement of next Public Meeting: 
 
Date: Wednesday 31 January 2018 
 
Time: from 09:00hrs 
 


  Venue: Executive Boardroom,  Darlington Memorial Hospital 
 


 
Motion to Exclude Press/Public 
Notice is hereby given that the Chairman at this point in proceedings will move the 
following motion: 


“That representatives of the press and other members of the public be excluded 
from the remainder of this meeting having regard to the confidential nature of the 
business to be transacted, publicity on which would be prejudicial to the public 
interest”. 


If carried, representatives of the press and public shall be required to leave the 
meeting. 
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BOARD OF DIRECTORS 


 
Minutes of the Meeting of the Board of Directors of County Durham and Darlington NHS 


Foundation Trust held on Wednesday 25 October 2017 from 09:00hrs  
Executive Boardroom, Darlington Memorial Hospital 


Part One (Open) 
Present: 
Prof Paul Keane OBE  Chairman 
Mr Michael Bretherick  Non-Executive Director 
Ms Jenny Flynn MBE  Non-Executive Director 
Mr Paul Forster-Jones Non-Executive Director 
Mr Simon Gerry  Non-Executive Director 
Mr Andrew Young  Non-Executive Director 
Ms Sue Jacques  Chief Executive 
Mr David Brown  Executive Director of Finance 
Mr Jeremy Cundall  Executive Medical Director 
Ms Carole Langrick  Executive Director of Operations 
Mr Noel Scanlon  Executive Director of Nursing 
 
In Attendance: 
Ms Morven Smith  Director of Workforce & Organisational Development 
Ms Alison McCree  Managing Director of CDD Services 
Mr Warren Edge  Senior Associate Director of Assurance & Compliance 
Ms Hayley Robertson  Corporate Affairs Manager (Minute Taker) 
Ms Cate Woolley-Brown Freedom to Speak Up Guardian 
Ms Lisa Brady   Specialist Nurse Organ Donation (for item 157/18) 
Dr Paul Bush Consultant Intensivist/Clinical Lead UHND (for item 


157/18) 
Ms Jo Crawford  Head of Midwifery (for item 153/18(d)) 
 
One member of the public was present.  Additionally Ms Borsha Sarker, Public 
Governor, was in attendance.     
 
  Action 
149/18 Welcome and Apologies for Absence 


 
No apologies for absence were received. 
 


 


150/18 Declarations of Interest 
 
Any Board Member who was aware of a conflict of interest relating to 
any item on the agenda was required to disclose it at this stage or 
when the conflict arose during consideration of a particular item.  
 
Mr Forster-Jones and Ms McCree declared their interests as 
Directors of Synchronicity Care Ltd (SCL).  
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151/18 
 
 
(a) 
 
 
(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(c) 
 
 
 
 


Minutes and Matters Arising from the Previous Meeting held on 
Wednesday 12 July 2017 
 
Accuracy 
The minutes were agreed as an accurate record of the meeting. 
 
Matters Arising from the Minutes 
Item 91/18 Minutes and Matters Arising from the previous meeting 
held on Wednesday 24 May 2017 (b) Matters Arising (Item 06/18 
Medical Directors’ Report) 
It was noted that Lisa Ward had been appointed to the post of 
Associate Director of Mortality Reduction. 
Item 91/18 Minutes and Matters Arising from the previous meeting 
held on Wednesday 24 May 2017 (b) Matters Arising (Item 40/18 
Director of Nursing Report) 
In respect of the ‘Never Event’ in relation to endometrial ablation it 
had previously been noted that the Trust had agreed to keep in touch 
with the patient on a monthly basis, following their transfer to the 
Freeman Hospital.  The Chairman enquired whether there was any 
update in respect of that contact.  Ms Jacques advised that the 
contact was taking place in line with the patient’s wishes.  
Item 92/18 Chief Executive’s Report (g) Care Quality Commission 
Mr Young enquired as to the status of the ward to ward peer reviews, 
which Mr Edge had reported were to be completed later in the month 
of July.  Mr Edge advised for the record, that all peer reviews had 
been completed and action plans had been closed off. 
Item 93/18 Director of Nursing Report (a) Patient Safety and 
Experience (page 9, fourth paragraph) 
The Chairman asked for an update on the issue of quality of transfer 
information and discharge planning.  Mr Scanlon advised that no 
further issues had been identified.  Mr Edge added that the issue 
was monitored through the Quality Matters ward audits and an 
improving trend had been noted. 
Item 99/18 Communications and Engagement Report  
The Chairman asked for an update in respect of the reporting on the 
reach of news stories.  Ms Jacques advised that a report had been 
presented to a subsequent Private Trust Board meeting.  Mr Gerry 
added that the Communications Report contained within the agenda 
pack contained more information than previously.  
 
Action Log 
Those actions ‘greyed out’ were accepted as complete. 
Minute 127/16: Invite an R&D representative to a future Board 
meeting to provide an update on R&D projects 
It was noted that the R&D representative would attend the January 
Trust board meeting. 
Minute 27/17 Post-implementation reviews to be brought to the 
Board covering the following investments: AMEC, RAMAC, RAS, 
CREST, the Acute Medical Units, nursing staff, Advanced Nurse 
Practitioners, Obstetrics and Gynaecology Consultants and 
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Paediatric Consultants. 
It was noted that this action was complete. 
Minute 05/18, 37/18(c), 91/18(c) Discuss with key individuals to 
determine how a practical passport of competencies for nursing and 
medical staff could be developed. 
Mr Scanlon was satisfied that all information was captured via ESR 
and e-Rostering.  Action complete. 
Minute 07/18 information awaited from commissioners on 
readmission avoidance schemes for the year ahead 
Ms Langrick advised that the discussion with commissioners around 
readmission in general was continuing and was expected to be 
concluded shortly. 
Minute 37/18(b), 91/18(c) In terms of the Trust not being able to 
provide 24-hour paediatric nursing cover in A&E, not consistent with 
the previous CQC debate, it was noted that the Trust was to seek to 
rectify any inconsistencies in the two recommendations made by the 
local CQC.  It was noted that the issue had been raised with CQC 
and a response was awaited. 
It was noted that CQC had provided feedback that they were 
satisfied.  Action complete. 
Minute 91/18(b) Provide a summary of apprentices in post across the 
Trust 
Ms Smith advised that she would provide a summary to the 
December Trust Board meeting.  Action carried forward. 
Minute 92/18(e) provide an update on meetings held in relation to 
preparation for Quality Improvement Board (QIB) 
Ms Jacques advised that the Chair of the Quality Improvement Board 
was sufficiently satisfied following a successful meeting held, where 
positive comments in respect of improvements made by the Trust, 
were made.  A further QIB meeting would be held in the new 
calendar year which would conclude the issues discussed.  Action 
complete. 
Minute 92/18(f) present in public the feedback from the NHSI visit to 
review the Trust’s Cost Improvement Programme. 
Ms Jacques advised that the feedback letter had been included in 
the papers for the Public Council of Governors’ meeting.  Action 
complete. 
Minute 92/18(h) Review the financial risk in relation to the trust’s 
current year plan at the next Board meeting.  
Mr Edge advised that the risk was included within the Board 
Assurance Framework as confirmed in the report on the meeting 
agenda.  Action complete. 
Minute 93/18(a) Provide a one-off report showing wards rated as 
blue and their relevant Friends and Family Test results 
Mr Scanlon advised that the action was outstanding. 
Minute 93/18(a) Attempt to improve the legibility of the Duty of 
Candour report 
Action complete. 
Minute 93/18(a) Review the data in relation to staff recommending 
the Trust and provide further feedback 
Mr Scanlon advised that the action had been superseded by the 
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National NHS Staff Survey.  Action complete. 
Minute 93/18(b) Make the updates to the Risk Management Annual 
Report highlighted by IQAC. 
Mr Scanlon confirmed the updates had been made to the Risk 
Management Annual Report.  Action complete.  
Action 93/18(b) Explore the Trust’s options in relation to funding for a 
further ‘Dragons Den’ event. 
Ms Jacques advised that planning for the Dragon’s Den event was 
underway and was being co-ordinated by the Communications team. 
Minute 93/18(b) Board members to meet to give consideration to the 
requirement to extend the membership of the Clinical Quality and 
Safety Panel. 
Ms Jacques advised that the meeting had taken place.  Action 
complete. 
Minute 93/18(b) Ensure the PIR for mobile technology is picked up 
as part of the full schedule of PIRs 
Mr Edge advised that the PIR had been reviewed by IPAG and 
would be reported to the Board the following month.  Action 
complete. 
Minute 93/18(b) Update the Risk Management Annual Report to 
make it clear what ‘mobile technology’ entails 
Mr Scanlon advised that the update would feature in the next 
iteration of the Risk Management Annual Report.  Action complete. 
Minute 93/18(b) Update the sense of description around the 
submission of minutes to provide assurance of the process rather 
than simply stating the process 
It was agreed that the action would be reviewed outside of the 
meeting to clarify what was required.  Action complete. 
Minute 93/18(d) Schedule monthly meetings with TEWV to review 
progress with regard to compliance with the Mental Health Act 
Mr Scanlon advised that remedial changes had been made by 
TEWV and there had been no need to schedule the monthly 
meetings. 
Minute 93/18(e) Bring a longer term proposal to the Trust Board in 
respect of quality improvement to avoid never events 
Mr Scanlon advised that discussion had taken place the previous 
day at the Quality Improvement Board, in respect of the 
recommendations made in Ms Evans’ report.  Agreement had been 
taken in principle to run quality improvement through the Project 
Management Office; however, the proposal needed to be worked 
through to fully understand the internal capacity.  Action carried 
forward. 
Minute 93/18(f) Move the assurance statement to the executive 
summary of the Nursing and Midwifery Staffing report 
Mr Scanlon confirmed the action was complete. 
Minute 97/18 Make corrections and updates to the Quality Matters 
Strategy document as highlighted in the Trust Board meeting 
Mr Edge confirmed that all updates highlighted by Board members in 
the previous meeting had been made.  Action complete. 
Minute 100/18 Circulate a slide pack in respect of the national 
Mortality Review, aimed at Non-Executive Directors 
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Mr Cundall advised that the Mortality Reduction Committee was due 
to meet in the following week and the slide pack would be circulated 
following that meeting.  Action carried forward. 
 


152/18 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(b) 
 
 
 
 
 
 
 
 
 
 
(c) 
 
 
 
 
 


Chief Executive’s Report 
 
Care Quality Commission 
Ms Jacques provided an update in respect of the ongoing Care 
Quality Commission (CQC) inspection of the Trust.  Two 
components of the inspection had been completed and informal 
feedback had been provided.  No immediate or fundamental 
concerns had been raised with Ms Jacques. Some specifics around 
the Emergency Department had been queried and inspectors had 
reviewed in more detail a specific case that staff had advised them of 
verbally.  Ms Jacques had provided information post inspection to 
clarify issues in that respect and no further feedback had been 
received.  Ms Jacques advised that she had asked the CQC team to 
consider inspecting end of life care within the organisation; however, 
CQC had advised that they had not inspected the service as they 
had assessed it to be of low risk, taking account of service 
improvements shared with them since their last inspection. 
 
Ms Jacques advised that numerous individual Board members and 
Governors had been involved in various discussions with CQC.  The 
formal feedback was expected to be either side of the Christmas 
period.   There was a further opportunity for the Trust to provide 
more information until the end of December 2017 and Ms Jacques 
planned to provide more detail on staff engagement as that had been 
an area of interest of the inspection team.  Ms Jacques wished to 
pay tribute to the Trust’s staff, which CQC had reportedly found to be 
welcoming, calm and professional, working within environments that 
were well ordered.  In Ms Jacques opinion, the Trust’s staff had done 
the organisation tremendous credit. 
 
NHS Improvement Quarterly Review Meeting 
Ms Jacques formally advised Board members of the meeting with 
NHS Improvement (NHSI), which had been the second review during 
the course of the financial year.  The letter from NHSI, which had 
already been shared with Governors and Board members, was 
tabled.  The conclusion reached was that the Trust was delivering 
strong operational and financial performance, had made progress 
against the CQC action plan and had initiated a programme of 
quality improvement work.  The Trust continued to be categorised in 
Segment 2 of the Single Oversight Framework.   
 
Board Assurance Framework 
Ms Jacques introduced the Board Assurance Framework (BAF) 
which had been reviewed as appropriate by Executive Directors and 
Board Committees.  Current risk scores were in line with trajectories 
for all objectives, with the exception of the Financial Sustainability 
and Stakeholder Relations objectives.  The former had improved its 
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current risk score from 16 (red) to 12 (amber) given the Finance 
Committee’s assessment that there was an increased likelihood that 
the plan would be delivered.   The current risk score for the latter 
objective had been held at 9, pending the completion of the 360 
stakeholder feedback exercise which was running through the 
Quality Improvement Board.   
 
Mr Edge highlighted page 25 of the report which provided a 
summary of risks from operational risk registers which were beyond 
tolerances specified by the Board.  He explained that he and his 
team applied tolerances to each of the risks and if any breached they 
were scheduled for a detailed Executive-level review.   
 
Noting that there were some risks associated with capital projects 
where equipment was approaching the end of its useful life, Mr 
Forster-Jones asked whether enough was being done to proactively 
manage that process, to avoid unexpected expenses being brought 
to the Board for approval.  Ms Jacques advised that improvements 
had been put into place to try to draw the attention of Care Groups 
and Corporates areas to such items of equipment.  The five year 
capital plan would be discussed in the second part of the Board 
meeting which would cover this issue. 
 
Mr Gerry queried whether there was a need for a piece of work to be 
carried out by Care Groups to determine specific requirements in 
respect of equipment, which could then be compared with Trust wide 
requirements to provide a gap analysis.  Ms Jacques advised that 
the Trust already had in place such a system; however, there was 
potential to review it.    
 
Ms Brady and Dr Bush joined the meeting.   
 
In respect of the summary of risks beyond Board tolerance, Mr 
Young asked Mr Scanlon to provide assurance on the risk 
highlighted in respect of staff supervision levels not being met in line 
with the Safeguarding Children policy.  Mr Scanlon advised that 
clinical supervision for safeguarding staff was problematic, due to the 
diminishing number of staff with experience in the area.  The issue 
was being addressed and Mr Scanlon was confident that 
requirements could be met. 
 
Mr Gerry asked whether Directors were confident in terms of the 
work carried out to reduce the risk of falls and whether the likelihood 
of falls had reduced.  Mr Scanlon advised that the impact of falls was 
of greater concern and remedial work was being embarked upon 
which would turn the position around. 
 
Mr Bretherick commented on the depth of discussion on the BAF that 
had taken place at Board Committees.  It was important that this was 
understood by readers of minutes of Trust Board meetings.    
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Ms Flynn highlighted the opportunity for Charitable Funds to be used 
to purchase equipment.  Designated funds were in place for 
individual wards which needed to be spent on enhancing those 
wards.  As there had been a recent appointment to an additional post 
within the Finance team, with responsibility for Charitable Funds, Ms 
Flynn suggested that an initial task for the post holder could be to 
review the funds available and work with wards to develop spending 
plans.  Mr Brown advised that the piece of work was already in train.  
Mr Scanlon added that a regular report to wards would be well 
received, to ensure they were aware of the funds in place.    
 
Ms Crawford joined the meeting.  
 
Board members NOTED the updates provided by the Chief 
Executive. 
 


Patient Safety & Quality 
 


 


153/18 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Director of Nursing Reports 
 
Patient Safety & Patient Experience Report  
Mr Scanlon summarised the key issues in his report, the purpose of 
which was to update on; key patient safety incidents and progress 
against actions; the Trust’s position with regard to HCAI; and patient 
experience indicators.   
 
Questions and comments were invited. 
 
In relation to Serious Incident 2017/16529, Mr Young asked whether 
the vitrectomy machine which had stopped working at a crucial time, 
was beyond its useful life.  Ms Langrick and Mr Cundall confirmed 
that the machine had been in good working order previously.   
 
Mr Young noted that, in respect of Serious Incident 2017/18627, the 
patients fall sensor used at home had not been handed over to staff 
in the assessment unit and sought to understand the impact of the 
absence of such a handover.  Mr Scanlon provided his view that the 
impact of falls sensors was possibility overrated as the equipment 
only provided an indication of whether the patient had moved and 
therefore it was not possible to place a lot of emphasis on it. 
 
Mr Forster-Jones noted that the North East had a higher prevalence 
of falls impacting on patients, and asked what the general reasons 
for that were and whether there was an opportunity for shared 
learning across Trusts.  Mr Scanlon advised that, in very general 
terms, the case-mix of patients in the North East tended to be sicker 
than in other parts of country which was a contributing factor.  The 
Regional Falls Prevention Strategy was very out-dated, the Trust had 
looked for other Trusts to partner with to carry out a collaborative 
piece of work across the patch as the issue was high priority.  To 
date there had been little success in engaging other Trusts. 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Draft Trust Board Minutes (Part 1: Open): 25 October 2017                                                      Page 8 of 18 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Noting the large number of Serious Incidents outlined in the report, 
Ms Jacques highlighted that this was partly due to the long gap 
between Open Board meetings, which would clearly result in more 
cases reported.  To provide further assurance, Ms Jacques asked for 
a comparison of the figures over time and the Trust’s relative position 
across the country, to be produced.  Mr Scanlon advised that the 
context could be provided; however the national figures were 
provided only twice a year from the National Reporting and Learning 
System.  He agreed to look at how to provide the assurance 
required.    
 
The Chairman referred to Serious Incident 2017/21601 which related 
to a CT scan performed on the incorrect part of the lung.  He asked 
what learning had taken place following the incident.  Mr Cundall 
advised that the incident had been discussed in detail at the Clinical 
Quality and Safety Panel meeting.  As a consequence of the 
discussion, a protocol of full imaging in follow up CT scans, rather 
than imaging at a lower level, had been put into place.    
 
Mr Young highlighted the Serious Incident that had taken place in 
Ophthalmology, asking whether IQAC had undertaken to satisfy itself 
further that sufficient processes were in place.  Mr Scanlon advised 
that the full review was underway; however, it would be reasonable 
for IQAC to receive the full Root Cause Analysis when it was 
complete.  Mr Bretherick added that IQAC was being fully sighted on 
the general arrangements in respect of Ophthalmology. 
 
Nursing & Midwifery Ward Staffing Report September 2017 
Mr Scanlon outlined the contents of the report, contained within the 
agenda pack. The purpose of the report was to inform the Board of 
monthly key themes around safe staffing and to report on agency 
and bank expenditure in the period. 
 
Questions and comments were invited. 
 
The Chairman asked what the impact had been of the reduction in 
the bank RN pay rate by £1 per hour.  Mr Scanlon advised that a full 
review would take place in February 2018, when sufficient time had 
lapsed to enable a proper evaluation.  Anecdotally, it was believed 
that a small number of the bank workforce had been lost but not so 
many as to significantly alter the capacity to meet the requirements 
on wards.    
 
Noting the use of agency nurses in Theatres, Mr Gerry asked if the 
Trust had particular issues in respect of recruitment of Theatre 
nurses.  Mr Scanlon advised that the Trust experienced the same 
issues in recruitment of Theatre nurses as others across the region, 
which Ms Smith endorsed.  The rates of pay to Theatre agency 
nurses had been reduced quite significantly but had been carefully 
managed.  There was a plan to reduce the reliance on agency staff 


 
 
 
 
 
 
 
 


NS 
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(c) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


further following the recruitment of graduate nurses. 
 
Mr Forster-Jones commended the significant number of graduates 
recruited and asked whether the number was sufficient to address 
capacity issues.  Mr Scanlon advised that it was not sufficient to fully 
address the issues; however there would be a number of intakes and 
further work was in train. 
 
Mr Bretherick noted the Home Office relaxation of rules in relation to 
the English language tests required for EU workers, which were now 
vocational rather than academic.  Mr Scanlon provided his view that 
the test remained difficult to pass.  Whilst some elements of the test 
had changed, the score requirement had not changed.  Ms Smith 
agreed with Mr Scanlon and added that there was a perception of 
relaxation of the rules; however, in her view, it represented an 
introduction of an alternative which was at the same standard. 
 
The Chairman noted that standardised shift patterns were now in 
place.  Mr Scanlon confirmed that standard start and finish times had 
been introduced which allowed for improved hand over and no 
negative consequences had been seen. 
 
Mr Forster-Jones noted that the use of overtime of the Trust’s own 
staff was as a last resort.  He asked if that approach might be 
counter-productive in reality.  Mr Scanlon advised that the use of 
bank staff was perceived to be a better method to control the use of 
overtime and also to ensure the Trust remaining within the Working 
Time Directive. 
 
Ms Jacques highlighted the reasons for under and over staffing in 
September 2017, outlined on page 24 of the report.  Noting the 
comments from the ward manager of ITU, in respect of whether all 
staff were included in the figures, Ms Jacques asked whether the 
figures were correct.  Mr Scanlon believed that the position was 
accurate; however, he would review it.    
 
Bi-annual Ward Establishment Review – January 2017 and July 
2017 
Mr Scanlon presented the reports, apologising for the presentation of 
both reports together, which was due to the timing of Board meetings 
combined with the ongoing CQC inspection work. 
 
Mr Scanlon highlighted that ward utilisation at community hospitals 
had improved dramatically in all areas with the exception of 
Sedgefield.  Mr Scanlon reported that, in the main the improvement 
was due to the ongoing ward establishment reviews.   
 
Questions and comments were invited. 
 
In respect of the recommendations made in the July report, Mr Gerry 
noted the under-utilisation of Shotley Bridge Hospital and asked 
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(d) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


whether the issue was that the public were unaware that the ward 
had re-opened.  Ms Jacques advised that in fact, an improvement in 
utilisation had been seen since the re-opening of the beds.  
 
Mr Bretherick noted the recommendation around monitoring sickness 
and attrition in respect of the Acute and Emergency Care Group 
(AEC) and asked for more information on the background to the 
recommendation.  Mr Scanlon advised that the Safer Nursing Tool 
provided a significant amount of data and provided a prompt where 
data was out of line, rather than a problem to address immediately.    
In the case of AEC, the bed occupancy was much higher in that 
area, which led to the prompt.     
 
Ms Flynn noted the contrast between the bed occupancy figures in 
the Surgery Care Group compared with AEC.  Mr Scanlon advised 
that the contrast was due to the nature of the patients presented, 
which appeared very marked in such an analysis.    
 
Bi-annual Midwifery Safe Staffing Review 
Ms Crawford was in attendance to present the report, the purpose of 
which was to deliver assurance to the Board that the midwifery 
staffing within CDDFT Maternity Service adhered to national 
standards and to provide the Board with an insight into 
recommendations from the service to further develop the workforce.   
 
Ms Crawford explained that, following a desk-top exercise carried out 
in 2016, using Birthrate Plus, leaders within the service had been 
tasked with reviewing staffing on a more in-depth basis, in 
engagement with other departments.  Whilst the desk-top exercise 
had not highlighted any specific issues, staff considered that there 
were gaps which needed to be addressed, which led to the in-depth 
review.  Ms Crawford advised that the piece of work had been very 
valuable and had focussed on a back to basics review of the number 
of midwives required to be on duty each day.  The conclusion was 
that staffing levels across the entirety of the Trust were safe; 
however the levels at individual sites needed to be addressed.  A 
number of actions had been identified to take that forward.   
 
Noting the high ratio of patients to midwives in the community, Mr 
Forster-Jones asked if the model was more workable in areas where 
the geography was less dispersed.  Ms Crawford advised that hub 
and spoke models were considered where necessary and the 
workforce was flexed as required.  Mr Forster-Jones asked how 
issues of safeguarding varied across areas.  Ms Crawford advised 
that there were particular localities where safeguarding issues were 
more than double in number compared with other areas, which 
required linking with numerous other agencies.   
 
Mr Young thanked Ms Crawford for the information and the 
assurance that the paper provided, for which he was grateful.  Given 
that the required outcome was concerned with the movement of staff 
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(e) 
 
 


between bases, rather than additional investment, Mr Young 
pondered the necessity of providing the detailed information to Board 
members.  Ms Jacques commented that the report was particularly 
useful in respect of evidencing work that the Trust was required to 
provide.  Ms Crawford agreed that the report was extremely detailed; 
however it would provide a baseline for monthly monitoring to take 
place.   Ms Crawford outlined the changes that had already been put 
into place as a result of the report; historically patients had been 
redirected between centres when required, in recent months staff 
had been flexed instead.  Additionally, new staff had been inducted 
across both sites rather than only one site, which had previously 
been the case.  Mr Scanlon advised that the Birthrate tool was now 
being used dynamically to flex staff as required, including between 
outpatients and community to ensure that women received the right 
level of care, regardless of where they presented.    
 
The Chairman agreed in one respect with Mr Young, that the report 
included a high level of detail; however in his view, the work carried 
out provided a tremendous level of assurance to the Board.  In 
summary, the outcome would be a reallocation of staff to benefit 
patients.  The Chairman thanked Ms Crawford for an excellent piece 
of work.   
 
Nursing and Midwifery Revalidation 
Mr Scanlon presented the final report in the suite of Director of 
Nursing reports, which provided an update on progress with respect 
to Nursing and Midwifery revalidation.   
 
Trust Board members noted that good progress was being made and 
no questions were raised. 
 
The Trust Board RECEIVED and NOTED the reports from the 
Executive Director of Nursing. 
 


154/18 
 
 
 
 
 
 
 


Medical Director’s Report 
 
Mr Cundall presented his report, which focussed on providing 
updates in respect of job planning and medical staff appraisal. 
 
It was noted that excellent progress had been made in terms of job 
planning, with the Trust now sitting at 91%.  This figure was not static 
however, and would fluctuate up and down with changes in medical 
staff and the progress of plans over time.  Mr Cundall advised that 
the planning process for the following year was expected to be 
easier following the work introduced.  In comparison with Trust’s 
across the region, performance was very good.   
 
Mr Cundall advised that the Trust had made good progress in 
respect of recruitment of Consultants.  Between August 2016 and 
September 2017, 40 Consultants had been recruited.  27 
Consultants had left the Trust for various reasons, which meant that 
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the Trust was in the position of having 13 or 5% more Consultants. 
 
The Chairman considered the recent Panorama television 
programme, which was concerned with NHS Doctors who also 
carried out private practice and concerns regarding regulation.  He 
asked Mr Cundall how it was known within CDDFT whether Doctors 
were working in private practice.  Mr Cundall advised that private 
practice work had to be declared by staff.  During appraisal, the 
whole scope of practice form had to be produced, which enabled the 
Trust to know exactly what additional work was being carried out.   In 
Mr Cundall’s view, the degree of scrutiny nationally would likely be 
increasing going forward which would be welcomed by the Trust. 
 
Trust Board Members NOTED the contents of the report. 
 


Compliance and Performance Management 
 


 


155/18 Operational Performance & Efficiency  
 
Ms Langrick highlighted the salient points within the Trust’s 
Operational Performance Report for the period to 30th September 
2017.  Ms Langrick advised that the format of the Board report 
followed the same format as the previous month’s report for which 
support had been expressed.  It was noted that full detail was to be 
provided to IQAC once per quarter with the summary and exceptions 
being presented to the Board.    
 
In respect of the A&E position, it was noted that the ‘Perfect Month’ 
held in September had had a positive impact and enabled the 
delivery of September at above 96% and the delivery of Quarter 2 
overall, which had secured the Trust’s Sustainability and 
Transformation Funding.   Ms Langrick reported that a dip had been 
seen in October; however not to the level of previous occasions 
following the ‘Perfect’ period.  It was noted that ‘Perfect Months’ were 
planned for December 2017 and March 2018. 
 
Ms Langrick advised that ambulance handovers continued to be a 
focus of interest for the Trust. 
 
Ms Langrick highlighted the narrative in the report in respect of 
readmissions which explained and reiterated the discussion held 
earlier in the meeting in respect of the action contained within the 
action log.    
 
Ms Langrick commented on the recent media reports in relation to 
theatre utilisation and the potential for increased efficiency nationally.  
Ms Langrick was confident that the Trust had gone some of the way 
in that respect; however, there was more work to do.    
 
Ms Langrick highlighted page 14 of the report, which contained a 
section on Care Group risk ratings, from the latest Performance 
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reviews, at the request of Board members.  It was noted that this 
was a summary of the reviews, for which IQAC received the thematic 
review in greater detail. 
 
Ms Langrick drew attention to page 16 of the report, which provided 
more detail on the CQUIN position, with further explanation than the 
previous report, to ensure sufficient assurance and detail was 
provided. 
 
As patient experience measures were now included in the report, Ms 
Langrick then handed over to Mr Scanlon who directed Board 
members to the commentaries contained within the report which 
provided information on areas of interest. 
 
Mr Cundall provided an update in respect of mortality, which was 
also now included within the report.  He advised that a fully 
functioning plan in respect of the mortality review process would be 
brought to the December Trust Board meeting.   It was noted that the 
Trust was part of a paper that was recently published in the BMJ with 
regard to mortality retrospective case reviews regionally. 
 
Mr Brown highlighted that the variance of £5,477k behind budgeted 
position noted on page 13 of the report was incorrect and should 
read £4,717k.   
 
Ms Smith highlighted the information contained within the report with 
regard to key issues in respect of the best employer objective.    
 
In respect of the re-admissions work being carried out, Mr Gerry 
asked whether the Trust had evidence of the funding invested in GP 
Federation Schemes.  Ms Jacques advised that prior to an audit 
carried out three years previously, which increased the amount of 
funding the Trust lost; it was not known how much of the funding was 
being re-invested in primary care.  Subsequently, the Trust had 
never received satisfactory evidence of either how the funding had 
been reinvested or the benefits derived from such treatments.      
 
In respect of ambulance delays, Mr Bretherick commented that the 
league table presented appeared to put the Trust in a worse position 
as no comparator was provided.  Metrics needed to have appropriate 
context.  Ms Jacques advised that the Trust was using the 
information to track its own performance and it was therefore useful 
in that respect.  There was an understanding across the patch that 
the comparative data was not sufficiently standardised; however it 
was expected that a new performance measure would be introduced 
nationally which would address such issues.   
 
In respect of the headline figures relating to whether patients felt they 
had been given enough privacy when discussing their condition or 
treatment, the Chairman asked whether there was any more detail 
available on the indicator.  Ms Langrick advised that further detail 
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was provided in the patient feedback section of the report on page 
10.    
 
Noting that the majority of cancer 2 week wait breaches were due to 
patients choosing to delay appointments, the Chairman asked 
whether such activity was still counted in the Trust’s data.  Ms 
Langrick confirmed that it was counted, even where it was the 
patient’s choice.  Ms Jacques added that this was consistent across 
the whole country.   
 
Noting the high level of sickness within the community, the Chairman 
asked what the impact on the service was.  Ms Langrick advised that 
the sickness was being managed through adherence to Trust 
policies and procedures.  Whilst the ‘uncertainties surrounding the 
future of the service’ were mentioned in the report, Ms Langrick 
clarified that the comment was in relation to the changes the service 
had been through which had led to uncertainty for staff.  Additionally, 
the community contract was now out to tender and so staff were also 
facing those uncertainties. 
 
The Trust Board RECEIVED and NOTED the Operational 
Performance Report. 
 


156/18 Finance Report 
 
Mr Brown presented the report, which was contained within the 
agenda pack, outlining the financial position of the Trust as at 30th 
September 2017.  He advised that the detailed position had been 
reviewed by the Finance Committee at their meeting earlier in the 
week.    
 
It was noted that the Trust was reporting a year to date deficit of 
£8.040m compared to the plan for month 6 of £3.323m deficit.  The 
Trust was therefore £4.717m behind plan; however the position was 
£74k ahead of the planned NHSI control total.  In respect of the Cost 
Improvement Plan, £11.100m had been delivered against a profiled 
target of £14.328m.  Cash was slightly behind plan, which was 
mainly due to the timing of payments. 
 
Questions and comments were invited. 
 
Mr Scanlon referred to the ongoing collaboration in respect of 
national procurement to secure financial savings from the 
rationalisation of products.  Mr Scanlon was concerned about some 
of the national drivers, citing the example of the rationalisation of one 
particular product to two suppliers.  When one of the suppliers 
collapsed, the Trust had been subject to a monopoly situation.  Mr 
Scanlon recognised the real opportunities but wished to emphasise 
that the importance of close collaboration between Finance, 
Procurement and the individual services could not be 
underestimated. 
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The Trust Board NOTED the update on the financial position as at 
30th September 2017.   
 
 


Other Business 
 


 


157/18 Organ Donation Committee 
 
Mr Young introduced Dr Paul Bush and Ms Lisa Brady who were in 
attendance to deliver a presentation to provide an overview of Organ 
Donation within the Trust.  Mr Young advised that organ donation 
was very topical politically and outlined some of the recent 
promotional work within the Trust, which included lift wraps at the 
main Trust sites.  
 
Ms Brady and Dr Bush delivered a PowerPoint presentation.   
 
Questions and comments were invited. 
 
Ms Smith asked whether the Trust still needed to seek agreement 
from families if patients carried a donor card.  Dr Bush advised that 
legally there was no requirement for the Trust to obtain the family’s 
permission if the patient carried a donor card; however in practice 
the Trust did seek the agreement from families.  Being on the donor 
register provided a useful basis for discussion with families.      
 
Ms Flynn asked whether a national register of donors was in place.  
Dr Bush advised that a national register was in place and donors did 
not necessarily need to carry a card as the details were all registered 
on line.     
 
Mr Forster-Jones commented that the success rates quoted within 
the presentation were excellent; however, he noted that the potential 
number of donors was small.  On that basis, he asked how the Trust 
compared regionally and nationally.  Dr Bush advised that the 
number of potential donors for the Trust was small due to the fact 
that the Trust was not a Trauma centre or a Neuro Centre, which 
was typically where many donors came from.    
 
Mr Bretherick asked how decisions were made with respect to timing 
of discussions with relatives.  Dr Bush advised that such decisions 
took place on an individual case basis; sometimes the family raised 
the issue, at other times, the Trust instigated the discussion at the 
point that everyone was aware that the patient would die.   
 
The Chairman thanked Dr Bush and Ms Brady for an informative 
presentation. 
 
Mr Young tabled a further handout which provided an executive 
summary report on actual and potential donors from NHS Blood and 
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Transport.  
 
Mr Young advised Board members that there was a need to review 
where the Committee sat within the organisation’s governance 
structure.  In terms of the financial situation as a Committee, there 
was around £10k available based on a number of successful 
donations that had taken place.  The Committee would like to use 
the money as carefully and wisely as possible and looked to Finance 
colleagues to be as flexible as possible in terms of re-providing 
underspends across financial years. 
 
The Trust Board NOTED the update on the work of the Organ 
Donation Committee  
 


 
 


WE 
(Dec 
2017) 


 
 


158/18 Freedom to Speak Up Guardian Report 
 
Ms Woolley-Brown provided an update on her work as Freedom to 
Speak Up Guardian in the period.  She welcomed questions at that 
point or to be asked later in the private part of the meeting.  
 
Mr Young advised that Ms Woolley-Brown had attended the most 
recent Audit Committee meeting and he felt it important that there 
was a strong relationship between the Committee and the Freedom 
to Speak Up Guardian, given the elements of the role related to 
standards of conduct for example.    
 
The Chairman commended Ms Woolley-Brown on a good report with 
important analysis included.  He asked Ms Woolley-Brown how she 
felt the role was going.  Ms Woolley-Brown advised that there were 
some areas where she felt improvements could be made; however 
overall the Trust was doing well in the area, particularly when 
compared with other Trusts regionally and nationally.  Ms Woolley-
Brown reported that she had some further ideas for better promotion 
of the role which she would discuss with Ms Jacques outside of the 
meeting.   
 
Ms Flynn asked how useful the Speak in Confidence system was 
proving to be.  Ms Jacques advised that the issues raised through 
the system were reviewed each week at the Executive Directors 
meetings.  Staff were using the system less frequently than when it 
was first launched; however the contract had been renewed as it was 
felt that it provided a valuable alternative tool for staff to raise 
concerns.    
 
Noting that the renewal of the Speak in Confidence contract was 
purchased using Charitable Funds, Ms Flynn advised that there was 
a need to demonstrate the benefit of it to patient care.  Mr Edge 
advised that a detailed report had been produced from the first four 
months of use of the system; which highlighted key themes and 
evidenced the benefit to patient care from addressing the issues 
raised.  
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Board members RECEIVED the Freedom to Speak Up Guardian 
Report.  
 
 
 


159/18 Well-Led Action Plan Update 
 
Mr Edge presented the report, the purpose of which was to update 
the Board on the latest position with respect to the well-led 
framework action plan agreed with KPMG.  A large number of 
actions were complete and work was underway in respect of those 
actions remaining.   
 
Ms Jacques advised that the action plan would be brought back to 
the Board on a monthly basis for monitoring purposes.    
 
The Trust Board RECEIVED the Well-Led Action Plan update. 
 


 


160/18 Register of Sealings 
 
Mr Edge presented the report, the purpose of which was to update 
the Board as to the entries made in the Register of Sealings during 
the period 1st July 2017 to 30th September 2017.   
 
Several of the documents sealed were in relation to the sale of South 
Moor Hospital and land.   
 
The Trust Board RECEIVED the Register of Sealings Report. 
 


 


161/18 Communications and Engagement Report 
 
Ms Jacques advised that the Communications and Engagement 
Report was included for information.  The Communications team 
continued to send out routine weekly information to Board members 
between Board meetings.  Ms Jacques highlighted the examples of 
supporting campaigns that were included at the end of the report, to 
provide a flavour of corporate input. 
 
Mr Gerry mentioned the potential for the Trust to increase its reach in 
relation to media campaigns.  Ms Jacques agreed to speak with the 
Communications team to review the potential for such work.  Mr 
Scanlon highlighted the success of the HR team in the use of social 
media in the recent recruitment to various posts. 
 
Mr Forster-Jones asked whether there was enough emphasis on 
promoting the performance of the Trust as opposed to specific 
campaigns.  Ms Jacques advised that she had recently attended a 
Quality Improvement Board meeting where it had been suggested 
that the Trust undersold itself in that respect.  A finalised 
Communications Strategy was due to be presented to the November 


 
 
 
 
 
 
 
 
 
 
 


SJ 
(Nov 
2017) 
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Trust Board which would provide an opportunity to review the 
resource and how it was calibrated. 
 
Returning to the issue of reach, raised by Mr Gerry, the Chairman 
highlighted the Governor briefing that was provided by the 
Communications team every fortnight.  There was the potential for 
the briefing to be circulated to individual Governor networks which 
the Trust would not necessarily be able to capture.   
 
The Trust Board RECEIVED the Communications and Engagement 
Report. 
 


162/18 
 
 
 


Other Business 
 
No other business was raised. 
 


 
 


 


163/18 Announcement of Next Public Meeting 
 
Trust Board 
Date: Wednesday 20 December 2017 
Time: From 09:00hrs 
Venue: Executive Boardroom, Darlington Memorial Hospital 
 


 


164/18 Motion to Exclude Press & Public 
 
The Chairman moved the following motion. 
 
“That representatives of the press and other members of the public 
be excluded from the remainder of this meeting having regard to the 
confidential nature of the business to be transacted, publicity on 
which would be prejudicial to the public interest.” 
 
There were no objections to this motion. 
 


 


165/18 Close 
 
There being no further business, the Chairman declared the meeting 
closed at 12:25hrs. 


 


 
 
Chair – Prof Paul Keane OBE  ……………………………. 
 
 
 
Date:  …………………………………………………..  2017 
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Author Name and Title: Director of Operations, Mrs Carole Langrick 


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 To advise the Board of operational performance, risks and actions to mitigate them 


identified through the integrated performance framework. 


Summary of Key 


Issues 


The report details key performance and risk issues relating to all four Touchstones.  


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) 


The most significant risks relate to:  


1. Finance: four of the five Care Groups continue to forecast a year-end deficit. A 


Trust-wide financial recovery plan has been developed. 


2. Workforce: medical vacancy levels have improved in some specialties but 


continue to cause concern in others.  


3. A&E and non-elective pressures. Although the Trust continues to achieve the 


NHSI A&E 4-hour wait trajectory it is becoming more challenging as winter 


approaches.  


4. Quality:  


 Acute and Emergency Care, Surgery and Integrated Adults were put into 


formal escalation relating to the fluid balance action plan. Two of the three 


have since been taken out of formal escalation.  


 The Family Health Care Group was placed in formal escalation for 


implementation of Paediatric Early Warning Score Charts. 
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Action / decision 


required from the 


Board 


The Board is asked to note the report and endorse the actions proposed to mitigate 


the risks described. 
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INTEGRATED OPERATIONAL BOARD REPORT 
 


EXECUTIVE SUMMARY 


 
NB: due to the Board meeting being early this month November data is only available for a smaller than usual number of indicators.  


Month: November 2017 * One month in arrears ** Two months in arrears ***Three months in arrears 


Indicator Director Target Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


BEST EXPERIENCE 
RTT - % Incompletes waiting <18wks* CL 92% 92.5% 93.2% 92.5% 92.5%   92.9% 


RTT waits over 52 weeks* CL 0 0 0 0 0   0 


A&E % seen in 4hrs - Trust Total CL 95% 93.6% 92.9% 95.1% 94.6%   94.1% 


A&E % seen in 4hrs - All UCC 'Walk-ins' Type 3 CL 95% 100.0% 100.0% 100.0% 100.0%   100.0% 


Ambulance handovers >15-30mins CL 0 463 1501 1217 869   3587 


Ambulance handovers >30-60mins CL 0 136 349 202 213   764 


Ambulance handovers >60mins CL 0 22 70 21 25   116 


Ambulance Handovers - no. >120 minutes CL 0 0 2 0 0   2 


12 Hour Trolley Waits CL 0 0 0 0 0   0 


% Diagnostic Tests <6wks CL 99% 99.74% 99.91% 99.81% 99.74%   99.83% 


Cancer 2WW* CL 93% 95.3% 94.0% 93.5% 95.3%   94.0% 


Cancer 2WW Breast Symptoms* CL 93% 96.4% 96.0% 94.5% 96.4%   95.5% 


Cancer 31 Days Diagnosis to Treatment* CL 96% 100.0% 100.0% 99.7% 100.0%   99.8% 


Cancer 31 Days Subsequent Treatment - Surgery* CL 94% 100.0% 100.0% 96.9% 100.0%   98.7% 


Cancer 31 Days Subsequent Treatment - Anti Cancer Drug* CL 98% 100.0% 100.0% 100.0% 100.0%   100.0% 


Cancer 62 Days to First Treatment* CL 85% 85.5% 87.9% 88.1% 85.5%   87.7% 


Cancer 62 Days Screening* CL 90% 100.0% 90.9% 90.3% 100.0%   90.9% 


Cancer 62 Days Consultant Upgrade* CL 85% 100.0% 100.0% 100.0% 100.0%   100.0% 


A&E % Seen in 4hrs - DMH CL 95% 91.5% 92.5% 94.7% 92.9%   93.4% 


A&E % Seen in 4hrs - UHND CL 95% 88.9% 84.2% 89.8% 90.5%   87.9% 


A&E CI - Unplanned Re-attendance rate CL <=5% 2.1% 1.1% 1.4% 1.9%   1.4% 
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A&E CI - Time to treatment (median) CL <=01:00 00:43 00:42 00:39 00:43   00:41 


6 hour wait in Urgent Care Centres CL 95% 99.3% 99.6% 99.4% 99.3%   99.4% 


Maternity 12 week bookings CL 90% 91.8% 91.3% 92.1% 91.3%   91.6% 


Maternity Breast Feeding at Delivery CL 60% 56.2% 58.1% 59.2% 57.4%   58.3% 


Maternity Smoking at Delivery CL 22.4% 16.8% 18.9% 17.5% 17.2%   17.9% 


Stroke - 90% of time on a stroke unit*** CL 90% 90.1% 95.7% 90.1%     94.4% 


Stroke -  CT scan within 24 hours*** CL 90% 90.2% 93.9% 90.2%     93.2% 


Stroke - Scan within 1 hour*** CL 50% 88.9% 75.6% 88.9%     77.8% 


Sleeping Accommodation Breach NS 0 3 0 0 3   3 


ERS - ASI % of DBS Bookings * CL 4% 22.6% 22.4% 21.1% 22.6%   21.8% 


Cancelled Operations - Breaches of 28 Days CL 0 0 5 3 0   8 


Urgent Operations cancelled for 2nd time CL 0 0 0 0 0   0 


Delayed transfers of care CL 3.5% 0.02% 0.05% 0.05% 0.06%   0.05% 


Community nursing - urgent and OOH referral waiting times* (72 hr 
target) CL 93% 92.09% 92.72% 92.98%     92.87% 


Community nursing - non-urgent referral waiting times* (72 hr target) CL 62% 59.35% 60.47% 57.97%     59.21% 


 
Director Target Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


BEST OUTCOME 
Clostridium difficile cases* NS 19 2 6 4 2   12 


MRSA Bacteraemia* NS 0 0 2 1 0   3 


MSSA* NS   3 3 8 3   14 


Ecoli* NS   25 102 95 25   222 


VTE* NS 95% 95.2% 97.3% 96.4% 95.2%   96.6% 


Sepsis Screening AE (Quarterly)* NS     80.0% 70.0%       


Sepsis Screening IP (Quarterly)* NS     100.0% 100.0%       


Duty of candour NS Compliance             


Never events* NS 0 1 1 0 2   3 


Serious Incidents reported within 2 working days of identification* NS   100% 100% 100% 100%   100% 


Total number of incidents reported (Monitoring trends) NS   1439 4791 4390 1439   10620 


Serious Incidents Interim reports within 72 hours* NS   100% 100% 100% 100%   100% 


SUIs reported via STEIS as a proportion of all incidents involving severe 
injury or death within a Trust NS   5 25 17 5   47 
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Serious Incident RCAs submitted within 60 working days**** NS   86% 100% 86%     97% 


Readmissions within 30 days of previous discharge following elective* CL   89 296 275 89   660 


Readmissions within 30 days of previous discharge following emergency* CL   668 1676 1706 668   4050 


Crude Mortality**** NS   4.03% 3.99% 4.03%     4.03% 


HSMR**** NS   97.29 97.86 97.29     97.29 


SHMI**** NS   101.66 102.76 101.66     101.66 


Dementia - eligible admissions screened* NS 90% 90.5% 90.4% 91.3% 90.5%   90.8% 


Dementia - AMTS compliance* NS 90% 81.1% 86.5% 83.1% 81.1%   84.5% 


Dementia - onward referrals* NS 90% 30.8% 26.6% 24.1% 30.8%   25.9% 


 
Director Target Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


Quality Account Indicators (not covered elsewhere) 


Falls - Acute (Incident Report)*   144 435 401 144   980 


Falls - Community (Incident Report)*   14 50 51 14   115 


Reduction in Falls - Acute (per 1000 beddays) (Cumulative)* 5.6 6.1 6.3 6.1 6.1   6.1 


Reduction in Falls - Community (per 1000 beddays) (Cumulative)* 8 5.7 5.9 5.8 5.7   5.7 


Continuation of Sensory Training into staff education programmes 180 per Q             


Falls & Fragility fractures - patients screened****   124 388         


Falls & Fragility fractures - % eligible patient receiving follow up assessment for 
osteoporosis**** 50% 48.3% 56.6%         


Falls & Fragility fractures - % patients with appropriate referral for axial scan (as a 
proportion of eligible patients)****   93.5% 91.2%         


Falls & Fragility fractures - % patients commenced on bone sparing drugs (as a 
proportion of eligible patients)*****               


Grade 3 & 4  newly acquired avoidable pressure ulcers - Acute* 0 0 0 0 0   0 


Grade 3 & 4  newly acquired avoidable pressure ulcers - Community* 0 0 0 3 0   3 


Grade 2  newly acquired avoidable pressure ulcers - Acute* Monitor 0 0 0 0   0 


Grade 2  newly acquired avoidable pressure ulcers - Community* Monitor 0 0 0 0   0 


% adult patients that are correctly screened for undernutrition within 4 hours *** 85%   94.93% 95.6%     95.27% 


% adult patients re-screened weekly for undernutrition *** 89%   92.82% 93.8%     93.31% 


% adult patient identified at moderate or high risk of undernutrition have evidence 
that a nutrition care plan has been implemented, which fulfils recommendation on 
the 'MUST' nutritional tool*** 79%   96.63% 92.9%     94.77% 
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% adult patients identified at moderate or high risk of undernutrition have evidence 
of well completed food and fluid record charts*** 89%   92.11% 82.3%     87.21% 


Rate of patient safety incidents resulting in severe injury or death 


Within 
national 
average              


Rate of patient safety incident reporting 75th %ile             


Did you feel involved enough in decisions about your care and treatment? 76% 79.0% 81% 79.0%     79.0% 


Were you given enough privacy when discussing your condition or treatment?  80% 65.0% 89% 65.0%     65.0% 


Did you find a member of staff to discuss any worries or fears you had?  85% 79.0% 81% 79.0%     79.0% 


Did a member of staff tell you about any medication side effects that you should 
watch out for after you got home in a way that you could understand?  65% 86.0% 65% 86.0%     86.0% 


Did hospital staff tell you who you should contact if you were worried about your 
condition or treatment after you left hospital?  75% 81.0% 86% 81.0%     81.0% 


% of staff who would recommend the trust to family and friends needing care (Staff 
Survey) Annual               


Friends and Family Test - increased response rate in In patients   31.4% 31.0% 34.6% 34.8%   33.4% 


Friends and Family Test - increased response rate in A&E   11.9% 18.4% 19.9% 14.9%   18.0% 


Summary Hospital Mortality Indicator (SHMI) ****   101.66 102.76 101.66     101.66 


Hospital Standardised Mortality Ratio (HSMR) ****   97.29 97.86 97.29     97.29 


Crude Mortality****   4.03% 3.99% 4.03%     4.03% 


Deaths with a palliative care code (Z515)****   27.4% 26.2% 27.4%     27.4% 


Readmissions within 28 days** 7% 11.5% 11.7% 12.1%     11.9% 


 
Director Target Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


BEST EFFICIENCY 
Data completeness community services - RTT* CL 50% 100.0% 100.0% 100.0%     100.0% 


Data completeness community services - Referrals* CL 50% 99.8% 99.7% 99.8%     99.7% 


Data completeness community services - Treatment activity* CL 50% 99.7% 99.7% 99.6%     99.7% 


% of SUS data altered* CL 10% 22.1% 44.5% 29.3% 22.1%   34.6% 


Discharge summaries within 24 hours CL 95% 93.1% 93.3% 91.7% 89.5%   92.1% 


Valid NHS number field submitted via SUS - Acute* CL 99% 99.7% 99.7% 99.8% 99.7%   99.7% 


Valid NHS number field submitted via SUS - A&E* CL 95% 98.1% 98.6% 98.6% 98.1%   98.5% 
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GP referrals CL   8,325 25,175 24,447 16,914 0 66,536 


Non GP referrals CL   6,098 18,522 17,335 12,185 0 48,042 


Outpatient attendances CL   47,323 144,890 139,735 95,294   379,919 


Elective day case admissions CL   4,067 10,912 11,014 7,966 0 29,892 


Elective inpatient admissions CL   665 1,984 1,841 1,296 0 5,121 


Theatres (utilisation) CL 85% 80% 82% 80% 80%   81% 


Non-elective admissions CL   5,937 16,861 16,848 12,050 0 45,759 


Digital Dictation - upload to approve CL   5.83 7.99 6.45 5.78   6.86 


Summary Income and Expenditure (£000s) (cumulative)* PD   -4,616 -2,059 -4,616     -4,616 


Agency cap (£000s) (cumulative)* PD   -5,139 -2,181 -5,139     -5,139 


Cost Reduction (£000s) (cumulative)*0 PD   -3,842 -1,745 -3,842     -3,842 


BEST EMPLOYER 


Indicator Director Target 
2017/18 


Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


Trust Sickness* MS <4% 3.95% 3.42% 3.86% 3.95%   3.95% 


Agency Spend* MS Decrease £1,188,127 £2,974,045 £3,105,974 £1,188,127   £7,268,146 


Bank Spend* MS Increase £1,062,909 £2,492,660 £3,040,766 £1,062,909   £6,596,335 


Appraisal Figures - All staff* MS 70.0% 39.86% 9.58% 30.03% 39.86%   39.86% 


Essential Training - All staff* MS 70.0% 63.53% 23.43% 51.55% 63.53%   63.53% 


Voluntary Turnover* MS 9.0% 7.29% 7.33% 7.03% 7.29%   7.29% 


Total Turnover* MS Information 18.84% 21.41% 20.97% 18.84%   20.97% 


Vacancy Rates -Effective shortfall* MS <5% 4.18% 6.02% 4.26% 4.18%   4.18% 
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BEST EXPERIENCE – KEY ISSUES and RISKS 
 


A&E including NHSI trajectory 


 


A&E 4hr Wait 
Target Apr May Jun Jul Aug Sep Oct Nov 


NHSI Trajectory 89.91% 92.37% 92.83% 95.16% 95.70% 95.37% 94.32% 91.82% 


Performance 94.76% 90.82% 93.16% 93.67% 95.07% 96.83% 95.59% 93.64% 


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


 


Trust performance continues to exceed the agreed NHSI trajectory but in November it fell behind the 


95% national standard.  


 


November 2017 (compared to November 2016) 


 


 A&E attendances grew by 2.9% (7.8% growth at DMH and a 1.2% fall at UHND.  


 NEAS ambulance arrivals fell by 4.5% (1.5% at UHND and 8.9% at DMH).  


 NEAS crews experienced delays of 24 hrs 40 mins waiting to hand over patients at DMH and 90 


hrs 47 mins at UHND. This is compared to November 2016 when 59 hrs 6 mins were lost at DMH 


and 183 hrs 41 mins at UHND. 


 Non-elective medical admissions grew by 13.6% (19.6% at UHND and 5% at DMH).  


 Admissions to ambulatory care (RAMAC) were static at DMH with 83% of patients being 


discharged without needing an in-patient bed. By contrast, ambulatory care admissions at UHND 


grew by 32%, and only 49% of patients were discharged without needing an in-patient bed. This 


suggests that the UHND acute system is working at its limit and is still using ambulatory care as 


overflow in-patient capacity. 


 By contrast, both Surgery (1.6%) and Trauma (4.2%) admissions fell by 1.6%. 


 


April – November 2017 (compared to April – November 2016) 


 


 Total A&E attendances rose 0.8% (DMH rising by 2.2% and UHND falling by 0.4%)  


 NEAS ambulance arrivals fell by 0.6%.  


 Medical in-patient admissions grew by 4.7% (7.2% at UHND and 1.3% at DMH).  


 Trauma admissions also grew by 4.8% but Surgery admissions fell by 3.2% (6.4% fall at UHND and 


1.4% growth at DMH). 


 


The new Primary Care Screening service became operational in October. Every patient arriving at A&E 


reception is streamed by an experienced nurse. Only those who need it are streamed into the Emergency 


Department itself; the rest are streamed to the Urgent Care Centre, the new GP service at the front of A&E, 


or to elsewhere such as the TEWV mental health team. It is too early to assess the impact of this scheme 


although initially it does not appear to have led to any significant reduction in A&E attendances or to any 


noticeable growth in Urgent Care attendances. 


 


In order to achieve the NHSI trajectory for Q3 and improve ambulance handover times the Trust has 


embarked once again on a Perfect Month initiative in December. The initiative will focus on:  


 Implementing key aspects of SAFER on all acute wards to ensure timely Senior Review of all inpatients 


each morning; 
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 Ensuring an afternoon Board Round takes place on all wards to plan discharges for the next morning; 


 Improving ‘Time to Treatment’ in ED and introducing an ED Safety Checklist; 


 A review of all patients in community hospitals with longer lengths of stay to ensure people can get 


home for Christmas if possible; 


 Improving clinical escalation and responsiveness when our hospitals are under significant pressure; 


 Following up all delays in patient care in real time, using SAFER on Nervecentre. 


 


Training is available to all wards on SAFER care bundles and the use of ‘SAFER in Nervecentre’ – an 


electronic whiteboard that provides ‘at a glance’ information about the progress of every inpatient within the 


Trust. Key features being updated in real time are ‘Home Today’ and ‘Maybe Home Tomorrow’ to support 


effective discharge management.   


 


18 week Referral to Treatment (RTT) 


 


18 weeks RTT Apr May Jun Jul Aug Sep Oct 


NHSI Trajectory 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 


Performance 92.83% 93.44% 93.50% 92.93% 92.61% 92.11% 92.52% 
Key: Green = achieved both NHSI trajectory and 92% national standard; Amber = failed either NHSI or 92% national standard; Red 
= failed both NHSI and the 92% national standard 
Note: validated figures for November are not available at the time of writing 


 


RTT performance dipped below the agreed NHSI trajectory in September, but still managed to exceed the 


national standard by a small margin. A slight recovery took place in October but the situation continues to 


be closely monitored in the weekly RTT Assurance meetings.  


 


This performance is taking place in the context of a fall in referrals. During Apr-Nov 2017 (compared to the 


same period in 2016 and excluding the effects of the endoscopy counting change in April 2017), referrals 


have fallen by 7.8% (GP referrals by 9.9% and non-GP referrals by 4.2%). The fall has taken place across 


all major Specialties with the exception of breast surgery, plastics and obstetrics. The largest falls in the 


major specialties are orthopaedics (21.9%), urology (37%) and rheumatology (28%), but many other 


Specialties have seen falls of more than 10%, including general surgery, ophthalmology, diabetes, 


dermatology, and respiratory medicine. 


 


Alongside this, there has been a 7% fall in Consultant-led new out-patient appointments, across many 


major specialties, particularly in Surgery. Day case activity has fallen by 8.6% and elective in-patient activity 


by 14%. As a result, in spite of the fall in referrals, several specialties have not reduced their out-patient 


and in-patient waiting list sizes to target levels.  


 


For these reasons, together with the potential financial impact of lower levels of activity, the Surgery Care 


Group was placed in formal escalation (executive intervention level) at the latest Executive-led 


Performance Review. The Director of Performance was seconded to work with and support the Care Group 


to develop and implement a Recovery Plan. A thorough review of capacity and productivity is underway, 


which has already highlighted significant improvement opportunities. Other Care Groups have been asked 


to undertake the same analysis and to report back with action plans. 


 


Cancer: 2 week wait (2ww) and 62-day  


Cancer referrals between Apr-Oct 2017 fell (by 2.2%) compared to the same period in 2016, including a fall 


of 2.4% in two week wait (2ww) referrals. The majority of 2ww breaches were due to patients choosing to 


delay appointments. 
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The Trust met all cancer targets in October including: 


 2ww (target – 93%):                           95.26% (regional average: 95.44%) 


 Breast symptomatic: (Target: 93%):   96.43% (regional average: 96.68%) 


 62-day (target – 85%):                        85.46% (regional average: 82.46%) 


 


However, all targets continue to pose a risk: the breast symptomatic target because the Trust continues to 


sustain the regional position by covering for the lack of a service at Sunderland; the 62 day target due to 


pressures on diagnostics reporting and complex pathways sometimes involving tertiary referrals. Key 


actions include: 


 A move to the new Somerset Database went live from 4th December. The previous database was no 


longer able to provide comprehensive information for external audit and governance purposes; and its 


tendency to crash regularly caused disruption to MDTs and clinicians, putting at risk the safety of 


patients, as well as wasting the time of clinical and Information staff who frequently had to re-load data; 


 Head and Neck pathways. Areas for pathway improvement are being discussed with South Tees FT; 


 The action plan to improve the colorectal pathway is reviewed monthly at RTT; 


 Three Cancer Pathway Navigators have been employed using Transformation Funding from local 


commissioners (allocated from Cancer Alliance). They will commence work in February 2018;  


 All specialties are reviewing capacity for initial 2ww appointment to bring down waiting times and 


ensure that the Trust consistently achieve this target; 


 All relevant managers continue to receive a daily report of 2ww patients and a second reminder 


regarding patients at risk of breaching. The Trust is working towards bringing all first appointments 


within 7 days. 


 


Breastfeeding 


 


Performance remains in line with national and regional trends and the belief of the service that it is 


doing all it can to promote breast feeding receives support from the UNICEF accreditation at UHND 


and the positive tone of the CQC visit. In addition, the Care Group is now working with Darlington 


Council on a “breast feeding council” initiative.  


 


Sleeping Accommodation Breaches 


 


The three sleeping accommodation breaches all took place in Intensive Care and involved patients 


whose transfer to an ordinary acute bed was delayed due to a lack of ward beds. This reflects the 


heightened non-acute pressures being experienced by UHND, in particular. Transfers into and out of 


Intensive Care are discussed and planned at every Site Status meeting twice daily.  


 


ERS – slot issues (ASI) 


 


The number of patients experiencing difficulties booking out-patient appointments remains above 20%. 


Although there is a CQUIN target to reduce ASI’s to 4% by the end of March 2018 there is no financial 


penalty attached. In addition, it is likely to be unrealistic to achieve 4% without reducing the number of 


locations from which clinics are provided. This is because a large proportion of ASIs are caused by 


patients preferring to wait longer to obtain an appointment at a local clinic than travelling to one of the 


main Trust sites for a more immediate appointment. For example, if a patient prefers not to take up the 


offer of an immediate appointment at UHND instead of waiting for a few weeks for an appointment at 


Shotley Bridge, this is classed as an ASI. Commissioners have been advised that achieving the CQUIN  
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target is not consistent with maintaining the current extensive range of clinic locations and that a 


dialogue is required.   


 


Community Nursing Waiting Times 


 


Community nursing is currently under pressure as a result of activity growth and recent high levels of 


sickness. In the year to October, the Trust undertook 19% more activity than contracted, and in 


October alone activity was 22% above contract. The situation is being managed by prioritising activity 


and through the Trust’s sickness and absence policy. The sickness may be influenced to some extent 


by the uncertainties occasioned by the current community services tender process. 
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BEST OUTCOMES – KEY ISSUES and RISKS 
 


Health Care Acquired Infections (HCAI) 


 


Confirmed norovirus outbreaks have been experienced on wards 41, 51 and 52 at DMH. Bays are 


closed as appropriate and are deep cleaned prior to reopening. The infection control team are visiting 


the affected wards twice daily ensuring all appropriate infection control measures are in place and that 


plans are discussed with patient flow.  


 


Following a number of root cause analyses the Infection control team have been conducting an 


exercise to follow up all diarrhoea samples, discussing the appropriate management of patients with 


ward staff. This exercise will be repeated six months hence. 


 


Vancomycin resistant entorococcus clusters have been identified mainly within ward 12 at UHND. The 


Trust is working closely with Public Health England to address this. Deep cleaning is required and is 


being planned through ECL.  


 


Never Events 


 


Two never events have taken place so far in Q3 to add to the one which occurred in Q1:  


 A never event in April involved a piece of equipment which came away. The main action was to 


update the WHO check-list for single use equipment. 


 a never event in October involved a wrong site block. Trust procedures were not followed as the 


"stop before you block" process did not happen. The main learning point was the need to fully 


embed the "stop before you block" process in operational practice.  


 a further never event took place in November involving Family Health and a retained tampon. 


The locum doing the procedure handed over to another clinician part way through the 


procedure but a formal tampon/swab count was not undertaken. The main action point was to 


ensure formal counts take place and that locums receive adequate induction to enable them to 


function safely and in accordance with CDDFT procedures. 


 


Dementia: Abbreviated Mental Test (AMT) compliance and onward referral 


 


This issue was highlighted in the 2016 national dementia audit, the results of which were published 


earlier in 2017. A further round of auditing is planned for April 2018. The CDDFT Action Plan has been 


approved by the relevant committees and has been shared with all matrons, ward and department 


managers. Refresher training has been offered.  


 


AMT assessments are performed by the medical team and are included in junior doctor (F1) training. 


The Trust’s key priority is to ensure AMTs are completed on admission and prior to discharge as well 


as at any time if any deterioration of cognition is noticed. It is possible that under-performance is more  


of a recording than a practice issue. Staff complete the dementia assessment on paper and then 


transpose it onto the electronic system. Sometimes clinical duties interpose and the information is not 


uploaded onto the computer. Similarly, onward referral may not be required at the time the initial 


assessment takes place but if the situation changes the fact that a referral has been made may not be 


clearly recorded in the patient’s notes. 
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The ultimate aim is to make the AMT assessment a mandatory field on Nervecentre. The time-scale for 


this is to be agreed with the supplier.  


 


Quality Matters 


 


Nutrition: the Trust’s dietetics service is working closely with Associate Directors of Nursing and ward 


matrons in the Care Groups and wards where support is required to improve the usage of the charts. 


 


Patient Feedback: patient feedback in relation to Quality Matters standards and other issues is 


regularly reviewed in Care Group governance meetings. Where issues of service quality persist the 


matter can be escalated using the Nursing Directorate escalation framework, which forms part of the 


Trust’s overall Performance and Risk Framework.  


 


Pressure Ulcers 


 


All grade 3/4 pressure ulcers are subject to full root cause analysis. Learning is focussed on 


assessment of skin integrity, nursing documentation and the use of pressure relieving equipment. The 


tissue viability team works with ward staff to embed good practice. 


 


Falls and Osteoporosis 


 


A falls group has been re-established with updated Terms of Reference and a 1.0 wte Falls lead post 


has been advertised. The outcome of the national falls audit was positive, but the Trust needs to 


continue its focus on falls resulting in serious harm.  


 


In specific relation to osteoporosis assessments, the osteoporosis team has been affected by staff 


changes. In addition, uncertainties relating to the community services tender have resulted in delays in 


re-appointing to vacant posts. Currently there are waiting lists for osteoporosis assessment with the 


team having to prioritise patients according to risk.  


 


Mortality 


 


Latest data shows that CDDFT performance is within expected range. 


 


 
 


Extensive work has been undertaken in recent months to ensure that the Trust’s Mortality review 


process is in line with the National Quality Board (NQB) framework, published in March 2017. The 


focus is on the outcomes and learning from mortality reviews rather than reporting mortality statistics or  
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ratios; and the guidance includes the mandate that, from Q3 2017 onwards, Trusts should publish 


information on deaths and reviews via a quarterly agenda item and paper to its public board meeting.  


 


Re-admissions 


 


Re-admissions continue on a relatively stable trajectory. CDDFT is still seeking to clarify what the 


money gained by commissioners from penalties levied on CDDFT has been invested in as it appears to 


have had no impact on re-admissions rates. Discussion is taking place with commissioners through the 


Financial Recovery Group about the penalty threshold to be applied in 2018-19 (the current threshold 


being more disadvantageous to CDDFT than the thresholds applied to other Trusts in the region). 


 


CQUIN (see Appendix) 


 


Some losses have occurred in Q2. See Appendix.   
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BEST EFFICIENCY – KEY ISSUES 
 


% of SUS data altered 


 


Correct and timely coding of activity is essential as it governs how much income the Trust earns. Trusts 


make an initial provisional coded activity submission to the national SUS database (flex) followed by a 


final submission (freeze), after which no further changes are possible. The standard NHS Contract 


requires Trusts to change the coding of no more than 10% of activity between the flex and freeze 


dates. The Trust has been underperforming this year due to staffing changes but has agreed a 


recovery trajectory with commissioners. In October the trajectory (21%) was exceeded. The planned 


trajectory is to reach the 10% target threshold by 31st March 2018.  


 


 
 


Actions for increase of % coded at first send and reduce the amount amended between flex and 


freeze:- 


• The coding team is now at full strength with the exception of one post-holder who is yet start. All 


bar one new team member has been through the foundation course; 


• Overtime is halted due to financial instructions, but may be re-instated if periods of unexpected 


absence occur; 


• As performance reaches 15% it will become more important that documentation is sent for 


scanning immediately rather than being held on the wards. 


 


Discharge Summaries  


 


Trust performance recovered in November with only Family Health failing to dispatch 90% of 


summaries within 24 hours of the discharge.  


Care group Apr-17 
May-


17 Jun-17 Jul-17 
Aug-


17 Sep-17 Oct-17 Nov-17 


Surgery 90.9% 91.8% 92.3% 92.2% 90.7% 86.4% 88.6% 92.1% 


Acute & Emergency 
Care 93.9% 95.5% 94.4% 94.2% 95.5% 93.2% 91.3% 95.4% 


Family Health 92.6% 93.0% 91.2% 90.9% 88.7% 86.7% 86.3% 89.7% 


Integrated Adult Care 94.3% 95.4% 94.5% 95.9% 94.4% 86.9% 92.0% 95.0% 


TRUST 92.9% 93.9% 93.1% 93.1% 92.7% 89.2% 89.5% 93.1% 


Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 
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Every Care Group has been asked to ensure all doctors are apprised of the importance of this standard 


to GPs and patients, and to examine all possible options for achieving 95%. 


 


Theatre Utilisation 


 


The Recovery Plan agreed for Surgery with the Director of Performance includes: 


 a fundamental review of utilisation has been undertaken.  


 a Bishop Auckland Hospital task and finish group is discussing improvements to pre-assessment 


processes, case mix issues and in-list utilisation. 


 Day Surgery, Theatres and Plastic Surgery have undertaken a trial to remove the staggering of 


local anaesthetic lists, so that consenting processes are done once in the morning and once in the 


afternoon saving time between patients. This has allowed one additional patient to be added to 


lists resulting in better Plastics in list utilisation. 


 Theatre managers send weekly reports to Specialties detailing the top 20 late starts, early finishes 


and overruns. A weekly Theatre Efficiency Group reviews late starts/early finishes/overruns from 


the previous week, as well as upcoming theatre lists in the week ahead to optimise utilisation of 


capacity. 


 


Finance: Month 07 - 2017/18 


 


Background  


 


In line with the requirements from NHS Improvement (NHSI) for all FTs, the Trust submitted an 


operational plan prior to the start of the financial year, which set out how it would achieve its control 


total of £3.7m surplus and so secure the £12.9m S&TF available to it, subject to achieving the 


performance trajectories. The salient features of the agreed Trust plan are;  


 


• a planned surplus of £3.676m; 


• planned cost reduction targets of £32.4m; 


• assumed receipt of the full £12.9m S&TF funding; 


• achieve a financial sustainability risk rating of 3. 


 


Synchronicity Care Limited (SCL), a wholly owned subsidiary of the Trust, commenced trading as CDD 


Services on 01 April 2017, therefore this report summarises the group position on a consolidated 


accounting basis. 


 


The NHSI operational plan is fixed and as such there will be differences between this and the live 


budgetary position detailed below.   


 


Live Budget Position 


 


As at 31st October 2017 the Group is reporting an operational deficit of £6,806k which is £4,616k 


behind its budgeted position.  This position excludes the £167k 2016/17 STF funding which has been 


received in 2017/18, as NHSI have confirmed that this income will not be recognised against the 


2017/18 control total. 
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Annual Plan 


£000's 
Plan to Date 


£000's 
Actual to Date 


£000's 
Variance 


Income   464,559 268,873 264,224 -4,649 


Expenditure; Pay Costs -302,626 -175,935 -173,841 2,094 


  Non Pay Costs -131,355 -82,644 -82,639 5 


  CRT 12,778 3,842 0 -3,842 


  Reserves -14,523 -1,740 0 1,740 


  Total Expenditure -435,726 -256,477 -256,480 -3 


EBITDA   28,833 12,396 7,744 -4,651 


Depreciation and Amortisation -9,056 -5,319 -5,527 -208 


Surplus / (Deficit) from Operations 19,777 7,076 2,217 -4,860 


Profit / (Loss) on Asset Disposals 0 0 1 1 


Interest Recievable 54 32 21 -10 


Interest Payable -13,990 -8,157 -7,878 279 


PDC Dividend   -1,957 -1,141 -1,167 -26 


Misc. Other Non-Operating expenses 0 0 0 0 


Donated Asset Income 0 0 0 0 


Corporation Tax -224 0 0 0 


2017/18 Control Total - Overall 
Surplus/(Deficit) 


3,661 -2,190 -6,806 -4,616 


 


NHSI Operational Plan Position: 


 


The Trust is £41k behind its planned control total as at 31st October 2017. The position assumes that 


£5,789k Sustainability and Transformation Fund (STF) is received relating to the period to date. 


 


Agency cap 


 


NHSI wrote to the Trust on 30 September 2016 confirming that a total agency cap for 2017/18 would 


remain at £20.696m, as in 2016/17. The ceiling has been allocated at a care group and corporate level, 


the table below shows the 2017/18 financial performance to date against this. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


18 
 


 


AREA 


Cumulative Control Total 
Month 07 £000's 


Cumulative Actual Total 
Month 07 £000's 


Cumulative Variance 
Month 07 £000's 


Acute and Emergency Care £5,340 £2,411 -£2,929 


Surgery Care Group £2,677 £1,459 -£1,218 


Clinical Support Services £745 £765 £20 


Family Health £539 £719 £180 


Integrated Adult Care £2,457 £1,485 -£972 


CEO £16   -£16 


Commercial £72   -£72 


Finance £34 £23 -£11 


HR £104 £48 -£56 


Nursing £2   -£2 


Ops £18   -£18 


E&F £69 -£3 -£72 


Medical £0   £0 


SCL £0 £26 £26 


Total £12,073 £6,934 -£5,139 
 


Cost reduction 


 


The Trust’s cost improvement target (CIP) is set at £32.401m in the budget setting papers in order to 


achieve the requisite level of clinical efficiency and financial surplus expected by the Board. The 


planned delivery phasing, however, differs between the NHSI Plan and the Live Budgetary Position 


due to more challenging internal trajectories being set in order to ensure that pace of delivery is 


maintained and truly visible. 


 


As at Month 07 – actual CIP delivery amounts to £19.623m (60.6%) for the year, with £14.455m 


delivered to date against a budget of £18.297m.  


 


 
Variance Analysis (£000's) 


  Income Pay Non Pay CRT Grand Total 


Acute and Emergency Care -£14 -£40 £208 -£1,292 -£1,138 


Surgery Care Group -£9 £324 -£305 -£1,210 -£1,201 


Clinical Support Services -£121 £666 -£518 -£184 -£157 


Family Health £74 £223 £68 -£777 -£412 


Integrated Adult Care £6 £319 £297 £114 £736 


Corporate -£854 £212 £375 -£506 -£773 


Care Group Performance -£918 £1,704 £125 -£3,854 -£2,944 
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BEST EMPLOYER – KEY ISSUES 
 


Appraisal 


 


The Trust has a trajectory to reach 95% by the end of March. Against a milestone for November of 


80%, performance is 56.77%. Whilst this is a 13.99% improvement on 2016-17 there is still significant 


ground to be made up. Performance is monitored via Care Group performance meetings with directors. 


HR Business partners are working with Care Group (CG) management teams to ensure compliance. 


Weekly monitoring reports are shared with Care Group managers. 


 


 


Appraisal rate by Care Group 


 


Care Group Staff % Staff Total 


439 Acute & Emergency Care CG 359 35.69% 1006 


439 Chief Executive CD Service 31 86.11% 36 


439 Clinical Specialist Services CG 621 62.35% 996 


439 Dir Of Finance Corp Division 45 95.74% 47 


439 Dir Of Operations Corp Division 171 86.80% 197 


439 Family Health CG 398 50.77% 784 


439 Integrated Adult Care CG 800 71.49% 1119 


439 Medical Director Corp Division 24 36.36% 66 


439 Nursing & Quality Corp Division 90 49.72% 181 


439 Surgery CG 542 49.32% 1099 


439 Workforce & Organisation Dev Corp Division 136 100.00% 136 


Grand Total 3217 56.77% 5667 


 


Essential Training (CET) 


 


The overall Trust target for CET is 80% for November.  At present, compliance is below trajectory 


sitting at 77.27%. Comparison with the same period in 2016/17 shows that compliance is 2.4% lower in 


2017/18. Whilst all staff have been booked on to essential training, the exceptionally high levels of 


DNAs have resulted in targets not being achieved. There will be no face-to-face CET from January 


2018, other than for those returning from long term absence. From this date, CET will need to be  


 


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


17/18 3.25% 4.68% 9.58% 17.27% 23.23% 30.03% 39.86% 56.77%


16/17 0.55% 1.14% 3.15% 10.46% 14.02% 20.40% 34.96% 42.78% 51.32% 63.92% 81.15% 95.87%


Trajectory 10.00% 20.00% 30.00% 40.00% 50.00% 60.00% 70.00% 80.00% 90.00% 95.00% 95.00% 95.00%
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17/18 
Appraisal Figures - All Staff 
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completed via e-learning. The overall target for CET continues to be monitored via care group 


performance meetings with Directors.   


 


 
 


Core essential training CET Compliant Essential 
Training 
Needed 


Unavailable 
for Work 


 Staff % Staff % Staff % 


439 Acute & Emergency Care CG 821 73.24% 249 22.21% 51 4.5% 


439 Chief Executive CD Service 30 76.92% 8 20.51% 1 2.5% 


439 Clinical Specialist Services CG 878 83.62% 141 13.43% 31 2.9% 


439 Dir Of Finance Corp Division 42 87.50% 5 10.42% 1 2.0% 


439 Dir Of Operations Corp Division 188 91.71% 13 6.34% 4 1.9% 


439 Family Health CG 620 70.53% 217 24.69% 42 4.7% 


439 Integrated Adult Care CG 959 79.85% 186 15.49% 56 4.6% 


439 Medical Director Corp Division 62 74.70% 20 24.10% 1 1.2% 


439 Nursing & Quality Corp Division 254 64.63% 137 34.86% 2 0.5% 


439 Surgery CG 907 77.13% 234 19.90% 35 2.9% 


439 Workforce & Organisation Dev Corp Division 134 95.71% 3 2.14% 3 2.1% 


Grand Total 4895 77.27% 1213 19.15% 227 3.5% 


 


Medical recruitment and Job planning 


 


Although Care Groups have succeeded in filling some medical posts recruitment of substantive 


consultants remains a key challenge with several Specialties having to rely heavily on locums. 


Specialties with the most significant medical staff shortages, current or impending, are: rheumatology, 


radiology, ophthalmology, cardiology, gastroenterology, paediatrics and dermatology.  


 


Care Groups continue to be actively involved in agreeing Job Plans with Consultants and other medical 


staff under the oversight of the Medical Director, who is particularly emphasising the need to ensure 


Consultants in all Specialties contribute to mortality reviews. 


 


Care Groups have been asked to take particular care to ensure locums, particularly regular ones, have 


a robust induction. A “never event” involving a locum has highlighted the importance of ensuring locum 


staff are capable of working safely within the CDDFT environment. 


 


 


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


17/18 6.76% 14.22% 23.43% 32.85% 39.57% 51.55% 63.53% 77.27%


16/17 4.51% 12.52% 22.93% 32.02% 41.41% 53.60% 65.41% 79.67% 86.08% 88.62% 92.68% 96.96%


Trajectory 10.00% 20.00% 30.00% 40.00% 50.00% 60.00% 70.00% 80.00% 90.00% 95.00% 95.00% 95.00%
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Care Group Risk Ratings (from the latest Performance Reviews) 
 


Since the last Operational Board report the risk rating of Acute and Emergency has improved from 


Executive Intervention to High; Clinical Specialist Services have improved from High to Medium. Only  


Surgery now remains at the highest level of intervention, the Director of Performance having been 


temporarily seconded to help the Care Group address financial, activity and patient access challenges. 


 


The first review under the integrated Performance Framework of a corporate Department, Operations 


and Performance, has commenced using the same scoring system as the CQC. Views are being 


sought from all Care Groups. 


 


Touchstone Escalation levels  


 


 Overall risk rating 


Acute and Emergency High 


Integrated Adults  Medium 


Surgery Executive intervention 


Family Health Medium 


Clinical Specialist Services Medium 
(Low score is good.) 
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APPENDIX: CQUIN 2017-18 Risk Summary (November 2017) 


 


Key 


No target 


Minimal or no risk 


Significant risk 


High risk 


 


Target Q1 Q2 Q3 Q4 


Staff Survey: 5% Improvement on responses to two questions from Staff Survey about 
the Trust’s approach to staff health and well-being:  


  


  
£297,924 


Healthy Food: improve availability of healthy food at UHND, DMH, BAH, CLS, Shotley.   
  


 


Staff - Flu Vaccinations – 70% uptake      


Sepsis screening in ED – 90% screened   £14,000 £14,000 
 


Sepsis screening in In-patients – 90% screened   
   Sepsis treatment within one hour in ED – 90% screened   
 


£14,000 £14,000 


Sepsis treatment within one hour in IPs – 90% screened   
 


  


Antibiotic review within 72 hours (Acute) – 90%   
  


 


Reducing antibiotic usage (IP and OP): (Acute): 1. Total 2. Carbapenem 3. Piperacillin-
tazobactam 


    


£58,970 


Improving services for MH patients in A&E (Acute) and reduce by 20% A&E 
attendances by a defined group of frequent attenders with mental health problems   


   
Offering Advice & Guidance (Acute)   


   E-Referrals (Acute) 100% Consultant OP clinics on C&B and slot issues reducing to 4%.   
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Proactive & Safe Discharge (Acute and Community) - 47.5% of >65 non-elective 
patients discharged to normal place of residence.    


  


£357,508 


Wound care (Community) - Number of wounds which have failed to heal after 4 weeks 
that receive a full wound assessment 


  


   Personalised Care / Support Planning (Community)   


   Preventing ill health alcohol & tobacco (Community Hospitals)   £22,338 £22,338 £22,338 


SpecComm and Public Health CQUINs   
   


Chemotherapy Dose Banding   
   


Medicines Optimisation. Adoption of best value drugs   
 


£26,438 £26,438 


Dental - Populate a quarterly Dashboard and contribute to development of a Managed 
Clinical Network   


   
Bowel Screening - Patient feedback   £18,800 


  
Aycliffe Nursing - Patient feedback   


    


 Q1 Q2 Q3 Q4 TOTAL 


Best Case Scenario £0 £36,338 £0 £356,894 £393,232 


Worst Case Scenario £0 £55,138 £76,776 £777,178 £909,092 


Likely scenario £0 £36,338 £50,338 £393,232 £479,908 


 


Notes:  


All three scenarios have improved since the last report largely due to the achievement of the 70% ‘flu vaccination target. The main high value risk 


remains the staff survey, the outcome of which is unpredictable. The other lower value CQUINs which are most likely to result in some losses are Sepsis 


in ED, alcohol and tobacco screening in the Community hospitals and two pharmacy targets.  
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AGENDA ITEM 5a
TRUST BOARD MEETING – DECEMBER 20th, 2017 


Patient safety and Patient experience report (Open)
Author Noel Scanlon, Executive Director of Nursing 


Joanne Todd – Associate Director of Nursing patient safety & governance 


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  


Strategic Aim: 
See overleaf for more 
information  


To transform care pathways and develop services which deliver the  
best patient outcomes 
To enable delivery of care by staff and in patient environments that   
provide the best patient experience 
To maximise our resources and relationships to sustain services and  
deliver best efficiency     
To attract, support, engage and develop our staff to provide care they 
are proud of – best employer 


 To update on key patient safety incidents and progress against actions.


 To update on Trust position with regard to HCAI


 To appraise board of outcome of internal review of Patient safety incidents in Urgent
care


 To update on patient experience indicators, FFT, compliments, etc.


 To update on our Safeguarding adults and children position


 To update on falls work streams


Summary of Key Issues  14 Clostridium difficile & 3 MRSA Bacteraemia cases identified since April 2017


 Deep clean to be undertaken on ward 12 UHND over Xmas holiday following a
Period of increased incidence of vancomycin resistant enterococci (VRE)


 Never Events – one identified since last report


 Serious incidents, Falls improvement work update


 Morale and communication issues in Urgent care owing to workforce and contract
concerns


 Significant improvements in National ED Patient survey & continued strong
performance in FFT


 An increase in Deprivation of liberty safeguard applications related to specialling
vulnerable patients and education around process


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) 


 Delivery of HCAI targets – C Diff.


 Continued increased incidence of VRE


 Falls and Hip fracture


Action / decision required 
from the Board 


The Board is asked to review the report and advise if further information is required 
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EXECUTIVE SUMMARY 
 
The purpose of this report is to inform the Trust Board of the current position with regard to: 
 
Healthcare Associated Infections 


 Current position with regard to key indicators for compliance with agreed standards. 
 
Serious Incidents 


 Information pertaining to serious incidents reported since last Trust Board meeting. The 
actions and learning are to be monitored through Integrated Quality Assurance 
Committee. 


 
Falls 


 An update on actions is included 
 
Purpose of the Report 
The Trust Board is requested to receive this report and 


 Decide if this report provides sufficient information and assurance and  


 Decide if any further information and/or actions are required. 
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1. HEALTHCARE ASSOCIATED INFECTIONS 
CDDFT 2017-2018 Infection episodes per month is tabled below 
 


 
 


Clostridium difficile  


CDDFT have reported a total of 12 cases up to the end of November and 2 further cases in 


December attributable to the Trust against an annual threshold of 19, which is 74% of this 


year’s target.  


 
 


Of the 12 Root cause analysis meetings carried out to date, a number of lapses of care were 


identified in relation to missed opportunities to sample, delay in assessing cause of 


diarrhoea and failing to secure lid of sample pots resulting in samples not being processed 


and delay in treatment. 


 


 


April May June July Aug Sept Oct Nov Dec Jan Feb Mar


MRSA 1 1 0 1 0 0 0 0


C DIff 0 2 4 3 0 1 2 0 2


ECOLI 28 41 32 33 37 25 25 34


MSSA 1 2 1 2 1 5 3 2
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A series of additional actions had been previously agreed and carried out to ensure lessons 


are learned from all RCA and PIR meetings.  This included 2 engagement events, executive 


walk rounds and increased visits by ICN to those wards who have had previous MRSA  


bacteraemia or Clostridium difficile Infections; raising awareness around key findings.  


 


For the month of November the ICN’s followed up on every stool sample sent from inpatient 


as an opportunity to talk to staff who sent the sample and ensure patient has been assessed 


and managed appropriately. 


 


During this period 120 stool samples were investigated. 


 91 (75%) had been assessed using the diarrhoea assessment tool. 


 107 (89%) had used a Bristol Stool Chart. 


 93 (77%) had been isolated. 


The ICN team used the ward visits to increase awareness of the importance of correct 


assessment of patients with diarrhoea and subsequent management. Within AMU it is 


acknowledged that the cause of diarrhoea is often unknown, therefore the ICT recommend 


the relaunch of the SIGHT mnemonic to ensure early sampling and appropriate 


management of patients.  


 


Clostridium difficile appeals process 


A review of the cases identified 2 of the 12 to date had no lapses in care or deviations from 


practice, these cases have been presented to the CCG for appeal and were successfully 


upheld  


 


MRSA Bacteraemia 


CDDFT is reporting 3 cases of MRSA Bacteraemia since April 2017 against annual 


threshold of zero.  


 


Only one case is identified on HCAI DCS and this has been reviewed source of infection was 


likely to be urine or line related but difficult to determine. Lessons learned have been shared 


by ward manager and ICN at Sisters away day.  


 


An agreement has been made with CCG colleagues that a second case of MRSA 


bacteraemia be assigned to CDDFT. This was a patient who was in SCH and transferred to 


University hospital of North Tees as an emergency, blood cultures taken on admission 


identified MRSA bacteraemia. 


 


Case 3 was a Pre MRSA Bacteraemia identified in a patient who had been discharged 24hrs 


earlier following surgery readmitted with thrombophlebitis over old cannula site. The case 


was sent for appeal but this was not upheld and will be assigned to the Trust In due course.  


Further actions have been discussed under CDI; in addition an audit of IV cannulation has 


been arranged with BBraun Trust wide. 


 


Lessons learned from these cases have been shared by ward manager and ICN at Sisters 
Away Day. 
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E Coli Bacteraemia  


To date the Trust has reported 255 E Coli Bacteraemia cases, 34 of these are trust 


apportioned and a review is carried out on all cases thought to be HCAI or device related.  


   


There is a national ambition to reduce healthcare associated Gram-negative blood stream 


infections (GNBSI’s) by 50% by March 2021. The focus for this year is on reducing E coil 


bacteraemia as it is one of the largest GMBSI’s Infection Groups. This is supported by the 


Quality Premium for Clinical Commissioning Groups. 


 


The Trust is working with the CCG to develop and implement a whole health economy action 


plan and attending conferences, locally and nationally to understand the way forward.  


 


The Trust is also building its own action plan to ensure best outcome for our patients and 


this will focus on; 


 Infections; UTI, CAUTI, Skin and soft tissue, IV access associated and SSI 


 Prevention of sepsis 


 Antimicrobial Stewardship 


 


Defining healthcare associated Gram-negative BSIs has also changed and as such a 


healthcare associated Gram-negative BSI will be a laboratory-confirmed positive blood 


culture for a Gram-negative pathogen in patients who had received healthcare in either the 


community or hospital in the previous 28 days. 


Gram-negative BSIs occurring following hospitalisation (at least 48 hours after admission) 


are healthcare associated and if a patient develops a Gram-negative BSI after hospital 


discharge in the previous 28 days, regardless of whether a specific healthcare-associated 


risk factor for Gram-negative BSI can be identified, this episode should be assumed to be 


healthcare associated. 


 


MSSA 
Year to date CDDFT have reported 17 MSSA bacteraemia cases apportioned to the trust  
 


All of the MSSA cases (apportioned or not apportioned to acute Trust) were further 


investigated via electronic systems, patient visits and by contacting other health care 


providers to ascertain whether they were likely to be HCAI related.   


 


From April 2017 Trusts have been able to enter E.coli data within the voluntary risk factor 


fields and it has now become mandatory to include back dated data from April 2017, for 


Pseudomonas aeruginosa bacteraemia and Klebsiella species bacteraemia.  


 


Klebsiella Spp 


Klebsiella species belong to the family Enterobacteriaceae, they are a type of gram negative 
rod shaped-bacteria that are found everywhere in the environment and also in the human 
intestinal tract (where they do not cause disease). 
 
Within the genus Klebsiella, 2 common species are associated with the majority of human 
infections: Klebsiella pneumoniae and Klebsiella oxytoca 
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Both species are commonly associated with a range of healthcare-associated infections, 
including pneumonia, bloodstream infections, wound or surgical site infections and 
meningitis. 
 
In healthcare settings, klebsiella infections are seen in vulnerable, immunocompromised and 
unwell patients who have other co-morbidities and who are receiving treatment for other 
conditions. Such as those in intensive care units, post- surgical patients and patients with 
intra-abdominal, pelvic or neurological co-morbidities are most at risk. These patients may 
also be ventilator dependant, have indwelling vascular or urinary catheters and be subject to 
prolonged or repeated courses of antibiotics making them even more susceptible to 
klebsiella infections. 
 
Invasive procedures such as intubation, venous cannulation and urinary catheterisation can 
be the source of entry of the organism into the body resulting in infection, klebsiella 
infections are acquired endogenously (from the patient’s own gut flora) or exogenously from 
the healthcare environment. Patient to patient spread can occur via contaminated hands of 
healthcare workers or less commonly by contamination of the environment. Air- borne 
spread of klebsiella does not normally occur. 
 
From April 2017 to date CDDFT has reported 30 cases of Klebsiella spp bacteraemia with 7 
cases being trust apportioned. 
 


Pseudomonas aeruginosa 


Pseudomonas aeruginosa is a Gram-negative bacterium often found in soil and ground 


water. P. aeruginosa is an opportunistic pathogen and it rarely affects healthy individuals. It 


can cause a wide range of infections, particularly in those with a weakened immune system 


e.g. cancer patients, newborns and people with severe burns, diabetes mellitus or cystic 


fibrosis. 


 


P. aeruginosa infections are sometimes associated with contact with contaminated water. In 


hospitals, the organism can contaminate devices that are left inside the body, such as 


respiratory equipment and catheters. P. aeruginosa is resistant to many commonly-used 


antibiotics 


 
From April 2017 to date CDDFT has reported 10 Pseudomonas aeruginosa bacteraemia 
with 3 cases being trust apportioned. 
 
A review of cases is underway to understand source of infection 
 


AUDIT 


 


Hand Hygiene 
The ICT continues to carry out quarterly hand hygiene observational audits using the 


Lewisham Tool which provides real-time feedback on poor practice or failure to comply with 


“Bare Below the Elbows” and the World Health Organisations (WHO) “my 5 moments for 


Hand hygiene”.  


In addition all Trust staff, regardless of their role, must have an observed hand washing 


assessment every two years.  Monthly records are fed back to each Care Group Clinical 


Director with their compliance rate to action. 
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Hand Hygiene Results% compliance with WHO 5 Moments for Hand Hygiene for 


Q3/4 2016/17 and Q1/Q2 2017/18 


Care group Q3 Q4 Q1 
2017/18 


Q2      
2017/18 


Acute & 
Emergency Care 


83 87 91% 97% 


Family Health 93 91 87% 97% 


Integrated Adults 94 97 96% 97% 


Surgery 96 96             96% 97% 


No data for Clinical Specialist Services 


 


Practical Hand Hygiene Assessment percentage compliance September /October     


2017/18  


 


 September % October % 


Trustwide 75 77 ↑ 


Acute and Emergency 74 74↔ 


Clinical Specialist Services 82 82↔ 


Family Health 80 82↑ 


Integrated Adult 74 72↓ 


Surgery 84 84↔ 


   
OUTBREAKS 
 
Norovirus 
Ongoing Norovirus outbreaks have been confirmed on wards 51, 52 and 41 at DMH a full 
report will be made available for the next report. 
 
The ICT visit wards twice daily advising on Hand hygiene, PPE, Patient movement and 
placement This advice is shared at the daily patient flow meetings and a documented plan is 
cascaded via email and placed under Norovirus banner on the intranet page and shared 
Consultant Microbiologists who are available out of hours to provide advise  with action plan. 
 
Incidence of Confirmed Pertussis in HCW (Paediatrics) 
 
Introduction/Background  
Staff Health and Wellbeing notified Infection Control on 20th October 2017, of a staff member 


who they had assessed as a clinically suspicious case of pertussis. The Staff member had 


been symptomatic for 3 weeks; blood was obtained for serology and staff member advised 


to contact GP for chemoprophylaxis. 


Contact tracing 
Staff member had no contact with neonates. Five children seen by index case in OPD were 
followed up and no action required. Two inpatient children were followed up, only one 
required vaccination and chemoprophylaxis from the GP. One pregnant woman who the 
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index case had contact with when she attended OPD with her child, was followed up by 
midwife and advised to receive the pertussis vaccination when it is offered as part of her 
routine antenatal care and she was very receptive to this. 
In total 16 staff were identified as being potential contacts of the Index Case and were seen 


by Staff Health and Wellbeing, risk assessments were carried out with the following 


outcomes:  


 One staff member had no contact. 


 Three staff members had less than one hour contact.   


 These four required no further action. 


 Of the remaining 12:- 


 One staff member only required chemoprophylaxis as was up to date with Boostrix. 


 One staff member did not contact SH&W to arrange an appointment for 


chemoprophylaxis and immunisation and is now out of time for treatment. 


 One attended for chemoprophylaxis but did not return for immunisation. 


 Nine attended for both chemoprophylaxis and immunisation. 


 All staff working within same department were provided with letters providing 


information and advice.  


 By 7th November no further symptomatic cases or contacts have identified and 


incident closed. 


 
Increased Incidence of Vancomycin Resistant Enterococcus (VRE)  
VRE are enterococci that are resistant to an antibiotic called vancomycin. VRE are often 


resistant to other types of antibiotics and this can make them more difficult to treat.  


 


From May to date 24 clinical samples have been confirmed VRE.  Microbiologically the 


samples all have a similar resistance profile but have been sent off for further tying to PHE 


reference laboratory. A time line of patient’s journeys is being developed looking at previous 


admissions and any connections to same wards/same bays etc. With exception of one 


patient all others have been inpatient in UHND. At this time it is unclear if the increased 


incidence is reflective of the national increase in number of cases being identified. We are 


working closely with Public Health England to investigate and understand the situation  


 


VRE are most commonly spread through direct contact with the patient for example 


contaminated hands of HCW or indirectly from the patient’s care environment for example 


frequently touched surfaces such as lockers or bed tables. As enterococci including VRE are 


found in the bowel and passed as faeces, particular care is required if the patient has loose 


stools or invasive devices. 


 


With this in mind the areas all positive VRE patients are isolated with strict IPC measures 


and enhanced visits from the ICN team. Ward areas where patient with VRE is being cared 


for will have daily ward clean with Difficil-s. Weekly hand hygiene audits are being completed 


and environmental screening is being monitored. A full investigation is on-going. 


 


To date 7 samples are identified as a cluster that is samples are related which indicates a 


strong suspicion of cross infection. The 7 patients had a link with ward 12, 11, 13, 14, ITU, 


CCU and SAU at UHND.  
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A number of measures have been put into place including enhanced cleaning of the ward 


area, steam cleaning shared equipment, ICNs attending ward huddles to discuss training 


and education, contact tracing and screening any contacts remaining as inpatients. The 


investigation is ongoing with new cases identified and awaiting confirmation of results from 


PHE reference laboratory.  


 


A plan with 3 options for a bay by bay, room by room deep clean and decontamination with 


Hydrogen peroxide vapour has been drafted and is to be presented to ECL to agree option 


to be implemented. It is planned to start December 18th and complete by January 5th , 2018. 


 
PHE AMR Local Indicators area profiles  
Antibiotic prescribing and antibiotic resistance are inextricably linked, as overuse and 


incorrect use of antibiotics are major drivers of resistance. AMR local indicators are 


publically available data intended to raise awareness of antibiotic prescribing, AMR, HCAI, 


IPC and AMS; and to facilitate the development of local action plans. The data published in 


this tool may be used by healthcare staff, commissioners, and directors of public health, 


academics and the public to compare the situation in their local area to the national picture. 


 
See table below. 
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2.  PATIENT SAFETY INCIDENTS 


Serious Incidents (SIs) 
The following section brings to the Trust Board’s attention Serious Incidents (SIs) that have 
been reported since the last Trust Board meeting in October 2017.  The executive-led 
Patient Safety Forum now meets fortnightly and there is Consultant staff representation to 
give assistance and advice regarding clinical cases.   
 
Each serious incident is reviewed by a root-cause analysis panel and actions are developed 
to try and prevent a recurrence.  The Patient Safety Forum is overseeing progress with the 
investigations and delivery of the required actions.  The Forum also reviews the Trust’s 
compliance with its Duty of Candour obligations.  
 
The Clinical Quality & Safety panel has now been established to meet fortnightly with senior 
clinicians to ensure that any immediate learning has been undertaken following significant 
events and that this learning is shared.  
 
It was agreed at last Trust Board that learning and actions from previously reported serious 
incidents will be formally monitored via Integrated Quality Assurance Committee, a sub 
committee of Trust Board.  
 
The following Serious Incidents are those identified for the attention of the Trust Board: 
 
New SIs – not reported to the Trust Board previously 
 
Ref: 2017/26072   
The patient attended for CT scan for upper abdominal pain in May 2017. Patient had known 
gallstones. CT showed acute pancreatitis. No other significant abnormality. Subsequently 
the patient was seen by urologists who detected a bladder cancer. Urology multidisciplinary 
team requested a staging CT which showed bladder cancer and a colonic cancer. A review 
of the previous scan undertaken in May 2017 showed both lesions were present at that time, 
as well as regional lymph node involvement, peritoneal and liver metastases. These findings 
had not been detected or reported at that time. Review is underway.  
 
Ref: 2017/ 26083  
The patient attended GP surgery with pain in left testes. The practitioner was unable to refer 
to paediatrics therefore advised to attend the emergency department (ED). The patient 
attended ED and was streamed into paediatric stream. The paediatric nurse reviewed and 
transferred into the patient into Urgent Care Centre. The GP reviewed the patient and 
diagnosed orchitis and discharged home with antibiotics and analgesia. The patient re-
attended and testicular torsion was diagnosed. The patient required left orchidectomy  
(removal of testicle) 
 
Ref: 2017/27209  
The patient attended the emergency department from a care home and was diagnosed with 
fractured neck of femur. The patient had been assessed by both primary and secondary care 
staff prior to transfer into the care home. He had complained of pain in hip and groin and 
assessment recommended that the patient was not to mobilise and an x ray was required.  
 
There was a delay to diagnose the fracture as previous assessments had suggested 
musculoskeletal pain for which he was prescribed analgesics. The patient has since had 
surgery to the fracture. 
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Ref: 2017/27212 
The patient was admitted to hospital with nausea and vomiting, she had been generally 
unwell for the previous 3 days, and mobility had been poor in the last 2 days since a fall at 
home.  Nursing assessments were completed and the patient was noted as a falls risk.  
The patient was transferred to the ward from the assessment unit and was orientated to the 
bay. Within an hour of arrival the patient had an unwitnessed fall and was found on the floor. 
A subsequent CT scan revealed a subdural collection and the patient died subsequently. 
Review is underway. 
 
Ref: 2017/28290 – Never Event  
The patient required forceps delivery and episiotomy for delivery of the baby and during the 
repair a tampon was inserted vaginally to stem bleeding. Prior to completion of the 
procedure the lady’s care was handed over to another surgeon. There was no reference 
made to the insertion of the tampon. 
 
The patient had an uneventful recovery but presented four days later after finding the 
tampon.  The review is underway but immediate actions have been implemented, as follows:  
 


 Continuity of swab counts  - same people, stay in room  


 Any change of operator requires swab count and a new swab count to be started  


 White board must include tampon 


 Perineum should be inspected daily whether in hospital or community  


 Avoid interruption intra procedures 


 Only the midwife can hand items to obstetrician  


 Apply clip to tape of tampon at time of insertion so anything internal is indicated 
with a visible marker outside 


 After completing a repair always carry out inspection of the site 
 
FALLS UPDATE 
As reported to Trust Board in the last report there has been an increase in falls resulting in 
serious injury during 2017/18, when measured pro rata against previous years. A falls 
strategy is currently being produced which has had input from external stakeholders. The 
falls lead post is now advertised and interviews will take place at the beginning of January 
2018. 
 
National Falls Audit 
This was published in November 2017 and identifies positive progress from the previous 
audit in 2015. This improvement puts the Trust in a favourable position when measured 
against other organisations, as can be seen in the table below. 
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Falls collaborative work is underway and has bespoke work streams. The overarching 
aim of the improvement work is shown below, and progress against the work will be 
monitored through the Falls Group. 
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From the overarching aim for falls reduction, improvement work streams have been 
identified and a summary of these is given below: 
 
Trial of red zimmer frame 


 Implement the use of the Red Zimmer Frame with patient suffering cognitive 
impairment  


 Liaise with colleagues who have implemented this in other trusts (Research 
completed at Frimley Park Hospital) 


 Evaluate data to identity if there is any correlation between falls and red Zimmer 
frame implementation in a ward setting  


 Commenced October 2017 on Ward 5 at UHND 
 


Identify patient at risk using “falling star” pictures 


 To use falling star pictures behind patient beds to highlight those at most risk of 
falls  


 Visual display will highlight to staff at a glance to promote safety  


 Monitor the effectiveness of falling star indicator, capture learning understand if 
the data reflects less To pilot on ward 5 at UHND 


 
Use of welcome packs 


 To implement the use of a welcome pack, which will include a welcome letter 
information about what to bring to the war (e.g. appropriate clothing/footwear)  


 Promotes general chair exercises to maintain and increase strength   


 Social information sheet to help identify previous falls or risk from falls  


 This will provide clear communication with patient,  family and staff  


 Commenced September 2017 
 


Introduction of fallsafe care  


 Review existing practice on ward 14  


 Review existing checklist  


 Implement FallSafe tool – modified version following checklist review  


 Liaise with pharmacy on predictive medication review  
 
The table below shows results from ward 14 UHND following introduction of fallsafe 
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 Review of medications 


 To pilot falls medication reviews on admission. To collect data on how patients at 
risk of falls are identified and time taken to perform reviews 


 Current process is ad-hoc. Pharmacists perform falls reviews when requested by 
medical or nursing staff, usually post fall. A full review is always completed for 
falls with harm that go to RCA. 


 A falls review template is available for pharmacy staff to use and encouragement 
has been given to make this part of the medicines reconciliation process, but this 
has not yet become embedded in routine clinical practice. 


 For the pilot, the staff on the acute medical units (AMU) at both Darlington and 
Durham will use the template to document falls reviews in the patients’ notes. We 
will document how many reviews are undertaken and the time taken, to measure 
the impact on workload. We will also document the source of information 
regarding falls risk, as one of our main problems is in identifying high risk patients 
prior to them falling. 


 Once we have identified the most accessible and reliable sources of falls risk 
data, we will be able to better target the patients we review to ensure best use of 
the limited resources available. 


 Moving forward we need to roll this out to all wards to ensure that falls risk 
assessment is embedded into the pharmacist review process so that patients are 
routinely reviewed as part of the medicines reconciliation process wherever that 
takes 
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3. Acute and Emergency Care Urgent Care Risk management (Safeguard®) 
report 


Background  


Urgent Care has been challenged significantly since April 2017 with the services in DDES 


and North Durham being part of a tendering process with differing specifications in both 


areas and Darlington Urgent Care services also being part of a specification review.  


DDES have also introduced enhanced primary care services/hubs with extended opening on 


an evening until 8pm and weekends and Bank Holidays 8am-1pm. This has caused some 


confusion with community staff, patients and also when booking in from 111. A large amount 


of patients have been transferred into the Darlington Urgent Care services by NEAS/111 and 


on review of each case NEAS/111 cite there were no other services profiling with 


appointments as the reason for a high amount of these cases being moved to DMH. There 


have also been patients transferred into the UCC services at Darlington and Peterlee from 


the new North Tees and Hartlepool Urgent Care service due to their lack of capacity. In 


addition, they are not commissioned to provide telephone advice/ speak to dispositions 


which results in CDDFT UCC’s performing this service at times.  


Each area has also had a review of the financial envelope with differing financial models in 


each area. This has caused change fatigue in each area and reduced staff morale. With the 


addition of the IR35 and shortages of GP’s in the area this has placed significant pressure 


on the service to cover and fill GP shifts.  


The service has also had to enter into a consultation process with its entire staff to meet the 


new specification and financial template. As mandated by the consultation process all 


vacancies were held leading to a delay in recruiting into practitioner posts. In addition staff 


have also left the service for stability in other local areas that have all commenced new 


Urgent Care services with the guarantee of contracts and longevity of service in the areas.  


Introduction  


As a result of the combination of factors highlighted above there has been a high level of 


incidents reported. The Director of Nursing commissioned an internal review of all of these 


incidents over a 6 month period. The service has reviewed themes and trends in each area. 


A review of the incidents entered by each Minor Injures Unit/Urgent Care centre is outlined 


below.  


Results  


Incident Categories per month by Urgent Care Centre May ‘17- Oct ‘17 


Summary: 


 Urgent Care Centre Bishop Auckland Hospital – 27 incidents 


 Urgent Care Centre Darlington Memorial Hospital – 104 incidents  


 Urgent Care Centre Peterlee Community Hospital – 23 incidents 


 Urgent Care Centre Shotley Bridge Community Hospital – 21 incidents  
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 Urgent Care Centre University Hospital North Durham – 9 incidents  


TOTAL: 184 incidents  


Number of incidents per site 


Site Clinical  Non-clinical Total 


BAH 19 8 27 


DMH 90 14 104 


PCH 16 7 23 


SBCH 18 3 21 


UHND 9 0 9 


Total 152 32 184 


 


Number of clinical incidents by site and by impact level  


Site 


No 


harm 


Minor 


harm 


Moderate 


harm 


Severe 


harm Death 


Near 


miss Total 


BAH 12 6 0 0 0 1 19 


DMH 41 26 1 0 0 22 90 


PCH 9 2 1 0 0 4 16 


SBCH 14 1 1 0 0 2 18 


UHND 5 1 1 0 0 2 9 


 


Number of clinical incidents by site and by cause group   
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BAH 3 3 3 2 0 2 0 0 0 0 0 0 2 3 0 1 0 19 


DMH 44 1 14 1 2 0 1 0 5 0 2 1 0 19 0 0 0 90 


PCH 0 0 5 0 0 0 1 0 2 1 0 1 2 3 0 0 1 16 


SBCH 5 4 3 0 0 0 0 2 1 0 0 0 0 2 1 0 0 18 


UHND 2 1 3 0 1 0 1 0 0 0 0 0 0 1 0 0 0 9 
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Number of non-clinical incidents by site and by impact level  


Site 
No 
harm 


Minor 
harm 


Moderate 
harm 


Severe 
harm Death Near miss Total 


BAH 7 1 0 0 0 0 8 


DMH 6 8 0 0 0 0 14 


PCH 5 1 0 0 0 1 7 


SBCH 3 0 0 0 0 0 3 


UHND 0 0 0 0 0 0 0 


 


Number of non-clinical incidents by site and by cause group May ‘17- Oct ‘17 


Site 
HR And 
Training 


Information 
Governance - 
Breach Of 
Confidentiality 


Infrastructure/
Estates/ 
Facilities Security 


Staff 
Accident/ 
Incident 


Staff Ill 
Health 


Violence And 
Aggression - 
Verbal Total 


BAH 0 0 0 4 1 0 3 8 


DMH 0 0 11 1 1 0 1 14 


PCH 1 0 2 2 1 1 0 7 


SBCH 0 1 0 0 0 0 2 3 


UHND 0 0 0 0 0 0 0 0 


Summary of current patient safety position  


Two moderate harm incidents that had been reported in the last 12 months have been 
reviewed utilising the CDDFT RCA process. The other two reported moderate harms entered 
are external to the Trust.   
 
The first related to a sharing of information issue on Systm1® and was not an error on the 
part of Urgent Care - the process has been fully reviewed and resolved with no long term 
effects to the patient. Measures and processes have been put in place to ensure the incident 
does not reoccur for other patients.  
 
The second moderate harm identified that a patient who entered the ED/UCC service with a 
potential cauda equina was not appropriately managed and referred by the Emergency 
Department for specialist review.    
 
Both incidents have been shared with the patients as part of the duty of candour process.    
 
One SI has been reported and a full RCA has taken place however the report is undergoing 
review currently.  


Analysis of Findings 


 
The main concerns raised through safeguarding have been about ‘access admission and 
transfer’ with a high proportion of these being reported from Darlington Urgent Care. With 
the change in services from D.D.E.S. CCG and H.A.S.T. CCG, a high volume of patients 
were referred via 111 to Darlington due to the profiling of services.  
 
The consequence of many new services all commencing on the 1st April 2017 initially caused 
confusion across all services. This has improved however there remains issues with how 
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services profile and the public finding the different specifications and services challenging to 
navigate. With Darlington Urgent Care being the only service within the County to profile as 
a 24 hour service, this often leads to them being a default for 111 to utilise during the day 
time period.  
 
It continues to be a challenging time in UC at present, managing the many different factors 
that are affecting the service provision however one of the main concerns raised has been in 
relation to staffing, in particular GP availability.  There is a national shortage of GP’s and 
despite recruitment, this area remains on the Trust and Care group risk register. This has led 
to significant staffing issues in each Urgent Care service and help has been sought from 
both the CCG’s and local GP federations with very minimal availability of mutual assistance. 
Practitioner recruitment is ongoing with all vacancies advertised currently.  


Implications and Actions Taken  


 
Following the volume and themes of the incidents and understanding that staff morale was 
low due to staffing and service uncertainty both the Associate Director of Nursing and the 
General Manager for A.E.C. have attended each center unannounced and spoken to staff 
around the challenges they face. They have identified no safety issues and specifically 
enquired about staff working at times when there was no GP (practitioner led) and if they 
ever felt that they worked outside their scope of competence. The response was clearly no 
and all staff were able to explain their actions if they felt patient safety was at risk or the work 
load was high. It was evident that staff work well as a collaborative team across CCG 
boundaries to mitigate as they can against this.  
 
Audit One have recently completed a full audit of all the Urgent Care services in regards to 
working outside their scope of practice and compliance with department standard operating 
procedures and all actions have been implemented from this with immediate effect. No 
significant issues were highlighted during this review.  
 
All appropriate 111/access issues have been raised with NEAS and also the relevant 
commissioning services to highlight the issues faced by the patients and the staff. This work 
is ongoing with many changes to the 111 service which includes the introduction of the 
clinical advice service in 111 which is proposed to reduce the activity in CDDFT UCC’s 
however this is not currently felt to be advantageous to CDDFT UCC and in fact is making 
the pathway more cumbersome for patients and staff to navigate. 
  
Primary care streaming has been introduced on both acute sites (DMH and UHND). As an 
additional change to the service this has also contributed to uncertainty in the Darlington 
Urgent Care service despite management ensuring regular senior engagement with the staff. 
 
Recruitment is ongoing for both practitioner staff and GP’s. Since April 2017, there have 
been 17 sessional GP’s and 7 salaried (various hours) recruited across all Urgent Care 
centers. Practitioner posts have also been advertised and the service is at 90% of vacancies 
full for practitioners with the remaining out to advert.  


Next steps  


 
An interim Matron until April 2018 has been employed to assist the CSM/Matron in the daily 
operational management of the services and give staff a greater senior presence on a daily 
basis for any concerns or queries. Dr Patrick Ojechi has been employed for an additional 4 
hours per week as the Urgent Care GP Clinical lead to aid links with GP’s in the service and 
improve channels of communication. 
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To help reduce anxiety in the teams, internal communications have been enhanced through 
the development of a bi-monthly newsletter sent to all staff. A task and finish group open to 
all staff to attend was developed. A daily issues log to communicate daily working issues to 
management is now in place. An Intranet site has been developed for all information to be 
accessed at any time. 
 
Regular unannounced visits will continue to all the centres by senior teams within the care 
group for assurance.  
 
Ongoing compliance with audits are being monitored with the centres moving onto electronic 
quality matters audits in the early part of 2018.  
 
Recruitment of GP’s and Urgent care practitioners is ongoing and all avenues of recruitment 
are being explored by the CSM.  
 
Information regarding future procurement of Urgent Care by all CCG’s is awaited currently 
but decisions on tendering / re-procurement is expected imminently.  
 
In conclusion having reviewed the safeguards and the themes it is apparent that the number 
received is a result of multifactorial issues around service change and redesign affecting 
morale, retention of staff and then recruitment of both practitioners and GP’s. This is 
reflected in the safeguard themes that staff are highlighting when patients are inappropriately 
referred to their perceived fragile services when they are managing at reduced staffing 
levels.  
 
 
 
Patricia Bannar-Martin  
Clinical Service Manager/Matron 
Urgent Care and Total Healthcare. 
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4. PATIENT EXPERIENCE MEASURES 
 


4.1 Complaints and PALS 
 
Complaints received by the Trust are shown below in the cumulative format. During 
2016/17 the average number of complaints received per month was 54, compared 
with 53 in 2015/16, 46 in 13/14, 49 in 12/13, 54 in 11/12 and 62 in 10/11.  
 
The total number of formal complaints received into the Patient Experience Team in 
November 2017 is 44 
  
 Data extracted 4/12/17 


 
 
The cumulative complaints rates by care group for the current year are shown in the 
following graph:  
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Complaints performance  
 
Care 
Group 


Acknowledged 
within 3 days 
 
i.e.: 4/5:80% 


Responded 
within agreed 
timescale 
i.e.: 9/10:90% 
(excludes RCAs) 


Number of 
agreed 
extensions to 
timescale for 
closed 
complaints  
i.e.: 1/10:10% 


Number of 
second 
responses 
completed 


Actual % 
responded 
in initial 
timescale 


Number of 
working 
days to 
respond 
(average) 


Surgery 16/16(100%) 7/7 (100%) 3/7(43%) 0 53% 32 


A&EC 13/13 (100%) 15/16 (94%) 6/16 (38%) 2 57% 30 


CSS 1/1 (100%) 7/7 (100%) 1/7 (14% 1 86% 29 


IAC 8/8 (100%) 5/5 (100%) 3/6 (60%) 1 40% 38 


FH 4/4 (100%) 8/9 (8)9% 7/9 (78%) 0 10% 52 


Corporate 2/2 (100%) 1/1 (100%) 0/1 1 100% 30 


Total 44 (100%) 43/45/ (96%) 20/45 (44%) 5 52% 35 


 
            
The top three categories for complaints during November 2017 are:  
 


 Clinical treatment  


 Customer Care 


 Attitude of staff  
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There are 27 Clinical Treatment issues during November 2017. The main themes are around 
delay in diagnosis and treatment, misdiagnosis, nursing care.  
  
Comparison data is outlined as follows: 
Missed diagnosis: 
Care Group Jan 17 Feb 17 Mar 17 Apr 17 May 17 June 17 July 17 Aug 17 Sep 17 Oct 17 Nov 17 


AEC 0 2 3 1 0 1 3 0 0 1 1 


Surgery 0 0 1 1 0 0 0 0 1 0 1 


CSS 1 1 1 0 0 0 2 0 0 1 0 


IAC 0 0 0 0 1 1 0 0 0 0 0 


Family Health 0 0 0 0 0 0 0 1 0 1 0 


Total 1 3 5 2 1 2 0 1 1 3 2 


 
Nursing care: 


Care Group Jan 17 Feb 17 Mar 17 Apr 17 May 17 June 17 July 17 Aug 17 Sep 17 Oct 17 Nov 17 


AEC 0 2 3 1 0 2 2 4 2 0 1 


Surgery 0 0 1 1 1 0 0 0 0 1 0 


CSS 1 1 1 0 0 0 0 0 0 0 0 


IAC 0 0 0 0 2 0 0 1 0 0 1 


Family Health 0 0 0 0 1 0 0 1 0 1 1 


Total 1 3 5 2 4 2 0 6 2 2 3 


 
PEAI (Procedure, examination, assessment, investigation): 


Care Group Jan 17 Feb 17 Mar 17 Apr 17 May 17 June 17 July 17 Aug 17 Sep 17 Oct 17 Nov 17 


AEC 0 2 3 1 2 1 5 1 3 7 3 


Surgery 0 0 1 1 1 1 4 1 3 2 1 


CSS 1 1 1 0 0 0 0 1 2 0 0 


IAC 0 0 0 0 0 0 0 0 0 0 1 


Family Health 0 0 0 0 0 2 0 1 1 0 0 


Total 1 3 5 2 3 4 0 4 9 9 5 


Data extracted 4/12/17 
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4.1.1 Complaints handled within the Care Group during November 2017 
 
There were 4 complaints handled locally during November 2017.   
 
4.1.2 The top 5 areas for complaints are detailed below:    
 
The table below provides the areas with the highest number of complaints. Whilst the 
Emergency Departments appears consistently as high number this is proportionate with the 
number of attendances.  


Quarter 1 
16/17 


Quarter 2 
16/17  


Quarter 3  
16/17 


Quarter 4 
16/17  


Quarter 1  
17/18  


Quarter 2  
17/18 


October 
2017 


November 
2017 


Emergency 
Department: 
24  


(DMH 13, 
UHND 11)  


Emergency 
Department: 
21 


(DMH 10, 
UHND 11)  


Emergency 
Department: 
22  


(DMH 10, 
UHND 12) 


Emergency  
Department: 
21  


(DMH 9, 
UHND 12)  


Emergency 
Department:1
8  


(DMH 5, 
UHND 13)  


Emergency 
Department: 17  


(DMH 5, UHND 
12) 


Emergency 
Department: 9  


(DMH 4, 
UHND 5)  


Emergency 
Deptartment    8 


(DMH 4, UHND 
4) 


General 
Surgery: 15 


(DMH 9, UHND 
6)  


General 
Surgery: 19 


(BAH 2, DMH 
11, UHND 6) 


General 
Surgery: 18 
(CLS 1, DMH 
8, UHND 9) 


Unscheduled 
Care: 17 


(BAH 3, 
DMH 5, 
P’lee 1, 
SBCH 3, 
UHND 5)   


Orthopaedics: 
13 


(BAH 2, DMH 
4, UHND 7)   


General 
Surgery: 14  


(DMH 6, UHND 
8)  


General 
Medicine: 5 


(BAH 1, DMH 
1, UHND 3)  


Joint 2
nd


 5 each  


General 
Medicine:5    
(SBCH 3 UHND 
2) 


Orthopaedics:5              
(DMH 1, UHND 
4) 


Unscheduled 
Care: 15  


(BAH 6,  
DMH 6, 
Seaham 1, 
SBH 1,  
UHND 1)  


General 
Medicine: 15 


(BAH 2,  
UHND 13)  


Unscheduled 
Care: 12  


(BAH 4,  
DMH 3,  
Dr Piper 1, 
Peterlee 2, 
Seaham 1,  
SBH 1) 


Orthopaedic
s: 14 


(BAH 1, 
DMH 6, 
UHND 7)  


General 
Surgery: 11  


(BAH 1, DMH 
4, UHND 6) 


Orthopaedics: 
10  


(BAH 1, DMH 3, 
UHND 6)  


Unscheduled 
care: 5  


(BAH 1, 
SBCH 2, 
UHND 2) 


General 
Surgery:4 


(DMH 3, UHND 
1) 


General 
Medicine: 13 


(DMH 2, UHND 
11)  


Orthopaedics: 
14  


(DMH 6, 
UHND 8)  


Orthopaedics: 
8 (DMH 2, 
UHND 6) 


General 
Surgery: 12 


(DMH 9, 
UHND 3)  


General 
Medicine: 10  


(DMH 2, 
UHND 8)  


Obstetrics/Mate
rnity: 8  


(DMH 2, UHND 
6)  


 


Joint 4
th
 with 3 


each  


General 
Surgery (DMH 
1, UHND 2)  


Diagnostic 
Services 
(Radiology) 
(DMH 2, 
SBCH 1)  


Orthopaedics 
(DMH 1, 
UHND 2)  


Adult Integrated 
Teams:3 


(Meadowfield 1, 
Spennymoor 1, 
Chester le Street 
1) 


 


 


Obstetrics/ 


Maternity: 11 


(BAH 1, DMH 
7, UHND 3)  


Unscheduled 
Care: 10  


(BAH 3, DMH 
5, P’lee 1, 
UHND 1)  


Joint 5
th
  


Gynaecology: 
7 (BAH 1, 
CLS 1, DMH 
4, UHND 1) 


Paediatrics: 7 
(DMH 2, 
UHND 5) 


Paediatrics: 
9 


(DMH 4, 
UHND 5)  


Unscheduled 
care: 8  


(BAH 3, P’lee 
2, SB 1, 
UHND 2)  


General 
Medicine: 7  


(DMH 1, UHND 
6) 


Joint 5
th
 with 2 


each  


Elderly Care 


Obstetrics/Ma
ternity 


Theatres 


Joint 5th  2 each 


ENT (UHND) 


Endoscopy 
(UHND) 


Obstetrics & 
Maternity (DMH) 


Ophthalm 
(UHND 1, DMH 
1) 
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4.2 PALS  


Patient Advice and Liaison Service (PALS) concerns are shown in the cumulative total in the 


following graph.  


Data extracted 4/12/17 


 


The top three categories for PALS during November 2017 are:  
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Top 5 areas for PALS: 


Data extracted 4/12/17 


Quarter 1 
16/17 


Quarter 2 
16/17  


Quarter 3  
16/17 


Quarter 4 
16/17  


Quarter 1  
17/18  


Quarter 2  
17/18  


October 
2017 


November 
2017 


Emergency 
Department: 
24  


(DMH 13, 
UHND 11)  


Emergency 
Department: 
21 


(DMH 10, 
UHND 11)  


Emergency 
Department: 
22  


(DMH 10, 
UHND 12) 


Emergency  


Department: 
21  


(DMH 9, 
UHND 12)  


General 
Surgery; 22  


(BAH 1, DMH 
4, pts home 1, 
UHND 16) 


General 
Surgery: 16 


(DMH 7, 
UHND 9)  


Emergency 
Department: 7  


(DMH 4, 
UHND 3)  


General 
Medicine: 6 


BAH 2, DMH 1, 
UHND 3) 


General 
Surgery: 15 


(DMH 9, 
UHND 6)  


General 
Surgery: 19 


(BAH 2, DMH 
11, UHND 6) 


General 
Surgery: 18 
(CLS 1, DMH 
8, UHND 9) 


Unscheduled 
Care: 17 


(BAH 3, 
DMH 5, P’lee 
1, SBCH 3, 
UHND 5)   


Joint 2
nd


 – 


Ophthalmolog
y 11 


(BAH 1, DMH 
10)  


Orthopaedics: 
11 


(BAH 2, DMH 
4, UHND 5)  


Unscheduled 
care: 11 


(BAH 4, DMH 
2, Plee 1, SB 
1, UHND 3) 


Orthopaedics: 
12  


(DMH 5, 
UHND 7)  


Orthopaedics: 
7  


(BAH 1, DMH 
2, UHND 4)  


Joint 2
nd


 – 4 
each 


Ophthalm (BAH 
1, DMH 3) 


Orthopaedics 
(BAH 1, DMH 3) 


Paediatrics 


(UHND 4) 


Rheumatology 
(DMH 2, UHND 
2) 


Radiology (DMH 
2, UHND 2) 


General 
Medicine (BAH 
2) 


Unscheduled 
Care: 15  
(BAH 6,  
DMH 6, 
Seaham 1, 
SBH 1,  
UHND 1)  


General 
Medicine: 15 
(BAH 2,  
UHND 13)  


Unscheduled 
Care: 12  
(BAH 4,  
DMH 3,  
Dr Piper 1, 
Peterlee 2, 
Seaham 1,  
SBH 1) 


Orthopaedics
: 14 
(BAH 1, 
DMH 6, 
UHND 7)  


Joint 3
rd


 –  
Emergency 
Department: 
10  
(DMH 2, 
UHND 8)  
 
Diagnostic 
Services 
(Radiology) 10  
(BAH 3, DMH 
2, SB 1, UHND 
4)  
 


Ophthalmology
: 10  
(BAH 2, DMH 
7, UHND 1)  


General 
Medicine: 6  
(BAH 1, DMH 
2, UHND 3)  


Joint 3
rd


 – 2 
each 
Emergency 
Dept (UHND 1, 
DMH 1) 
 
Children’s 
services (UHND 
2) 
 
Cardiology 
(DMH 2) 
 
Continence 
Service (BAH 2) 


General 
Medicine: 13 


(DMH 2, 
UHND 11)  


Orthopaedics: 
14  


(DMH 6, 
UHND 8)  


Orthopaedics: 
8 (DMH 2, 
UHND 6) 


General 
Surgery: 12 


(DMH 9, 
UHND 3)  


Gynaecology: 
9 


(BAH 3, DMH 
1, SB 1, UHND 
4)  


Obstetrics/Mat
ernity: 9  


(DMH 2, 
UHND 7)  


General 
Surgery: 5 


(DMH 3, 
UHND 2)  


All other areas 
had 1 each from 
various areas 
Trustwide 


Obstetrics/ 


Maternity: 11 


(BAH 1, DMH 
7, UHND 3)  


Unscheduled 
Care: 10  


(BAH 3, DMH 
5, P’lee 1, 
UHND 1)  


Joint 5
th
  


Gynaecology: 
7 (BAH 1, CLS 
1, DMH 4, 
UHND 1) 


Paediatrics: 7 
(DMH 2, 
UHND 5) 


Paediatrics: 
9 


(DMH 4, 
UHND 5)  


General 
Medicine: 8 


(BAH 1, DMH 
2, SB 1, UHND 
4)  


Joint 5
th


 – 
with 8 each  
ED:  
(DMH 5, 
UHND 3)  
 
Diagnostic 
Service 
(Radiology)  
(BAH 1, DMH 
3, UHND 4)  
 
Gynaecology: 
8  
(BAH 1, DMH 
3, UHND 4)  


Joint 5
th


 with 
4 each  
Diagnostic 
Services 
(Radiology)  
(BAH 1, SBCH 
2, UHND 1)  
 
Adults 
Physiotherapy: 
4  
(DAM 1, SCH 
1, SBCH 1, 
UHND 1)  
 
Rheumatology: 
4 
(DMH 2, 
UHND 2)  
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4.2.2 Lessons Learned / Actions taken in response to complaints: 
 


Examples of actions taken during November 2017 are provided below:  
 
4.1.2.1 Surgery Complaints 
 
Issue:  
Times of admission for children leading to review of plastic surgery trauma pathway. 
 
Action:  


 Meeting arranged between the Ward Manager for Treetops, the Matron for 
Paediatrics and Neonates and the Service Manager for Plastic Surgery to re-visit the 
plastic surgery trauma pathway. 


 Complaint will be shared with staff at SAGE for future learning(Safeguarding 
Assurance Governance Education). 


 


4.1.2.2 Acute and Emergency Care 
 
Issue:    
Patient attended outpatient appointment, records not updated, thus given a cancer diagnosis 
with limited information available. 
 
Action:  


 Complaint issues shared with Multidisciplinary Team to ensure options for care are 
updated in a timely manner to ensure all the relevant information is available for the 
patient’s appointment.  


 
 


4.1.2.3 Family Health  
 
Issue:   
When children are re-attending ward appointments they are not being reviewed by a 
Consultant 
 
Action:  


 Children who re-attend the ward more than once for review to be seen by a 
Consultant. 


 
 
 


4.1.2.4 Integrated Adult Care  
 
Issue:   


Patient had two appointments cancelled. Patient unhappy with follow up appointment 
date/time 


Action:  


 Apologies provided by the service for the cancellations due to the Consultant being 
on call. 


 A further appointment provided to the patient’s satisfaction. 
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4.1.2.5 Clinical Specialist Services  
 
Issue:  
Care and treatment provided by physiotherapy department 
 
Action:  


 Review of physiotherapy gym group paper work to ensure a VAS pain score is 
available to patients at all sites within CDDFT.  


 A note to be added in writing on gym paperwork to ensure all patients understand 
exercises should be performed as tolerated or within pain limits, rather than just 
verbal instructions. 


 Case to be reviewed and discussed within team leaders meeting. 
 The Physiotherapist has reflected upon this case and has reviewed the notes within 


a  supervision session with an extended scope practitioner on 10 October 2017 


 
4.3 Compliments  
 
There was a total of 4339 compliments received in Q2 2017. 


 
From April 2017, the Trust will be comparing the number of compliments received per 1,000 
patient episodes, per quarter.                  


 


 
 
4.4 Staff Attitude  
 
The Trust had a target within its 12/13 Quality Accounts to reduce the number of complaints 
where attitude of staff is the primary reason to 70 or below. As can be seen from the 
following chart, the number had risen throughout 2015-2016 to 79. There has been a further 
increase in 2016-17 to 93.  Although this is no longer a target it is an area the Trust will be 
monitoring closely. 
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4.5 Parliamentary and Health Service Ombudsman (PHSO): November 2017              


In June 2013, the Submission by the Health Service Ombudsman for England to the review 
of NHS Complaints was published stating that it is the PHSO strategy to carry out more 
investigations for more people. 


The Parliamentary and Health Service Ombudsman (PHSO) is the second and final stage of 
the NHS complaints procedure and is responsible for reviewing complaints which had not 
been resolved locally. 


Of the 15 cases with the Ombudsman: 
 
One is a new request for information was received (AEC): no cases were closed in 
November. 
 
The below table provides an annual overview of PHSO correspondence received into the 


Patient Experience Team from 2014-15 to 2016-17 


Year Received Ongoing Closed Upheld Part Upheld Not Upheld 


14-15 26 10 16 2 (12.5%) 8 (50%) 6 (37.5%) 


15-16 27 18 6 1 – received in 
2014-15 


3 (50%) 3 (50%) 


16-17 19 13 4  3 from those rec’d in 
2016-17 (75%) 
 4 - which were 
received in 2015-16 


1 (25%) 


Data extracted from Annual Reports 2014 – 2017. 
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The below table and graph provides a comparison of PHSO outcomes from 2014-15 to 


2016-17 as well as current status from Q2 2017-18.  


Year Upheld Part upheld Not upheld Not investigated  


14-15 2 8 6  


15-16 1 3 3  


16-17 0 7 1  


Q1 17-18 0 3 5  


Q2 17-18  0 3 4 2 


 


 
 
 
4.6 Friends and Family (FFT) Update – November 2017 


All patients with an overnight stay in an acute inpatient ward, maternity ward, or a visit to an 
emergency department, day case service, outpatient appointment or community service 
across CDDFT are 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, DoH. Comparative data is 
available via the NHS Choices website. The response rate target of 20% is required for ED 
and UCCs and over 40% for inpatients and day cases 
 
From 1st April 2017, PET staff members have co-ordinated the new internal FFT process via 
the SNAP scanning software.   
 
Throughout Q1 and Q2, a total of 34,620 surveys were returned.  
 
The number of surveys received per month is identified in the table below however following 
a sustained increase initially after April there has been a decline in the number of surveys 
received since August.  
 


 April   3977 


 May    6306  


 June   7684  


 July   6045 


 August  5341 
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 September  5267 


 October  4673 


 November  4232 
 
The following table shows the Trust’s response rates from April 2017 and demonstrates the 
improvement in response rates since adopting new internal process.  In September 
response targets were met for Inpatient and Emergency Departments. The drop in maternity 
responses has been identified as a direct result of omitting the F&F questionnaire from the 
information pack. This has now been addressed by the senior midwives and should be 
reflected in improvements moving forward. Senior managers in Emergency Departments are 
also looking at actions to improve ED responses particularly at DMH. 
 


 
 


 


Month Inpatient 
ward and day 
case 
response 
rate 


Emergency 
Departments 
and UCC 
response rate 


Maternity 
response 
rate 
(commenced 
October 
2013) 


Overall monthly 
response rate 
(Emergency 
Departments and 
Inpatients) 


Target response 
rate 


April 2017 17.3% 11% 18.8% 14.2% 20-30% (Inpt 
40%) 


May 2017 34.7% 20.3% 16.5% 27.5% 20-30% (Inpt 
40%) 


June 2017  38.1% 23.9% 30.7% 31% 20-30% (Inpt 
40%) 


July 17 28.0% 16.5% 39.4% 22.3% 20-30% (Inpt 
40%) 


August 17 36.6% 20.7% 19.8% 29% 20-30% (Inpt 
40%) 


September 
17 


41.4% 22.9% 20.8% 32% 20-30% (Inpt 
40%) 


October 
2017 


38.1% 17.8% 15.9% 27.9% 20-30% (Inpt 
40%) 


November 
2017 


31.4% 11.9% 11.8% 18.4% 20-30% (Inpt 
40%) 







Page 34 of 41 
 


 
Please note Emergency Department responses include UCC data. 
 
4.6.2 FFT Headline Measure 


 
 
 
 
 
 
 
 
 
 
 
 
 


4.6.3 Friends and Family Test Engagement 


Work continues to raise awareness and promote engagement with the FFT with both staff 
and patients. 
 
“You said we did” posters and action plans are requested from all ward and department 
managers on a monthly basis to highlight changes made following feedback. The posters 
are displayed in prominent areas of each ward and department.  


 


4.6.4 Family and Friends Test Comparison  


The results tell us that high proportion of patients would recommend the services. Both 
Maternity and Emergency Service are performing either similar or better than the national 
average.  In the last report we overplayed the 16-17 data to the national average for England 
over the same time period for inpatient surveys comparatively our results were worse. 
However, in the last quarter it is noted that our recommendation score has improved, with 
scores higher than the national average throughout all areas.  
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FFT Response rates from April 2017 


Inpatient ward response rate


Emergency Departments
response rate


Maternity response rate
(commenced October 2013)


Overall monthly response rate
(Emergency Departments and
Inpatients)


Month 
 


Inpatient A&E Maternity 


% Rec % Not % Rec % Not % Rec % Not 
April 2017 96 0 94 2 82 0 
May 2017 98 1 93 2 99 0 
June 2017  98 1 94 2 98 0 
July 2017 97 1 94 2 98 0 
August 2017 97 1 93 2 99 0 
September 2017 97 1 94 2 99 1 
October 2017 97 1 94 2 99 0 
November 2017 97 1 92 2 98 0 
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Inpatient data to July 2017  


 
The graph below compares the organisation from the regional perspective. In contrast we 
were outliers locally however, from April 2017 improvements have been noted following 
change from external contractor to introduction of internal process.  The next step will be to 
look at how we compare with similar more comparible organisations. 
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Emergency Department data to July 2017 
 


 
 
Maternity data to July 2017 


 


  
 
 


5.0 National CQC Emergency Department Survey 2016 
 
Reported October 2017 
 
Purpose 
This report summarises the findings of National Emergency Department Survey for CDDFT 
patients seen in September 2016. The report shows how CDDFT scored for each question in 
the survey compared with the national average. The report will be used to understand the 
Trusts performance and identify areas where services are required to improve.  
 
This survey is required of all Acute NHS Trusts in England by the Care Quality Commission. 
The survey involved a random sample of 1250 patients attending the Emergency 
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Departments in September 2016. Overall 344 patients completed the questionnaire, a 
response rate of 28%. The survey questions received an average score of 76% which is 
higher than the previous questionnaire completed in 2014. 
 
Summary 
CDDFT scored about the same as other Acute NHS Trusts for 33 of 35 questions. 
One question scored within the lowest 20% of acute trust and one question scored within the 
top 20% of acute trusts. 
 
Lowest 20% - Did a member of staff tell you when you could resume your usual activities 
such as when to go back to work or drive a car? Score 42% 
 
Top 20% - Did a member of staff explain the purpose of medications you were to take at 
home in a way that you could understand. Score 98% 
 
Comparative data 
In comparison to the previous CDDFT Emergency Department survey carried out in 2014, 
we have made significant improvement in 6 questions and show a significantly lower score in 
one question. 
 
Significant improvement 


 Were you given enough privacy when discussing your condition with the 
receptionist? 


 From the time you arrived, how long did you wait to be examined by a doctor or 
nurse? 


 Did you have confidence and trust in the doctors and nurses examining and treating 
you? 


 If you needed attention, were you able to get a member of medical or nursing staff to 
help you? 


 In your opinion, how clean was the emergency department? 


 Overall did you have a very good experience / a very poor experience of care? 
 
Significantly worse 


 Did a member of staff tell you when you could resume your usual activities such as 
when to go back to work or drive a car? 


 
Patient Experience Indicator Questions 


Question  Score 


2012 


Score 


2014 


Score 


2016 


Were you involved as much as you wanted to be in decisions about your care 


and treatment? 


7.6 7.7 8.0 


Did you find someone on the hospital staff to talk to about your worries and 


fears? *If you had anxieties or fears about your condition or treatment, did a Dr 


or nurse discuss them with you? 


6.4 6.7 6.8 


Were you given enough privacy when discussing your condition or treatment?  


*when being examined or treated 


9.1 9.0 9.3 


Did a member of staff tell you about medication side effects to watch for when 


you went home? *Did a member of staff tell you about medication side effects 


to watch for? 


4.9 5.8 5.1 


Did hospital staff tell you who to contact if you were worried about your 


condition or treatment after you left hospital? *after you left the A/E department 


7.1 6.8 7.3 
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* Wording of ED Survey questions differ slightly to Indicator Questions 


 
Recommendations 
AEC Care Group will prepare a thematic action plan which supports the National Survey 
Action Plan will include the issues identified within this survey where further action is 
required. Care Group leads will monitor areas in need of improvement and provide evidence 
of actions taken to improve practice. The Patient Experience Forum will monitor and report 
progress. 
 
For information.   
The full national results for the 2016 survey are on the CQC Website and can be accessed 
at https://www.cqc.org.uk/provider/RXP/survey/4#undefined 
 
5.2 National CQC Patient Survey Programme update. 
 
The National Children and Young People Survey 2017 has been finalised and due to be 
published by CQC November / December 2017. 
 
The National Maternity Survey 2017 has been finalised and publication date by CQC is to be 
confirmed. 
 
The below shows the National Survey plan for 2017-2018 
 


2017-18 Sample month Start fieldwork End fieldwork CQC Publication 


Inpatients 2017 July 2017 Aug 2017 Jan 2018 May / June 2018 
tbc 


Maternity  2018 Feb 2018 Apr 2018 Aug 2018 Jan 2019  tbc 


Inpatients 2018 Jul 2018 Sept 2018 Jan 2019 May / June 2019 
tbc 


Children, Young 
People 2018 


Nov/Dec 2018 Jan 2019 May 2019 Sept 2019 


Emergency Dept  
2018 


Sept 2018 tbc Oct 2018 tbc March 2019 tbc Aug 2019 tbc 


 
  



https://www.cqc.org.uk/provider/RXP/survey/4#undefined
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6.0 Safeguarding Adults/ Children  
 
Staff Allegations   
 
There were no cases highlighted this month  
 
There is 1 case on-going from Qtr. 1 16-17. The police investigation is still in progress and to 
date we have not received feedback on this case. Information has been sent to an 
independent expert witness.  
 
An Internal policy has been developed to provide additional support to the process for adults 
at risk.   
 
Serious Case Review 
 
3 new case have been considered in November / Dec  
 


 Child HM Non Accidental Injury:  1st. panel meeting on the 20/11/17 agreed to take 
this forward as serious case review.   


 


 Child BM Non Accidental Injury:  1st. panel meeting on the 20/11/17 agreed to take 
this forward as serious case review.   


 


 Child SRP Child Death: 1st Panel meeting on the 4/12/17 agreed that this did not 
meet the criteria.  


 
The table below indicates the cases that CDDFT have been involved with during 2017. 
 


Type of review  Open Current Increase from last 
report  


Closed (Published) 


Serious Case Review (Child)  6  2 1 


Total   6 2 1 


 
Learning Lessons Review 
 
No cases have been considered since last report.   
 
The table below indicates the cases that CDDFT have been involved with during 2017. 
 


Type of review  Open Current Increase from 
last report 


Closed (Published) 


Learning Lesson Review 
(Child)  


2 0 2 


Total  2  0 2 


 
Action plans are actively monitored in the Trust safeguarding group new actions from more 
recent case reviews will be monitored during this process and all actions are on target with 
the exception of two.   
 


 One requires further work with partner agencies and is being supported by the 
designated roles in the CCG.  (Was not Brought) 
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 The second has been escalated the Clinical Director for Family Health ( Process for 
the treatment of children under 1) 


 
Safeguarding Adult Review  
 


Type of review  Open Current Closed (Published) 


Safeguarding Adult Review   1 NA 


Total  1 NA 


 
Case LL: - This case has been running as Section 42 enquiry. Issues identified through 
learning disabilities mortality review. The panel agreed that this case may become 
Safeguarding Adult Review however; more information is being collated on the case.  


 
Domestic Homicide Review  
 


Type of review  Open Current Closed (Published) 
Domestic Homicide Review   1 NA 


Total  1 NA 


 
Case MS: 1st. panel meeting on the 6/11/17 agreed to take this forward as domestic 
homicide review as it meets the criteria however the panel have asked for clarity from the 
Department of Justice as the couple were only together 7 days.  
    


Safeguard Training   
 
The trust has monitored compliance of staff at all levels of safeguarding training through the 
lifelong learning department and via safeguarding strategy group.  
Managers and staff have been informed of non-compliance and all ward and departments 
have received individual registers of staff.  Care groups leads have increased focus on 
training compliance.  
 
There is a deficit where training is delivered via workbooks. We recognise that there is lag in 
information getting from the front line teams to ESR.  
 
The safeguarding children team have developed e-learning packages and the adult team are 
looking at the regional package for adults.  Moving forward in April 2018 the safeguarding 
level 3 programme has been re-designed to deliver either 6 or 12 hours in 2 sessions to 
avoid the need to access multiple training session to achieve the required number of hours.   
 
Since the last report the safeguarding team have met with the Learning Development and 
Workforce. All ward and departments have been asked to submit the data that is held locally 
to update ESR. There were some gaps so the ADN & ADG have asked staff to provide 
further updates. The local authorities have also re-submitted their training data.  
 
This information will check against the existing records and the deficit list will be available 
the first week in Jan 18 to target specify areas in the last quarter of the year.    
 


The position has been highlighted at the care group performance meeting and escalated to 
the executive after the last IQAC.  
 
We have had a meeting with the commissioners to explain the position and they are 
supportive at this stage and have offered support if required to streamline any processes.  
 


Deprivation of Liberties Applications 
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Deprivation of Liberty (DoLs) safeguards provides legal protection for vulnerable people who 
are or may become, deprived of their liberty in a hospital. . 
 
A ‘Managing Authority’ (i.e. the relevant hospital or care home) must seek authorisation from 
a ‘Supervisory Body’ (Local Authority) in order to be able to lawfully deprive someone of their 
liberty. 
 


Month Number of 
applications  


Discharged without 
assessment 


Authorised by Local 
Authority   


 
Aug 


 
18 


 
17 


 
1 


 
Sept  


 
9 


 
8 


 
1 


 
Oct  


 
17 


 
14 


 
3 


 
Nov  


 
34 


 
29 


 
5 
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Trust Board Meeting – 20th December 2017 


Item 5c - Emergency department UHND Nurse staffing Review 2017 


Open Session x Private & Confidential Session  


Author Claire Beckwith, Matron, Emergency department UHND  
Noel Scanlon, Executive Director of Nursing  


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: Board assurance of safe nurse staffing within Emergency 
department  


Strategic Aim: 
See overleaf for 
more information  


To transform care pathways and develop services which deliver the  


best patient outcomes                                 


To enable delivery of care by staff and in patient environments that   


provide the best patient experience                                          


To maximise our resources and relationships to sustain services and  


deliver best efficiency                                                                                    


To attract, support, engage and develop our staff to provide care they  


are proud of – best employer                                            


Purpose of 
Report 


The report is to deliver assurance to the board that the Emeergency department staffing 
within CDDFT adheres to national standards and provide the board with insight into 
recommendations the service has to further develop the efficiency of the workforce 
arrangements. 


Summary of Key 
Issues 


The service has safe staffing ratios however the service has made recommedatiuons within 
the paper to reconfuigure elements of the workforce to improve staffing ratios within the 
service.  


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) 


Internal reconfiguration is required to provide safe staffing within the service at times of Surg 
demand if this is not achieved the UHND Emergency department will continue to practice 
under pressure.  


Action required 
from the Board 


Request of the board to support the recommendations within the paper for reconfiguration 
within the existing staffing resources.  


 
 


  


STRATEGIC OBJECTIVES  


Best Outcomes Best Experience Best Efficiency  Best Employer  


• Moving care closer to home, preventing 
admission and supporting discharge.  


• Enabling consultant delivered care 


• Working with partners to provide acute 
and planned care, where needed in line 
with best practice clinical standards.  


• Establishing specialty teams across 
acute sites and beyond. 


• Embed our culture of learning and 
transparency and processes to minimise 
harm 


• Improving how we listen, learn and 
respond to our patients, carers and 
the public 


• Developing our estate and facilities 
in line with the highest standards of 
safety and patient-friendliness 


• Developing services to meet the 
needs of the elderly patient. 


 


• Acquiring, retaining and 
effectively deploying resources 
to implement our strategy and 
sustain clinical services 


• Enhancing the capability of IS 
systems to fully enable patient 
care 


• Leading and governing our 
business well 


 


• Attracting and retaining 
high calibre staff to lead 
and deliver  services 


• Engaging and equipping 
our staff to fulfil their 
potential and to 
continuously improve our 
services 
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1. Purpose of this Paper 


 


The purpose of the paper is to understand the current staffing model in the Emergency 


Department in the University Hospital of North Durham and to action any key emergent 


themes as a result of the analysis. 


 
 


2. Background 


 


The Emergency Department caters for in excess of 70,000 attendances per annum. The 


department has six high acuity beds (monitoring) and two resuscitation beds. Whilst there is 


a paediatric waiting area and two cubicles, in essence there is not a dedicated paediatric 


area within the department. There are two paediatric nurses and one dual trained nurse; 


this allows twelve hours a day that can be covered by an appropriately trained paediatric 


nurse. The nurses maintained their clinical skill by completing supervised practice on the 


paediatric ward to maintain compliance. On occasions, support is offered to the Emergency 


Department by the paediatric ward; however this is usually as a result of capacity issues.  


 


The department has one mental health room, five short stay in-patient beds and thirteen 


cubicles which include two paediatric rooms. During periods of surge the paediatric rooms 


are used interchangeably for adults. Since the advent of Primary Care Streaming (PCS), 


one of these rooms has been given up to the resident General Practitioner (GP). 


 


The department offers a See & Treat service (funded 5.42) which is supported by 


Emergency care Practitioners who see both minor illness and injury. This service also 


covers out of hours Urgent Care. This service also has two physiotherapy practitioners.  . 


Additionally, the department offers a Nurse Practitioner Service (funded 2.25) which 


reviews patients with minor injury and we also have medical review clinics and a dressing 


clinic. 


    


3. BEST Analysis  


  


3.1 Background 


 


The Acute and Emergency Care Group have been engaged in a major strategic Trust 


project to deliver a redesigned ED service on the UHND site supported by a newly built 


department. As this is the second programme in a portfolio of seven strategic programmes 


it is widely known/”badged” as “P2”. 


 


Significant progress has been made with the capital/ building project element of P2 and in 


2016 work commenced with development of a supporting business case. 


 


It was recognised that one of the gaps that would require attention in development of the 


business case was a comprehensive workforce plan including costs. To progress this, 


discussion and engagement with senior nurses and medics in ED was completed and a 


workforce plan developed. 
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To guide the nursing workforce plan, the draft NICE staffing guidelines, issued in January 


2015 was used as a template, though it must be stated that the requested final nursing 


staffing compliment was not completely aligned with the guidance and was in fact a figure 


below the recommended level of staffing. 


 


The workforce plan was presented to the Executive Team in August 2016, and following 


this, the Executive Director of Nursing requested a BEST analysis was undertaken. 


 


BEST (Baseline Emergency Staffing Tool) is a developed methodology created by the 


RCN, the Faculty of Emergency Nursing and the RCN Emergency Care Association. 


 


The tool outputs a suggested ED staffing compliment based on a 7 day, 24 hour 


assessment of patient acuity, using an assessment tool called the “Jones Dependency 


Tool” (JDT). 


 


The Business Case for the proposed new Emergency Care Centre has been invigorated. 


The clinical models are presently being devised and a nurse and medical staffing model 


has been proposed. The new staffing model has been devised based on proposed activity, 


the draft NICE guidelines that were available at the time and consideration of the Accident 


and Emergency Clinical Standards (2011). 


 


Best practice benchmarking exercises have taken place with visits to other centres. These 


include Sunderland, James Cook and Hull. 


 


3.2 BEST Analysis Process in CDDFT 


 


A meeting was convened with the ED matrons, ED sisters and the P2 Clinical Project 


Manager and training/overview of the BEST tool was delivered, including direct review and 


discussion re the data collection tools and method. (Attached below). 


 


Appendix_A_JDT_Se
ction_A.pdf


Appendix_B_JDT_Se
ction_B.pdf


Appendix_C_JDT_for
_paeds.pdf


Appendix_D_hourly_
data_collection_tool.pdf


Appendix_E_Cumulat
ive_Hourly_Totals.pdf


Using_the_Baseline_
Emergency_Staffing_Tool_v3_03.02.14.pdf


 
 


It was considered too onerous in terms of resource implications to complete a full 7 day 


assessment, so a 3 day assessment period was planned. The ED sisters were keen to 


ensure the assessment period included a Sunday (consistently the busiest day in ED) and 


the assessment took place on Sunday 25th September – Tuesday 27th September 2016 (72 


hours total). 


 


After some consideration the exercise was repeated both in March and May, however the 


audit only took place on two consecutive days on both occasions. Whilst the audit was 


incomplete the information provided remains valuable. 
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3.3 Results 


 


The outputs of the BEST analysis are shown below: 
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Table 1 – OVERALL comparison of calculated v rostered (3 day view) 
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Table 2. SUNDAY 25TH comparison of calculated v rostered 


 


 


 
 


Emergency Department attendances 202 
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Table 3. MONDAY 26TH comparison of calculated v rostered 


 


 
 


Emergency Department Attendances 217 
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Table 4. TUESDAY 27TH comparison of calculated v rostered 


 


 
 


Emergency Department Attendances 201 


 


 


 


Table 5. Overall Calculated Staffing Requirement 
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Table 6. Overall WTE Suggestion  
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Table 7 Tuesday 28th March comparison of calculated v rostered 
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Emergency Department Attendances 181 


 


 


 


 


  


Table 8 Wednesday 29th March comparison of calculated v rostered 
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Emergency Department Attendances 177 


 


 


 


 


 


 


Table 9 Sunday 7th May comparison of calculated v rostered 







Board 201217 ED Staffing draft v1 
 


P a g e  | 14 


 


 


 


 
 


Emergency Department Attendances 187 


 


 


 


 


 


 


Table 10 Monday 8th May comparison of calculated v rostered 
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Emergency Department Attendances 232 


 


 


 


 


 


Table 11 Overall WTE Suggestion 
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Table 12 Overall WTE Suggestion 
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Table 7. FUNDED Establishment on date of BEST assessment  
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390027 NURSING STAFF EMERGENCY DEPT. - UHND   


PAY EXPENDITURE     


808500 B5 QLFD NURSE 39.53 £1,464,849 


808600 B6 QLFD NURSE 
11.53 


(16.17)1/4/2017 £727,782 


808700 B7 QLFD NURSE 12.48 £657,889 


825200 B2 A & C 1.00 £21,542 


826200 B2 HEALTHCARE ASST 22.36 £569,011 


826300 B3 HEALTHCARE ASST 2.00 £44,812 


PAY EXPENDITURE Total 93.54 £3,485,885 


 


 


 


NB-  Band 7 establishment above INCLUDES x 8 WTE Advanced Clinical Practitioners (not considered part of the 


establishment responsible for direct nursing care AND includes x 1 WTE A&C grade – so for comparative purposes, the 88.90 


figure relates to 79.90 nursing staff). Additionally in April 2017 5.42 wte was given to provide band 6 See & Treat Practitioners 


and out of hours Urgent Care
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3.4 BEST Assessment – Analysis/Comment 


 


The BEST workforce assessment, conducted in September 2016, suggests the current 


nursing establishment, in terms if funded establishment, is sufficient in terms of nursing 


management of the clinical workload experienced during the period of assessment. (The 


BEST tool suggested a 78.9 wte establishment against a funded 79.9). 


 


The BEST tool did not consider the five short stay beds in-patient beds which are utilised in 


the main for ED patients which include head injury, urology and those patients requiring 


intermediate care review or CREST.  This is staffed with one registered nurse and one 


health care nurse during the day only. Therefore a total of 8.13 would need to be deducted 


from the 79.9 wte. 


 


There are other roles within the department also that do not carry out direct patient care. A 


triage nurse who is provided 24/7 and accounts for 10.84 (RN and HCA). 


 


Additionally, the department supports a minor injury service and this is supported by a band 


6/7 10 hours daily which equates to 2.25 wte which again cannot be utilised within the 


department. Therefore, a total of 21.22 wte would need to be deducted from the 


funded 79.9wte. 


 


The exercise was repeated in March and May for 2 days on each occasion. The March data 


suggest an increase in the wte to 103.4wte. 


 


The department also supports a dressing’s clinic. Recent initiatives such as Primary Care 


Streaming have also influenced how the staffing model is utilised within the department as 


well as changes to the ambulance handover process. 


 


3.5 Primary Care Streaming 


 


There have been a number of national initiatives that were not included in BEST; however 


they have impacted on the staffing model presently adopted within the Emergency 


Department. Primary Care Streaming commenced in October 2017. Primary Care 


Streaming has a number of principles and should take place within 15 minutes of arrival to 


the Emergency Department. Upon arrival at an Emergency Department it is usual to assign 


patients to one of several parallel clinical work streams to ensure: 


 


1. The overall skill mix of the A&E department and co-located services is aligned to the 


case mix at that site. 


 


2. Patients with time-critical and time-sensitive illness or injury are prioritised accordingly. 


 


3. Simple assessments, painkillers and investigations can be ‘front loaded’ to optimise 


subsequent assessment and treatment. 


 


Clinical streaming at the front door of ED, including to primary care services, should be an 


integrated function and always performed by a trained clinician. Where clinicians from other 
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services work within streaming systems there should be joint development of those 


systems, and shared governance arrangements. 


 


The principles of such a process are based upon the opinions of experts in the field, in 


particular NHS Improvement via its Emergency Care Improvement Programme and the 


Royal College of Emergency Medicine, which has issued specific guidance. 


 


Streaming will typically involve taking a brief history and performing basic observations if 


appropriate. This information may also be used to support triage prioritisation within 


streams if required. 


 


Primary Care Streaming mandates that a senior nurse acts as a navigator who streams 


patients to which ever service is most appropriate for that patient. This senior nurse is either 


a band 6 or seven. A GP, band 6 practitioners and health care assistant as proposed for 15 


hours daily. This equates to 3.38wte to navigator, a band 6 practitioner 3.38wte and an 


HCA 3.38 and a resident GP for 15 hours.  


 


3.6 Ambulance Handover Initiatives 


 


UHND does not have an ambulance handover bay or a dedicated ambulance handover 


nurse and therefore recent initiatives will impact on the staffing model.  The supervision of 


the ambulance queue will become the responsibility of the ED staff with recent 


correspondence from NHSi stating 


 


 Acute Trusts must always accept handover of patients within 15 minutes of an 


ambulance arriving at the ED or other urgent admission facility (e.g. medical/surgical 


assessment units, ambulatory care etc.). 


 


 Leaving patients waiting in ambulances or in a corridor supervised by ambulance 


personnel is inappropriate. The patient is the responsibility of the ED from the 


moment that the ambulance arrives outside the ED department, regardless of the 


exact location of the patient. 


 


Therefore a new staffing model will need to be devised taking account of this new initative. 


 


In terms of rostering configuration, the assessment suggests there are periods between the 


hours of midnight and 09:00 when the department is “overstaffed”, with a peak “overstaffed” 


period between 05:00 and 07:00. However, as indicated previously the overall 


establishment is not purist in providing treatment solely within the confines of the 


Emergency Department. Additionally, if the above extra duties were considered this 


negates this extra staffing between 05:00 and 07:00.  


 


Following a review of the outputs attached above, the ED sisters and matron have noted 


that there is likely to be a significant seasonal element to them. They have stated strongly 


that a similar assessment completed during the winter period, when both general 


departmental activity and bed pressure is more acute, would result in a radically different 


assessment. 
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3.7 Management of Surge 


 


The BEST tool cannot be viewed in isolation and there are other elements which require 


triangulation. The management of surge is an important consideration and the present 


staffing model does not manage surge appropriately and the recommendation going 


forward would be to offer a staggered start to the day with a second span of duty to 


commence at 10.00 until 22.30. The department has carried out best practice bench mark 


visits to other departments and without exception all units offered a staggered start time to 


ensure staffing was used at the most appropriate times. 


 


The department has also suggested other roles within the department that may assist with 


the management of surge. Presently, the department is carrying out a feasibility study as to 


whether a chaser role would be of benefit that would support the clinical teams and ensure 


fundamental investigations are carried out and therefore provide more timely care to 


patients. 


 


In keeping with the management of surge therefore, performance deteriorates when there is 


no flow and the majority of breaches occur later in the day which coincides with surge. 


 


To manage the time of the registered nurse we have also carried out a pilot into the 


transferring of patients to the ward who are clinically stable to the ward with a no registered 


practitioner. 
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Daily Emergency Department Breakdown – Example only 


 
 


Surge tends to commence late morning and peaking at 17:00 – 18:00 (chart above) and 


therefore the shift pattern would incorporate the four hour standard for these attendances 


up to and including 22:00. 


 


European working directives would need to be considered in this model. Additionally, during 


times of surge a double triage methodology is employed in an attempt to hit the 15 minute 


Accident and Emergency Quality Standard.  


 


When considering the BEST information, a shorter shift pattern was considered. For 


example 2 x 7.5 hours and 12 hours overnight. The whole time equivalent therefore would 


be calculated as; 89.54wte with a 21% uplift.   


 
4. Conclusion 


 
BEST should not be considered unilaterally and the intelligence regarding the department 


should be considered equally. Anecdotally, there are seasonal variations evident in the 


attendances in the Emergency Department. To date we have not robustly carried out an ED 


staffing review twice yearly to fully appreciate the seasonal change. BEST needs to be 


reviewed in the context of other quality measures which include patient safety concerns, 


complaints and serious incidents. Sickness review is integral to the analysis and robust 


sickness monitoring is a must with close links to the human resource department and staff 
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health and well-being being forged.  The department has undergone a number of national 


initiatives over the last year and these will continue to impact on the service and therefore 


the staffing model. In the next six months more initiatives are planned with the development 


of an ambulance handover bay. This will accommodate a three trolleyed area, whereby 


ambulance handover can be carried out safely and in a timely fashion. 


 
5. Recommendations 


 
1. As the Advanced Clinical Practitioners do not carry out a traditional nursing role and as 


of April 2017 they have been incorporated into the medical on-call rota then a 


discussion has taken place to move the budget to the medical budget. In October the 


medical budget was reviewed and two clinical fellow positions were given over to 


Advanced Clinical Practitioner posts, therefore taking the funded establishment to 9.8 


wte. 


 


2. The budget was reviewed in March 2017 to cover the See and Treat Service and a 


further 5.42 wte was incorporated into the ED budget. This budget is being used 


interchangeably to cover Primary Care Streaming and See & Treat. Whilst the budget 


sits in the ED budget, the service is managed by Urgent Care. Early discussions are 


taking place regarding the front of house model and therefore the budget will remain in 


the ED budget until such a time where a decision is made as to what service sits with 


which department. 


 


3. Continued robust management of sickness – monthly meetings take place with the 


Human resource Advisor, current sickness levels are 3.6% for Registered Nurses. This 


sickness has risen slightly in the last month. This is due to planned surgical procedures. 


Recent guidance has suggested that the uplift rate for the Emergency Department and 


this would assist with the headroom to support sickness but also the extensive training 


requirement that is needed in the ED. 


 


4. Consultation document to change shift patterns to manage surge which will offer 


staggered start times and will take into account the busiest times in the department and 


therefore the management of surge will be managed in a safer manner. 


 


5. An emergency safer nursing tool is required ahead of the changes that have been 


suggested by NHSI with regard to ambulance handover taking no longer than 15 


minutes. 


 


6. To complete an emergency staffing tool twice annually to continue to highlight seasonal 


variation as well as understanding the demand required of the nursing staff in the 


Emergency Department. The NHS National quality board are currently consulting on a 


Safe staffing guidance which makes reference to BEST as an approved methodology. 


 


7. To ensure that recruitment remains high on the Emergency Department agenda. 


Recruitment into the Emergency Department has not proved problematic in recent 


months, however, there have been a number of internal promotions within the 


department (three have been promoted to training posts) and therefore further work is 


required to ensure vacancies are filled in a timely fashion. There are comprehensive 
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training packages which prove attractive, however further work is required to promote 


that aspect of Emergency Department Nursing. 


 


8. Patient Flow is fundamental to the safety of the department. Currently NHSi initiatives 


are being implemented in the organisation, including Safer, however clinical escalation 


processes need to be made more robust to support Flow. 


 


9. An aside to this project but important to consider nonetheless is the risk to the 


Advanced Clinical Practitioners1. The Advanced Clinical Practitioners are presently 


carrying out their respective studies as well as credentialing. At that stage they will be 


trained to ST3 level. There are several organisations who offer an 8a pay scale and 


therefore there is a risk that other organisations may prove attractive. 


   


 


 
 
 
Paper prepared by: 
 
Claire Beckwith, Matron, ED and AMU, UHND 
Roy Westhead, Health Informatics (Systems Team). 
 
November 2017 
 


 
 
 


 
 
 
 
 
 
 
 
 


                                                           
1 Advanced clinical practice is delivered by experienced, registered health and care practitioners. It is a level of 


practice characterised by a high degree of autonomy and complex decision making. This is underpinned by a 
master’s level award or equivalent that encompasses the four pillars of clinical practice, leadership and 
management, education and research, with demonstration of core capabilities and area specific clinical 
competence. 
Advanced clinical practice embodies the ability to manage clinical care in partnership with individuals, 
families and carers. It includes the analysis and synthesis of complex problems across a range of settings, 
enabling innovative solutions to enhance people’s experience and improve outcomes.  
Health Education England launched a new framework on Advanced clinical practice to support emerging 
programmes of study and provide consistency of terminology in November. It is the first time that national bodies 
have agreed a single definition for advanced clinical practice in the NHS and what those roles involve. The 
framework comes as NHS trusts like CDDFT increasingly look to develop new roles, with some staff stepping up to 
advanced practice with greater autonomy and decision making over patient pathways but also introducing new 
professional groups into health care delivery for the first time. 
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Significant risks 


identified (if any) 


Quality of the patient experience not reflected entirely by quality of nursing care as 


reflected in the measurement of the Quality matters ward dashboard of nursing 


sensitive indicators. 


Action / decision 


required from the 


Board 


The Board is asked to receive this report and decide if any further actions and/or 


information are required. 
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Background 


The board asked for a brief paper to outline the comparisons between wards that were 
rated blue as part of the Quality Matters process and their Friends and Family 
responses.  


The table below outlines the position for the month of October 2017. Whilst the brief 
was to review wards in blue those areas that were green and amber respectively have 
also been included in the data set (there were red flags in this time period).  


 


 


Conclusion  


There is no apparent correlation between the overall score attained in the Quality 
Matters cycle and the compliance rate from the Friends & Family.  








 


Trust Board Action Log – updated 25 October 2017          Page 1 of 3 


TRUST BOARD ACTIONS at 25 OCTOBER 2017 (OPEN MEETING) 


Protocol: Actions confirmed as closed at the last Board Meeting are marked as ‘complete’ pending approval of the minutes of that meeting. Once the minutes 
are approved they are removed from the log.  A small number of actions where implementation is self-evident to the Board are also marked as complete and 
will be removed following the Board meeting.  Items on the agenda are marked.  Future dates are shown in green, overdue dates in red.   


No. Meeting Item Action Point Timescale Status Lead 


1)  21/10/15 
(Open) 127/16 R&D representative to attend  Board meeting to provide an update on R&D projects. January 2018 To action JC 


2)  


27/04/16 
(Open) 
21/01/17 
(Open) 


27/17 
226/17 


Post-implementation reviews to be brought to the Board covering the following 
investments: AMEC, RAMAC, RAS, CREST, the Acute Medical Units, nursing staff, 
Advanced Nurse Practitioners, Obstetrics and Gynaecology consultants and 
Paediatric consultants. 
Produce a schedule of PIRs in preparation for the February 2017 Board meeting, to 
link with the Audit Committee action to review investments with a value greater than 
£500k. 


 
June 2017  


Complete 
 
 
Complete 


To be 
agreed 
 
WE/CL 


3)  
26/04/17 
24/05/17 
12/07/17 


05/18 
37/18(c) 
91/18(c) 


Discuss with key individuals to determine how a practical passport of competencies 
for nursing and medical staff could be developed. 
Noted that this information could be captured via ESR and e-Rostering.  Further 
update to be provided. 


 
June 2017 Complete  NS 


4)  26/04/17 07/18 Information awaited from commissioners on readmission avoidance schemes for the 
year ahead. June 2017 Work 


ongoing Ops Team 


19) 24/05/17 
12/07/17 


37/18(b) 
91/18(c) 


In terms of the Trust not being able to provide 24-hour paediatric nursing cover in A&E, 
not consistent with the previous CQC debate, it was noted that the Trust was to seek to 
rectify any inconsistencies in the two recommendations made by the local CQC. 
Noted that the issue had been raised with CQC and a response awaited. 


June 2017 Complete NS 


25) 12/07/17 91/18(b) Provide a summary of apprentices in post across the Trust October 2017 To action MS 


26) 12/07/17 92/18(e) Provide an update on meetings held in relation to preparation for Quality 
Improvement Board October 2017 Complete SJ 


27) 12/07/17 92/18(f) Present in public the feedback from the NHSI visit to review the Trust’s Cost 
Improvement Programme October 2017 Complete SJ 


28) 12/07/17 92/18(h) Review the financial risk in relation to the Trust’s current year plan at the next Board 
meeting 


August / 
September 2017 Complete WE 
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No. Meeting Item Action Point Timescale Status Lead 


29) 12/07/17 93/18(a) Provide a one-off report showing wards rated as blue and their relevant Friends and 
Family Test results August 2017 To action NS 


30) 12/07/17 93/18(a)  Attempt to improve legibility of duty of candour report August 2017 Complete NS 


31) 12/07/17 93/18(a) Review the data in relation to staff recommending the Trust and provide further 
feedback August 2017 Superseded NS 


32) 12/07/17 93/18(b) Make the updates to the Risk Management Annual Report flagged by IQAC August 2017 Complete NS 


33) 12/07/17 93/18(b) Explore the Trust’s options in relation to a funding for a further ‘Dragons Den’ event August 2017 Complete SJ 


34) 12/07/17 93/18(b) Board members to meet to give consideration to the requirement to extend the 
membership of the Clinical Quality and Safety Panel August 2017 Complete SJ 


35) 12/07/17 93/18(b) Ensure the PIR for mobile technology is picked up as part of the full schedule of PIRs August 2017 Complete WE 


36) 12/07/17 93/18(b) Update the Risk Management Annual Report to make it clear what ‘mobile 
technology’ entails August 2017 Complete NS 


37) 12/07/17 93/18(b) Update the sense of description around the submission of minutes to provide 
assurance of the process rather than simply stating the process August 2017 Complete NS 


38) 12/07/17 93/18(d) Schedule monthly meetings with TEWV to review progress with regard to compliance 
with Mental Health Act August 2017 Complete NS 


39) 12/07/17 93/18(e) Bring a longer term proposal to the Trust Board in respect of quality improvement to 
avoid never events October 2017 To action NS 


40) 12/07/17 93/18(f) Move the assurance statement to the executive summary of the Nursing and 
Midwifery Staffing report October 2017 Complete NS 


41) 12/07/17 97/18 


Make corrections and updates to the Quality Matters strategy document as 
highlighted in the Trust Board meeting: 


- ‘would healing’ to read ‘wound healing’ 
- Make explicit reference to the Expert Patients programme 
- Remove the comment relating to the Frail Elderly Village 


August 2017 Complete WE 
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No. Meeting Item Action Point Timescale Status Lead 
- Include baseline figures in relation to target increases 
- Capture mortality work ongoing within the Trust 


 


42) 12/07/17 100/18 Circulate a slide pack in respect of the national Mortality Review, aimed at Non-
Executive Directors September 2017 To action JC 


43) 25/10/17 153/18(a) Provide a comparison over time and the Trust’s relative position in relation to the 
number of Serious Incidents December 2017 To action NS 


44) 25/10/17 153/18(b) 
Review the staffing position in ITU to determine whether the information presented in 
the ‘reasons for under and over staffing’ table in the Nursing and Midwifery Ward 
Staffing Report. 


November 2017 To action NS 


45) 25/10/17 161/18 Instruct the Communications team to review the potential for the Trust to increase its 
reach in relation to media campaigns.  November 2017 To action SJ 


 


 





