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Introduction 


County Durham and Darlington NHS Foundation Trust delivers research across all hospital 


and community sites, and has a dedicated Centre for Clinical Research and Innovation in 


Darlington Memorial Hospital. In the last year, nearly 1500 patients were recruited into 91 


studies, and recruitment continues to rise. The trust is supported by the North East and 


North Cumbria Clinical Research Network (NENC CRN), and presently the bulk of 


recruitment is to National Institute for Health Research (NIHR) portfolio studies.  


CDDFT has a proven track record in innovation in technology and equipment, transforming 


patient pathways and innovative staff roles, though this has lacked a high profile in the 


Trust, and has not always been recognised for its achievements. Organisationally, 


Innovation has sat apart from Research, but there is now an appetite and opportunity to 


bring the departments together to capitalise on the shared expertise, harness creative ideas 


and create an efficient hub for the investigation and development of technology, 


pharmaceuticals and processes for patient benefit. 


 


Research and Innovation – a force for good 


NHS England highlights the need for an NHS 


that fosters research and innovation, 


supporting the use of evidence in decision-


making and translating research into 


practicea. Although long-suspected, 


outcomes for emergency admissions have 


now been proven to be better in Trusts who 


are research-activeb,c,d.  Innovation is vital to 


cope with the demands of an increasingly 


complex health service. At the macroscopic 


level, innovation can transform patient 


outcomes, can simultaneously improve 


quality and productivity, and can drive 


economic growth. At point of care, 


innovation increases staff engagement, 


improved morale and leads to a reduction in 


staff turnovere.  


 


  


 


Trusts active in research 


and innovation show better 


patient outcomes and 


improved staff morale  


 







 
 


National Research Strategy 


The conduct and delivery of Research in County Durham and 


Darlington must sit within the constraints and opportunities 


of the wider NHS. The NHS Five Year Forward Viewg outlines 


the vision for the NHS to 2019, and, along with the NHS 


Constitutionf, commits to research being at the heart of 


healthcare.   


“Research is vital in providing 


the evidence we need to 


transform services and 


improve outcomes. We will 


continue to support the work 


of the National Institute for 


Health Research (NIHR) and the network of specialist clinical 


research facilities in the NHS. We will also develop the active 


collection and use of health outcomes data, offering patients 


the chance to participate in research; and, working with 


partners, ensuring use of NHS clinical assets to support 


research in medicine.”  


The Health Research Authority exists to protect and 


promote the interests of patients and the public in 


health and social care research, and set out the 


principles by which NHS research must be conducted 


in the 2017 UK Policy Framework for Health and Social 


Care Research.  


CDDFT fully subscribes to the following principles 


outlined in the UK Policy Framework: 


 
 
 







 
 


 


 


The National Institute for Health Research and the 


Clinical Research Networks 


The NIHR is a national organisation funded through the Department of Heath, and supports 


organisations conducting research to meet the needs of patients and the public. It 


comprises 15 Local Clinical Research Networks; North East and North Cumbria Clinical 


Research Network (NENC CRN) is hosted by Newcastle-upon-Tyne Hospitals and is 


responsible for ensuring effective delivery of research in 13 ambulance and secondary care 


trusts as well as primary care. It is organised into three study delivery teams: 


Study Delivery Team 1:  Cancer, Musculoskeletal and Surgical Specialties 
Study Delivery Team 2: Children, Haematology, Reproductive Health & Childbirth, Genetics 


and Circulatory Systems 
Study Delivery Team 3: Community and Medical Specialties 


The NIHR recognises that clinical research in the United Kingdom is underpinned by Clinical 


Research Nurses, and since 2013 has developed a Clinical Research Nursing Strategy. 


Revised in 2017i, it both acknowledges the need to develop its workforce and to align 


research to the public interest. It sets out four strategic goals: 


The Health Research Authority (HRA) and the UK Health Departments are committed to an 
environment where:  


 patients, service users and the public are given, and take, the opportunity to participate in 
health and social care research and to get involved in its design, management, conduct 
and dissemination, and are confident about doing so;  


 safer, more efficient or more effective treatments, care and other services are developed 
and tested through ethical and scientifically sound research for the benefit of patients, 
service users and the public;  


 applying to do research is simple and getting a decision is quick, with predictable 
timelines;  


 researchers find it straightforward to do high-quality, ethical research;  


 commissioners and providers of health and social care appreciate how health and social 
care research benefits patients, service users, staff and the public, and make their 
resources available for research;  


 industry sees the UK as a great place to do health and social care research, and increases 
its investment for the benefit of patients and service users;  


 money from charities and other research funders goes into carrying out research, not into 
navigating needless bureaucracy or duplicating previous work; and  


 research projects get registered, the data and tissue they collect can be made available for 
future analysis, with adequate consent and privacy safeguards, and research findings. 


 







 
 


 


 


 Improve awareness and understanding of the specialty of 


clinical research nursing and its contribution and impact. 


 Develop leaders to share best clinical research nursing 


practice locally, nationally and internationally. 


 Promote innovation in research delivery practice to 


include the use of digital technologies to improve data quality 


and enable new ways of using resources. 


 Create a clinical research culture that is patient and 


public focused. 


 


 


 


The growing influence of nursing, midwifery and care staff is 


also visible in the NHS England document ‘Leading Change, 


Adding Value’j, which sets out 10 commitments for the 


professions including commitment 7, ‘We will lead and drive 


research to evidence the impact of what we do’. 


 


 


The NENC CRN has also recently published its 2020 strategyk , with a vision to make the 


north-east the best place to take part in research for both patients and staff, through 


increasing opportunities to participate in research, providing support, improving delivery, 


increasing clinical research investment to support growth, and aligning research to national 


research priorities. 


 







 
 


 


Existing Research in CDDFT 


The majority of patients in CDDFT are recruited to NIHR portfolio studies, and the 


recruitment of these patients in turn informs the funding from the NENC CRN, which 


provides the  majority of the funding to the Research budget. A smaller number of studies 


are classed as commercial, conducted directly with industry, and individual investigator 


studies.  


In 2016/17, CDDFT recruited 1,486 patients into 91 studies. Figures to date this year suggest 


slightly improved recruitment to NIHR studies. There were 71 Principal Investigators 


supporting NIHR portfolio studies in 30 specialties. These figures suggest a strong base on 


which to expand research within CDDFT.  


 


Research Core Team 


Clinical Research within the trust is delivered by a core team of Research Professionals 


consisting of Research Nurses, Clinical Trials Officers, a Research Facilitator and Data 


Assistants.  Researchalso funds core support services across the trust in services such as 


radiology, pathology, pharmacy and optometry.  


Administration team: 


 0.3 WTE Director of Research and Innovation 


 1.0 WTE Band 8a Research and Innovation Manager 


 1.0 WTE Band 5 Research Facilitator 


 0.9 WTE Band 4 Administrator 


 5.6 WTE Data Assistants  


Clinical DeliveryTeam: 


 1.0 WTE Academic Research Nurse 


 0.8 WTE Lead Research Nurse  


 0.8 WTE Band 7 Research Project Manager 


 16.9 WTE Research Nurses  


 0.8 WTE Clinical Trials Officer  


Pharmacy 


 0.8 WTE Band 8 Clinical Trials Pharmacist 


 1.0 WTE Band 6 Clinical Trials Pharmacy Technician  







 
 


Support Services 


 0.5 WTE Band 6 Pathology 


 0.66 WTE Band 3 Pathology 


 0.5 WTE Band 5 Radiology 


 0.4 WTE Band 5 Medical Photography / Optometrist 


 0.2 WTE Human Resources 


 0.5 Band 3 Finance 


Since the previous strategy was written,  Clinical Research Nurses have now been employed 


on substantive contracts, benefiting recruitment and retention of staff within the 


department, though the remainder of the administration and data assistant team remain on 


annual contracts. 


Research and Innovation has previously also supported the development of a number of 


new innovative posts, including that of the Lead Research Nurse, Assistant Research 


Manager and Research Promoter.  


 


Research Funding 


In 2016/17, total research income was £1,404,999, the majority of which was received from 


the NENC CRN to cover costs of delivering NIHR-adopted studies including Consultant, Nurse 


and administrative staff time, and key support-services’ research activities. Included in this 


is income from industry-sponsored research. This comprises direct staff costs, of which 


Consultant clincal time is returned to the care group, 20% surplus for capacity building (half 


of which is taken for for CDDFT overheads), and a 70% uplift which is equally split three 


ways for principal investigator research funds, R&D funds and trust cost improvement 


targets. Research income is managed within R&I with support from the finance department 


to ensure consistence, accountability and transparency of research income and expenditure, 


as well as contributing to CDDFT cost-improvement targets.  


 


Research Facilities 


The Centre for Clinical Research and Innovation in Darlington was opened in 2014 and 


includes a suite of consultation rooms and a 4 bedded patient bay in addition to office space 


for administration and research delivery staff.  Recruitment and review of patients also 


takes place within the normal clinical environment. There are four research offices within 


the Old Trust Headquarters building in Durham, and an office in the Education block in 


Bishop Auckland.  







 
 


National NHS Innovation Strategy 


Innovation Health and Wealthh sets out the NHS 


innovation vision, and recognises that innovation is vital 


to improve quality of care, release savings through 


productivity and allow the NHS to contribute to its role 


as a investor and wealth creator in the UK. Breaking the 


process of innovation down into invention, adoption 


and diffusion, it also recognises that whilst the NHS has 


contributed to innovation, uptake and spread of these 


innovations has been slow or non-existent, and 


adoption and diffusion are highlighted as a major 


priority. The vision is clear, and is for a system for 


innovation which continually scans for new ideas and 


takes them through to widespread adoption.  


 


 


 


Through Strengthening Leadership and Accountability for 


Innovation, a strategy is set out emphasising that the 


climate and culture of a Trust Board are vital for 


innovation delivery, and for it to be sustained, innovation 


needs to be a permanent fixture in the running of an 


organisation. There must be a clear vision, a recognised 


policy covering how innovation will be addressed by the 


board, realistic goals, and investment in development and 


support. It also highlights how all innovation involves risk, 


that the Board must be clear on the level of risk that they 


are prepared to take, and that whilst success must be 


celebrated, it must recognise effort even when the 


innovation is not a success.  


  







 
 


 


The regionalised Academic Health Science Networks (AHSNs) support the process of 


innovation in the NHS, breaking down barriers between sectors. The North East and North 


Cumbria AHSN is dedicated to improving healthcare and supporting wealth creation through 


partnership working and promotion of innovation across the NHS, Academia and Industry. 


 


County Durham and Darlington NHS Foundation Trust 


Strategy 


CDDFT has set out its vision in the Quality Matters and Staff Matter strategies. The strategic 


aims of Best Outcomes, Best Experience, Best Efficiency and Best Employer must also inform 


the Research and Innovation Strategy.  


 


 


 


 


  







 
 


2018 - 2020 CDDFT Research and Innovation Strategy 
 


  


 


Build the brand of ‘Research and Innovation’ 


R&I Brand 


 Create a recognisable logo, tied in with CDDFT branding, for use in all 


communications to advertise R&I involvement 


New Team, New Year, New Start 2018 


 Relaunch of R&I in January 2018 


 New strategy 


 New R&I logo  


 Fully revised SOPs 


 Launch the ideas contained within the R&I Strategy 


Website & Social Media 


 New website platform, capable of being complete point of reference for R&I staff, 


CDDFT workforce and Patients on both the intranet and internet. 


 Increase presence on social media to use as a method of increasing awareness of 


clinical research at CDDFT both inside and outside of the organisation. 







 
 


Visibility and Promotion 


 R&I needs to be a recognisable, and recognised, part of CDDFT 


 New website 


 Bulletin included in Staffnet Communications at least monthly 


 Visible R&I staff presence in clinics, wards and the community 


 ‘Research’ information board in each clinical area, up to date with specialty-specific 


news 


 Appropriate contact and trial information for patients in waiting areas 


 R&I presence at Medical Director meetings for interaction with Care Group Directors 


and Lead Clinicians 


 Develop quality metrics in order to demostrate clinical research is firmly embedded 


within clinical services 


 


Workforce development 


Review of R&I positions 


 Operational Team to annually review the R&I workforce to ensure adequate mix of 


delivery and support staff to facilitate effective delivery of services. 


Reappoint key R&I roles 


 Capability assessment for R&I to inform future staff appointments 


 Reappoint Lead Research Nurse and Research Promoter positions 


Career development for R&I staff, in line with CRN NMAHP strategy 


 Encourage chief investigator and principal investigator roles for nurses and allied 


health professionals (AHPs). 


 Expand the Academic Research Nurse role, using the Gastroenterology model, with 


potential to open to all allied health professionals 


 Encourage Research staff applications to Greenshoots and NIHR Principal 


Investigator schemes 


 Quality CPD for nursing and support staff, both in-house and external 


  







 
 


Research-ready workforce across the trust 


 Promotion of research opportunities to training medical staff 


 Increase prevalence of Good Clinical Practice and other appropriate training amongst 


training medical staff and key nursing staff to aid rapid trial setup 


 Involve clinial teams in the set up and delivery of research in their speciality 


Secondments and Attachments 


 Opportunities for CDDFT staff to take secondments to R&I 


 Continue to work with local HEI’s to expand and develop existing placements for 


nursing students to promote the Research nurse role 


 Work with Medical undergraduate team to develop a 6-week SSC in Research 


Medicine for 4th-year students 


Research Mentors 


 Expect that existing PIs will be prepared to mentor a colleague taking early steps in 


research. 


Senior Medical, Nursing and Allied Health Professional opportunities 


 Work with regional Universities to develop collaborative working, Honorary Lecturer, 


Fellow and ultimately Visiting Professor positions in health disciplines. 


 


University partnerships 


 Establish partnerships  with local universities, of which the key two will be Teesside 


and Durham Universities, to create collaboration and opportunity for CDDFT and its 


staff. 


 Honorary Lecturer positions for Clinicians, Nurses and AHPs with expertise who can 


take on teaching commitments. 


 Fellow and ultimately Visiting Professor positions for research-active Clinicians, 


Nurses and AHPs willing to work collaboratively with universities. 


 Develop research programmes of mutual benefit to CDDFT and the Universities to 


the ends of the advancement of knowledge, staff opportunity and financial 


opportunity. 


 


  







 
 


Build Research  


Drive NIHR studies to protect the current main source of income 


 Aim for 10% year-on-year rise in recruitment to NIHR studies. 


 Expect PIs with NIHR PA awards, or nominated deputy, to attend 50% of specialty 


group meetings. 


Increase recruitment to income-generating studies 


 Commercial studies: increase proportion of CDDFT recruits from current 11% to 13% 


in 2019 and 15% in 2020. 


 Investigator-Initiated Studies: Through a combination of internal encouragement of 


suitable clinicians, and working with the Inward Investment group of the NIHR, 


develop CDDFT-hosted studies leading to funding and publications, aiming for two 


new trials per year recruiting by the financial year end. 


 MEDTECH: through the Academic Health Science Network, show CDDFT is open to 


small and medium-enterprise studies, aiming for one new trial per financial year. 


 Increase the number of CDDFT sponsored investigator studies to be NIHR portfolio 


adopted year on year. 


At least one active Principal Investigator in every Specialty 


 Aiming for at least one in each hospital, and each of the allied health professions, 


supported by a PI mentor scheme. 


Collaborate with current regional opportunities 


 Take one-off opportunities to collaborate on research projects with the Healthy New 


Towns, Great North Care Record, Connected Health Cities, Consent 4 Contact and 


technology for personalised care initiatives. 


Develop Research Fora in each Care Group 


 Quarterly meeting to promote own research and opportunities for colloborative 


working 


 Each forum to decide how the research can be integrated into usual care. 


 Develop financial model such that each care group can build a fund from research 


income for future use on fellowships, staff development or suitable research-related 


activities. 


 Interested parties across care groups to feed into an Academic Faculty, able to 


provide first scrutiny of research proposals 


  







 
 


Biennial CDDFT Research Day 


 To be used to promote CDDFT research, particularly in-house investigator-initiated- 


trials, with the potential to invite commercial and Medtech partners to promote 


research opportunities. 


Research Promoter 


 Secure funding to recruit to the Band 6 Research Promoter position to support the 


drive to set up investigator-initiated trials in CDDFT. 


Celebrate research success 


 Support teams who have developed a research portfolio, with potential to fund 


clinicial PAs from research funds where success has been demonstrated, but where 


NIHR funding is not forthcoming. 


Research Champions 


 Work with senior nursing leaders and allied health professional groups to develop a  


formal  ‘Research Champion’ role in every specialty, using CDDFT Maternity model as 


the basis. 


Patient Groups and Patient Research Ambassadors 


 As well as drawing on work such as the James Lind Alliance Research Priorities work, 


develop patient representation to support the promotion of research within CDDFT 


using the NIHR Patient Research Ambassador model. 


Primary care, community health and community pharmacy 


 Cultivate working relationships in the wider healthcare system, supporting Care 


Closer to Home with research opportunities, improving research opportunities for 


staff, and greatly increasing the pool of patients who can self-refer into current 


CDDFT studies. 


 


Build Innovation 


 Expand ‘Innovation’ as a distinct entity from Research 


 Innovation in its broadest sense to encompass product design, digital revolution, 


service development and process redesign. 


 Working with the existing Business Development Manager, plan development 


pathways to encompass each of the above, including protection of intellectual 


property. 







 
 


Instigate a ‘Research and Innovation’ Forum 


 Panel meeting on a regular basis to hear ideas submitted by staff. 


 Plan for publicised dates, followed by calls for ideas leading up to each date. 


 Likely to meet bi-monthly or quarterly. 


 Panel to consider merit of ideas then direct towards research or innovation as 


appropriate. 


 Full panel to be agreed, but needs senior representation from many areas to 


facilitate progression of ideas – Research, Innovation, Senior Nurse, Senior Clinician, 


Procurement, IT, Service Transformation, Board Member. 


 Will co-exist with Dragons’ Den to give opportunities throughout the year, though 


only Dragons’ Den will have CDDFT funding attached. 


 Name to be decided. 


Improve the profile of Academic Health Science Network ‘Innovation Scouts’ 


 6 Innovation Scouts already exist in the organisation, a project allied with the 


Academic Health Science Network, but they lack visibility. 


 There needs to be greater accessibililty in each clinical area – expand the Innovation 


Scouts idea, or combine with the Research Champion concept, to gain access to all 


clinical areas for ideas harvesting and promotion. 


 Have ASHN Q member representation within CDDFT 


Build the Innovation Team 


 CDDFT currently has the Business Development Manager, who is about to appoint to 


a Band 4 post using funding from innovation projects.  


 Seek commitment and funding from CDDFT to match-fund an equivalent Band 4 


position to work on clinical projects. 


 Aim to make these positions self-funding within two years through innovations 


grants. 


 Work towards being able to employ an Innovation Lead in two years to provide more 


visible leadership across the organisation. 


Build University and Commercial links for Innovation 


 Develop collaborative working with universities and commercial partners in the 


region in mutually beneficial relationship.  


Formally combine Research with Innovation for finance and governance 


 The Business Development Manager currently reports directly to the Chief Executive, 


but would consider creating a position in the organisational structure with 


opportunity for peer critique of projects, governance and financial oversight. 







 
 


 Work towards being in a position for this within two years with an expanded 


Innovation team being in position. 


 The remit of the ‘Research and Innovation Forum’ panel could be expanded to take 


on the oversight and peer critique role. 


 


Finance 


 Agree Trust Overheads for R&I budget and develop a standard operating procecdure 


for distribution of R&I finance. 


 Ensure commitment that development funding held by specialties is not limited to 


the financial year 


 If sufficient interest in each of the care groups having a Research Forum, explore 


feasibility of shared ‘care group’ development funds to make funding staff positions 


more achievable. 


 


Appendix A: Current reporting structure 


A research committee meeting is held three times a year to review strategy and progress, 


with a report prepared that will be heard at the same intervals at the Clinical Effectiveness 


Committee. 


 


  







 
 


Appendix B: Governance 


In order to achieve and maintain governance compliance and patient safety, and high 


standards of patient care, the Research Committee will:  


Conduct an annual audit of Trust research governance arrangements, and rectify any 


gaps and risks identified.  


Ensure all research is conducted in accordance with the Standards of Good Clinical 


Practice (GCP).  


Ensure that Research Standards of Practice (SOP’s) are up to date and reviewed 


every 2 years.  


Monitor Trust performance in recruitment to time and target.  


Carry out internal monitoring of governance arrangements on an agreed % of non-


commercial research projects. 


 


Appendix C: R&I Committee Terms of Reference 


The aims of the R&D Committee are as follows: 


1. To oversee the dissemination and implementation of the Trust’s R&I strategy 


2. To promote research across the organisation. 


3. To firmly embed research within clinical care across all areas of the organisation. 


4. To ensure systems are in place to achieve R&I compliance with all regulatory bodies 


including ratification of essential documents.  


5. To increase the numbers of Trust Investigator led studies. 


6. To oversee robust financial management of R&I funds and provide equitable and 


justifiable mechanisms for funding research in the Trust. 


7. To oversee equity and transparency of resource allocation 


8. To facilitate the development of strong partnerships and collaborations 


 


 


  







 
 


R&D Committee Meetings 


These will take place twice a year.  Members of the committee are listed below.  Committee 


meetings will be held in the Centre for Clinical Research and Innovation at Darlington 


Memorial Hospital. 


 A standard agenda will be used (Appendix 2)  


 Additional items can be added to the agenda by any member of the committee up to 


ten days before the meeting. 


 The agenda will be circulated to the committee at least one week before the 


meeting together with minutes of the preceding R&D committee meeting. 


 The chair will ask for any corrections or clarifications.  Matters arising will not be 


undertaken and a Directors update will outline the key changes that have occurred 


since the last meeting. 


 The quorum is six committee members.  The Committee Chairman, R&I Manager, 2 


medical members and 2 non-medical staff members. 


 Minutes will be received by the Clinical Effectiveness Committee. 


 Details of Operational, Research and Finance team meetings will feed into R&D 


committee 


 R&D Committee will ratify any new or amended SOP’s/Policies prior to circulation. 


They will be distributed to committee members via email for consideration between 


meetings if appropriate.  


 


Membership   


R&D Director (Chair)  


R&D Manager (Vice-Chair)  


R&D Assistant (Secretary)  


Medical Director  


Information Governance  


Diagnostics  


Pharmacy  


Finance  


Lay Member  


Researchers  


Representative from the Divisions of:  


Surgery 


Acute and Emergency Care 


Integrated Adult Care 


Family Health 


Clinical Specialist Services  
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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 20 December 2017 from 08:30hrs  
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 (from item 202/18) 
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) 
 
There were no members of the public present.  Ms Borsha Sarker, Public Governor, was 
in attendance.     
 
  Action 
197/18 Welcome and Apologies for Absence 


 
No apologies for absence were received. 
 
It was noted that Mr Forster-Jones would be arriving to the meeting 
late due to an essential appointment.   
 


 


198/18 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.  
 
Ms McCree declared her interests as a Director of Synchronicity 
Care Ltd (SCL).  As a Director of SCL, Mr Forster-Jones’ interest 
was noted, although he was not yet in attendance. The Trust Board 
determined that there were no matters on the attendance requiring 
the exclusion of either individual from discussion or voting.  
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199/18 
 
 
(a) 
 
 
 
 
 
 
(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(c) 
 
 
 
 


Minutes and Matters Arising from the Previous Meeting held on 
Wednesday 25 October 2017 
 
Accuracy 
The minutes were agreed as an accurate record of the meeting, 
subject to the following amendments: 
Item 154/18 Medical Director’s Report (penultimate paragraph, final 
sentence) 
To remove the apostrophe in Trusts. 
 
Matters Arising from the Minutes 
Item 151/18 Minutes and Matters Arising from the previous meeting 
held on Wednesday 12 July 2017 (c) Action Log (Minute 93/18 (b) 
Ensure the PIR for mobile technology is picked up as part of the full 
schedule of PIRs) 
Mr Young asked when the Board would receive an update on the 
review of mobile technology.  Mr Edge advised that the PIR had 
been presented to Investment Planning and Appraisal Group (IPAC) 
and was due to be reviewed by Strategic Change Board (SCB) in 
January 2018.  It would be presented to the Board subsequently. 
Item 153/18 Director of Nursing Reports (a) 
Mr Scanlon provided an update in respect of the Trust’s performance 
in relation to falls, which had been presented at the previous private 
Board meeting.  A National Falls and Fragility Audit took place every 
two years and the most recent data had been collected in the 
summer period and had been reported in the last month.  The Trust 
had performed exceptionally well, with Darlington Memorial Hospital 
being the best performer in the North East and University Hospital 
North Durham ranking second. The North East was the best 
performing region in the country. 
Item 155/18 Operational Performance and Efficiency 
Mr Bretherick asked whether there had been any progress with 
respect to the introduction of a national measure for ambulance 
delays.  Ms Jacques advised that a new measure had been 
introduced.  A few glitches had been experienced in capturing data 
across the region in the the initial period; however, reporting was 
expected to become more reliable over the next two months.  
Item 157/18 Organ Donation Committee 
Mr Edge advised that the Organ Donation Committee would report to 
the Clinical Effectiveness Committee. 
 
Action Log 
Those actions ‘greyed out’ were accepted as complete. 
Minute 07/18: Information awaited from commissioners on 
readmission avoidance schemes for the year ahead 
Ms Langrick confirmed that the information had been received.  
Action complete. 
Minute 91/18(b) Provide a summary of apprentices in post across the 
Trust.   
Ms Smith advised that since the levy was introduced, 74 apprentices 
had commenced roles within the Trust: 
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 26 level 5 Associate Practitioners 
 21 HCA Level 2 Health and Social Care 
 12 HCA Level 3 Health and Social Care 
 2 Accountancy level 4 
 1 Business Administration Level 3 
 9 Business Administration level 2 
 1 Team Leader Level 3 
 2 Customer Service Level 2. 


A number of apprentices were due to commence in cyber-crime 
defence data analysis and management at levels 4, 5 and 6.   
It was noted that the action was 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 referred Board members to the report provided.  Action 
complete. 
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 he had circulated a briefing to Trust Board 
members earlier in the week which outlined the longer term proposal.  
Action complete. 
Minute 100/18 Circulate a slide pack in respect of the national 
Mortality Review, aimed at Non-Executive Directors. 
Mr Cundall confirmed that the slide pack had been circulated to 
Board members.  Action complete.  
Minute 153/18(a) Provide a comparison over time and the Trust’s 
relative position in relation to the number of Serious Incidents. 
Mr Scanlon confirmed that he had circulated data to Board members 
which showed that the Trust was performing in line with the average, 
nationally.  Ms Jacques added that NHSI had that previous day, 
independently advised that the number of Serious incidents reported 
with the Trust was not out of line comparatively.  Action complete. 
Minute 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 Staffing report was 
correct.  
Mr Scanlon advised that he had made the necessary further 
enquiries and an updated position was included in the most recent 
ward staffing report.  The issue did not feature further.  Action 
complete. 
Minute 161/18 Instruct the Communications team to review the 
potential for the Trust to increase its reach in relation to media 
campaigns.   
Ms Jacques advised that the action was complete and the 
associated metrics and results would feature in the subsequent 
Communications reports to the Board.   
 


200/18 
 
(a) 
 
 


Chief Executive’s Report 
 
Care Quality Commission (CQC) 
Ms Jacques advised that the draft report had been received following 
the recent CQC inspection.  It was noted that the Trust had until 29th 
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(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(c) 
 
 
 
 
 
 
 
 
 
 
 
(d) 
 
 
 
 
 
(e) 


December 2017 to review the draft and to challenge any factual 
inaccuracies.  This work was ongoing within the Trust and a 
substantial response and evidence pack would be produced to 
provide the feedback to CQC within the required timeframe. 
 
Trust Performance - Organ Donation and Transplantation 
Ms Jacques presented a letter from the Chief Executive of NHS 
Blood and Transplant, in relation to the Trust’s work in the area of 
organ donation for the period April to September 2017.  It had been 
requested that the data was shared with the Trust Board. 
 
As the Non-Executive Director lead for organ donation, Mr Young 
advised that the views of the Board were sought on the potential for 
the UK to introduce an opt-out system to replace the current opt-in 
system.  Mr Bretherick noted that other countries, such as Spain, 
already had such a system in place and asked whether it was known 
whether any negative impact had resulted from the change.  Mr 
Cundall advised that he believed that the impact in Spain had been 
largely positive and he would personally support such a system.  Ms 
Jacques stated that she was supportive of the system; however, she 
was not aware of the detail of the proposals on how it would be 
introduced, which would require careful consideration.  Mr Scanlon 
was also supportive of the principle, noting that education of the 
public would be an important factor in the implementation of the 
system if it was to go ahead.  All other Board members were 
supportive of the principle of an opt-out organ donation system.   
 
Quarterly Review Meeting  
Ms Jacques reported that the Quarterly Review Meeting with NHS 
Improvement (NHSI) had taken place in the previous week and 
feedback had been received.  The Trust remained in Segment Two, 
under the Single Oversight Framework, and maintained an ambition 
to move to Segment One.  Positive feedback had been received on 
all of the Trust’s main areas of focus, including quality improvement, 
operational and financial performance.  Ms Jacques advised that the 
letter would be circulated to board members for information.  It was 
noted that the next review meeting would take place in a further 
three months.   
 
Efforts of staff during period of increased demand 
Ms Jacques wished to recognise and put on record the significant 
efforts of Trust staff in dealing with the increased demand across all 
unscheduled care services in recent weeks.  Board members wished 
to commend staff. 
 
Additional funding bids 
Ms Jacques advised that the Trust had secured £1.3m of the £200m 
national funding which was being distributed across NHS Trusts for 
ongoing schemes of work.  The funding was subject to the Trust 
achieving an improvement in the bottom line position.  Ms Jacques 
advised that she had responded to the offer, advising that the Trust 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
SJ 


(Dec 
2017) 
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would accept the funding but could not guarantee such an 
improvement. 
 
In relation to the further amount of national funding, the Trust had bid 
and had been allocated £1.3m for three specific schemes; enhancing 
discharge, additional medical staff, and work within the Emergency 
Department.  Similarly to the first tranche of funding, the Trust had 
been asked to improve current year performance, against the A&E 
waiting times standard by 0.9% in addition to the performance 
expected as a result of the schemes.  Again, Ms Jacques had 
responded to accept the funding, making it clear that the Trust would 
use its best endeavours to achieve what had been asked, but could 
only guarantee the improvements outlined in its original bid due to 
factors outside of its control including demand levels  
 
Mr Gerry sought to understand whether there was any risk of the 
funding being pulled back once it had been allocated.  Ms Jacques 
advised that the potential for clawback was not known at that point, 
which had been the primary objective for making it exceptionally 
clear in the Trust’s response that the additional requested 
improvements in performance could not be guaranteed.  Clarity was 
required and awaited on the terms of the funding and what the 
position was once the Trust commenced spending against the 
schemes.    
 
Board members NOTED the updates provided by the Chief 
Executive. 
 


Patient Safety & Quality 
 


 


201/18 
 
 
 
 
 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 


Director of Nursing Reports 
 
Mr Scanlon advised that there were three reports included within 
meeting paper packs, which he would speak to in turn.  A further 
fourth report had been deferred for operational reasons and would 
be presented to the January 2018 Board meeting.   
 
Patient Safety & Patient Experience Report  
Mr Scanlon summarised the key issues in the report, the purpose of 
which was to: 
 Update on key patient safety incidents and progress against 


actions;  
 Update on the Trust’s position with regard to Healthcare 


Acquired Infections (HCAI);  
 Appraise the Board of the outcome of the internal review of 


patient safety incidents in Urgent Care; 
 Update on patient experience indicators, the Friends and 


Family Test (FFT) and compliments; 
 Update on safeguarding adults and children position; and to 
 Update on falls work streams. 
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It was noted that one further Never Event had occurred in the period, 
in relation to a retained foreign object. A patient had re-presented 
four days after discharge following a forceps delivery and episiotomy, 
with a retained tampon, which was removed and the patient suffered 
no ill effects.  The review was underway but immediate actions had 
been implemented, which were listed in the report. 
 
Mr Scanlon advised that the falls strategy which was being worked 
on had received input from external stakeholders and was in the 
stage of refinement before it was released for consultation.  
Additionally, the Falls Lead post had been advertised and interviews 
would take place at the beginning of January 2018.  In respect of the 
impact of falls, the importance of maintaining bone health, 
particularly in older women, was highlighted and there was a need to 
engage commissioners more in that respect. 
 
Ms Jacques highlighted the review by Audit One of all Urgent Care 
services in regards to the potential risk of staff being forced to work 
outside their scope of practice, when there were shortages of GPs, 
and compliance with department standard operating procedures 
designed to prevent such working.  A number of recommendations 
had been made and all actions had been implemented with 
immediate effect.  Ms Jacques advised that one of the actions had 
been in relation to situations of staff shortage, providing a framework 
for staff to ensure that services were kept safe in terms of staffing, in 
a systematic way.    Ms Jacques commented that it was helpful for 
the feedback to be provided to commissioners for information.  Mr 
Scanlon understood that this was included on the agenda for the 
Quality Review Group Meeting in January 2018; however, he would 
check and ensure that it was covered. 
 
In respect of serious incidents and learning lessons, Mr Young noted 
from the report that the Clinical Quality and Safety Panel (CQSP) 
had now been disestablished; however, elsewhere in the Trust Board 
papers, it was noted that there had been a change to the group.  Mr 
Young asked for clarification of the updated position in respect of the 
group.  Mr Scanlon advised that CQSP had been established by the 
previous Medical Director, principally to provide an avenue for rapid 
learning from incidents and as a forum to raise clinical safety 
concerns, and had been successful to some degree.  In recent 
months however, it had become apparent that attendance had 
waned and engagement was less strong.  It was believed that this 
was due to decreased desire by Care Groups to maintain the forum 
as there were now other avenues to raise clinical concerns.   
Consequently the view taken was that the CQSP would be 
suspended.  Ms Jacques added that, as previously reviewed by the 
Trust Board, the governance structure had been amended, and two 
new groups established to provide a further, more focussed 
Executive oversight of clinical concerns. The two new Committees 
both allowed clinical concerns to be raised and best practice to be 
shared.  In addition, the Medical Director was looking to implement a 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 


 
NS 


(Dec 
2017) 
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monthly learning programme based on the concept of Schwartz 
Rounds.  The Chairman wished to emphasise that the overriding 
factor of increasing learning within and across the Trust was still very 
much a focus.    
 
In relation to serious incident reference 2017/26083, which was in 
respect of a patient requiring orchidectomy, Mr Young asked whether 
the lack of a referral into paediatrics was usual practice.  Ms Scanlon 
advised that the incident was under investigation; however, it was 
understood that an earlier diagnosis and more rapid referral might 
have resulted in a different outcome.    
 
Mr Bretherick enquired with respect to the outcome of the infection 
control engagement events which had been held across the Trust 
with clinicians.  Mr Scanlon advised that a discussion had been held 
at an Executive and Clinical Leaders Committee (ECL) meeting and 
it had been agreed that a slightly different approach would be 
required, in that the Infection Control team would work directly with 
individuals.   
 
Mr Gerry referred to the practical hand hygiene assessment 
percentage compliance for September and October 2017 which was 
slightly below target, asking whether the position would be improved 
if a 25 month rolling figure was used, as it might be more reflective of 
available training dates rather than poor performance as such.  Mr 
Scanlon advised that the overall standard for hand hygiene was 95% 
and the data was reflective of the monthly positions.  Ms Jacques 
advised that a larger piece of work was being undertaken to 
determine whether there were any risks inherent in respect of 
training overall, particularly where the requirement was for the 
training to be undertaken every two or more years, rather than 
annually. 
 
Mr Gerry noted from the report that recruitment was ongoing for GPs 
and there had been a significant number of both sessional and 
salaried GPs recruited since April 2017.  He asked whether the 
position was improved in terms of attrition.  Ms Jacques explained 
that the position was significantly worse in March and April 2017, due 
to the updated IR35 regulations, following which a number of 
appointments had been made. A longer period was required before 
the impact could be fully evaluated.      
 
Mr Gerry referred to the issues noted in the report in respect of the 
profile of services accessible by 111 and the public.  He asked 
whether there was a need for a regional piece of work to be carried 
out, potentially through a web forum or application, to provide access 
to the public on the range of services available and how they could 
be accessed.  Ms Jacques advised that a Directory of Services was 
in place for all Trusts, which did publish all services in one area; 
however, this was not currently accessible to the public.  It was used 
by the 111 service to guide patients.  Ms Jacques reported that there 
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(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


was a view nationally that the Directory of Services should be made 
available to the public and this was in consideration.  Development of 
the 111 service was underway to include a triage system which 
should result in better direction of patients.  Additionally the Trust 
was making further use of social media platforms to increase 
awareness of the public in respect of the level of demand at any 
time.  
 
Moving on to the subject of safeguarding training, the Chairman 
asked whether the standards for such training were being met and 
whether the Trust’s ESR system recorded the training completely.  
Mr Scanlon advised that he believed that the Trust was compliant in 
respect of safeguarding training; however this was not currently 
evidenced in ESR.  Mr Scanlon’s team were working with the 
Workforce team to try to improve the timeliness of recording.   
 
Questions and comments were invited. 
 
Mr Young referred to the graph on page 35 of the report, which 
provided the data in respect of patients recommending the Trust to 
friends and family.  The position had improved dramatically since 
April 2017 when the change of external supplier to internal 
processes had been introduced and was more in line with peers; 
however the figure for July 2017 was at the lower end of the 
distribution.  Mr Scanlon agreed that the July figure was lower than 
the peer group but it remained in excess of the national average.  
 
Safe Staffing Report  
Mr Scanlon outlined the contents of the report, which was 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. 
 
It was noted that there had been an increase in registered nurse 
vacancies to 204.87wte and, for the first time, a surplus of HCAs of 
13.70wte. This was due to Band 4 EU nurses awaiting registration.   
 
The Chairman asked what the reason was for the increase in 
registered nurse vacancies.  Mr Scanlon advised that it was believed 
to be due to the issue of recruitment not keeping in pace with 
retirement; however, work was ongoing to push forward with 
recruitment. 
 
In respect of EU nurses awaiting registration, the Chairman asked 
how many were registered and whether there was a limit on the 
number of years they could remain at Band 4.  Mr Scanlon advised 
that there was a clause in the contract that the Trust could terminate 
the contract if the ability to pass the language test was in doubt.  In 
practice ward sisters were very motivated to continue to support 
individuals due to the value that they brought to the role.  Ms 
Jacques added that a separate piece of work was being carried out 
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(c) 
 
 
 
 


to look at how such nurses were effectively deployed.    
 
 
Mr Gerry noted that the use of temporary workers was higher at 
UHND than at DMH and asked what the reason for the contrast was.  
Mr Scanlon advised that the issue was historic and there were more 
hotspot areas with regard to staffing issues at UHND generally.   
 
Mr Gerry noted from the report that overtime usage had decreased in 
November and asked Mr Scanlon what the overall trend was.  Mr 
Scanlon advised that the overall trend was stable; however, attempts 
were being made to eliminate overtime wherever possible and the 
rates of pay for bank were set at such a level to discourage the use 
of overtime. 
 
In relation to the bank staff rate of pay, Mr Gerry asked what the 
position was in respect of the review of the rate.  Mr Scanlon advised 
that the rate had been adjusted on 1st October 2017 and it was 
proposed to review it again in February 2018; however, the impact 
was being carefully monitored in the meantime.   
 
The Chairman noted that the reporting of sickness on ESR remained 
an issue although the position had improved.  This linked back to 
earlier discussions around the importance of the ability for data to be 
recorded and extractable.   
 
Ms Flynn queried the wording in the report in respect of the table on 
temporary workforce distribution, which did not appear to be 
consistent.  Mr Scanlon advised that the table header was 
inaccurately transposed and would be updated.    
 
Questions and comments were invited. 
 
Safe Staffing (A&E) 
Mr Scanlon presented the report, which was provided to deliver 
assurance to the Board that the Emergency Department staffing 
within CDDFT adhered to national standards and to provide the 
Board with insight into recommendations to further develop the 
efficiency of the workforce arrangements. 
 
A key issue was that staffing demand within the Emergency 
Department fluctuated over a 24 hour period and the review had 
sought to measure demand to determine whether any opportunities 
to better match capacity with demand existed.  One of the key 
resulting recommendations was for the introduction of three eight 
hour shifts with staggered start times to replace the current shift 
pattern of two 12 hour shifts. This change would require consultation.  
From the review undertaken, it was believed that the updated shift 
pattern would prove a more effective way of delivering the service.   
 
Mr Gerry commended the work, which in his view was excellent and 
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represented the correct direction for the Trust to be moving in. 
 
 
Ms Flynn asked whether the change to the shift pattern would still 
enable additional staff to be brought in if a surge in demand was 
experienced.  Mr Scanlon advised that the change to the shift 
patterns, in particular the staggered start times, which would mean 
that staff were coming on duty every hour, would enable the service 
to be much more responsive to surges in demand and it was 
therefore less likely that additional staff would be required to be 
brought in; however the option to do so would still exist.   
 
Ms Langrick supported the changes advocated in respect of shift 
patterns.  In her experience, at times of high demand, patient 
processing slowed down.  Having capacity matched with demand 
would enable the quicker throughput of patients.    
 
Whilst he supported the changes advocated, Mr Young felt that the 
issue was a management one, rather than one to be agreed by the 
Trust Board.  Nevertheless, Board members supported the changes 
outlined. 
 
Mr Forster-Jones joined the meeting at this juncture. 
 
The Trust Board RECEIVED and NOTED the reports from the 
Executive Director of Nursing. 
 


202/18 
 
 
 
 
 
 
 


Medical Director’s Report 
 
Mr Cundall presented his report, which focussed on the mortality 
review process and learning from deaths. 
 
As had been previously presented to the Board, the organisation was 
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 subsequently this was the first 
report to the Board in its new format.  Information would also be 
included in the Annual Quality Accounts.  Whilst CDDFT had always 
had a clear mortality review process, reporting to Board regularly, Mr 
Cundall advised that the Trust would fully adopt the 
recommendations made in the national guidance as a way of 
strengthening the process, working closely with bereaved families.   
 
Mr Cundall advised that the Trust was performing averagely in 
respect of national mortality indicators; however, to provide context, 
Mr Cundall advised that performance against both key indicators had 
improved every month since March 2017.  It was believed that this 
was largely a result of the introduction of the Acute Intervention 
Team. 
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The Chairman thanked Mr Cundall for a good report and 
acknowledged the positive impact of the Acute Intervention Team. 
 
Mr Bretherick commended Mr Cundall on an excellent report, adding 
that it would be useful, as Non-Executive Director Lead, to receive 
the data from the dashboard periodically.  Mr Cundall advised that 
the data would be included in the subsequent Board report.    
 
Trust Board Members NOTED the contents of the report. 
 


 
 
 
 


JC 
(Jan 


2018) 


Compliance and Performance Management 
 


 


203/18 Operational Performance & Efficiency  
 
Ms Langrick highlighted the salient points within the Trust’s 
Operational Performance Report for the period to 30th November 
2017.  
 
Ms Langrick drew attention to the significant risks relating to: 


 Finance: four of the five Care Groups continued to forecast a 
year-end deficit.  A Trust-wide financial recovery plan had 
been developed. 


 Workforce: medical vacancy levels had improved in some 
specialities but continued to cause concern in others. 


 A&E and non-elective pressures: although the Trust 
continued to achieve the NHSI A&E 4-hour wait trajectory it 
was becoming more challenging as winter approached.   


 Quality: two of the five Care Groups were in formal 
escalation.  The issues were being monitored through 
Executive performance reviews. 


 
In relation to Finance, Ms Jacques clarified that the forecast 
deficit was in relation to individual Care Groups rather than the 
Trust as a whole.  
 
In respect of the Sustainability and Transformation Fund (STF) 
trajectory, Ms Langrick advised that, due to the increasing non-
elective admissions and A&E demand, the position had declined 
during December.  Ms Langrick was confident; however, that the 
trajectory could still be achieved in December.   
 
Questions and comments were invited. 
 
The Chairman thanked Ms Langrick for the report, which he felt was 
clearer and easier to read than in previous months.    
 
Mr Gerry noted that the Trust was achieving the quantitative targets 
in respect of the Friends and Family Test, but not the qualitative 
targets.  In relation to theatre utilisation, Mr Gerry asked when an 
improvement was expected to be evidenced.  Ms Langrick advised 
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that theatre utilisation was one of the main areas to be targeted as 
part of the turnaround work ongoing within the Surgery Care Group 
and it was expected therefore that an improvement would be seen 
during the fourth quarter of the year, as a result of actions that had 
been put into place.   
 
The Chairman noted that the new Primary Care Streaming service 
became operational in October; however, it did not appear to have 
led to any significant reduction in A&E attendances or to any 
noticeable growth in Urgent Care attendances.  Ms Langrick advised 
that it was too early to fully assess the impact of Primary Care 
Streaming in that respect; however, there were a whole host of sub-
indicators for which positive changes directly attributable to its 
introduction were already being seen. 
 
Mr Young noted that the target for vacancy rates in the best 
employer section of the report was less than 5%.  It appeared that 
some of the results were red rated even though they were below the 
stated percentage.  Ms Smith agreed to review the figures and 
update as appropriate.    
 
Returning to the issue of theatre utilisation, Mr Forster-Jones asked 
what the financial value of 1% of theatre utilisation would be.  Mr 
Cundall advised that 85% was a benchmark figure and reflected the 
position of the top 20% of Trusts in the country.  Ms Jacques added 
that the indicator used was not absolute but had been chosen as the 
best available benchmark to enable an improvement to be sought.  
Mr Forster-Jones probed further, asking if the achievement of 85% 
theatre utilisation would turnaround the Trust’s financial position.    
Ms Jacques advised that the work ongoing within the Care Group 
and led by Ms Perkins included reviewing cancellations and other 
wider aspects, in addition to theatre utilisation.  The financial 
contribution from all of that work, presented earlier in that week had 
estimated at a total value of £750k.   
 
Mr Forster-Jones commended the chart on page 18 of the report 
which demonstrated the financial variance analysis for Care Groups 
in a clearer way than previously.  In his view, the chart was 
illuminating and he congratulated Executives in that respect. 
 
Ms Flynn queried the reference in the report to ‘board rounds’, 
asking whether a correction was required to refer to ‘ward rounds’.  
Ms Langrick advised that the reference was correct and was the term 
used to describe ward teams gathering around an actual or virtual 
board.    
 
The Chairman noted from the report that a fall in referrals and new 
outpatient appointments had been experienced in the year to date.  
Conversely, community nursing was under significant pressure and 
in the year to October, the Trust undertook 19% more activity than 
contracted.  He asked whether these issues were being taken into 
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2018) 
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account when discussing forward plans.  Ms Jacques confirmed that 
demand and activity was a key factor in reviewing current plans and 
making forward plans. 
 
Mr Bretherick raised a query in respect of A&E activity, recalling that 
if had often been discussed in meetings of the Integrated Quality and 
Assurance Committee, that overall Trust over-performance covered 
an under-performance at UHND.  He noted that, in quarter one of the 
current financial year the performance at UHND was significantly 
below target, and asked whether it had been appropriately 
addressed.  Ms Langrick advised that the Trust had held a ‘Perfect 
Week’ in March which had resulted in increased performance; 
however, the Easter bank holiday weekend had followed immediately 
after, which had impacted upon performance, leading to a decline in 
the month of April which took the full quarter to turnaround.  A 
focused effort had been put into turning around performance at 
UHND which had seen much improved performance later in the year. 
 
The Chairman was pleased to note that the Trust had met all cancer 
targets in October; a great achievement given the significant 
pressures in the area.    
 
The Chairman asked whether clinical coding was now being pursued 
vigorously, given that the coding team was now at full strength.  Ms 
Jacques advised that the team had in place a programme of work 
which it had commenced.    
 
The Trust Board RECEIVED and NOTED the Operational 
Performance Report. 
 


204/18 Finance Report 
 
Mr Brown presented the report, which was contained within the 
agenda pack, outlining the financial position of the Trust as at 30th 
November 2017.  The purpose of the report was to: 
 Report the emerging financial position of the Trust as at 30th 


November 2017. 
 Report the performance against the Sustainability and 


Transformation Fund (S&TF) criteria and provide an update 
with regard to the 2017/18 incentive and bonus fund. 


 Seek approval of capital business cases for Radiology 
Equipment. 


 Seek approval of the updated Standing Financial Instructions 
(SFIs), Scheme of Delegation and Scheme of Decisions. 


 Share the output of the 2016/17 Reference Costs collection. 
 
Mr Brown reported that the updated SFIs and associated 
documentation had been reviewed twice by the Audit Committee. 
Changes had been made to reflect the Trust’s oversight of, and 
accounting for, its subsidiary company and other more minor 
changes.  Endorsement from the Board was sought before re-issuing 
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the documents throughout the organisation.   
 
 
Ms Flynn advised that the contents page needed to be updated to 
reflect the changes made.    
 
In relation to the Reference Costs position, Mr Brown was pleased to 
report a substantial improvement compared with the previous year’s 
position.  The national benchmarking tool was awaited, which would 
enable further analysis with more granularity to determine where 
there were opportunities for further improvement.   
 
Questions and comments were invited. 
 
Mr Young advised that the Radiology capital business case was not 
included within printed packs received by Non-Executive Directors.  
The case had been included in electronic packs.  It was noted that 
the approval of the case would need to be deferred until the following 
meeting.   
 
The Trust Board NOTED the update on the financial position as at 
30th November 2017 and APPROVED the updated SFIs, Scheme of 
Delegation and Scheme of Decisions.   
 


 
 
 


DB 
(Dec 
2017) 


 
 
 
 
 
 


 
 


DB 
(Jan 


2018) 


Other Business 
 


 


205/18 Well-Led Action Plan 
 
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.   
 
Mr Edge advised that 81% of the actions had been completed.  The 
majority of the 15 remaining actions would be complete by 31st 
January 2018 at such time, reporting would default to a quarterly 
summary of further developments in relation to iterative actions.   
 
Mr Bretherick asked if an updated version of the report would be 
produced once the report from CQC was finalised.  Mr Edge advised 
that an updated action plan would be produced should any additional 
actions result from CQC’s recommendations. 
 
The Trust Board NOTED the Well-Led Action Plan Update. 
 


 
 
 
 
 
 
 
 
 
 
 
 


206/18 
 
 
 


Other Business 
 
No other business was raised by Trust Board members. 
 
As an observer to the meeting, Ms Sarker raised a question with 
regard to theatre utilisation in relation to the STEM project.  
Specifically, she wished to understand whether, as a result of the 
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STEM project, the Trust now used separate rooms to anaesthetise 
patients.  Ms Jacques confirmed that was the case.  Ms Sarker then 
asked if the theatre utilisation measurement had changed 
respectively as previously the Anaesthetist would have been present 
in the operating room.  Mr Cundall advised that was not the case as 
those particular patients would be under local anaesthetic and the 
degree of monitoring was already decreased.      
 


207/18 Announcement of Next Public Meeting 
 
Trust Board 
Date: Wednesday 31 January 2018 
Time: From 09:00hrs 
Venue: Executive Boardroom, Darlington Memorial Hospital 
 


 


208/18 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. 
 


 


209/18 Close 
 
There being no further business, the Chairman declared the meeting 
closed at 11:10hrs. 
 


 


 
 
Chair – Prof Paul Keane OBE  ……………………………. 
 
 
 
Date:  …………………………………………………..  2018 
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Emergency Department DMH Nurse staffing Review 2017 


Open Session x Private & Confidential Session  


Author Vikki Bailey, 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 Surge 
demand if this is not achieved the DMH 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 at Darlington Memorial Hospital and to action any key emergent themes as a result 
of the analysis. 


2. Introduction 
 


The Emergency Department (ED) caters for in excess of 62,000 attendances per annum. The 
department has two high acuity cubicles (monitoring) and three adult resuscitation beds. There is 
a dedicated paediatric waiting room with two assessment rooms and one paediatric resuscitation 
bed. In addition, the department has one adult triage room, one mental health room, seven major 
cubicles, two minor cubicles, and one eye room. During periods of excess surge the paediatric 
rooms are used interchangeably for adults and escalation process allows paediatric patients to 
go direct to the paediatric ward following an initial assessment in ED.  


 
The department is managed by two band 7 Senior Sisters who rotate the Ward Manager role; 
supported by band 6 Sisters, band 5 Staff Nurses, and band 2/3 Healthcare Assistants covering 
a 24/7 service. 
 
A part of the workforce establishment there are three band 5 paediatric trained nurses a dual 
trained band 7 Advanced Paediatric Nurse Practitioner. This allows twelve hour cover over 7 
days and up to 3 nights each week covered by an appropriately trained paediatric nurse. The 
paediatric nurses maintain 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 but is dependent on the 
pressures on the paediatric ward at the time and is not guaranteed. Outside this cover adult 
trained nurses cover the paediatric service. 
 
Current nursing roster: 


Day shift - 07:30-20:00: 
• 8 Registered Nurses 
• 4* Healthcare Assistants  
• (*Current budget does not allow for 4x HCA 7 days a week though roster is covered with 


4 and alternative sources currently fund this i.e. Primary Care Streaming) 
 
Night shift - 19:30-08:00: 


• 8 Registered Nurses 
• 2 Healthcare Assistants 


 
The department offers a See & Treat service (WTE 4.43) which is supported by Emergency Care 
Practitioners who see both minor illness and injury. This service runs between the hours 09:00 – 
23:00. 
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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 Urgent Care service on both acute sites. The DMH project is ‘P3’ is one in a 
portfolio of seven strategic projects. 


 
P3 led to a Primary Care Streaming project and the development and approval of a business 
case. Significant progress has been made and building work has commenced to develop a new 
entrance for all ambulatory patients attending ED and Urgent Care and a dedicated ambulance 
handover bay and dedicated ambulance entrance in ED. 


 
In August 2016 the Executive Director of Nursing requested a BEST analysis was undertaken on 
both EDs. BEST (Baseline Emergency Staffing Tool) is a developed methodology created by the 
Royal College of Nursing (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 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 and ED Sisters, a training/overview of the BEST 
tool was delivered, including direct review and discussion re the data collection tools and method 
(embedded 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.p


Appendix_E_Cumulat
ive_Hourly_Totals.pd


Using_the_Baseline_
Emergency_Staffing_  
 
The BEST assessment was carried out over a 7 day and period, covering a 24 hour timeframe 
between the dates 27th February – 5th March 2017 inclusive. This allowed an analysis to show 
the times of surge and quieter periods and how staffing levels are affected as a result of this.  
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3.3 BEST Outputs 


The outputs of the BEST analysis are shown below: 
 
 
 
 







 
 
3.3.1 Table 1. OVERALL Comparison of Calculated Vs Rostered 
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3.3.2 Table 2. Comparison of Calculated Vs Rostered MONDAY 27TH February 2017 
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3.3.3 Table 3. Comparison of Calculated Vs Rostered TUESDAY 28th February 2017 
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3.3.4 Table 4. Comparison of Calculated Vs Rostered WEDNESDAY 1st March 2017 
 


 
 
 
 







Nursing establishment review Emergency dept. DMH    
 


N Scanlon, V Bailey  
Trust Board : January 31, 2018  P a g e  | 11 
 


3.3.5 Table 5.  Comparison of Calculated Vs Rostered THURSDAY 2nd March 2017 
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3.3.6 Table 6. Comparison of Calculated Vs Rostered FRIDAY 3rd March 2017 
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3.3.7 Table 7. Comparison of Calculated Vs Rostered SATURDAY 4th March 2017 
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3.3.8 Table 8. Comparison of Calculated Vs Rostered SUNDAY 5TH March 2017 
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3.2.9 Table 9.  Calculated Staffing Requirement 
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3.3.10 Table 10. Overall WTE Suggestion  
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3.3.11 Table 11. FUNDED Establishment  
 
Fellow   Band 7  7.23 WTE 
Member  Band 6  11.04 WTE 
Associate  Band 5  33.0 WTE 
Support   Band 2/3 13.79 WTE 
Total    65.06 WTE  
NB- Band 7 establishment above INCLUDES x 4.43 WTE See & Treat Nurse Practitioners, 1.0 WTE Advanced Paediatric 
Practitioner and 0.8 WTE Ward Manager management time (not considered part of the establishment responsible for direct 
nursing care staffing requirement) 
Actual Total   58.83 WTE 
 
 







4. Analysis 


4.1  BEST Assessment – Analysis/Comment 


The BEST workforce assessment, conducted in February and March 2017 was 
undertaken during the Trust’s ‘Perfect March’, a programme designed to Transforming 
Emergency Care and aims to achieve outcomes to: 
 


• Achieve great patient care - no patient staying in hospital longer than required (1 
'golden' discharge per ward per day, min.); 


• Effective multi-agency/MDT collaboration to reduce patients waiting (trial MADE 
activities to support early discharge); 


• Maintain site escalation at OPEL 1 on both sites at least 85% of the time (18 out 
of 21 declarations per week); 


• Reduce daily breaches in ED - max. of 5 at DMH and 10 at UHND; 
• Achieve the 95% access target.  


 
During ‘Perfect March’ activity demonstrated an increased patient flow and achievement 
of targets in ED therefore this period of time cannot be is used as a typical representation 
but an improved workload in ED and may lead to a false assurance as it does not 
demonstrate the busiest and most pressured times when the additional support and focus 
that ‘Perfect March’ achieved. 
 
The BEST assessment suggests the current nursing establishment, in terms if funded 
establishment, is insufficient in terms of nursing management of the clinical workload 
experienced during the period of assessment. (The BEST tool suggests 82.6 WTE 
establishment against a funded 65.06 WTE). 
 
Some roles within the department are support roles that are not part of the required 
nursing establishment as calculated by the BEST tool. This particularly relates to the 
Band 7 roles: 
 


• The See & Treat minor injury service and is supported by a band 7 Nurse 
Practitioners between the hours 09:00 – 23:00 and equates to 4.43 WTE.  


• An Advanced Paediatric Practitioner supports the ED paediatric area (1.0 WTE) 
and works alongside the medical team and not as part of the 


• Ward Manager protected management time (80% of 1 WTE = 0.8 WTE) 
 
Therefore, a total of 6.23 WTE would need to be deducted from the funded 65.06 
WTE. 
 
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. 
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4.2  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 ED 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 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 7. This service is carried out by the Urgent Care Centre Practitioners 
co-located in the ED and is not part of the DMH Emergency Department nursing 
establishment. 


4.3 Ambulance Handover Initiatives 


DMH 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: 
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• 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, regardless of the exact 
location of the patient. 


 
Concerns have been raised regarding the additional workload to the ED coordinator since 
the introduction of the PIN system with ambulance handovers. This has resulted in 
distraction, unnecessary delays and the coordinator loses focus on the whole department, 
effecting performance, communication and self-confidence as they are trying to perform 
two roles. Therefore a new staffing model will need to be devised taking account of this 
new initiative. 
 
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 04:00 and 08:00. 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 02:00 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 peak winter period, when both general 
departmental activity and bed pressure is more acute, would result in a radically different 
assessment. 
 
4.4  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. In the past the department had an administrative ‘chaser’ 
role that was found beneficial and supported clinical teams to ensure fundamental 
investigations were carried out and therefore provided more timely care to patients. 
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However, performance data demand has resulted in this role being changed to a more 
office based role. 
 
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. 
Surge tends to commence late morning and peaking at 17:00 – 18:00 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 would be employed in an attempt to hit 
the 15 minute Accident and Emergency Quality Standard.  


5. 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 tool 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 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 four trolleyed 
area, whereby ambulance handover can be carried out safely and in a timely fashion. 


6. Recommendations 
 


1. As the See and Treat Practitioners and the Advanced Paediatric Nurse Practitioner do 
not carry out a traditional nursing role, they are incorporated into the medical rota and 
not part of the ED nursing establishment. In addition, 2 Band 7 Senior Sisters carry 
out a Ward Manager role and share protected management time and should be 
considered as additional roles when calculating staffing requirements to meet the 
demand. 


 
2. Continued robust management of sickness – monthly meetings take place with the 


Human resource Advisor, current sickness levels are 3.3% for Registered Nurses. 
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. 
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3. Consultation document to change shift patterns to manage surge which will offer a 
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. 
 


4. An emergency safer nursing tool is required ahead of the changes that have been 
suggested by NHSi with regard to ambulance handover being taken within 15 
minutes. 
 


5. To complete an emergency staffing tool x 2 annually to continue to highlight seasonal 
variation as well as understanding the demand required of the nursing staff in the 
Emergency Department. 
 


6. To ensure that recruitment remains high on the Emergency Department agenda, 
though recruitment to posts has not been problematic to date. 


 
7. 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. 
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A meeting of County Durham and Darlington NHS Foundation Trust Board of Directors 
held in the Executive Boardroom, Executive Corridor at Darlington Memorial Hospital on 


Wednesday 31st January 2018 at 09.00hrs – 11:45hrs 
Part One (Open) 


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 the 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 – 20th December 2017 
 3b. Action Log 


Item 4 
9.10am 


Chief Executive’s Report  
 4a. CQC Inspection Update 
 4b. Board Assurance Framework 


SJ 


 
 


Verbal 
Attached 


 
 


For info 
/ to 


agree 
 


Patient Safety & Quality 
 


Item 5 
9.30am 


Director of Nursing Reports  
 5a.Patient safety & experience report: 


- Appendix: Falls Prevention Strategy 
 
 5b. Safe staffing report  


- Emergency Department (Darlington Memorial 
Hospital) Bi-annual Staffing  Review 


- Paediatrics Bi-annual Staffing Review 
- Nursing & Midwifery Staffing Report 


 


NS 


 


Attached For info 


Item 6 
10.05am 


Medical Director’s Report JC Attached For info 


 
Compliance & Performance Management 


 


Item 7 
10.15am 


Operational Performance & Efficiency Report 
 Integrated Performance Report  CL Attached For info 
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Item No Title of Item 
 


Presented By / Status 
 


Item 8 
10.30am 


Finance Report  DB Attached For info 


 
Other Business 


   


Item 9 
10.50am 


Research and Innovation Strategy J Limb Attached For info 


Item 10 
11.10am 


Communications Update G Curry Attached For info 


Item 11 
11.25am 


Register of Sealings W Edge Attached For info 


Item 12 
11.30am 


Well-Led Action Plan W Edge Attached For info 


Item 13 Any Other Business    


Item 14 


Announcement of Next Public Meeting(s): 
 
Trust Board  
Date: Wednesday 28th March 2018 
Time: from 09:00hrs 
Venue: Executive Boardroom, Darlington Memorial Hospital 


Item 15 


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. 


 








AGENDA ITEM 5a


NCEPOD Self-assessment checklist - 2017 - Mental Health in General Hospitals - Treat as One


TRUST BOARD MEETING – JANUARY 31
ST


, 2018


( with the support of Tees, Esk & Wear Valley NHS Foundation Trust) 


 Treat as One Action plan 


County Durham & Darlington NHS Foundation Trust 
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Treat as one Gap self assessment checklist 230118a


NCEPOD Self-assessment checklist - 2017 - Mental Health in General Hospitals - Treat as One


# Recommendations Is it met? 


Y/N/ 


Partially/ 


Planned


Comments (Examples of good practice or 


deficiencies identified)


Action required Timescale Person 


responsible


1 Patients who present with known co-existing mental health conditions should have them documented 


and assessed along with any other clinical conditions that have brought them to hospital. These should 


be documented: a. In referral letters to hospital b. In any emergency department assessment c. In the 


documentation on admission to the hospital. Existing guidance in these areas for specific groups should 


be followed which includes but is not limited to NICE CG16 and CG113 (General Practitioners, 


Community Care Teams, Community and Hospital Mental Health Teams, Paramedics, Allied Health 


Professionals (e.g. Occupational Therapy) Emergency Medicine Consultants, Medical Directors of Mental 


Health Hospitals, Medical Directors of General Hospitals, Directors of Nursing and all Hospital Doctors 


and Nurses)


partial good: training in A and E has resulted in juniors documenting 


mental health histories better. Yellow sheet in COTE gets 


mental health history. Poor: rare that collateral history 


sought to confirm/ find diagnosis.  


Campaign to raise awareness/ eduction - 


yellow sheet being rolled out across all 


wards?


2 The recognition of potential mental health conditions in all patients presenting to a general hospital 


would require routine screening at presentation and during the hospital stay. This would be an 


enormous change in practice and the benefits and challenges of this need to be investigated. (All 


relevant Royal Colleges, Specialist Colleges andSpecialist Associations and led by the Academy of 


Medical Royal Colleges)


partial Good: AMTS completed for all patients over 75. The 


incorporation of 'think delirium' on falls algorithm. Poor: 


Alcohol and drug screening which should be done in A and E 


/ AMU.


joint discussions on this with CDDFT on 


who to screen, when and where and how 


to incorporate into their notes.


3 National guidelines should be developed outlining the expectations of general hospital staff in the 


management of mental health conditions. These should include: a. The point at which a referral to 


liaison psychiatry should be madeb. What should trigger a referral to liaison psychiatry and c. What 


relevant information a referral should contain (All relevant Royal Colleges, Specialist Colleges and 


Specialist Associations, and led by the Academy of Medical Royal Colleges)


partial We don’t want criteria for referral as could be a barrier to 


referral. Good - referrals are made. Poor - sometimes 


patients who are not 'causing a problem' are missed.  Basic 


education needed to ensure that staff can recognise mental 


illness (not just the patients causing a problem on the ward), 


talk to the patient about referral, perform mental health first 


aid, document a basic mental health and risk assessment in 


their notes, and manage the patient prior to liaison getting 


there. 


Education with CDDFT regarding common 


mental health presentations, risk 


assessment and mental health first aid. 


Need to work out whether this could be 


done as e-learning or face to face.


4 As recommended by the Psychiatric Liaison Accreditation Network, mental health liaison assessments 


should be made in an appropriate timeframe, and by a mental health professional of appropriate 


seniority to meet the needs of the patient. (Medical Directors of General Hospitals, Directors of Nursing, 


Faculty of Liaison Psychiatry, Royal College of Psychiatrists)


yes Good - targets are now met 24/7


5 Patients who have been admitted to hospital and have been referred to liaison psychiatry should have a 


named liaison psychiatry consultant documented in the general hospital case notes and recorded 


centrally wherever possible. (Medical Directors and Clinical Directors of General Hospitals, Faculty of 


Liaison Psychiatry, Royal College of Psychiatrists)


NA. not appropriate as a) not enough liaison consultants and b) 


no need for them as senior nurses able to assess and 


manage the patient. 


The overarching theme of this report is that the divide between mental and physical healthcare needs to be reduced. This will require long-term changes in both organisational structures and individual clinical practice to produce a working environment where the mind and body are 


not approached separately. The following are a series of recommendations that should be undertaken now to help that process.


County Durham & Darlington NHS Foundation Trust - Treat as One Self assessment (with the support of Tees, Esk & Wear Valley NHS Foundation Trust) 
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Treat as one Gap self assessment checklist 230118a


# Recommendations Is it met? 


Y/N/ 


Partially/ 


Planned


Comments (Examples of good practice or 


deficiencies identified)


Action required Timescale Person 


responsible


6 Liaison psychiatry review should provide clear and concise documented plans in the general hospital 


notes at the time of assessment. As a minimum the review should cover: a. What the problem is 


(diagnosis or formulation) b. The legal status of the patient and their mental capacity for any decision 


needing to be made if relevant c. A clear documentation of the mental health risk assessment – 


immediate and medium term d. Whether the patient requires any further risk management e.g. 


observation level e. A management plan including medication or therapeutic intervention f. Advice 


regarding contingencies e.g. if the patient wishes to self-discharge please do this ‘…’ g. A clear discharge 


plan in terms of mental health follow-up (Faculty of Liaison Psychiatry, Royal College of Psychiatrists)


partial Standard process to medical notes in place. Some difficulties 


in documenting in A and E notes - not all of us have access to 


write in the electronic record.


We need to standardise this across liaison.


7  All healthcare professionals must work together to eradicate terms such as ‘medically fit’ or ‘medical 


clearance’. The terms ‘fit for assessment’, ‘fit for review’ or ‘fit for discharge’ should be used instead to 


ensure parallel working. (All Healthcare Professionals)


no terrible term - medically fit. Another way of saying 'not my 


problem' and leads to diagnostic overshadowing and poor 


attitude to Mental health. Different in adults vs olders.


Campaign to raise awareness?


8 Patients with mental health conditions should be supported in overcoming/managing alcohol and/or 


substance abuse. Smoking cessation services and brief interventions must be offered to all patients who 


would benefit. (All Healthcare Professionals)


no this has been cut by commissioners CDDFT and TEWV to jointly work with 


commissioners and public health england 


to highlight the problem of no service and 


how we can not meet this as not 


comissioned to do so. 


9 All general hospital pharmacy departments should be able to undertake medicines reconciliation of 


medications for  mental health conditions within the first 24 hours of admission. Communication 


between general hospital and mental health hospital pharmacists should be encouraged. (Medical 


Directors of Mental Health Hospitals, Medical Directors of General Hospitals, Pharmacy Leads)


partial Not all wards - key wards have pharmacist, MAU, COTE, 


surgery. Other wards there are issues. Problems with 


medicines being stopped  - most crucially clozapine and 


lithium risking relapse. 


10 The use of mental health one-to-one observation support needs to be available for patients in a general 


hospital setting. Organisations should determine whether this occurs via training of their own general 


hospital staff or by arrangement with the local mental health service. The sole use of security staff or 


other staff members who are not trained for this purpose must not occur. (Medical Directors of Mental 


Health Hospitals, Medical Directors of General Hospitals, Directors of Nursing)


no this is a major problem and causes risk issues. Problem with 


under qualified agency staff used. 


CDDFT need to commit to providing one 


to one where it is required. Would be 


better from a team of trained up nurses 


rather than relying on agency for this. 


There are examples of other hosptials 


adopting this model which is cost effective 


(Southampton)


11 Mental capacity assessments should be documented in the case notes using the language of the 


relevant Act, and regular audits of the quality of the documentation undertaken. (Medical Directors and 


Clinical Directors of General Hospitals and Directors of Nursing)


partial Good: better awareness than previously. Poor: Assumed 


consent, not always documented, not good at more complex 


assessments.


education with CDDFT


12 If the primary clinical team has concerns about mental capacity in patients who have a mental health 


condition, they should involve liaison psychiatry to assist in decision making. (All Consultants, Liaison 


Psychiatry)


yes liaison are happy to assist with complex capacity 


assessments. However, basic assessments should not require 


our help.


as above
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Treat as one Gap self assessment checklist 230118a


# Recommendations
Is it met? 


Y/N/ 


Partially/ 


Planned


Comments (Examples of good practice or 


deficiencies identified)


Action required Timescale Person 


responsible


13 General hospitals must have a robust centralised hospital system for the management of mental health 


legislation processes whether by themselves or with their local mental healthcare providers. This should 


be audited regularly to ensure that the law is complied with. (Medical Directors of General Hospitals, 


Directors of Nursing and Chief Operating Officers)


yes not always done well. There is confusion about what to do as 


and when the need arises.  More difficult since Cheshire 


West. May need joint agreement between TEWV and CDDFT 


on how to approach this as legislation not particularly 


helpful in acute setting.


Staff don’t do this very often so are 


unfamiliar with legislation and paperwork. 


Need somewhere they can access esp out 


of hours for help. 


14 Mental healthcare should be routinely included in stepup and step-down documentation to critical care, 


with appropriate involvement from liaison psychiatry. (Medical Directors and Clinical Directors of 


General Hospitals, Directors of Nursing and Faculty of Liaison Psychiatry, Royal College of Psychiatrists)


don’t know


15 Discharge planning for patients with mental health conditions should involve multidisciplinary input, 


including liaison psychiatry where appropriate and in all cases where the patient has been under the 


care of liaison psychiatry. The discharge letter should be copied to all specialties providing ongoing 


mental and physical healthcare outside of the general hospital. Sharing of clinical information between 


care providers using a Summary Care Record or equivalent should be utilised. (Medical Directors and 


Clinical Directors of General Hospitals and Liaison Psychiatry)


partial better in older people than adult. However, there are issues 


re information sharing across care providers - mental health 


often not communicated with. 


can this be made a standard with the 


discharge planning team


16 All hospital staff who have interaction with patients, including clerical and security staff, should receive 


training in mental health conditions in general hospitals. Training should be developed and offered 


across the entire career pathway from undergraduate to workplace based continued professional 


development. (Medical Directors and Clinical Directors of General Hospitals and Directors of Nursing)


no Poor: this is not done well. liaison happy to assist with this. In 


particular, capacity, psychiatric emergency 


and risk assessment, mental health first 


aid, recognising mental health conditions 


in the acute hosptial.


17 In order to overcome the divide between mental and physical healthcare, liaison psychiatry services 


should be fully integrated into general hospitals. The structure and staffing of the liaison psychiatry 


service should be based on the clinical demand both within working hours and out-of-hours so that they 


can participate as part of the multidisciplinary team. (Medical Directors of General Hospitals, Medical 


Directors of Mental Health Hospitals, Directors of Nursing and Clinical Commissioners) 


partial we are not all on site, not integrated into any of the strategic 


management structures. Some MHSOP staff have honorary 


contracts, although most of us do not. Need to be able to 


see/ input into notes, prescribing records, ICE etc


consider honorary contracts, being able to 


write in your electronic records and 


prescribe, accomodation, supervision, 


governance, policy making….


18 Liaison psychiatry consultants and associated mental health staff should be actively integrated into all 


relevant general hospital governance structures and committees. This should include issues around 


audit, risk management, education and training, serious/ adverse incident investigations and senior 


director level meetings. (Medical Directors of General Hospitals)


no liaison don’t know how best to raise concerns, not involved 


in governace routinely, don’t know what happens when we 


do raise concerns. Only occasional patient safety meetings 


which Paula Atkinson attends.


need to work to ensure governance 


system between the two trusts is robust 


and liaison staff very clear on how we 


raise concerns and gain response.


19 Record sharing (paper or electronic) between mental health hospitals and general hospitals needs to be 


improved. As a minimum patients should not be transferred between the different hospitals without 


copies of all relevant notes accompanying the patient. (Medical Directors and Clinical Directors)


partial good: Checklist in place for acute to mental health hospital 


transfer. Poor: Lack of ability to access each other's records. 


CDDFT and TEWV to work together to 


resolve


20 NCEPOD supports the continued successful implementation the Psychiatric Accreditation Liaison 


Network Nationally. (Medical Directors and Clinical Directors)


NA. 


21 Diagnostic coding of mental health conditions must be improved. Liaison psychiatrists should enter the 


diagnosis in the general hospital notes so that they can be coded appropriately and included in 


discharge summaries made by general hospital doctors. This will help with local and national audit. 


(Faculty of Liaison Psychiatry, Royal College of Psychiatrists, General Hospital Doctors)


no Nurses will not always diagnose. We can not enter diagnoses 


into CDDFT notes. We can advise on what the diagnosis is. 


need to work with CDDFT on this one. 


They get paid more for certain conditions 


like delirium in coding. 


NB: Personnel/organisations listed in italics are who NCEPOD thinks should act on the recommendation, but this is only a guide and not limited to these groups


Key: GREEN = COMPIANT; AMBER = PARTIALLY COMPLIANT; PINK = NOT COMPLIANT; GREY = NOT RELEVANT
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Treat as one Gap self assessment checklist 230118a Action plan


# Recommendations Comments (Examples of good practice or deficiencies identified) Action required Timescale Person 


responsible


1 Patients who present with known co-existing mental health conditions should have 


them documented and assessed along with any other clinical conditions that have 


brought them to hospital. These should be documented: a. In referral letters to hospital 


b. In any emergency department assessment c. In the documentation on admission to 


the hospital. Existing guidance in these areas for specific groups should be followed 


which includes but is not limited to NICE CG16 and CG113 (General Practitioners, 


Community Care Teams, Community and Hospital Mental Health Teams, Paramedics, 


Allied Health Professionals (e.g. Occupational Therapy) Emergency Medicine 


Consultants, Medical Directors of Mental Health Hospitals, Medical Directors of 


General Hospitals, Directors of Nursing and all Hospital Doctors and Nurses)


good: training in A and E has resulted in juniors documenting mental health histories better. Yellow 


sheet in COTE gets mental health history. Poor: rare that collateral history sought to confirm/ find 


diagnosis.  


Campaign to raise awareness/ eduction - yellow sheet being 


rolled out across all wards?


2 The recognition of potential mental health conditions in all patients presenting to a 


general hospital would require routine screening at presentation and during the 


hospital stay. This would be an enormous change in practice and the benefits and 


challenges of this need to be investigated. (All relevant Royal Colleges, Specialist 


Colleges andSpecialist Associations and led by the Academy of Medical Royal 


Colleges)


Good: AMTS completed for all patients over 75. The incorporation of 'think delirium' on falls 


algorithm. Poor: Alcohol and drug screening which should be done in A and E / AMU.


joint discussions on this with CDDFT on who to screen, 


when and where and how to incorporate into their notes.


6 Liaison psychiatry review should provide clear and concise documented plans in the 


general hospital notes at the time of assessment. As a minimum the review should 


cover: a. What the problem is (diagnosis or formulation) b. The legal status of the 


patient and their mental capacity for any decision needing to be made if relevant c. A 


clear documentation of the mental health risk assessment – immediate and medium 


term d. Whether the patient requires any further risk management e.g. observation 


level e. A management plan including medication or therapeutic intervention f. Advice 


regarding contingencies e.g. if the patient wishes to self-discharge please do this ‘…’ 


g. A clear discharge plan in terms of mental health follow-up (Faculty of Liaison 


Psychiatry, Royal College of Psychiatrists)


Standard process to medical notes in place. Some difficulties in documenting in A and E notes - not 


all of us have access to write in the electronic record.


We need to standardise this across liaison.


7  All healthcare professionals must work together to eradicate terms such as ‘medically 


fit’ or ‘medical clearance’. The terms ‘fit for assessment’, ‘fit for review’ or ‘fit for 


discharge’ should be used instead to ensure parallel working. (All Healthcare 


Professionals)


terrible term - medically fit. Another way of saying 'not my problem' and leads to diagnostic 


overshadowing and poor attitude to Mental health. Different in adults vs olders.


Campaign to raise awareness?


8 Patients with mental health conditions should be supported in overcoming/managing 


alcohol and/or substance abuse. Smoking cessation services and brief interventions 


must be offered to all patients who would benefit. (All Healthcare Professionals)


this has been cut by commissioners CDDFT and TEWV to jointly work with commissioners and 


public health england to highlight the problem of no service 


and how we can not meet this as not comissioned to do so. 


9 All general hospital pharmacy departments should be able to undertake medicines 


reconciliation of medications for  mental health conditions within the first 24 hours of 


admission. Communication between general hospital and mental health hospital 


pharmacists should be encouraged. (Medical Directors of Mental Health Hospitals, 


Medical Directors of General Hospitals, Pharmacy Leads)


Not all wards - key wards have pharmacist, MAU, COTE, surgery. Other wards there are issues. 


Problems with medicines being stopped  - most crucially clozapine and lithium risking relapse. 


10 The use of mental health one-to-one observation support needs to be available for 


patients in a general hospital setting. Organisations should determine whether this 


occurs via training of their own general hospital staff or by arrangement with the local 


mental health service. The sole use of security staff or other staff members who are 


not trained for this purpose must not occur. (Medical Directors of Mental Health 


Hospitals, Medical Directors of General Hospitals, Directors of Nursing)


This is a major problem and causes risk issues. Problem with under qualified agency staff used. CDDFT need to commit to providing one to one where it is 


required. Would be better from a team of trained up nurses 


rather than relying on agency for this. There are examples of 


other hosptials adopting this model which is cost effective 


(Southampton)


The overarching theme of this report is that the divide between mental and physical healthcare needs to be reduced. This will require long-term changes in both organisational structures and individual clinical practice to produce a working environment where the mind and body are not approached 


separately. The following are a series of recommendations that should be undertaken now to help that process.
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Treat as one Gap self assessment checklist 230118a Action plan


# Recommendations Comments (Examples of good practice or deficiencies identified) Action required Timescale Person 


responsible


11 Mental capacity assessments should be documented in the case notes using the 


language of the relevant Act, and regular audits of the quality of the documentation 


undertaken. (Medical Directors and Clinical Directors of General Hospitals and 


Directors of Nursing)


Good: better awareness than previously. Poor: Assumed consent, not always documented, not 


good at more complex assessments.


education with CDDFT


12 If the primary clinical team has concerns about mental capacity in patients who have a 


mental health condition, they should involve liaison psychiatry to assist in decision 


making. (All Consultants, Liaison Psychiatry)


liaison are happy to assist with complex capacity assessments. However, basic assessments 


should not require our help.


as above


15 Discharge planning for patients with mental health conditions should involve 


multidisciplinary input, including liaison psychiatry where appropriate and in all cases 


where the patient has been under the care of liaison psychiatry. The discharge letter 


should be copied to all specialties providing ongoing mental and physical healthcare 


outside of the general hospital. Sharing of clinical information between care providers 


using a Summary Care Record or equivalent should be utilised. (Medical Directors 


and Clinical Directors of General Hospitals and Liaison Psychiatry)


better in older people than adult. However, there are issues re information sharing across care 


providers - mental health often not communicated with. 


can this be made a standard with the discharge planning 


team


16 All hospital staff who have interaction with patients, including clerical and security staff, 


should receive training in mental health conditions in general hospitals. Training should 


be developed and offered across the entire career pathway from undergraduate to 


workplace based continued professional development. (Medical Directors and Clinical 


Directors of General Hospitals and Directors of Nursing)


Poor: this is not done well. liaison happy to assist with this. In particular, capacity, 


psychiatric emergency and risk assessment, mental health 


first aid, recognising mental health conditions in the acute 


hosptial.


17 In order to overcome the divide between mental and physical healthcare, liaison 


psychiatry services should be fully integrated into general hospitals. The structure and 


staffing of the liaison psychiatry service should be based on the clinical demand both 


within working hours and out-of-hours so that they can participate as part of the 


multidisciplinary team. (Medical Directors of General Hospitals, Medical Directors of 


Mental Health Hospitals, Directors of Nursing and Clinical Commissioners) 


we are not all on site, not integrated into any of the strategic management structures. Some 


MHSOP staff have honorary contracts, although most of us do not. Need to be able to see/ input 


into notes, prescribing records, ICE etc


consider honorary contracts, being able to write in your 


electronic records and prescribe, accomodation, 


supervision, governance, policy making….


18 Liaison psychiatry consultants and associated mental health staff should be actively 


integrated into all relevant general hospital governance structures and committees. 


This should include issues around audit, risk management, education and training, 


serious/ adverse incident investigations and senior director level meetings. (Medical 


Directors of General Hospitals)


liaison don’t know how best to raise concerns, not involved in governace routinely, don’t know what 


happens when we do raise concerns. Only occasional patient safety meetings which Paula 


Atkinson attends.


need to work to ensure governance system between the two 


trusts is robust and liaison staff very clear on how we raise 


concerns and gain response.


19 Record sharing (paper or electronic) between mental health hospitals and general 


hospitals needs to be improved. As a minimum patients should not be transferred 


between the different hospitals without copies of all relevant notes accompanying the 


patient. (Medical Directors and Clinical Directors)


good: Checklist in place for acute to mental health hospital transfer. Poor: Lack of ability to access 


each other's records. 


CDDFT and TEWV to work together to resolve


20 NCEPOD supports the continued successful implementation the Psychiatric 


Accreditation Liaison Network Nationally. (Medical Directors and Clinical Directors)


21 Diagnostic coding of mental health conditions must be improved. Liaison psychiatrists 


should enter the diagnosis in the general hospital notes so that they can be coded 


appropriately and included in discharge summaries made by general hospital doctors. 


This will help with local and national audit. (Faculty of Liaison Psychiatry, Royal 


College of Psychiatrists, General Hospital Doctors)


Nurses will not always diagnose. We can not enter diagnoses into CDDFT notes. We can advise on 


what the diagnosis is. 


need to work with CDDFT on this one. They get paid more 


for certain conditions like delirium in coding. 


NB: Personnel/organisations listed in italics are who NCEPOD thinks should act on the recommendation, but this is only a guide and not limited to these groups


NB: Personnel/organisations listed in italics are who NCEPOD thinks should act on the recommendation, but this is only a guide and not limited to these groups


Key: GREEN = COMPIANT; AMBER = PARTIALLY COMPLIANT; PINK = NOT COMPLIANT; GREY = NOT RELEVANT
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Trust Board – 31st January 2018 


Board Assurance Framework – Item 4b 


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 ensure that the Board is sighted on the current and target risk positions with 
respect to the Trust’s principal business objectives, taking account of the 
outcomes of assurance work, and on the actions being taken to address any gaps 
in control or assurance.  
 
To inform the Board of key operational risks and the actions being taken to 
mitigate them. 


Summary of Key 
Issues 


Current risk scores for the following objectives have all reduced from 12 to 9: 
minimising harm; clinical outcomes and strategy. The risk scores for all other 
objectives have not moved over the quarter.  


However, for six objectives, the risk management trajectory set by the Board 
targeted a reduction in risk from by the end of the quarter which has not been 
achieved and where those objectives are now, therefore behind trajectory. 
Specific objectives and key issues are summarised overleaf. 
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Care Provided 
in the Right 
Place at the 
Right Time 


Whilst influenced by extreme demand, the impact of winter 
pressures on the delivery of A&E services has highlighted the need 
to further embed some quality improvements to sustainably meet 
the standards the Board aspires to. 


Workforce – 
Right Capacity 


Despite overall improvements with respect to the nursing and 
medical workforce, operational risk registers flag staffing pressures 
impacting on a number of services, which require further mitigation 
to reduce the overall risk score. The Trust is working collaboratively 
with other North East Trusts, as well as focusing on internal action 
plans to address these pressures.  


Workforce – 
Right Skills  


Despite improvements in a number of areas, the Trust has identified 
a need to strengthen the governance, escalation, reporting and 
management of role-specific essential training. Gaps with respect to 
some roles were apparent at the time of the last quarterly report in 
October and a review is underway to identify how far the risk to the 
trajectory could have been anticipated at that time. Any learning 
with respect to early warning of potential deviations from trajectory 
will be shared with the Board.  


Workforce - 
Engagement 


The Trust has not yet received the full analysis of its NHS Staff 
results for 2017. This data is required to make a judgment with 
respect to the risk score. The potential delay and its impact on the 
trajectory was noted in the Board Assurance Framework in October 
2017.  


Financial 
Sustainability  


Pressures being managed with respect to the achievement of the 
2017/18 financial plan are well known and have been monitored by 
the Finance Committee and highlighted in previous reports.  


Stakeholder 
Relations  


As for Workforce – Engagement the data required to assess the risk 
score is not yet available. The 360 degree stakeholder survey being 
run by the Quality Improvement Board has not yet reported. This 
delay could not have been anticipated in October 2017.  


 


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) 


See the summary of key issues above. Section 3 of this report summarises the 
key risks within the operational risk registers, together with a description of the 
main mitigating actions. Board members are directed to this section for further 
details of operational risks.  It should be noted that some of the risks have been 
added to the risk register very recently have not been subject to challenge through 
Performance Risk Review meetings / Risk Management Committee. This 
challenge process can result in downgrading of risks assessed in isolation by 
service managers.  


Action / decision 
required from the 
Board 


The Board is asked to note the information in the attached report and to request 
any further information or clarification required to meet its assurance needs. 
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BOARD ASSURANCE FRAMEWORK AND KEY RISKS 
1. INTRODUCTION 


This paper provides the Trust Board with: 


• An analysis of the movement in risk scores and Red, Amber, Green (RAG) ratings for the strategic risks which the Board manages through the Board Assurance Framework over the last quarter (Section 1);  
• The updated Board Assurance Framework – providing a ‘helicopter view’ of the level of assurance available for each of the Trust’s 15 principal business objectives including any gaps in controls or assurance 


and associated action plans (Section 2); and 
• A summary of key risks (those above tolerances set by the Board), together with their mitigating actions (Section 3). 


 
2. THE DUAL PURPOSE OF THE BOARD ASSURANCE FRAMEWORK (BAF) 


The primary purpose of a BAF is to enable a Trust Board to understand the reliability of the controls in place to promote the achievement of principal business objectives and manage related inherent risks. The 
reliability of controls is considered in the light of the outcomes of assurance work comprising management and independent checking, semi-independent scrutiny and hard performance measures. The Board has 
previously determined that it also wishes to use the BAF to manage strategic risks facing the business and the following additional information has been incorporated into the BAF over time: 


• A grid showing the inherent, current and residual risks scores for each objective – in effect providing an aggregate risk score and RAG rating for the strategic risks impacting on the achievement of that 
objective; and  


• A two year planned trajectory, from 1st April 2017 to 31st March 2019, showing when and how planned mitigation is expected to take effect. These trajectories were agreed by the Board in February 2017. 


To ensure robust governance, planned trajectories cannot be changed without the approval of the Trust Board. It is important to note that, whilst the Board should normally expect the implementation of mitigating 
actions to result in risks tracking against their trajectories over time, the nature of strategic risks is such that external factors may change during the life of the risk, impeding progress or causing increases in risk that 
require further management action.   


Risk assessment necessarily includes an element of subjectivity, and experience in the sectors of the economy which have sought to rely heavily on quantifiable risk models – such as the financial services sector – 
has shown that there is a danger in stepping too far away from requiring senior leaders and managers to apply careful judgment in the assessment of risk. It is therefore important to use the risk scores and 
trajectories as guidance, supporting the Board’s own critical judgment, on the remaining effort required to manage risks and whether mitigation is having the desired impact, rather than to rely on them 
indiscriminately.  


3. BOARD ASSURANCE FRAMEWORK – HEADLINES 


Section 1 of this report sets out the movements in risk scores within the BAF since the last quarterly report. These are summarised in the tables below. The BAF has been reviewed in full by owners for each 
objective; Executive Directors have reviewed the framework as a whole, and relevant sections are to be reviewed by each of the Board Assurance Committees ahead of the Board meeting. Each objective has been 
mapped to the relevant objective within the Trust’s overall corporate strategy. Six objectives are now behind trajectory, having not achieved reductions in risk scores anticipated in planned trajectories. However, in 
two cases this is because the data required to inform reassessment of the current risk score is not yet available.  


 


 


 


  


 


 
 
 
 
 


RAG rating January 
2018 


October 
2017 


Red 1 1 


Amber 11 11 


Yellow 3 3 


Total  15 15 


 


Movement Indicator Number  


Improving risk 
score  


3 


No change  12 


Deterioration 
 


0 


 


Trajectory comparison  Number  


In line with planned trajectory 9 


Behind trajectory (planned risk score) 2 


Behind planned RAG rating 4 
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Principal objectives running behind trajectory are further explained below: 
 
Care Provided in the Right 
Place at the Right Time 


Whilst influenced by extreme demand, the impact of winter pressures on the delivery of A&E services has highlighted the need to further embed some quality improvements to 
sustainably meet the standards the Board aspires to. 


Workforce – Right Capacity Despite overall improvements with respect to the nursing and medical workforce, operational risk registers flag staffing pressures impacting on a number of services, which require 
further mitigation to reduce the overall risk score. The Trust is working collaboratively with other North East Trusts, as well as focusing on internal action plans to address these 
pressures.  


Workforce – Right Skills  Despite improvements in a number of areas, the Trust has identified a need to strengthen the governance, escalation, reporting and management of role-specific essential training. 
Gaps with respect to some roles were apparent at the time of the last quarterly report in October and a review is underway to identify how far the risk to the trajectory could have 
been anticipated at that time. Any learning with respect to early warning of potential deviations from trajectory will be shared with the Board.  


Workforce - Engagement The Trust has not yet received the full analysis of its NHS Staff results for 2017. This data is required to make a judgment with respect to the risk score. The potential delay and its 
impact on the trajectory were noted in the Board Assurance Framework in October 2017.  


Financial Sustainability  Pressures being managed with respect to the achievement of the 2017/18 financial plan are well known and have been monitored by the Finance Committee and highlighted in 
previous reports.  


Stakeholder Relations  As for Workforce – Engagement the data required to assess the risk score is not yet available. The 360 degree stakeholder survey being run by the Quality Improvement Board has 
not yet reported. This delay could not have been anticipated in October 2017.  


 
Section 1 summarises the main assurance outcomes for each objective.  It is important to note progress in implementing actions, and the positive assurances received in the quarter (along with assurance outcomes 
indicating areas for improvement) in the quarter even where objectives are not in line with trajectory.  


 


4. SIGNIFICANT OPERATIONAL RISKS 


Section 3 includes a summary of operational risks. These risks have been mapped to the relevant BAF objective in Section 2.   


 
5. CONCLUSION 


The Trust Board is asked to: 


• Review the Board Assurance Framework and comment as appropriate;  
• Advise on any further information or changes to reporting that would assist the Board’s review of the BAF and key risks in future meetings. 


 
 
Warren Edge 
Senior Associate Director of Assurance and Compliance 
25th January 2018   
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SECTION 1- SUMMARY OF MOVEMENTS IN THE PERIOD AND DASHBOARD  


Domain Objective Current risk 
rating /score 


Previous risk 
rating / score 


Target risk 
rating / score 


(target date)  


Actions completed in last quarter Key assurance outcomes and overall position On Trajectory? 


Quality 


1) Minimise avoidable 
death 


10 10 5 


 


April 18 


• Screening tool for Sepsis implemented within the A&E system, 
Symphony, resulting in 100% of patients being screened for the 
first time. 


• Learning from Deaths processes implemented and are now 
being embedded.  


• New mortality review process in place and ‘Clarity’ system is in 
use – there is a slight backlog of reviews and resources have 
been allocated to clear this. 


• Mortality indices are within statistical parameters for the Trust as a 
whole and for both sites.  


• Negative alerts have been received with respect to Stroke 
services which are under investigation. 


ON 


2) Minimise avoidable 
harm 


9 12 6 


 


April 18 


• Falls Strategy agreed internally and out for external 
views. 


• Falls Leads appointed. 
• Further roll out of Local Safety Standards for Invasive 


Procedures, in particular those relating to areas 
experience never events. 


• Fluid balance module developed in Nerve Centre, and 
put into use and resulting in much improved compliance 
building on actions already taken by Care Groups. 


• Quality Matters ward audits extended to Adult 
Community Teams  


• Paediatric Early Warning Scores now being piloted. 
• Continuous awareness raising and monitoring re 


infection control led by Director of Nursing 
• Executive Patient Safety and Experience Committee now 


fully operational. 
 


• Both of the Trust’s sites benchmarked well in the National Falls 
and Fragility Audit 2017, being the best in the region and the 
region being one of the best nationally. 


• No pressure ulcers in acute hospitals for over 18 months. 
• Fluid Balance and Sepsis metrics have improved.  
• Following a recent gap analysis against ‘Treat as One’ by our 


Mental Health Trust, the Trust has a number of actions to improve 
safety for patients with Mental Health issues. 


• Two further never events in November and January but national 
data published in November suggests that the Trust is in line with 
the mid-range performers prior to consideration of the number of 
patient contacts. However, all work-streams to ensure that the 
Trust becomes highly reliable continue.  


ON 


3) Right First Time 9 9 6 


 


Jan 18 


•  Roll out of SAFER to majority of in-patient wards. 
• TAPS roll out complete and now being embedded. 


• RTT and cancer targets being achieved. 
• A&E targets (Sustainability and Transformation Fund Trajectory) 


narrowly missed for Quarter 3, reflecting December month end 
demand pressures. These were unprecedented and an appeal 
has been submitted to NHS Improvement noting mitigating 
factors. However, the outcome suggests that recent improvements 
such as SAFER require further embedding. 


OFF 


4) Best Clinical 
Outcomes 


9 12 6 


 


July 18 


• Significant progress in mapping and cataloguing al local 
guidelines within Care Groups. The first Care Groups 
have had their local guideline lists (and scheduled review 
dates) signed off by Clinical Standards and Therapeutics 
Committee. 


• Clinical Effectiveness Committee now fully operational. 
• Improved reporting and escalation of issues with clinical 


audit outcomes and progress now in place. 
• Progress on action plans with respect to cancer peer 


reviews resulting in the Care Group downgrading risk 
scores for subsequent risks.  


• All areas rated ‘good’ for effectiveness in draft CQC report except 
for one service, however the issues did not relate to clinical 
outcomes directly. 


• ‘Above peer’ clinical audit results for Falls and Fragility, respiratory 
care, some aspects of emergency laparotomy and the National 
Joint Registry. One national outlier flagged relating to Paediatric 
Diabetes and some aspects of Stroke services are below the 
average. All ‘below peer’ audit results identified by CQC have 
action plans in place. 


• NICE compliance – nine guidelines requiring further action to 
become compliant. Action plans agreed with commissioners for all 
except the most recent. 


• Getting It Right First Time reports are largely positive as is CRAB 
data. 


 


ON 


5) Great Patient 
Experience 


6 6 6 


 


July 17 


• New Patient Experience Strategy agreed by Patient 
Safety and Experience Committee and being rolled out. 


• Patient stories now embedded within ways of working for 
the Integrated Quality and Assurance Committee. 


• Patient Experience Forum re-launched and now focusing 
on identifying real improvements in areas such as ‘noise 
at night’. 
 


• Complaints trend improving year on year. 
• Results in line with peers in national in-patient survey. 
• Good feedback in national cancer patients’ survey. 
• Overall good feedback from National Dementia Audit (including 


carer views). 
• Friends and Family Test – around 97% of patients would 


recommend the Trust. 
• All services rated as good for Caring in draft CQC report.  


ON 


6) Great Patient 
Environment  


9 9 6 


 


April 18 


• Continued progress in refurbishing new theatres. 
• Fire compartmentation in place 
• Action plans being implemented with respect to 


improvement areas identified by PLACE. 


• High-level compliance audits of PFI providers provide good 
assurance. 


• Due diligence exercise on Darlington site and KPI performance 
reports also provide good assurance.  


• Backlog repairs cannot be fully funded and require review to 
ensure that prioritisation and coverage are appropriate (as part of 
2018/19 planning). 


ON 
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Domain Objective Current risk 
rating /score 


Previous risk 
rating / score 


Target risk 
rating / score 


(target date)  


Actions completed in last quarter Key assurance outcomes and overall position On Trajectory? 


Clinical Strategy  


1) Strategy  9 12 6 


 


July 18 


 


• Strategy Handbook rolled out 
• Strategy infographics in place across the Trust 
• Link between Strategy and plan reinforced and demonstrated 


to the Board through the draft annual plan for 2018/19. 
• Monitoring of Quality Matters and Staff Matter is now routine 


(three quarters monitored by SCB). Likewise major projects. 
 


• All actions from KPMG LLP well-led review re Strategy have been 
reported to the Board, and accepted as, complete. Results of an 
Internal Audit to confirm implementation are awaited.  


ON 


Workforce 


1) Right capacity 12 12 6 


 


July 18 


• Master Vendor for medical staff now embedded 
• Active work-streams in place as part of work directed by NHS 


England and through the Committees in Common with North 
and South Tees to develop collaborative solutions to services 
with shortages of medical or nursing staff. 


• Nursing and Medical Staffing Plans (16 and 13 point plans 
respectively) now largely complete.  


• On-going agreement of medical staffing plans for each service 
with Care Groups and development of tailored recruitment 
solutions e.g. international recruitment where appropriate  


 


• Effective staffing shortfall has reduced to under 5% compared to a 
target of 6.4%.  


• Fill rates for medical staff from master vendor are around 80%. 
• Fill rates for nursing staff from bank exceed 85% with further 


supply through the neutral vendor agreement. 
• However, there remains a gap of around 200 registered nurses in 


the substantive workforce (covered by the above bank and agency 
arrangements largely). This has increased slightly in line with the 
national trend of more nurses leaving the NHS than remaining 
within it. 


• Voluntary turnover at 7.4% within target. 
• However, a number of services continue to flag risks due to gaps 


in substantive staffing. 
 


PARTIAL 


2) Right skills 12 12 6 


 


July 18 


• On-going work through the senior nurses group to improve 
local induction training for temporary staff. 


• Continued roll out of the strategic leadership programme more 
widely within the organisation. 


• Core Essential Training – 87% compliant for the year to date. 
• However, there are shortfalls in compliance with role-specific 


training and issues with the reliability of information which are 
being addressed through improvements in governance, reporting 
and escalation – target date April 2018. 


PARTIAL 


3) Great engagement 9 9 6 


 


Jan 18 


• Draft (improved) appraisal process out to consultation. 
• Communications and Engagement Strategy agreed by Board 


in November 2018. 
• Cascade process from SHMODs strengthened using ‘Team 


Brief’ 
• High Impact Task Forces developing local retention plans. 
• Equality and Diversity Strategy out to consultation. 
• Second ‘Power of You’ Leadership Conference held. 
• Local engagement action plans included in Staff Matter Plans 


monitored by SCB for all areas. 
 


• Metrics are improving (sickness and voluntary turnover are both 
within target). 


• National Staff Survey Results for 2017 are awaited. These are 
required to make a judgment on progress towards the target risk 
score. 


OFF 


Resources and 
stakeholders 


1) Financial Sustainability 16 16 6 


 


July 17 


• On-going emphasis on actions to drive cost improvement 
through the PMO and Financial Sustainability Programme. 


• Agreement and implementation of ‘bold’ measures taking 
account of recommendations from NHS Improvement. 


• Discussions commenced with CCGs re a block contract for 
2018/19. 


• Surgery ‘turnaround’ process implemented. 


• Latest position to be reported to the Board by the Director of 
Finance. December forecast highlighted some risk to the 
achievement of the plan in the current year, which was being 
remediated but which would require careful monitoring and re-
evaluation month on month. 


• Uncertainty remains re longer-term planning pending outcomes of 
STP discussions and planning. 


OFF 


2) Strong stakeholder 
relationships 


9 9 6 


 


Oct 17 


• Communications and Engagement Strategy agreed by Board 
in November 2017. 


• Further strengthening of the Communications Team. 
• Successful active pursuit of TV coverage. 
• Use of the ‘wall’ and other media to publicise successes.  
• Mapping of stakeholder meetings complete and meetings 


being serviced. 
• Meetings with GP Federations resulting in improving working 


relations. 
 


• Metrics and monitoring process to be rolled out following 
agreement of the Communications and Engagement Strategy. 


• Results of the Quality Improvement Board’s 360 degree survey of 
stakeholder views are still awaited. This is needed to make a 
judgment on progress towards the target risk score.  OFF 


3) IS Strategy 9 9 6 


 


July 18 


• EPR Project Team fully established and reporting into SCB, 
Executive Directors and, from January 2018, Board. 


• Network of clinical champions in place supporting the 
selection and configuration of the EPR solution 


• Procurement progressing to timetable (for EPR). 


• Pending the development of the business case there remain risks 
to the affordability of the EPR solution and – due to their age – 
there is potential for some existing systems to experience 
performance issues, hence close monitoring is in place. 


• Overall IM&T auditors continue to report no major issues with 
Information Systems management or strategy.  


ON 


Regulatory 
compliance 


1) Comply with Provider 
Licence 


6 6 6 


 


April 17 


• 65 out of 78 actions agreed following the independent external 
review of the Trust against the well-led framework are fully or 
substantially complete.  


• Trust placed in Segment 2 under the NHSI Oversight Framework 
at most recent quarterly review meeting. 


ON 
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Domain Objective Current risk 
rating /score 


Previous risk 
rating / score 


Target risk 
rating / score 


(target date)  


Actions completed in last quarter Key assurance outcomes and overall position On Trajectory? 


2) Meet CQC Fundamental 
Standards  


6 6 6 


 


April 17 


• Early actions taken based on verbal feedback following CQC 
inspection – improvements in place in monitoring of 
compliance with Deprivation of Liberty Standards and 
improvements are being made to Mental Health facilities in the 
Trust’s Emergency Departments. 


• Final CQC reports (post factual accuracy checking) awaited. 


ON  


 


Keys 


  
Risk score has improved  (reduced) on prior quarter 


 
ON 


 
Risk score is on trajectory 


  
No change in risk score compared to previous quarter 


 
PARTIAL 


 
Risk score is off trajectory but within expected overall RAG rating 


  
Risk score has deteriorated (increased) in the quarter  


 
OFF 


 
Risk score and RAG rating are off trajectory 
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SECTION 2- BOARD ASSURANCE FRAMEWORK – DRAFT (JANUARY 2018) 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Inherent risk level Current risk level Target risk position 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


5 5 25 2 5 10 1 5 5 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG HSMR and SHMI are in line with expectations. However, there is more to do with respect to training, 
implementing infrastructure and securing engagement across specialities, to fully embed new processes 
introduced in response to Learning from Deaths. The Trust has also identified some improvements in practice 
from investigation of VLADs (with respect to community acquired pneumonia and potentially Stroke) which are 
being put into effect. Achievement of the target score requires a realisation of the Trust’s ambition for full 
compliance with the Learning from Deaths requirements, no outstanding VLADs or related actions and positive 
learning from the mortality reviews completed in line with the new policy.  


ON TRAJECTORY 


Apr-17 10 (2x5) Apr-18 5 (1x5, target) 


Jul-17 10 (2x5) Jul-18 5 (1x5, target) 


Oct-17 10 (2x5) Oct-18 5 (1x5, target) 


Jan-18 10 (2x5) Jan-19 5 (1x5, target) 
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OBJECTIVE 1: Minimise avoidable deaths 


Linked Strategic Objectives: 


• To transform care pathways and develop services which deliver the best patient outcomes 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Failure to maintain 


mortality levels within 
acceptable tolerance of 
100; 


• Avoidable deaths from 
failures in clinical 
practice and care. 


 


• Learning from Deaths Policy in place. 
• Policies and procedures in place for assessment 


of deteriorating patient in place; 
• Training on above policies in place as part of 


essential training programmes and Healthcare 
Assistants undertake acute illness management 
updates every two years; 


• Detailed escalation process for deteriorating 
patient including the national early warning score 
embedded within e-observations;  


• All cardiac arrest cases followed up promptly by 
the CAP team. Cases reviewed at Safety 
Committee and monthly report issued to key staff. 


• Mortality reviews within specialties: A&E, surgery, 
ITU, Child deaths, Maternity and those with 
learning disabilities. 


• Sepsis screening promoted through Symphony 
system in Emergency Departments and built into 
Nerve Centre. 


• Targeted education programmes run by Cardiac 
Arrest Prevention Team  


• Acute Intervention Team in place to provide a 
24x7 “track and trigger “ service for deteriorating 
patients, alerting senior decision-makers and 
ensuring that decisions are made to arrest 
deterioration and ensure appropriate management 
of patients on the end of life pathway. 


• Referral protocols in place for referrals to ITU, 
requiring consultant involvement, even out of 
hours.  


• CQSP in place to promote rapid reflection and 
learning in respect of serious incidents, never 
events and unexpected deaths and early action 
with Board support.  


• Independent reviews of any unexpected death 
and / or VLADs reporting to Medical Director. 


Management assurance 
• Mortality Reduction Committee 


(MRC) meeting quarterly, 
receiving dashboard reporting 
on mortality ‘hotspots’ and 
results of mortality audits 
completed using a recognised 
tool. 


• Management audits (DNACPR 
compliance, Deteriorating 
Patient) 


• Monitoring of Failure to Rescue 
Incidents 


• Investigation of VLADs. 
• Exception reporting on the 


above, and scrutiny by Clinical 
Effectiveness Committee 
(CEC).  
 
 


• Trust needs embed its new 
mortality review process. 
The Trust is behind regional 
peers for the numbers of 
reviews completed in 
priority areas but has fully 
implemented Learning from 
Deaths and expects to be in 
line with the pack shortly. 


• The main gap is access to 
sufficient numbers of 
trainers able to coach 
medical staff in the new 
review process.  
 


 


Gaps 
• None 
 
Positive outcomes 
• Hospital Standardised Mortality Ratio – 99 (103 for 


UHND and 97 for DMH) within expected confidence 
limits 


• SHMI – currently 102, having reduced from 112 to 
107 in the previous reporting period. Now within 
expected confidence limits 


• Surgeon specific outcomes are in line with expected 
limits (Bariatric Surgery, Orthopaedic Surgery, Head 
and Neck Cancer Surgery, Vascular Surgery, and 
Colorectal Surgery). 


• CRAB data provides positive indications with 
respect to mortality and complication rates within 
Surgery (within expectations for both). This has 
continued for over six months. 


• The Trust has achieved a 21% reduction in Failure 
to Rescue incidents per 1,000 bed days over the 
last five years, with the rate sitting at around 0.1. 
This benchmarks well.  


• Mortality Review outcomes reported to IQAC. No 
significant concerns raised with respect to any 
pattern of avoidable death.  


• 100% of Inpatients and vast majority of patients in 
ED screened for Sepsis. 


 
Other outcomes 
• VLADs received and investigated re acute 


bronchitis, sepsis and community acquired 
pneumonia. 


• Investigation of VLADs has identified some areas of 
practice around community acquired pneumonia 
requiring further audit and improvement.  


• Further negative VLADs received and under 
investigation re Stroke Services.  
 


 


1. Further embed the new mortality review process, 
clearing backlogs of reviews (10 Anaesthetists 
nominated to complete this work) and addressing 
shortfalls in training for reviewers (JC - February 
2018).  


2. Purchase and implement CLARITY for mortality 
review recording and as an alternative to CRAB for 
medical specialties to provide assurance through 
mortality review process. CLARITY is in place on a 
pilot basis at present (JC – On-going) 


3. Complete Acute Intervention Team’s audit of the 
treatment of community acquired pneumonia, 
implement learning and improve clinical engagement 
(JC – February 2018) 


4. Continued audits by the Cardiac Arrest Prevention 
Team and education of clinical teams re the DNAR 
process (JC – on-going).  


5. Require Stroke Services attendance at CEC in March 
to review negative VLADs (JC – March 2018) 
 
  


Risks above board 
tolerance from risk 
register: 
• Failure to comply with 


requirements with 
respect to Do Not 
Attempt Resuscitation 
Forms (DNAR) - 1756 
 


Metrics 
• Mortality rates – SHMI and 


HSMR   
• CRAB 
 
Independent / semi-independent 


 
• Community Acquired 


Pneumonia and Sepsis 
monitoring audits. 


• Service specific reactive 
reviews as necessary – 
Maternity Services 
 


Lead: Jeremy Cundall         Committee: IQAC CQC Domain: Safe / Effective 


Previous quarter score 


AMBER – 10 (2x5) 
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OBJECTIVE 2: Minimise avoidable harm 


Linked Strategic Objectives: 


• To transform care pathways and develop services which deliver the best patient outcomes 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Poor clinical and nursing 


policies, increasing the risk 
of harm; 


• Lack of adherence to 
policies; 


• Poor clinical practice 
increasing the risk of harm; 


• Failure to ensure consistent 
levels of clinical 
engagement and 
leadership. 


• Deaths from avoidable 
healthcare infections; 


• Infection Control policies and procedures in 
place, ICC and IPC team provide monitoring 
of compliance and expert direction of 
response to incidents. 


• Antibiotic prescribing processes, with 
compliance monitored and antimicrobial 
stewardship programme; 


• Screening of patients on admission for 
MRSA; 


• Stool sampling protocols. 
• Training in falls prevention and handling in 


essential training, including sensory training 
for staff; 


• Falls Care Bundle (risk assessment and 
tools) in place;  


• Falls Group in place to direct improvements 
and monitor falls prevention and treatment. 


• Pressure ulcer prevention and treatment 
policy; 


• Training in pressure ulcer prevention and 
treatment included in essential training; 


• Clinical record keeping standards policy in 
place; 


• Medicines Management Policy and 
Procedures; 


• Performance on safety indicators reviewed 
through Safety Committee and action plans 
agreed and monitored, where necessary.  


• Incident reporting and management policy 
and procedures in place. Incidents reported, 
investigation and RCA completed and action 
plans implemented.  


• Never Events investigated and action plans 
implemented to prevent recurrence. 


• Processes in place, through Care Group 
governance and Patient Safety Team to 
disseminate learning and thematic 
approaches  


• Review of all Serious Incidents, Never 
Events and Regulation 28 Notices through 
ECL. 


• Back to Practice Fridays – senior nurses 
and other clinical leaders working with 
wards ‘on the floor’ to reinforce key 
messages and learning.  


• Mechanisms in place for Care Groups to 
flag service pressures (usually from staffing) 
to Executive Directors or ECL to approve 
‘breaking the glass’ with regard to NHS 
Improvement caps and or other actions to 
maintain safety. 


• CQSP in place to promote rapid reflection 
and learning in respect of serious incidents, 
never events and unexpected deaths and 
early action with Board support.  


• Referral protocols in place for referrals to 
ITU, requiring consultant involvement, even 
out of hours.  


• Independent review of any incident 
triggering concerns reporting to Nursing and 
Medical Directors.  


Management assurance 
• Management audits 


(compliance with falls 
policies / falls care 
bundles, consent, policies 
on record-keeping, 
antibiotic prescribing)  


• Care Group monitoring of 
performance re above, 
reported and scrutinised 
through Integrated 
Governance Reports (in 
development)  


• Healthcare Acquired 
Infections compliance 
audits (hand hygiene, 
bare below the elbows, 
antibiotic prescribing 
compliance)  


• Further work required in 
some services to protect 
medical staff capacity 
and secure engagement 
with the safety and 
governance agenda. 
Medical Specialty 
Governance Leads in 
place for specialties and 
increasing numbers of 
medical staff now 
undergoing RCA 
training. 


• Speciality-level 
governance and links to 
Care Group governance 
need to be 
strengthened for some 
services to meet high 
standards specified 
throughout the Trust in 
the Governance 
Handbook  


• Never Events’ trend 
suggests further work is 
needed to embed the 
safety culture to 
become a ‘high 
reliability’ organisation. 
Considerable 
strengthening of 
procedures, awareness, 
education and quality 
improvement has taken 
place but improvements 
– particularly with 
respect to human 
factors, and the 
resilience of the culture 
in some specialities - 
need to be sustained.  


 


Gaps 
• Quality Matters audits do not yet cover all areas. Future 


plans are in place for roll out tor A&E and Paediatrics to 
be included.   


• Learning with respect to the ‘Stop Before You Block 
Protocol’ has identified a need for more frequent 
inspections and observational audits in specialties 
affected by Never Events to provide assurance that 
changes are embedded.  


Positive outcomes 
• Director of Nursing’s reports to the Board provide 


assurance on safe staffing (nursing ratios) being met but 
with some continuing dependence on temporary staff 
(mainly bank) staff and some specific short-term 
pressures as noted in those reports.  


• Falls – 5.7 per 1,000 for Community Hospitals, well 
within national benchmark 


• VTE targets (for assessment and action) being 
exceeded, with over 95% of patients being assessed 
appropriately.  


• No Grade 2, 3 or 4 pressure ulcers in acute hospitals for 
over 18 months. 


• Trust considered an exemplar re Sepsis screening 
module in Nerve Centre. 100% of inpatients are 
screened for Sepsis. 


• Quality Matters – results mostly blue (over 95% 
compliance with standards) or green (over 90% 
compliance).  


• Peer reviews to follow up CQC mock inspection 
confirmed implementation of safety actions.  


• Well led review – Board’s promotion of a Quality-
focused culture rated as ‘Amber-Green’ by external 
reviewer.  


• Good assurance from Internal Audit re Care Group 
Governance and substantial assurance re follow up 
audit of learning from harm and complaints. 


• Improvement actions from CQC review of safeguarding 
implemented or on track with two remaining / needing 
further action. 


Other outcomes 
• Variability in compliance with Fluid Balance 


requirements noted from CAP team checks which are 
the subject of an on-going action plan. 


• Falls per 1,000 bed days of 6.1 for Acute Hospitals, 
outside national benchmark and trends in harm are up 
compared to the prior year. 


• Trust in mid-pack for reporting based on NRLS data. 
• Four MRSA cases to date compared to a zero tolerance. 
• 17 C-diff cases to date compared to an annual limit of 


19. Performance still one of the best in the region and 
nationally when benchmarked using data per 1,000 bed 
days. 


• Five Grade 3 or 4 pressure ulcers in community setting 
in the year to date. 


• Four never events reported in 2017/18, following 8 
experienced in 2016/17. 


• CQC inspection draft report highlights risks to patients 
within MH issues relating to compliance with PLAN. A 
gap analysis against the ‘Treat As One’ 
recommendations completed with Tees, Esk and Wear 
Valley MH Trust has note further areas for improvement.  


1. Implement actions to strengthen the Trust’s culture of 
reliability and safety, following the trend in Never Events in 
2016/17, building on the Conference held on 7th April 2017: 
a. Follow-through of actions from Theatres culture review 


– EDs providing support to Care Group (JC/NS – on-
going). 


b. Evaluate quality projects and training via AQUA and 
others (NS – on-going) 


c. Professional conversations being held with individuals 
where required (JC/NS – on-going). 


d. Further leadership conferences planned for May and 
October 2018. (JC/ NS). 


e. Require introduction of observational audits of 
compliance with essential protocols (in addition to 
LocSSIPs where already planned) and reporting to 
Exec Patient Safety & Experience Committee and 
IQAC). 


2. Roll out of Local Security Standards for Invasive 
Procedures, monitored through CEC and ECL (JC, on-
going; however LocSSIPs largely in place with respect to 
areas impacted by never events). 


3. Roll out of strengthened falls prevention strategy and 
implementation of action plan being monitored by IQAC 
(NS, April 2018) 


4. Implement Nerve Centre module for fluid balance (NS, 
March 2018).  


5. Strong messages to reinforce infection control practices via 
HCAI Reduction Group (NS – ongoing). 


6. On-going support for embedding / development of clinical 
governance at specialty level (JC/WE – on-going). 


7. Extend Quality Matters to Paediatrics and Maternity 
Services (NS, September 2018) 


8. Review and strengthening of pressure ulcer prevention in 
community settings by Tissue Viability team (NS, April 
2018). 


9. Remedial actions re MH issues working with TEWV (NS, 
May 2018). 


 
The above actions are supplemented by further actions in 
relation to workforce (Domain 3, Objective 1) operational risks, 
within risk registers (owners and deadlines for which are 
captured in the registers). In summary: 
• Support package in place for Ophthalmology services via 


the Royal Victoria Infirmary, including provision of support 
for governance. Additional close monitoring from Care 
Group leadership and Medical Director. 


• System alert being put in place to alert clinical teams to 
patients on trials. 


• Supervision policy for Safeguarding staff under review. 
Training records being brought up to date and Care Groups 
asked to address gaps. 


• Biopsy labelling automation and blood products tracking to 
be replaced as part of EPR 


• Rheumatology – service strategy reviewed by SCB in 
December 2018 


• Medical Gases Committee asked to review and strengthen 
training provision for nurses to address gaps identified. 


• Specific actions being taken on relevant wards to ensure 
that patient medications are properly reinstated following an 
operation.  


• Maternity / CTG systems requirements being investigated 
and aligned to EPR. The former risk is overstated as there 
have been no major recent incidents. 


Risks above Board tolerance  
from risk register: 
• Lack of process and 


procedure increasing the risk 
of safety incidents in 
Ophthalmology - 2008 


• Never in theatres – increased 
risk of patient safety incidents 
-1946 


• Risk of CDDFT exceeding 
thresholds for MRSA  and C-
diff – 1997 and 1998 


• Failure to reduce patient falls 
and harm from falls – 937 and 
1757 


• Absence of automated alerts 
to clinicians for patients on 
clinical trials - 2013. 


• Staff not receiving 
safeguarding  training and 
supervision in line with Trust 
policy – 1971 and 2028 


• Blood products tracking 
software out of maintenance 
agreement -1717 


• Rheumatology – NICE 
standard not being met and 
delays in follow up of patients 
on DMARDs – 2010 


• Absence of pathology 
interface to Maternity System 
and of central electronic CTG 
monitoring system 1959 and 
1956 


• Potential for biopsy samples 
to be mislabelled – 1991 


• Backlog in Medical Gases 
training for nurses - 2036 


• Own medications not re-
prescribed post operatively 
2042 


Metrics 
• Rates monitored against 


agreed thresholds for 
falls, infection rates, 
ulcers 


• Benchmarking of above 
against peers 


• Safety Thermometer 
• Incident reporting and 


closure rates, 
benchmarked through 
NRLS / trends over time. 


Independent / semi-
independent 
•  ‘Quality Matters’ ward / 


team monitoring 
framework 


• Planned internal audits of 
medical devices 
management (Quarter 3, 
2017/18) incident 
reporting  (Quarter 3, 
2017/18) and safety in 
urgent care centres 
(report due) 


• CQC mock inspections 
• Well-led review follow up 


(Internal Audit, Quarter 3, 
2017/18). 


 


Lead: Noel Scanlon     Committee: IQAC CQC Domain: Safe 
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Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


5 5 25 3 3 9 2 3 6 


 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The Trust performs well, or in line with the median, for a number of safety indicators (clostridium difficile 
infections, sepsis screening, pressure ulcers, failure to rescue, falls and incident reporting). Excellent 
performance in falls prevention was evident from the National Falls and Fragility Audit 2017, clostridium difficile 
rates are among the best nationally and there has not been a pressure ulcer acquired in our acute hospitals for 
over 18 months. Fluid balance and Sepsis screening compliance are high supported by electronic tools.  


Following the recent trend in Never Events work has been undertaken to strengthen the safety culture supported 
by the implementation of local safety standards for invasive procedures. Sustaining the improvements from this 
work remains a high priority for the Board. The CQC draft inspection has also identified some issues with 
respect to provision for patients with Mental Health issues. Placing the Trust’s never events performance into 
context suggests that the Trust is in line with the mid-pack nationally.  


The Trust is working with stakeholders as part of a Quality Improvement Board, bringing further whole system 
support to the delivery of actions aimed at preventing further never events. 


ON TRAJECTORY 


Apr-17 12 (3x4) Apr-18 6 (2x3), target) 


Jul-17 12 (3x4) Jul-18 6 (2x3), target) 


Oct-17 12 (3x4) Oct-18 6 (2x3), target) 


Jan-18 9 (3x3) Jan-19 6 (2x3), target) 


 


  


Previous quarter risk score 


AMBER – 12 (3x4) 
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OBJECTIVE 3: Care provided in the right place, first time 


Linked Strategic Objectives: 


• To transform care pathways and develop services which deliver the best patient outcomes  
• To enable delivery of care by staff and in patient environments which deliver the best patient experience 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Insufficient beds / inappropriate bed 


configuration / poor patient flow leading to 
blockages; 


• Poorly designed pathways (lack of integration / 
difficulty of access for patients); 


• Failure to have the right capacity, in the right 
place and right time.  


• Failure to meet access targets whilst providing 
a high quality patient experience at the same 
time. 


• Command and control structures 
and supporting policies and plans 


• Clinical escalation plans in place for 
all areas 


• Bed management / site escalation 
policy 


• Monitoring of A&E patient flow 
though Symphony IT system 


• Patient Flow Team and procedures 
• Bed model in place 
• Processes and pathways in ED 


supported by standard operating 
procedures 


• Monitoring of patients awaiting 
operations through weekly 
meetings, including forecast 
positions 


• Care Groups tracked against cancer 
and RTT targets and dedicated staff 
in place to track cancer 
appointments in each area. 


• Schemes in place to facilitate 
discharge and reduce readmissions 


• Medical admissions reported to 
ensure timely medical review 
occurs. 


• Service change projects co-
ordinated and reported through the 
Strategic Change Board. 


• ‘Patient Status at a Glance’ screens 
in Nerve Centre provide Patient 
Flow with the bed position for each 
ward 


• Protocol in place to escalate action 
to avoid 12 hour trolley waits. 


• Primary Care Streaming in place 
from 1st October 2017 


• Co-located Urgent Care and A&E 
departments (DMH and UHND) 


• Advice and Guidance Line in place 
for GPs (alternative to referral). 


Management assurance 
• Daily monitoring by 


relevant senior managers; 
• Monitoring through Acute 


and Emergency Care, 
Care Group Governance 
Structure; 


• Weekly review of key 
performance information 
at Executive Directors 
Group, including regional 
comparisons. 
 


 


• Access to beds on base 
wards for patients requiring 
admission is not always timely 
in times of pressure; 


• Limitations in building design 
impacting on patient flow and 
availability of suitable space 
for ambulance handover. 


• Need to sustain and further 
consolidate earlier discharges 
from base wards. 


• Challenges in achieving 
reduction in readmissions 
below targets with 
commissioners and difficulty 
in identifying the contributions 
of individual schemes; 


• Backlogs for elective services 
in some areas due to demand 
for elective surgery and 
capacity pressures for some 
services e.g. General 
Surgery, Trauma and 
Orthopaedics and 
Ophthalmology. 


• Staffing pressures on some 
services undermine capacity 
to maintain service 
responsiveness.  


• Pressures on cancer services 
particular breast services due 
to demand and capacity 
constraints. Re breast 
services this is exacerbated 
by the closure of the 
Sunderland service.  


•  “Teams Around Patients” 
(formerly Community Hubs 
evaluating well but not yet 
fully embedded.  


Gaps 
• None 
 
Positive outcomes 
• A&E trajectory achieved for Quarter 1, 2017/18 and 


performance exceeded the 95% target for Quarter 2. 
STF trajectory for Quarter 3 was missed narrowly 
because of huge spikes in demand in the last two 
weeks of December. Up to that point performance 
was holding and better than forecast.  


• Trust now in Cohort 2 for A&E performance 
nationally (largest group where performance is 
considered good but challenged to be more 
consistent).  ECIP support withdrawn by NHSI, 
because improvements in performance have 
resulted in the Trust no longer being seen as a 
priority. However, ECIP priorities still being taken 
forward by the Trust and overseen by the Local 
Area Delivery Board. 


• Cancer 62 day wait targets achieved in all months in 
year to date 


• RTT targets achieved in all months in the year to 
date. 


• No 52 week waits or 12-hour trolley waits in the year  
• Diagnostic metrics met for the year to date. 
• Ambulance handover times – continued year on 


year improvement particularly at DMH 
• Clinical Audit of Shift Handover – most wards and 


practices RAG rating green (some ambers). 
Neutral outcomes 
• Reasonable assurance IA reports re ambulance 


handover times; cancelled operations, 62-day 
pathways and SAFER and DTOC. 


Other outcomes 
• Readmissions exceeding 28 day target- 11.9% 


versus target of 7%.However, the measure of a 
readmission is being reviewed (see actions). 


• Further improvements in ambulance handover can 
be made at UHND. 


• Discharge / transfer compliance shortfalls still 
flagging for several wards from Quality Matters ward 
audits. 


1. Implementation of ECIP and TEC Programme 
actions including: early discharges, SAFER care 
bundles, focus on stranded patients, monitoring of 
red and green days, discharge to assess and out 
of hospital provision  - all continuing through the 
LADB (CL, on-going) 


2. Plan further Perfect Month exercise and roll out in 
March 2018 (CL, through to March 2018) 


3. Reconfiguration of A&E departments to support 
primary care streaming, improved ambulance 
handover and paediatric waiting areas (CL, March 
2018). 


4. New emergency care centre to be built at UHND 
(on-going to 2020)  


5. Review of readmissions with commissioners to 
better understand schemes in place and future 
areas of focus (CL, March 2018). 


6. Continued monitoring of RTT performance and 
recovery plans for specific services through the 
weekly RTT Assurance Group meetings (CL, on-
going) 


7. Embed the user of SAFER on all wards (CL – 
review 31 March 2018) 


8. Implement electronic bed reservation and 
allocation using Nerve Centre (CL, June 2018) 


9. Embed and optimise “Teams Around Patients” 
(CL on-going), including implementation of 
‘Discharge to Assess’ schemes over the course of 
2017/18. 


10. Work to be undertaken through TEC to seek to 
extend the DMT service to 7 days per week and 
improve ways of working (CL – March 2018). 


Note: risks re cancer pathways are managed through 
the Director of Performance’s cancer assurance 
process. Likewise, RTT pathway risks are managed 
through the weekly RTT assurance group. Specific 
action plans are in place for all risks in the risk register.  
Specific action plans are in place (reviewed through 
monthly performance meetings) for risks re endoscopy 
decontamination, urgent care and all staffing 
shortages, with further details for the last of these 
included in Domain 3, Objective 1. 


Risks beyond Board tolerance from risk 
register: 
• Pressure on achievement of cancer targets (two 


week waits and 62 days), in particular lung 
pathway (1967) and breast services (1876) 


• Pressure on RTT pathways from cancellations 
due to unscheduled care demand for beds -1985 


• Shortages of medical staff in some specialties, 
particularly Ophthalmology (2008), Paediatrics 
(1728) , Radiology (1921) Obstetrics (1891), 
Rheumatology (2010), Palliative Care (1696). 
Also Gastro, Cardio and Respiratory (1935) 


• Nursing shortages re Ward 6, Theatres and for 
Paediatric cover in A&E – 1892, 1915 and 2060 


• Ageing radiology equipment -1916 
• Shortages of GPs to cover urgent care and 


shortages of ED consultants  – 2033 and 2034 
• Discharge Lounge arrangements may not 


support achievement of 4 hour waiting target in 
A&E – 1960 


• Endoscopy decontamination equipment and 
facilities near end of life – breakdowns impacting 
on RTT times – 1983  


• Shortage of staff to maintain breadth of access 
to Dermatology Clinics -1962 


Metrics 
• A&E indicators against 


national targets (including 
sub-targets). 


• ECIST dashboard 
• Tracking of referral to 


treat timelines against 
national targets; 


• Length of stay; 
• Percentage readmissions; 
• Bed utilisation data; 
• Cancellation rates. 
• Ambulance handover 


times. 
• Diagnostic services 


waiting times. 
Independent / semi-
independent 
• ECIST / ECIP Programme 


review of whole system 
management of 
unscheduled care 
pathway. 


• Internal Audit follow up of 
key recommendations 
with respect to ambulance 
handovers, SAFER, 
cancelled operations 


 


Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 5 20 3 3 9 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The main challenges affecting the Trust’s ability to meet this objective relate to its unscheduled and emergency 
care performance including A&E waits and ambulance handovers. Delivery of the actions within the Emergency 
Care Improvement Programme and sustaining the improvements now being seen will support achievement of 
the target score. However, the levels of demand seen in recent weeks are extremely challenging and have 
prevented consolidation of improvements planned through a Perfect Month exercise in December 2017. 
Accordingly it is too early to reduce the risk score in line with the planned trajectory. Whilst there are, and will 
always be, individual pressure points, services are responsive in other areas. 


OFF TRAJECTORY 


Apr-17 12 (3X4) Apr-18 6 (2X3), target) 


Jul-17 9 (3X3) Jul-18 6 (2X3), target) 


Oct-17 9 (3X3) Oct-18 6 (2X3), target) 


Jan-18 6 (2x3) target Jan-19 6 (2X3), target) 


Lead:  Carole Langrick      Committee: IQAC CQC Domain: Responsive 


Previous quarter risk score 


AMBER– 9 (3x3) 
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OBJECTIVE 4: Best clinical outcomes for all 


Linked Strategic Objectives: 


• To transform care pathways and develop services which deliver the best patient outcomes 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Poorly designed / 


under-performing 
clinical services; 
 


• Controls in place for Objectives 1 
and 2; 


• Best Practice Tariff – performance 
measurement and monitoring e.g. 
Stroke (Sentinel) and National Hip 
Fracture Database. 


• Process in place to monitor and 
report compliance with NICE 
guidelines. 


• CQUIN and Quality Accounts 
Indicators and associated 
systems for managing and 
monitoring performance (specific 
performance indicators tracked 
and reported to the Board). 


• Performance monitoring through 
NHSI targets (some of which act 
as proxies for outcomes). 


• ‘Up to Date’ clinical guidelines in 
place including process to monitor 
and flag guidelines requiring 
renewal to document owners and 
through IQAC. 


• Trust-wide Clinical Guidelines 
managed through the central 
policy and procedures system, 
which pulls through updates in 
line with review dates and 
ensures Committee approval prior 
to publication. 


• Regional network membership 
e.g. Cancer and Trauma – 
supports review of standards, 
agreement of protocols and 
monitoring of services (peer 
review or TARN data) 
 


Management assurance 
 
• Mortality Reduction Committee; 
• Monitoring reports on progress and 


outcomes from clinical audit, NICE 
compliance assessment, 
benchmarking and peer / external 
reviews.  


• Other specific committees e.g. 
Resuscitation, Trauma. 


• Use of CRAB data (Surgery). 
• Oversight of Clinical Effectiveness 


(including NICE, clinical audit, 
benchmarking and peer review) 
through CEC. 


• A minority of 
specialities find it 
challenging to 
implement specialty-
level governance in 
line with Trust 
standards due to 
medical staff capacity 


• Current non-
compliance with NICE 
guidelines for Upper 
GI Bleed, Chest Pain, 
Rheumatoid Arthritis, 
Prenatal testing, PCR 
tests for 
gastrointestinal 
pathogens, catheter 
insertion and Critical 
Care Rehabilitation.   


Gaps 
• Catalogue of local (specialty-specific) guidance are in development for four care groups 


and in place for one (IAC). Until this work is complete there is a gap in assurance that 
specialty-specific guidelines are current, available to staff and properly controlled.  


• CEC has defined, but not yet implemented, processes to ensure that it is sighted on 
issues from peer reviews (from self-assessment initially and from external reviews 
subsequently). 


Positive outcomes 
• Surgeon specific outcomes in line with expected limits (Bariatric Surgery, Orthopaedic 


Surgery, Head and Neck Cancer Surgery, Vascular Surgery, and Colorectal Surgery). 
• Trust cited as a high performer for National Laparotomy Audit with respect to COTE 


review. 
• Other than as noted under ‘neutral outcomes’ below no red issues highlighted from 


clinical audits. Areas of shortfall against national benchmarks flagged in CQC Insights 
were satisfactorily explained to the CQC. 


• Internal Audit of polices and guidelines management (good assurance). 
• Internal Audits of Clinical Governance for all Care Groups – Good Assurance for all five 


groups. 
• GIRFT reports for all specialties (Orthopaedics, Obstetrics, Vascular Surgery) are 


positive.  
• Seven Day Service Audit results – Trust is meeting standards and benchmarks well 


compared to the average except with respect to access to MRI scans at weekends). 
• Fractured Neck of Femur – Trust performance has improved year on year and 


benchmarks reasonably well except for issues involving access to theatre slots and 
orthogeriatricians. 


• CQC inspection – good for effectiveness for all services inspected except medicine 
at UHND, where the issue was with respect to compliance with the Mental Capacity Act, 
not with clinical effectiveness in acute services. 


Neutral outcomes 
• Seven NICE guidelines where not complaint (of over 600) and 52 with partial 


compliance. All with plans and risk mitigation discussed and agreed with commissioners. 
• 2016/17 clinical audit programme – risks highlighted with respect to endoscopy (JAG 


accreditation and lack of a second rota), National Paediatric Diabetes Audit (regional 
guidance and staffing) and Emergency Laparotomy (access to critical care beds).  


• National Stroke Database – Trust performance benchmarks below peers because of 
access to therapies and early supported discharge which are presently both 
shortcomings. 


• Skin Cancer Peer Review (summer 2017) – number of significant achievements 
reported but serious concerns re radiologist attendance in MDT meetings, activity levels 
and lack of onsite capacity particularly for complex work. 


1. Support to Medical Speciality 
Governance Leads with 
implementation of specialty 
governance, and to Care Group 
Governance Support Teams 
working with specialties (JC/WE – 
on-going to June 2018) 


2. Implement robust cataloguing and 
control of local (Care Group 
specific) clinical guidelines  and full 
review by Clinical Standards and 
Therapeutics Committee (WE/ JC – 
July 2018)  


3. Follow through action plans for 
specific clinical audits – WE/JC (as 
per dates in plans). 


4. CEC to monitor and escalate where 
required non-compliance with NICE 
guidelines (on-going). 


5. Review medical staff job planning 
and rota management to protect 
SPA time and support teams in 
working smarter as far as possible 
to maintain capacity for clinical 
leadership participation in, and 
leadership of governance, learning 
and improvement (JC, CL, NS – on-
going). 


6. Implement and oversee 
arrangements agreed with Tertiary 
Centres to improve resourcing for 
Acute Oncology and Cancer of the 
Unknown Primary and remaining 
actions with respect to the Skin 
Cancer Peer Review (JC/CL – on-
going) 


 
Note: All non-compliant NICE guidelines 
have actions in place captured within the 
risk register or reporting to CEC. 


Risks beyond Board 
tolerance in risk register 
: 
• Non-Compliance with 


NICE guidance re 
Critical Care 
Rehabilitation - 1747 


• Failure to meet some 
standards dependent 
on specialist input 
from Tertiary Centres 
for Acute Oncology 
and Cancer of the 
Unknown Primary  - 
1881 and 1934 


• Also the risk re NICE 
compliance for 
Rheumatology and 
patient safety risks 
highlighted for 
Objective 3 and 
Objective 2 above.  
 
 


Metrics 
• CRAB 
• Mortality data 
• Best Practice Tariff Datasets; 
• CQUIN Indicators; 
• Quality Accounts Indicators; 
• NHSI performance targets 
Independent / semi-independent 
• National audits  
• National benchmarking e.g. SSNAP 


and NHFD 
• Peer and network reviews 
• External visits / accreditations / 


inspections including, for example, 
peer reviews  


• Planned internal audit of clinical 
audit arrangements, and NICE 
guidelines monitoring (Q3 and Q4, 
2017/18). 


• CQC inspection report  
• PROMS (although limited and 


quickly out of date) 
• Surgeon specific outcomes 
• GIRFT reports for key specialties 
• Seven Day Service Standards 


Audits  
 


Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


5 4 20 3 4 9 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The Trust has evidence of positive outcomes and good practice arrangements in place which are recognised as 
proxies for outcomes for a number of services and continues to make progress in strengthening underlying 
arrangements. Action plans with respect to NICE compliance, peer reviews and clinical audits, as well as work 
on local clinical guidelines are all targeted for completion by March 2018, leading to a step down in risk rating by 
April 2018. There is, however, a dependency on work on vulnerable services (see Domain 2) to ensure that 
these arrangements are embedded consistently for all services.  


ON TRAJECTORY 


Apr-17 12 (3x4) Apr-18 9 (3x3) 


Jul-17 12 (3x4) Jul-18 6 (2x3), target) 


Oct-17 12 (3x4) Oct-18 6 (2x3), target) 


Jan-18 9 (3x3) Jan-19 6 (2x3), target) 


Lead:  Jeremy Cundall              Committee: IQAC CQC Domain: Effective 


Previous quarter risk score 


AMBER - 12 (3X4) 
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OBJECTIVE 5: Great patient experience  


Linked Strategic Objectives: 


• To enable delivery of care by staff and in patient environments which deliver the best patient experience 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Failure to obtain and 


understand patient views on 
service performance and 
developments; 
. 


 


• Use of the following to obtain patient 
views, and reporting on trends at ward, 
specialty, care group and Trust level.  
 
• Discharge surveys; 
• Comment cards; 
• Patient stories; and 
• Bespoke patient experience 


projects; 
• Complaints reports; 
• Compliments analysis. 


 
Over 90,000 patient contacts in the last 
year. 


• Action plans required (You Said, We Did) 
at ward and service level.  


• Complaints, Litigation, Incidents and 
PALS (CLIPs) through the CLIPs 
meeting, including action planning on 
patient feedback 


• Complaints policy, delegation to senior 
managers to review and sign off 
complaints, CEO review and sign off of all 
complaints received into her office, IQAC 
review of samples of complaints and 
responses. HealthWatch review of 
samples of complaints and advice to the 
Trust.  


• Non-Executive Ward walk-arounds 
including speaking with patients.  


• ‘Great Expectations’ training offer in place 
for all staff 
 


Management assurance 
• Scrutiny of patient experience 


feedback by Patient Experience 
Forum and Integrated Quality 
Assurance Committee. 
 


• Overarching Patient 
Experience Strategy in 
development but not yet in 
place.  


• Patient Experience Forum 
has lost some engagement 
and membership. Currently 
being refreshed to provide 
more focus on interventions 
which improve patient 
experience, hence 
encouraging greater 
engagement and 
attendance. 


• Use of patient stories needs 
to become more embedded 
in Board and Committee 
business (now in place 
routinely for IQAC). 


• CQC report highlighted 
areas where arrangements 
to look after patients with 
Mental Health or Mental 
Capacity issues could be 
improved including non-
compliance with DOLS 
requirements in some 
cases.  
 


 


Gaps 
• No governance or formal assurance structure 


for Mental Health and Mental Capacity issues.  
 
Positive outcomes 
• Friends and Family Test results - 97% of in-


patients, 98% of maternity patients and 92% 
of ED patients would recommend the Trust for 
treatment 


• Complaints turnaround times improving as per 
Care Group Integrated Governance Reports 
and CLIPs reports. 


• Complaints levels have fallen slightly on the 
prior year. 


• Samples of complaints reviewed by 
HealthWatch, with generally positive feedback 
reported to IQAC. 


• Good assurance from Internal Audit with 
respect to the complaints process. 


• National Inpatient Survey – Trust in line with 
peers, no outliers 


• National Cancer Patients Survey reported in 
July / August 2017 extremely positive overall 
but some areas for improvement identified.  


• CQC rate all Trust services as Good for 
caring. 


• Nutrition indicators in Quality Accounts are 
being met. 


 
Neutral outcomes 
• Trust patient discharge survey / National 


inpatient survey. Five key question results 
broadly comparable although two are below 
target. 


1. Embed the use of patient stories through Board and 
Executive Committees more widely (NS July 2018) 


2. Patient Experience Strategy to be finalised and rolled 
out NS, March 2018) 


3. Patient Experience Forum to be relaunched to 
provide a forum for the development of ideas to 
improve the patient experience, starting with noise at 
night (NS, from February 2018). 


4. Implement actions from national cancer patient 
survey (CL, on-going). 


5. Mental Health and Mental Capacity issues, including 
action plan based on the ‘Treat As One’ gap analysis 
to be assured through Executive Patient Safety and 
Experience Committee and IQAC. Lower level joint 
forum with Tees, Esk and Wear Valleys Mental 
Health Trust to be considered (NS, on-going). 


6. New processes for screening patients for DOLS 
applicability and for reporting and tracking to be 
embedded (NS, March 2018). 


7. Increase and improve education for medical and 
nursing staff with respect to best interest decisions 
for patients lacking mental capacity (MS, April 2018). 
 


 
 


Risks beyond Board tolerance 
in risk register 
• None – subject to the patient 


experience impacts involved 
in risks in meeting access 
targets (Objective 3 above) 
as specified in the NHS 
Constitution. 


Metrics 
• Trend and analysis in 


complaints; 
• Compliments data; 
• Discharge surveys (trend over 


time); 
• Community hospital 


questionnaires. 
 
Independent / semi-independent 
• National In-Patient Survey (due 


May each year) 
• Friends and Family Test. 
• CQC visit reports 
• Commissioner assurance visits 
• Overview and Scrutiny 


Committee   
• Internal Audit of complaints 


handling (Quarter 3, 2017/18) 


 


Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 4 20 2 3 6 2 3 6 


 


Planned Trajectory (next two years) Commentary  


Month Score/ RAG Month Score/ RAG 


Patient Feedback on the whole is positive, as evidenced by the recent sustained improvement in 
Friends and Family Test scores and the use of patient stories and patient feedback continues to 
improve. The national IP survey, in line with the Trust’s own surveys, identifies areas of focus for 
further improvement work, but no statistically poor performance. CQC have rated the ’Caring’ 
domain as ‘good’ for all trust services.  


ON TRAJECTORY  


Apr 17  9 (3x3)  Apr-18 6 (2x3, target) 


Jul-17 6 (2x3, target) Jul-18 6 (2x3, target) 


Oct-17 6 (2x3, target) Oct-18 6 (2x3, target) 


Jan-17 6 (2x3, target) Jan-19 6 (2x3, target) 


 


Lead:  Noel Scanlon      Committee: IQAC CQC Domain: Caring 


Previous quarter risk score 


YELLOW - 6 (2X3) 
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OBJECTIVE 6: Great Patient Environment  


Linked Strategic Objectives: 


• To enable delivery of care by staff and in patient environments which deliver the best patient experience 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Unclean environment 
• Unsafe environment 
• Poor facilities 
• Out of date theatres (DMH) 
• Other specific risks re out of 


date facilities and 
infrastructure 


 


• PFI contract management systems 
(covering Hard and Soft FM). 


• Contract management process and firm 
KPIs in place for SCL (monthly contract 
monitoring meetings and escalation 
process) 


• Cleaning schedules and rotas and 
Monitoring Officer regime. 


• Prioritisation of backlog schemes 
through Investment Planning and 
Appraisal Group. 


• Project management procedures for 
capital works via SCL contract and KPIs 
form part of the contract monitoring 
process. 


• Local Security Management Officer in 
place via SCL contract. 


• Security, Violence and Aggression and 
Health & Safety risk Assessments. 


• Health and Safety, fire and security 
audits in all areas. 


• Health and Safety Committee to monitor 
compliance with H&S standards relating 
to the patient environment. 


• Food Safety Training 
• Infection Control audits* and actions. 
• Catering audits* and actions 
• Water Safety Group monitoring role. 
• Asbestos Group monitoring role. 
• Medical Gas Committee monitoring role.  
• Authorised Engineer audits* of 


maintenance works and actions 
(provided through SCL) 


• STEM works have commenced and are 
on target to complete by March 2018. 


• M&SE Capital managed against current 
available resources.  


 
* Included in controls as essentially frequent 
management checks on compliance 


Management assurance 
• Monitoring Officer checks on PFI provider 


soft FM and in-house services) and on SCL 
• Scrutiny of patient environment feedback by 


Integrated Quality and Healthcare 
Governance Committee. 


• Internal Cleaning audits. 
• DH Premises Assurance Model 


(Self-assessment).  
• Monitoring Officer being appointed for SCL 


to undertake internal checks on QE 
Facilities’ contract delivery similar to CDDFT 
checks on PFI partners. 


• Backlog 
Maintenance 
funding does not 
meet required level 
to address 
significant risks 
identified, requiring 
prioritisation. 


• Neither A&E facility 
is fit for purpose 
with respect to 
current levels and 
mix of demand.  


• Rooms in A&E’s 
and other facilities 
do not meet good 
practice guidance 
for patients with 
mental health 
issues (PLAN) 


• Asset registers 
within Care Groups 
are not up to date 
and reliable 
 


Gaps 
• Lack of formal and frequent reporting on 


backlog risks to Executive Directors. 
 
Positive outcomes 
• Independent audit of UHND and self-


assessments for CLS and BAH, of 
compliance with estates requirements, 
has found good assurance for all three 
sites. 


• 5-star rating from most recent LA food 
hygiene inspections. 


• Good assurance from Internal Audit of 
Backtraq (maintenance and medical 
equipment system) 


• Substantial assurance from Internal 
Audit for STEM. 


• Fire inspections of all sites ‘broad 
compliance with the Regulatory Reform 
Order (highest rating) confirmed by 
County Durham Fire Service) 


• Independent audit of compliance with 
the Regulatory Reform Order by a Spire  


• The Trust’s PLACE scores were 
considerably better than the national 
average for all areas except condition 
and maintenance of buildings and 
cleanliness which were in line with the 
average scores. 


• ‘Green’ rating from commissioner 
assurance visit. 
 


Neutral outcomes 
• Premises Assurance Model - some 


specific actions required as part of 
ongoing process. 


• Due diligence exercise on DMH site by 
chartered engineer with some issues 
with respect to fire compartmentation 
identified.  


• Limitations in assurance from Canty 
Compliance Audit at DMH. 
 


1. STEM - roll-out of remaining refurbishment works (AM, in line 
with project timetable).  


2. Specific actions, tracked through the risk register in respect of 
key risks associated with backlog maintenance and 
continuous prioritisation (AM, on-going).  


3. Highest risks with respect to backlog works to be highlighted 
to Board and reviewed, for prioritisation and funding as part of 
2018/19 planning – capital planning elements (AM, February 
2018). 


4. Six monthly update reports on backlog position to be 
submitted to EDs thereafter (AM, on-going). 


5. Dedicated sub-group to monitor replacement of furniture to be 
implemented for 2018/19 capital planning (DB, April 2018) 


6. Progress design and delivery of developments in respect of 
Emergency Departments as part of the Major Projects 
Programme to be overseen by SCB (CL on-going).  


7. Implementation of ED improvement works as part of GP 
Streaming (to March 2018, AM) 


8. Remaining actions from Canty compliance and re Premises 
Assurance Model (AM, on-going) 


9. Obtain design for and implement improvements to the 
Category 3 Room in the Laboratory at Durham (AM – March 
2019) 


10. Complete funded works for fire compartmentation at DMH (AM 
– March 2018).  


11. Refresh due diligence exercise at DMH  provide assurance 
(alternative to Canty Compliance audit for DMH) 


12. Procurement to take over management of asset registers with 
issues to be escalated through the Senior Operational Leaders 
Group (AM – by April 2018).  
 


Where AM’s initials are included against actions, these form part 
of the services to be contracted out to Synchronicity Care Limited 
(SCL).  Executive Directors will maintain oversight of delivery.  
 
Mitigation plans are in place for specific risks from the risk register 
in addition to those set out above i.e. with respect to the asbestos 
risk, chemotherapy and blood fridges (shortly to be replaced) and 
radiology equipment (the Radiology Equipment Procurement 
Project to procure a managed equipment / service supplier). Also 
medical and surgical equipment has been prioritised and funded 
for the current year. Improvements in A&E facilities for patients 
with MH issues are covered by actions under Objective 6 above. 


Risks beyond Board tolerance 
in risk register: 
• Risks re backlog 


maintenance programmes 
with reference to available 
funding - 1829 


• Additional risks re aged 
equipment including the 
chemotherapy fridge  - 1836 


• Microbiology lab at UHND 
not able to meet Category D 
requirements (for fumigation) 
and cabinets fail 
intermittently - 1948 


• Radiology equipment is out 
of date in a number of areas -
1916 


• Potential shortage of funds 
for medical and surgical 
equipment – 1996 


• Water pipes – risk of failure 
in the Tower Block due to 
age and reliability of values - 
1514 
 
 


Metrics 
• SCL KPI reporting and KPIs for PFI 


providers 
• Friends and Family Test (patient views) 
• NHS Choices Food Hygiene League Table 


Independent / semi-independent 
• Accreditations under STS with external 


validation for food hygiene. 
• Local authority inspections 
• Independent audits of compliance with 


statutory obligations including PFI providers 
(Canty Compliance audits).  


• PLACE inspections (supported by public 
and governors)  


• CQC inspection 
• SGS external audit once a year to ensure 


full compliance of OHSAS 18001 
• Scrutiny of audit compliance schedules and 


results through Health & Safety Committee. 
• Internal Audits of SCL KPI reporting, 


portering, medical device management, site 
maintenance and contracted out estates 
services (Quarter 3 and 4, 2017/18) 


• Commissioner assurance visits 
• Authorising engineer checks 
• Environmental health inspections 


 
Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


5 4 20 3 3 9 2 3 6 


 
Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG 


There remain some backlog and improvement works which will enhance the patient environment and improve 
patent experience which the Trust is unable to fund through the capital programme. These are not affordable in 
2017/18 given the Trust’s need to manage cash balances tightly. As advised to the Board in February, the risk 
score is likely to remain at 9 until 2018/19 and is contingent on improved access to funds at that point. 
Depending on how far the capital programme is constrained, this might increase.    


ON TRAJECTORY  


Apr-17 9 (3x3) Apr-18 6 (2x3, target) 


Jul-17 9 (3x3) Jul-18 6 (2x3, target) 


Oct-17 9 (3x3) Oct-18 6 (2x3, target) 


Jan-18 9 (3x3) Jan-19 6 (2x3, target) 


Lead:  Alison McCree (contracted out)    Committee: IQAC CQC Domain: Safe / Caring 


Previous quarter risk score 


AMBER - 9 (3X3) 
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OBJECTIVE 1: Strategy Development and Delivery    


Linked Strategic Objectives: 


• To transform care pathways and develop services which deliver the best patient outcomes 
• To enable delivery of care by staff and in patient environments which deliver the best  


patient experience 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Inherent risks: 
• Strategy does not reflect the 


views of staff and 
stakeholders and is not 
therefore supported within 
the Trust or externally 


• Strategy fails to respond to 
the challenges faced by the 
Trust. 


• Strategy is unrealistic and 
not achievable. 


• Implementation of the 
strategy is not effective. 


• Failure to adapt the strategy 
in the light of changes in 
conditions. 
  
 


• Strategic Change Board (SCB) in place to oversee development of strategy, 
proposal of strategy to the Board and monitoring of implementation. SCB 
also monitors the external environment every month. 


• Vision and Mission defined, agreed with staff in prior years and subject to 
review as part of the forthcoming planning process. 


• Values agreed with staff in 2014 Focus Groups, to be reconsidered in 
forthcoming listening events. 


• Strategy Handbook (overall summary) and underpinning strategies reviewed 
and approved by the Board after taking account of the views of the Council 
of Governors. 


• Board reviews strategy twice annually including changes in the external 
environment and internal capability. 


• Strategic objectives defined together with underpinning strategies for Quality 
(Quality Matters), Workforce (Staff Matter) and IT and plans for enablers 
(finance, estates and communications). 


• Quality Matters and Staff Matter are underpinned by action plans with 
success measures, with implementation monitored every quarter by SCB. 


• Clinical services strategy for the short to medium term is defined within the 
Handbook and enshrined within the major projects programme / monitoring 
of quality plans through the Strategic Change Board. 


• Strategy Infographics in place for the Trust as a whole and for each Care 
Group to provide visual reinforcement of the vision, values, mission, 
strategic objectives and plans throughout the Trust supported by further 
communications on specific aspects. In addition, the Strategy Handbook has 
been shared with all senior managers and heads of department. 


• Plans in place for services categorised as vulnerable, summarised in risk 
registers and the Strategy Handbook, and closely monitored by Executive 
Directors. The full Board is engaged in reviewing services under imminent 
pressure e.g. .Paediatrics. 


• Trust working with partners to define locality and region-wide longer term 
strategies through (i) Committee in Common with North and South Tees 
Hospitals (ii) Integration Board and discussions to develop local strategies 
building on the Darlington 2020 vision and County Durham Memorandum of 
understanding with commissioners (iii) regional forums for vulnerable 
services and particular services e.g. Local A&E Area Delivery Board (iv) 
STPs (v) County Durham Integration Board including local authorities for 
community –based services.  


Management assurance 
• Board scrutiny of 


Strategy Handbook, 
underpinning strategies 
and twice-yearly review 
of strategy including the 
external environment 


• SCB review of delivery 
of strategy and changes 
in conditions every 
month 
 


• The Trust has suspended 
the further development and 
implementation of its own 
longer-term clinical services 
strategy in recognition of the 
potential delivery of a patch-
wide strategy through the 
STP process. As a result, 
pending the finalisation of 
plans through STPs and 
any subsequent 
consultation with the public, 
there is some unavoidable 
uncertainty impacting on the 
long-term clinical services 
strategy for the Trust.  


• Executive Directors and 
Clinical Leaders hold 
frequent communication 
and engagement events 
with services and with 
medical staff to seek 
address the above 
uncertainty. 


 
Short-term service plans  
• Service strategies and plans 


require further development 
for some vulnerable 
services.  
 


Gaps 
 
Longer-term planning: 
• Lack of assurance on strategy 


beyond a three to five year horizon 
reflecting the absence of locality, 
region-wide and national strategies 
at the present time. There is a 
dependence on the STP(s) and any 
successor organisations to address 
these. 
  


Short-term plans : 
• Pending finalisation of plans, there 


are gaps in assurance with respect 
to the viability (quality, financial and 
workforce) of some service plans. 


 
Outcomes 
 
• External reviewer rated the Strategy 


Domain as ‘Amber-Red’ on the 
basis of the need for more effective 
communication of staff, increased 
involvement of NEDs in STP 
meetings and comments from 
external stakeholders that the Trust 
needs to engage more proactively 
and effectively in taking the work of 
the STPs’ forwards.  The Trust has 
implemented all actions from this 
well-led review and the draft CQC 
well-led review highlights fewer 
issues with respect to strategy. 


 


1. On-going roll out of communications for 
staff on vision, values, core strategic 
objectives and how STP may impact 
these. To be reviewed and refreshed in 
the current planning round and linked to 
planned staff listening events (SJ, to May 
2018).  


2. Maximise Trust involvement in the STPs 
and other local and regional strategy / 
planning forums to inform the 
consideration and evaluation of options, 
and development of region-wide plans 
(SJ, CL, DB, JC– on-going). 


3. Finalise and implement plans to sustain 
services (primarily Paediatrics) – SJ/JC 
on-going from December 2018. 


4. Continue to progress the development of 
collaborative solutions for other vulnerable 
services in line with the responses 
summarised in the Strategy Handbook 
and covering those highlighted in risk 
registers, where appropriate through the 
Committee in Common (JC, on-going). 


5. Building on training provided to NEDs re 
the STP process, and potential regional 
and national changes to the STPs, review 
the extent of NED visibility of / 
involvement in the STP process (Chair / 
WE – by March 2018).  


6. Continue work with fellow providers, 
CCGs and local authorities to develop 
local strategies aligned to longer term 
STP intent to address joint challenges (SJ 
on-going). 
 


Metrics 
• Measures included in 


action plans for 
underpinning strategies 
and headline measures 
included in Quality 
Matters strategy. 


 


Risks beyond Board tolerance 
in risk register: 
• Risks to the sustainability of 


particular services in Care 
Group risk registers: 
Ophthalmology; 
Dermatology; 
Rheumatology; Radiology; 
Breast surgery; Paediatric 
and Obstetrics, Breast 
surgery and Palliative Care 
(see Domain 1, Objective 
3). 


     


Independent / semi-
independent 
• KPMG review of 


strategy domain as part 
of well-led review. 


• CQC well-led review 
• Internal Audit of 


business planning 
(Quarter 4, 2017/18) 
and Programme 
Governance (Quarter 4, 
2017/18). 
 


 
Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


5 5 25 3 3 9 2 3 6 


 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The last quarter has seen progress on actions to sustain those services which are classed as ‘vulnerable’ based 
on the definition issued by NHS England and through the Committee in Common, together with greater clarity 
and communication on, and more embedded monitoring of the implementation of strategic plans. Trust leaders 
are actively involved in work on vulnerable services. The Trust Board took the view at its seminar in September 
2017 that the direction of travel for the next three years is still relative clear. Also over the quarter some 
assurance has been received as CQC have raised few issues compared to those raised by KPMG. There 
remain workforce and financial challenges, however these are reflected against those Domains and Objectives.  


ON TRAJECTORY 


Apr-17 12 (3x4) Apr-18 9 (3x3) 


Jul-17 12 (3x4) Jul-18 6 (2x3), target) 


Oct-17 12 (3x4) Oct-18 6 (2x3), target) 


Jan-18 9 (3x3) Jan-19 6 (2x3), target) 


 


Lead:   Sue Jacques     Committee: Board 


Previous quarter risk score 


AMBER - 12 (3x4) 


• To maximise our resources and relationships to sustain services and deliver the best efficiency 
• To attract, support, engage and develop our staff to provide care they are proud of – best employer  
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OBJECTIVE 1: Right capacity, right place, right time 


Linked Strategic Objectives: 


• To attract, support, engage and develop our staff to provide care they are proud of – best employer  


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 


Principal inherent risks: 
• Failure to effectively understand, 


plan for and recruit for workforce 
needs resulting in shortages of 
medical and / or nursing staff in 
particular services; 


• Failure to recognise, and allow 
for, changing workforce needs 
over time in developing and rolling 
out plans (needs not clear until 
service reviews to inform clinical 
strategy are complete). 


 


• Staff Matter Strategy 2017-2020, with action plans 
monitored through the Strategic Change Board 


• Workforce Planning and Monitoring through HRBPs for each 
Care Group 


• Medical Workforce Review meetings with each Care Group 
with senior staff from the Medical Directorate and Workforce 
and OD 


• Recruitment policies and procedures in place.  
• Nursing recruitment campaigns in place and on-going, 


including one stop shop to cover whole process and make 
rapid offers. On-going adverts on NHS Jobs. 


• Overseas nursing recruitment continuing 
• Expanded in-take of nursing staff from Universities spread 


over the year: Teesside in-take in Jan and Sept; Sunderland 
in-take in April and OU in-take in October and March. 
Increased compliment to be taken from Teesside. 


• Nursing and HCA bank in place managed by Staff Bank and 
Agency Service, with use of bank to fill vacant shifts (almost 
all HCA shifts). Neutral vendor in place for agency requests 
(ensuring compliance) 


• Medical Staff Recruitment Plan, combined with monitoring 
process through Care Groups and ECL, to recruit consultant 
and other medical posts (BMJ, recruitment fairs personal 
contacts, head hunters, international recruitment, and use of 
incentives). 


• Process for escalation of short-term needs (including 
authorisation to ‘break the glass’ re NHSI caps). 


• HCA qualification developed (differentiator for the Trust in 
the recruitment market place). 


• Dedicated work with areas experiencing high sickness 
absence levels to improve absence management 


• All areas required to specify actions to improve retention in 
Staff Matter Action Plans monitored by the Strategic Change 
Board.  


• Service strategies / plans in development to address areas 
with locum dependency (as part of overall planning 
process).  


• Absence management team / HRBPs with focus on every 
case of absence.  


• Master Vendor in place for Medical Staff agency needs 
• Plan in place and monitoring process to ensure 


effectiveness usage of apprenticeship levy.   


Management assurance 
• Nursing and Midwifery Staffing 


(daily monitoring) and reports to 
each Board meeting, including 
regional benchmarking.  


• Workforce & OD Management 
Team oversee workforce planning 
and related actions, reporting on 
them to Integrated Quality and 
Assurance Committee  


• Finance Committee scrutiny of 
implementation of the 16 point 
plan to reduce reliance on 
temporary nursing staff and the 13 
point plan re medical staff 
 


• Despite higher numbers of 
nursing recruits, attrition is 
now starting to exceed 
numbers joining the Trust. 


• Shortages of medical staff 
putting some services at risk, 
with stretched rotas and 
overdependence on middle 
grades as potential solutions. 
The impact of the new junior 
doctors contract has been to 
put further pressure on some 
rotas 


• Medical staff job planning 
reviews and update process – 
plans now largely in place but 
are now being converted to 
provide a focus on the coming 
year and to better link to 
demand and capacity 
planning.  


• Regional or national 
shortages of medical staff 
impacting on some services, 
now subject to collaborative 
working with neighbouring 
Trusts through the Committee 
in Common and work on 
specific services being 
overseen by NHS England.  


• Ability to flex short-term 
emergency cover (bank and 
agency) is limited at holiday 
times with potential for peak 
demand (observed over the 
Christmas period). 
 


Gaps 
• None. 
 
Positive outcomes 
• Bank fill rates increased to around 


84% RN and 87% of HCA requests. 
Agency fill rate provides a further 5% 
and 4% respectively. 


• Neutral vendor filling majority of 
remaining nursing staff requests, 
subject to times of pressure.  


• Master Vendor filling over 80% of 
requests for temporary medical 
staffing 


• Over 100 overseas nurses recruited 
and agreements in place with 
Universities as per controls 


• Over 70 graduates recruited in 
summer 2017 and a further 44 
recruited for January 2018 


• Voluntary turnover at 7.3% Year to 
Date (below target)) 


• Staff absence at 3.95% Year to Date 
(within target) 


• Effective staffing shortfall 4.2% 
(reduced on prior quarters)  


• Net increase in consultant recruitment 
(13) for prior year and recent 
successful campaigns e.g. O&G 


 
Neutral outcomes 
• Reasonable assurance internal audit 


reports on recruitment and temporary 
staffing (however, key issue in the 
latter was local induction rather than 
recruitment and vetting). 


 
Other outcomes 
• Limited assurance re medical staff 


job planning 
 


1. Proposals being developed for further 
and wider overseas nursing recruitment 
in Europe, Far East and India (NS – 
February 2018) 


2. Medical Staff Recruitment Plan roll-out. 
Agree and tailored recruitment options 
for specific services including 
international recruitment, for hard to 
recruit posts (MS/CL/ JC – on-going) 


3. Plans to strengthen specific services to 
be included in the Major Projects 
Programme being overseen by SCB , 
through the Committee in Common and 
in regional collaborative work on 
vulnerable services  (JC/ CL on-going 
for 2017/18) 


4. Oversee development of forward-
looking medical staff job plans for 
2018/19 (JC, March 2018) 


5. Roll out plan to sustain Paediatric 
Services beyond the short-term, as 
agreed with the Board in December 
2018 (CL, on-going). 


6. Trust-wide overarching retention plan 
including follow through on the work of 
the High Impact Task Groups in specific 
areas (MS, on-going).  


7. Improve planning of rotas and filling of 
vacancies in advance of holiday periods 
and periods of anticipated peak demand 
(CL, from February 2018). 


 
Mitigation of the risks to this objective has a 
dependency on the actions set out in Domain 
2 (Objective 1) particularly actions to sustain 
vulnerable services.  
 
There are specific mitigation plans for each of 
the risks included in the risk register which 
have been reviewed and confirmed through 
Risk Management Committee and Executive 
Performance Review meetings with the 
relevant Care Group 


Risks beyond Board tolerance in 
Board risk register: 
• Reliance on agency workers in 


areas where there are national 
shortages of doctors (1907) and 
nurses (2012).  


• Shortage of theatre nurses -1915. 
• Shortages of medical staff in 


some specialties, particularly 
Ophthalmology (1023), 
Paediatrics (1728) , Radiology 
(1921) Obstetrics (1891), 
Rheumatology (2010), Palliative 
Care (1696). Also Gastro, Cardio 
and Respiratory (1935) 


• Paediatric cover in A&E – 1892, 
1915 and 2060 


• Ageing radiology equipment -1916 
• Shortages of GPs to cover urgent 


care and shortages of ED 
consultants  – 2033 and 2034 


• Shortage of staff to maintain 
breadth of access to Dermatology 
Clinics -1962 


• Shortages of staff in Cytology and 
Histology – 2001, 20157 


Metrics 
• Workforce reporting (staff 


numbers, turnover, agency staff, 
sickness absence) 


 


Independent / semi-independent 
• Internal audits of: 


 Temporary Workers 
Follow- Up (Quarter 4, 
2017/18t) 


 Recruitment and 
Retention (scheduled for 
Q4 2017/18) 


 Medical Staff Job 
Planning (in progress). 


 Junior Doctors’ contract 
implementation (Quarter 
4, 2017/18) 


 


 
Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


5 4 20 3 4 12 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The Trust may be dependent on temporary workforce solutions to sustain some services pending the roll out 
of local and regional plans with respect to those services which have challenges in securing medical staff. 
Progress with this work is key to the achievement of the Trust’s ambition for a step down in the risk rating 
eventually reducing to the target score in July 2018. The Trust’s position on nursing staff, taking account of 
bank staff fill rates has improved and has stabilised, although challenges will remain given the age profile of 
Trust staff. The Trust now has much improved controls over fill rates, job planning and recruitment but 
further progress is required in agreeing and implementing plans to sustain specific services subject to 
regional and national shortages.  


OFF TRAJECTORY (risk score) 


Apr-17 12 (3x4) Apr-18 9 (3x3) 


Jul-17 12 (3x4) Jul-18 6 (2x3), target) 


Oct-17 12 (3x4) Oct-18 6 (2x3), target) 


Jan-18 9 (3x3) Jan-19 6 (2x3), target) 


Lead:  Morven Smith    Committee: IQAC 


Previous quarter risk score 


AMBER – 12 (3x4) 
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OBJECTIVE 2: Right skills 


Linked Strategic Objectives: 


• To attract, support, engage and develop our staff to provide care they are proud of – best employer 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 


Principal inherent risks: 
• Staff appointed without 


sufficient, appropriate skills or 
skills allowed to lapse over 
time. 


• Insufficient numbers of staff 
with skillsets to design and 
implement the Clinical and 
Quality Strategies. 


• Failure to recognise full skillset 
needed to design and 
implement the Clinical 
Strategy (need for vision and 
to go beyond traditional ways 
of working). 
 


• Pre-employment vetting procedures including 
reference and registration checks (permanent 
and agency staff). 


• Policy and procedures in place for development 
of Training Needs Analysis and Learning 
Prospectus. Trust-wide Training Priorities Group 
in place to determine the focus of essential 
training.  


• Essential Training Offer and slots in place. 
• Monitoring of booking onto and attendance at 


Essential Training programmes through OLM. 
Reporting and management of Did Not Attends 
and escalation of non-attendance 


• Nursing skills passport (linked to appraisal 
process); 


• Medical staff supervision and education 
processes in place; 


• Revalidation processes in place for medical and 
nursing staff, with individual tracking and support 
to all nursing staff. 


• Junior doctors’ rotas managed to maintain 
capacity for training and supervision.  


• Temporary Worker requests for nurses and 
HCAs sourced through bank or Neutral Vendor 
providing assurance of vetting before starting 
work. 


• Strategic Leadership Development Programme in 
place. 


• Comprehensive management training 
programme in place for all subsequent levels.  


• Master Vendor in place with contract to appoint 
medical agency staff in line with the Trust’s 
standards and after appropriate vetting of skills 
and qualifications. 


• Programme of developing Graduate Trainees for 
some posts (service managers for example). 
 


Management assurance 
• Monitoring of essential 


training attendance through 
OLM, with management 
information reported to all 
Care Groups every month; 


• Revalidation Officer 
monitoring and reporting on 
medical staff revalidation 


• Nursing revalidation 
programme and monitoring 


 


• Requirements in some 
services for locum 
medical staff (albeit 
subject to stringent pre-
employment checks, 
enforced via neutral 
vendor for nursing staff 
and master vendor for 
medical staff).  


• Compliance with locum 
appointment protocols 
has been inconsistent but 
now limited to the post-
engagement reference.  


• Gaps in records to 
evidence local induction 
of nursing and medical 
agency / bank staff. 


• HENE funding cut-backs 
have restricted funding for 
CPD for nurses to funding 
for advanced clinical 
skills, District Nursing and 
Nurse Prescribing. 


• Monitoring and escalation 
of gaps in role specific 
essential training, 
together with reporting 
and governance 
processes, requires 
improvement 
 
 


Gaps 
• Lack of robust escalation and assurance to ensure that 


relevant staff are up to date on role-specific essential 
training.  


 
Positive outcomes 
• 87% of staff completed essential training during 2017/18 


(to date)  
• Over 72% of staff had an annual appraisal including the 


identification of training needs, during 2017/18. 
• Peer review process for medical staff appraisal and 


validation set a stretch target of 95% for appraisals to be 
complete – the Trust has achieved 98%. .  


• Nursing Directors’ reports to the Board have provided 
assurance on revalidation of nursing staff.  


• Positive GMC trainee feedback from Obstetrics and 
Gynaecology (in top 25-50% nationally) addressing 
previous issues. 


• NHS Improvement complimentary re leadership 
development programme. Over 100 senior managers 
will be through the programme by the end of the 
financial year and it is now being extended to Band 7 
staff. 


• Improvement in performance in GMC survey (up to 
6th position in the region for overall training experience) 
from 8th out of 9.  


• Positive feedback from Medical and Dental School Visit 
in Obstetrics and Gynaecology 


 
Other outcomes 
• Internal Audit report on Programme Governance 


highlighted concerns re capacity and capability re 
project managers for major projects. However, follow up 
audit has provided good assurance. 


• Internal Audit of Temporary Workers provided 
reasonable assurance with gaps in local induction 
records being a key issue. 


1. Introduce strengthened governance 
processes for role-specific essential training, 
based on specification of required 
competencies within ESR, monitoring against 
those competencies and appropriately 
designated lead officers (MS – April 2018) 


2. SCB to monitor Major Projects Programme 
and ensure resourced effectively (CL, on-
going) 


3. Complete retraining of ward sisters on local 
induction tool and embed monitoring of local 
induction and post-engagement reference 
through the Senior Nurses Group and ECL 
(/NS – February 2018). 


4. Review options to support CPD training for 
nurses, supplementing those elements funded 
by HENE (NS/MS –March 2018). 
 


Notes:  
(1) Actions included under Domain 3, Objective 1 
above relating to services with challenges 
securing medical staff will address the first gap in 
controls 
(2) With respect to the operational risk concerning 
safeguarding supervision, the supervision policy is 
under review. 
(3) Safeguarding training records are being 
reconciled to local records and gaps escalated 
through Care Groups.  


Risks beyond Board tolerance in 
risk register 
• Staff not receiving safeguarding 


supervision and training in line 
with Trust policy – 2028 and 
1971 
 


  


Metrics 
• Percentage completion of 


essential training including 
breakdown by area. 


• Appraisal rates. 
 


 
Independent / semi-
independent 
• Planned (2017/18) internal 


audits of: 
• Temporary Workers 
• Medical staff 


revalidation and 
appraisal (scheduled for 
Quarter 4, 2017/18) 


• Nursing staff 
revalidation (April 2018) 


• GMC survey 
• HENE monitoring visits 


 


Inherent risk level Current risk level Target risk position 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 5 20 3 4 12 2 3 6 


 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG This is largely dependent on the same factors as for Objective 8 above; hence the trajectory has been set based 
on the same assumptions. A key determinant of the current risk score is the need to address weaknesses in 
monitoring of role-specific essential training.  


 


OFF TRAJECTORY (risk score) 


Apr-17 12 (3x4) Apr-18 9 (3x3) 


Jul-17 12 (3x4) Jul-18 6 (2x3), target) 


Oct-17 12 (3x4) Oct-18 6 (2x3), target) 


Jan-18 9 (3x3) Jan-19 6 (2x3), target) 


 


Lead:  Morven Smith       Committee: IQAC 


Previous quarter risk score 


AMBER – 12 (3x4) 







 
 


Board Assurance Framework and Key Risks (Trust Board Meeting – January 2018)  Page 18 


 
D


O
M


A
IN


 3
: S


TR
A


TE
G


IC
 O


B
JE


C
TI


VE
S 


(P
EO


PL
E)


 
(B


es
t E


m
pl


oy
er


) 
OBJECTIVE 3: Great staff experience and engagement 


Linked Strategic Objectives: 


• To attract, support, engage and develop our staff to provide care they are proud of – best employer 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 


Principal inherent risks: 
• Poor staff morale 


resulting from work-
related pressures, stress, 
and lack of ability to 
influence the working 
environment and / or poor 
line management. 


• Inability to implement 
required change to due 
lack of engagement 


 


• Staff Matter Strategy 2017-2020, with action plans 
monitored through the Strategic Change Board 


• Senior Management and Heads of Department 
(SHMODs) meeting with Chief Executive, recently 
revamped in line with staff feedback.  


• Annual Staff Awards and similar, periodic, events such 
as Dragon’s Den. 


• Engagement with staff (including clinicians) through 
TMNC, MAC and JCNC. 


• Vision, Values and Behaviours agreed through staff 
consultation now in place and reinforced through the 
appraisal process. 


•  ‘Breakfast with Sue’ meetings. 
• Decade of Care CEO and Chairman meetings with all 


services / teams 
• Progress on Staff Matter actions reviewed and reported 


quarterly.  
• Engagement through Staff Governors. 
• CQSP in place to engage clinical leadership in the 


safety and quality agenda with ability to engage and 
advise the Board.  


• NED, Chairman and CEO ward walk-around events 
taking place regularly, involving face to face discussions 
with staff.  


• Clinical Leaders Forum meeting monthly chaired by the 
Medical Director 


• Speak in Confidence – anonymous reporting system in 
place. All reports answered and acted on as necessary 
by Executive Directors. 


• Freedom to Speak Up Guardian champions reporting on 
frequent visits to wards, providing support to staff. 


• Programme of leadership and professional conferences 
in place to engage staff in the Trust leadership agenda 
and supporting improvements 


• Staff Health and Wellbeing (SHWB) Strategy in place 
and SHWB Team, expanded for 2017/18 to include 
psychology support and MSK physiotherapy. 


• Excellence Reporting in place to recognise excellent 
work and reporting is actively encouraged.  


Management assurance 
• Review, co-ordination and 


reporting on staff 
engagement initiatives 
through the Workforce 
and OD Senior 
Management Team 


 


• Staff survey feedback highlights 
inconsistency in the quality of staff 
appraisals.  


• New communications strategy 
only recently approved – now 
being rolled out to provide a more 
effective and holistic approach to 
engagement internally and 
externally, building on 
strengthening of the 
Communications Team. 


• The Trust needs to continue to 
increase the level of Clinical 
Engagement in addressing quality 
and business challenges. This is 
partly a reflection of capacity and 
is improving quarter on quarter.  
 


Gaps 
• None.  
 
Positive outcomes 
• Over 71% of staff received an 


appraisal in 2017/18 
• Internal Audit of Appraisal risks and 


data quality – Good Assurance 
• The external reviewer for the well-led 


review rated the Trust as ‘Amber-
Green’ for stakeholder (including staff) 
engagement. 


• Voluntary turnover at 7.3% (below 
target, overall rate worse than peers) 


• Staff absence at 3.95% (within target) 
• Effective staffing shortfall 4.2% 


(reduced on prior quarters)  
• Improvement in GMC trainees’ survey 


scores. Obstetrics and Gynaecology 
scores have improved – now in the 
top 25% to 50% nationally. 


• 49% response rate for 2017 NHS 
Staff Survey 


• 72% of staff have been vaccinated 
against flu. 


 
Neutral outcomes 
• For the staff survey questions focused 


on engagement, the Trust’s 
performance in the 2016 survey had 
worsened year on year. Overall, the 
Trust has been placed in the Upper 
Left (second best quadrant) for staff 
survey results, however. 
 


1. Redesign the appraisal process during 2017/18 in line 
with Trust values and team focus, to aid in ensuring 
consistently high quality appraisals are performed. A 
draft is out for consultation (MS– on-going). 


2. Roll Communications Strategy (SJ, on-going). 
3. Planned staff listening events over Quarter 3, 2017/18 


(SJ, January 2018) 
4. Provision of three days OD consultancy to all Care 


Groups following completion of training by triumvirates 
through the Strategic Leadership Development 
Programme to support tailored staff engagement and 
support activities at Care Group level. This includes OD 
support to staff listening events (MS on-going). 


5. Further leadership conferences planned for May and 
November 2018 (MS) 


6. Use of ‘Perfect Month’ exercise in March 2018 to 
engender a ‘CDDFT team focus’ from ward to board, 
building on previous exercises (CL to March 2018). 


7. Embed the new cascade process from SHMODs based 
on ‘Team Brief’ (SJ, to January 2018). 


8. Finalise and roll out Equality, Diversity and Inclusion 
Strategy (including Workforce Race Equality Standard 
Compliance), currently out to consultation (MS - roll out 
by April 2018). 


9. Retention Plan and associated work-streams (MS, 
ongoing). 


 
Note: Actions under Domain 3, 1 above, will increase 
medical staff capacity to engage with business challenges.  
 
Specific action plans are in place, assured by Risk 
Management Committee with respect to completion of 
appraisals by the Surgery Care Group over the course of the 
year and with respect to decommissioned / re-tendered 
services. An action plan has been agreed with HENE re red 
outliers in the GMC survey. 


Risks beyond Board 
tolerance in risk register 
 
Risks of staff affected by 
decommissioning or other 
contract-related uncertainties 
becoming disaffected: 
 
- Urgent care -1857 
- Child Health Continuing 


Care - 1956 
- Wellbeing for Life – 2014 
- Adult Community Services 


- 2056  
 
Shortfall against run rate 
target for appraisals – Surgery 
Care Group – 2024 
 
Red outliers in GMC survey in 
the Emergency Department 
and AMU at UHND 2050 
 


Metrics 
• Outcome-based metrics 


(appraisal rates, absence, 
turnover, training rates) 


 
Independent / semi-
independent 
• Internal Audits of medical 


staff appraisal (including 
follow up of prior year 
appraisal report). 


• National Staff survey – 
currently embargoed till 
February 2018 and only in 
raw form 


• Staff Friends and Family 
Test 


• Planned internal audit of 
whistleblowing 
arrangements – Quarter 
4, 2017/18 
 


 
Inherent risk level   Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 4 20 3 3 9 2 3 6 


 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG Results from the NHS Staff Survey suggest that, despite a huge amount of work in this area, there is still further 
to go to achieve this objective. In addition, commissioners and the Quality Improvement Board have flagged this 
area as a risk despite positive metrics and other positive assurances.  


Whilst there are a number of significant work-streams in place and positive assurances in several areas, and 
CQC found mainly positive indications from staff engagement (including staff feedback), the results of the NHS 
Staff Survey 2017 are needed to enable the Board to make a fully informed judgment on the current risk score 
and whether it has reduced in line with trajectory.  


OFF TRAJECTORY 


Apr-17 9 (3x3) Apr-18 6 (2x3), target) 


Jul-17 9 (3x3) Jul-18 6 (2x3), target) 


Oct-17 9 (3x3) Oct-18 6 (2x3), target) 


Jan-18 6 (2x3), target) Jan-19 6 (2x3), target) 


 


Lead:  Morven Smith      Committee: IQAC 


Previous quarter risk score 


AMBER – 9 (3x3) 
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OBJECTIVE 1: Restore Financial Sustainability  


Linked Strategic Objectives: 


• To maximise our resources and relationships to sustain services and deliver the best efficiency 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / 
gaps 


Risk Mitigation Plan 


Principal inherent risks: 
• Failure to deliver 


sustainable improvements 
in productivity and 
efficiency resulting in 
further deterioration in 
cash reserves, causing 
erosion of funds for 
investment and impacting 
on ability to provide 
commissioner requested 
services 


• Resulting failure to deliver 
medium-term 
sustainability on a 
recurring  


• Failure to deliver cost 
improvements and 
improved cost control 
required to deliver the 
2017/18 annual plan.  


• Consequent deterioration 
in  Financial Services Risk 
Rating  (FSRR) 


• Inability of commissioners 
to manage demand 
impacting on achievement 
of plan 


• Failure to meet the 
conditions required to 
secure Sustainability and 
Transformation Funding  


 
Risks beyond Board 
tolerance in risk register: 
• Two Care Groups flagging 


risks re identification and 
implementation of cost 
improvement schemes 
1989, 2023.  


• Specific risks re de-
commissioning of services 
(see Domain 3, Objective 
3 above). 


• Community Services 
Contract being re-
tendered with attendant 
risk of loss of over £80m 
income from 2019. New 
risk being added to risk 
register 
 


Cost control and ownership 
• Budgets and  CIP for 2017/18 – agreed with Care Groups 


through ECL and ratified by Finance Committee and Board 
• Care Groups continuing to operate cost controls locally.  
Management of cash and capital spend  
• Investment Planning and Appraisal Group (IPAG) reviews and 


approves annual capital plan and business cases. ED 
approval required for any scheme not committed and not 
imperative for patient safety purposes to preserve cash; 


• IPAG and SCB review all business cases; 
• IT strategy and IT investments approved through Information 


Strategy Sub-Committee, investments being resourced within 
the annual capital plan. 


• Rolling cash flow forecast is maintained and reported to 
Finance Committee, with additional countermeasures 
triggered to hold cash balances above an agreed safety 
margin. 


Cost improvement / cost control  
• Trust teams engaged in reviewing the ‘Model Hospital’ data to 


identify and plan realisation of opportunities. 
• Established systems for monthly monitoring of performance 


and reporting to the Finance Committee, Board and to NHS 
Improvement. Care Groups also required to report to Finance 
Committee for triangulation and scrutiny. 


• CIP plans and trajectories in place for 2017/18 (with some 
gaps and high risks). These are independently tested and 
validated through FSP.  


• PMO function in place, monitoring granular CRT delivery and 
trajectories with weekly reporting to FSP (including providing 
detailed support and challenge to corporates and Care 
Groups in developing schemes and long lists for future years 
(FSP). 


• Escalation process in place for issues with Care Groups’ 
delivery of their financial plans through FSP and then 
Executive Directors Care Group Performance Review 
meetings. Escalation triggers increased scrutiny by Finance 
Committee  


• CQUIN plans in place and resources / systems put in place to 
secure delivery and funding. Escalation through ECL. 


• 2017/18 and 2018/19 plan completed and submitted to NHSI 
in December 2016 and budget aligned to plan. 


• 2017/18 and 2018/19 contract agreed with commissioners and 
Heads of Terms agreed to manage income reductions in line 
with releasing of costs.  


• Chief Officers and FDs meet monthly to review financial 
position and dedicated officers working on joint Financial 
Recovery Plan in-between those meetings (Financial 
Recovery Group). 
 


Note – Use of Resources Indicator reflects delivery in line with 
plan, cash and capital servicing therefore covered by above 
controls 
Medium / longer-term planning 
• Medium-term initiatives identified and being worked on in 


particular establishment of trading arm (SCL), shared services 
discussions with neighbouring Trust and benefits from STPs 
which are deliverable within that timeframe. 


• Joint productivity and efficiency opportunities being worked on 
with LHE partners and integration into STP planning. 


Management assurance 
• Tracking and reporting of 


financial performance 
including performance 
against cost improvement 
targets in monthly Finance 
Committee / Board reports. 
 


 


Current year (2017/18) 
• Some unresolved issues re block 


contract lines being concluded through 
the joint Financial Recovery Group. 


• Pending the completion of work on 
further opportunities and detailed plans, 
there is a shortfall in identified cost 
improvement schemes, comprising both 
a gap in schemes and risk adjustments, 
against the CIP target. This is being 
compensated for by the application of 
‘bold’ (cost control) measures in line 
with NHSI recommendations and other 
cost control measures identified locally. 


• Cash flow forecasting into 2017/18 
shows pressures at specific points in the 
year which need to be alleviated by 
cash-releasing efficiencies within the 
plan.  


• Income for elective activity is running, 
month to month, significantly below 
forecast, with a number of underpinning 
causes some of which relate to 
operating efficiency and coding. 


• Quarter 3 STF funding for performance 
lost (subject to appeal). 


• Risks to CQUIN income of £0.5m to 
£0.9m forecast 


 
Medium-term planning (2018/19 and 
beyond) 
• Medium Term Financial Strategy is out 


of date. Whilst there are longer term 
cash projections, there is a lack of 
clarity with respect to financial 
assumptions beyond a two-year 
horizon. This is because of the absence 
of clarity with respect to planning (STPs) 
at the regional level.  


• Income, activity and planned capacity 
could be better aligned at the individual 
service level.  


• Capital programme over-subscribed 
against available funds, leaving some 
priorities at risk.  


 


Gaps 
 
FSP and Finance 
Committee focus has been 
too limited with greater focus 
on income, associated 
drivers and lead indicators 
required going forwards. 
 
Positive outcomes 
• STF financial trajectory 


met in all quarters. 
• Internal Audit of 


Financial Sustainability 
Programme 
Governance – Good 
Assurance 


• Internal Audit of 
Financial Planning and 
Budgeting – Substantial 
Assurance 


• Positive report from 
NHS Improvement visit 
to review governance 
and delivery of CIP 
(July 2017) – no 
additional support 
mandated  


 
Other outcomes 
• Continuity of Services 


Risk Rating of 3 (Target 
position is 3).  


• Capital demands 
exceed available 
resources, with 
additional funds being 
sought for priorities 
such as the Electronic 
Patient Record system, 
UHND Emergency 
Department and 
Radiology Equipment 
replacement. 


• Internal Audit of Care 
Group Financial 
Management – 
Reasonable Assurance 


 
 


  


Delivery of 2017/18 plan 
1. Conclude actions to address block contract, with CCGs, 


though the Financial Recovery Group and Chief Officers' 
meetings, now focused on agreeing 17/18 out-turn and 
18/19 plans (DB/SJ – on-going). 


2. Care Groups and corporate directorates, supported by FSP 
and Executive Directors to deliver plans to close gaps and 
mitigate risks for 2017/18 cost improvement (CL, on-going) 


3. PMO to drive delivery of cross-cutting schemes including 
back office savings (CL, on-going) 


4. Implementation of bold cost control and related measures 
(Execs, on-going, reviewed and updated every month).  


5. On-going monitoring to deliver STF position (DB/CL, on-
going to year end) 


6. Cash flow monitoring and implementation of contingency 
measures where required (DB - ongoing). 


7. Work with Information and Finance to improve mechanisms 
to align activity, demand, capacity and finance at the service 
level (CL – on-going). 


8. Oversee implementation of CQUIN plans through ECL (CL, 
on-going) 


9. Continued actions from the 16 point nursing staffing plan 
(most completed as reported to Finance Committee) (NS – 
on-going): 


10. Deliver the 13 point plan re medical (JC - on-going). 
11. Weekly bid team meetings to manage the tender for the 


Community Services Contract, plus ED and ECL oversight 
and external specialist bid support (CL – on-going in line 
with bid dates). Bid strategy agreed through SCB.  


12. Director of Performance supporting ‘turnaround effort’ 
focusing on improving operating efficiency, including 
management of outpatient clinics, and theatre efficiency in 
Surgery (CL, on-going). 


13. Finance Committee and FSP to review agendas, focus and 
reported information to widen focus to including monitoring 
of income and associated drivers and leading indicators 
(DB/WE, to February 2018). 


14. Finalise and roll out ECP rates and controls (MS/JC – from 
February 2018) 


Medium and longer-term 
15. Identify changes required through clinical strategy for 


medium and long-term sustainability and drive STPs and 
Five Year Sustainability and Transformation Planning 
processes to propose options in keeping with those changes 
(SJ/JC – on-going).  


16. Quantify expected benefits from SCL beyond initial financial 
model, and shared services including back office functions 
over the medium and long-term and factor into 12 below 
(AM/PD/ DB – on-going) 


17. Update Medium-Term Financial Strategy, including full 
Financial Sustainability Plan based on expectations from 1 
and 2 above (DB – first iteration was July 2016, then 
updated iterations as STP assumptions / options clear, on-
going linked to STP work - estimated). 


18. Quantify and build achievable savings from work-streams 
co-ordinated centrally (as part of the Model Hospital 
Programme) into CIP plans and forecasts including back 
office functions (EDs/DB – on-going). 


19. Track the impact of current performance on longer-term 
cash flow and develop long range planning (DB, on-going 
iterations to Finance Committee) 


20. Explore potential for additional sources of funding for capital 
works e.g. local authorities (SJ / DB– on-going). 


21. Seek to agree block contract with CCGs for 2018/19 to 
manage risk (DB/ SJ, March 2018). 


Metrics 
• Cash flow forecasts 
• Performance against 


budgets 
• Run rates (leading and 


lagging) for pay and non-
pay expenditure and 
components 


• Reporting of status of CRT 
plans versus target (to each 
FSP, Finance Committee 
and Board meeting). 


• NHSI’s Continuity of 
Services Risk Rating 
 


Independent / semi-
independent 
• NHSI external review of CIP 


Governance and Delivery 
• Internal Audits in place in 


covering: 
• Cash management 
• Governance and 


effectiveness of 
contracting with CCGs 
(both scheduled for 
Quarter 3 2017/18) 


  


Lead: David Brown, Carole Langrick          Committee: Finance Committee 
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Current year plan: 


Inherent risk level  Current risk level Target risk position 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 5 20 4 4 16 2 3 6 
 
Medium-term and beyond 


Inherent risk level  Current risk level Target risk position 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 5 20 4 4 16 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG There remains a high level of risk in respect of the delivery of the 2017/18 financial plan, with potential knock-on 
impacts for the 2018/19 plan. However, the current forecast is that the plan can be delivered subject to 
implementation of the actions set out on the previous page. The Finance Committee previously recognised the 
increase in risk based on deterioration in income and challenges in meeting the full CIP target, and increased 
the risks score to 16, mid quarter. Executive Directors continue to pursue and implement mitigating actions and 
there remains a realistic possibility that the plan will be achieved; however, this will require assertive and on-
going risk management to the year end. 


Uncertainty with respect to the long-term remains pending greater clarity on plans for the long-term from the 
STPs with which the Trust is involved.  


OFF TRAJECTORY 


Apr-17 16 (4x4) Apr-18 6 (2x3), target) 


Jul-17 6 (2x3), target) Jul-18 6 (2x3), target) 


Oct-17 6 (2x3), target) Oct-18 6 (2x3), target) 


Jan-18 6 (2x3), target) Jan-19 6 (2x3), target) 


 


  


Previous quarter risk score 


            AMBER – 12 (3x4) 







 
 


Board Assurance Framework and Key Risks (Trust Board Meeting – January 2018)  Page 21 


 
D


O
M


A
IN


 4
: S


TR
A


TE
G


IC
 O


B
JE


C
TI


VE
S 


(R
ES


O
U


R
C


ES
) 


(B
es


t E
ffi


ci
en


cy
) 


OBJECTIVE 2: Stakeholder needs met / stakeholder engagement and support 


Linked Strategic Objectives: 


• To maximise our resources and relationships to sustain services and deliver the best efficiency 
 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Lack of coherent local 


economy vision / 
fragmented approach to 
commissioning of 
services 


• Poor relationships with / 
engagement of 
commissioners / lack of 
understanding of 
commissioner plans; 


• Failure to respond 
effectively to 
commissioner needs. 


 


• Matrix of all regular meetings with planned attendance and 
designated officers to attend 


• Regular, formal CEO-level relationship management meetings 
with Commissioners (Chief Officers’ meetings) 


• Regular, informal meetings between the Chairman and the CEO 
and their CCG counterparts with notes taken and retained by CEO 


• Contract management arrangements with CCGs include 
escalation of issues to Chief Officers, enabling emerging risks to 
be jointly mitigated before they become potential sources of 
difficulty 


• Business Planning process takes account of Clinical 
Commissioning Groups’ Plans 


• Representation in Local Authority Integration Board, and Health 
and Wellbeing Boards, and accountability reporting to their 
Overview and Scrutiny Committees 


• Chairing of LHE forums e.g. Local Authority Delivery Board. 
• Quality assurance needs of CCGs serviced through the Clinical 


Quality Review Group 
• Regular meetings with local MPs. 
• Involvement of stakeholders in Clinical Strategy Events and active 


involvement in their reciprocal events e.g. Rhetoric to Reality in 
Darlington. 


• Full involvement and support to Sustainability and Transformation 
Partnerships (STPs), with the CEO now representing the Trust in 
the STP for both the North and South of the patch and the MD and 
Director of Operations chairing the Acute Paediatrics, Maternity 
and Neonatal (APMN) meetings, and Urgent and Emergency Care 
Meetings respectively, pending transition to new STP 
arrangements. 


• Active involvement in MDT developments in Darlington, North 
Durham and DDES, including representation on the Integration 
Board for County Durham 


• Programme of communication with local GPs through 
presentations to the LMC and newsletters, supported by the 
Trust’s Clinical Leaders in place. 


• Programme of communication and engagement of Governors and 
members through bulletins, scheduled meetings and events in 
place. 


 


Management assurance 
• Informal views on stakeholder 


relationships taken by the 
Chairman in meetings with 
stakeholders and reported 
informally to Board. 


• Improvements in relationships 
can, in part, be inferred from 
outcomes e.g. earlier contract 
agreement for the next two 
years.  
 


 


• Engagement activities 
take place and are 
becoming more 
integrated and 
proactively deployed 
in line with a 
developing 
communication and 
engagement strategy, 
with clearly 
understood 
responsibilities that 
key staff can work to. 
The strategy does, 
however need to be 
strengthened with 
respect to public and 
patient engagement 
and rolled out.  


• Adverse perceptions 
and relationships 
apparent in some 
quarters (evident 
through Quality 
Surveillance process 
and feedback to both 
KPMG and CQC for 
their well-led reviews.  
 


Gaps 
• Core reporting to Board / Committees 


on the health of key relationships but 
further work required on metrics. 
 


Positive outcomes 
• Local Authority co-chairs report good 


relationships 
• External well-led review rated the 


Engagement Domain as ‘Amber-Green’. 
• Council of Governors Self-Assessment 


of Effectiveness provided positive 
feedback with respect to Trust support. 
 
 


Other outcomes 
• Feedback from stakeholders reported 


by the Well-Led reviewer identified 
some negative perceptions of the Trust, 
reinforced by a meeting of the 
Chairman and the CCG Chairs – these 
were addressed through a further round 
of Chairman / CEO engagement 
meetings.  


• CQC draft report recommends 
strengthening of the Trust’s approach to 
patient and public engagement.  
 


1. Embed workings of recently restructured 
Communications Team and Communications 
Strategy (SJ –on-going) 


2. On-going round of meetings with CCGs and 
other stakeholders to review feedback, improve 
joint working where appropriate and agree a 
local strategy to address joint challenges. Now 
supplemented by a meeting of all Chief Officers 
and Chairs of  the CCGs (PK/SJ – on-going) 


3. Introduce periodic reporting to the Board on 
Communications and Engagement including the 
health of key relationships based on a formal 
process (SJ –following QIB 360 degree 
feedback exercise, still awaited) 


4. Strengthen Public and Patient Involvement 
Strategy (SJ, March 2018). 


 
Actions and controls with respect to staff 
engagement are set out under Domain 3, Objective 
3. These are significant and all contribute to the 
mitigation of risk to, and achievement of, this 
objective. 
 


Risks beyond Board 
tolerance in risk register  
No specific risks. 


 


Metrics 
• To be developed following the 


review referred to below. 
 


Independent / semi-independent 
• Planned 360 exercise (views of 


Trust and stakeholders on 
relationships) overseen by the 
Quality Improvement Board. 


• Peer review of communications 
by Northumbria Healthcare 
(Claire Riley) 


• Well-led review 
 


 
Inherent risk level  Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 5 20 3 3 9 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG Feedback given to external reviewers, as part of the well-led assessment, highlighted some stakeholder 
perceptions and concerns mainly relating to CCGs (other relationships are largely more positive). The Chairman 
and Chief Executive have met with stakeholders. Productive joint meetings have taken place to address these 
issues; however, pending the conclusion of the current 360 degree feedback exercise – being overseen by the 
Quality Improvement Board it would be imprudent to reduce the current risk score in line with the planned 
trajectory (which was set before the surveillance process commenced).    


 


OFF TRAJECTORY 


Apr-17 9 (3X3) Apr-18 6 (2x3), target) 


Jul-17 9 (3X3) Jul-18 6 (2x3), target) 


Oct-17 6 (2x3), target) Oct-18 6 (2x3), target) 


Jan-18 6 (2x3), target) Jan-19 6 (2x3), target) 


Lead: Sue Jacques       Committee: Board 


Previous quarter risk score 


AMBER - 9 (3X3) 
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OBJECTIVE 3: IS Strategy Development and Delivery 


Linked Strategic Objectives: 


• To maximise our resources and relationships to sustain services and deliver the best efficiency 


Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 


Principal inherent risks: 
• Trust unable to meet DH requirements 


by 2020 
• Trust systems do not remain fit for 


purpose, supporting delivery of clinical 
services as they develop through 
implementation of the clinical services 
strategy. 


• Information Strategy Steering Group 
(ISSC) 


• Clinical representation from Care 
Groups on ISSC 


• Chief Clinical Information Officer in 
place. 


• Clinical Reference Group for the 
development of the Health Informatics 
Strategy 


• Programme and project management 
controls within Health Informatics team 


• Digital maturity matrix maintained by 
Health Informatics 


• IS strategy approved by the Board and 
in place 


• Trust linked in to “Digital Roadmap” 
development for County Durham and 
Darlington.  


• Appraisal of implementation options 
underway to meet DH 2020 
requirements, with some clinical 
support, including reference site visits.   


• Cyber-security plan in place and being 
implemented following Board approval.  


• Funding allocated for clinical resource to 
support the development of the FBC for 
the EPR system and appointments to 
the team made. 


• 40 clinical champions and 20 others 
providing sessional commitments to 
support system selection, design and 
identification and quantification of 
benefits.  


Management assurance 
• ISSC reports into Integrated 


Quality and Assurance 
Committee 


• Review of strategy proposals, 
and escalation of issues into 
EDs and SCB 


• Frequent reporting into EDs and 
Board on the progress of the 
business case for an Electronic 
Patient Record  


• Implementation plan for 
agreed strategy is 
contingent on funding and 
alignment with regional 
developments. 


• Some systems are 
priorities for replacement 
but sit outside of the 
strategic solution 
(Electronic Patient 
Record).  
 


Gaps 
• None. 


 
Outcomes 
• PWC review of IS governance and 


strategy concluded medium risk 
(main issue being to ensure that 
further iterations of the strategy align 
as far as possible with the clinical 
services strategy as it becomes 
clearer).   


• Self-assessment of cyber security 
risk, using DH model, and internal 
audit review, have identified a need to 
increase the level of proactive 
monitoring calibrated to risk.  


• No high risk-rated reports from PWC 
(IM&T Internal Audit) reports. 
 


1. Progression of OBC for Health Informatics 
Strategy and EPR system through to FBC, starting 
January 2018 (NS, through to June 2018).  


2. Review and identify funding sources (once 
benefits become clearer) – Executive Directors. 


3. Continue to progress work on Digital Roadmap 
with partners with oversight through the 
Committee in Common (NS/ SJ, on-going).  


4. Develop proposals to replace systems which will 
not be covered by the Electronic Patient Record 
(system-solution) as part of the capital plan for 
2018/19 and beyond (NS – February 2018). 


5. Explore funding sources once selection process 
has been completed e.g. ‘fast follower’ status and 
access to national IT funds (Executive Directors – 
on-going). 


 
 
Risks in the risk register not covered above have agreed 
mitigations: 
(i) ISSC is monitoring performance with respect to 
access to clinical systems and an escalation process 
(weekly calls) is in place.  
(ii) Supplier is working to correct the problem with late 
uploading of Dictation files and Trust Health Informatics 
team able to deploy workarounds 
(iii) Potential to redeploy some funding to support MS 
licence costs  
 


Metrics 
• None at present. 
 


Risks beyond Board tolerance in risk 
register: 
 
• Gap between costs of Health 


Informatics Strategy and funding 
sources - 2030. 


• Poor internal / external engagement 
with implementation of EPR - 2049 


• Inability to manage expectations re 
EPR - 2061 


• Potential for current systems to 
become unavailable in the intervening 
period – 2048 


• Extended delays in logging into some 
clinical systems - 2029 


• Delay in upload of some digital 
dictation files – 2025 


• Financial risk due to potential re-
licensing of some elements of the 
Microsoft platform - 2026 


 


Independent / semi-independent 
• PWC (IT internal auditors) 


review of IS strategy and 
programme of IT Audits.  


• PWC review of IS governance 
• IQAC scrutiny of programme 


reports. 


 


Inherent risk level Current risk level Target risk position 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 4 16 3 3 9 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG This trajectory has been updated following review of the Outline Business Case. It retains 
the original assumption that it will take until the Final Business Case is approved by June 
2018 to have certainty around the Trust’s capability to fund and deliver the developments in 
the Information Systems Strategy.  


 


ON TRAJECTORY 


Apr-17 9 (3X3)  Apr-18 9 (3x3), target) 


Jul-17 9 (3x3) Jul-18 6 (2x3), target) 


Oct-17 9 (3X3)  Oct-18 6 (2x3), target) 


Jan-18 9 (3x3) Jan-19 6 (2x3), target) 


 


 


Lead: Noel Scanlon       Committee: IQAC 


Previous quarter risk score 


AMBER - 9 (3X3) 
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OBJECTIVE 1: Provider Licence Compliance 


Linked Strategic Objectives: 


• To maximise our resources and relationships to sustain services and deliver the best efficiency 


Risks to objective Controls Sources  of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 


Principal inherent risks: 
• Failure to meet targets 


informing assessment within 
the five domains in the Single 
Oversight Framework 


• Failure to maintain adequate 
CSRR; 


• Incomplete / inaccurate 
performance reporting; 


• Systems of governance and 
financial management fall 
below required standards. 


 


• Systematic data collection and 
validation processes, supported by a 
rolling programme of independent 
assurance from Internal Audit and use 
of data kite-marking 


• Reasonableness and reconciliation 
checks on data collected and 
performance reported against 
performance indicators. 


• Data Quality Policies in Place. 
• Governance systems in place kept 


under review by the Audit Committee 
and the Board, based on reports from 
the Senior Associate Director of 
Assurance and Compliance (SADAC), 
Internal Audit and third parties 


• Financial planning and management 
systems in place – validated by internal 
and external audit.  


• Actions from NHSI Bulletins are 
allocated through the Executive 
Directors’ meetings. 


• Monitoring of compliance with NHSI 
rules on caps through ECL every week 
and process to request authorisation to 
‘break the glass’ through Executive 
Directors 


• Reporting of CSRR, and performance 
against control totals (including the 
Agency Cost Control Total) through 
Finance Committee, and reporting 
quality through IQAC 


• Annual Certification process based on 
evidence collated and reported through 
this BAF and further detailed 
commentary on assurances in place / 
other evidence from the SADAC 


 


Management assurance 
• Validation checks on datasets by 


Information Services; 
• Monitoring of risk rating through 


monthly Board Finance Reports. 
• Review of sources of evidence and 


report to the Board prior to 
declarations required with the 
Annual Plan / accounts (by 
SADAC). This includes assessment 
of compliance with key Licence 
Conditions 


 
 


• Areas for improvement 
identified from external 
well-led review (action 
plan over 75% complete). 


• IA identified 
improvements required in 
governance at the group 
level (i.e. over subsidiary 
companies) including 
management of conflicts 
of interest.  
 
 
 


Gaps 
• Data kite-marking does not cover all key 


indicators and is not well understood and used 
to evaluated reported performance by Board 
members.  


 
Positive outcomes 
• Positive performance against Financial Control 


Total (see Domain 4, Objective 1) and STF 
performance trajectories subject to A&E 
trajectory being missed at the end of December 
2017 (See Domain 1, Objective 3). 


• Trust placed in Segment 2 under the Single 
Oversight Framework 


• External well-led reviewer rated the Trust 
‘Amber-Green’ for 9 out of 10 Domains  


• Board reviewed sources of assurance and 
outcomes in support of the year end and June 
2017 self-certification statements and confirmed 
those statements (including arrangements in 
place to review and provide reasonable 
assurance of licence compliance) in May 2017.  


• All Internal Audit reports for Financial Year to 
date give ‘good’ assurance except for ‘Duty of 
Candour (reasonable assurance).  


• Unmodified external audit opinion for use of 
resources. 


• No fundamental control weaknesses per Head 
of Internal Audit Opinion and Annual 
Governance Statement.  


• NHSI have placed the Trust in Segment 2 in all 
Quarterly Review Meetings this year i.e. no 
mandated support. No major issues highlighted.  
 
 
 


1. Data kite-marking roll out beyond headline 
measures and reinforcement of its use by the 
Board(started) (CL – on-going) 


2. Well-led framework review – agreement and 
implementation of action plan (WE, March 2018 
for final actions). 


3. Implement actions with respect to IA report on 
SCL governance (AM, SJ, WE – March 2018). 
 


Risks beyond Board tolerance 
in risk register 
• Risks to the achievement of 


waiting time targets and 
pressures on infection rates 
under Domain 1, Objectives 
1-3 above. 


• Risks declared in annual plan.  
 


Metrics 
• Monitoring and reporting of 


performance against Monitor 
indicators through the Integrated 
Performance Report. 


 


Independent / semi-independent 
• Rolling programme of internal audit 


testing of processes to report key 
performance indicators relied on by 
NHSI; 


• Internal audits of selected data 
indicators, finance and governance 
systems including risk management 
and follow up of KPMG’s well-led 
review recommendations 


• Validation of reporting systems for 
selected data metrics through 
External Audit testing of Quality 
Accounts. 


• External audit of financial accounts. 
• External well-led review.  


 


Inherent risk level Current risk level Target risk position 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 5 20 2 3 6 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG As this risk relates to on-going regulatory compliance and operational 
performance, the Board required the target position to be achieved and held for 
the year. Presently NHSI have placed the Trust in Segment 2, with no 
mandated support supporting the reduction to the target risk score.  


 


ON TRAJECTORY 


Apr-17 6 (2X3) target) Apr-18 6 (2x3), target) 


Jul-17 6 (2x3), target) Jul-18 6 (2x3), target) 


Oct-17 6 (2x3), target) Oct-18 6 (2x3), target) 


Jan-18 6 (2x3), target) Jan-19 6 (2x3), target) 


 


Lead: Warren Edge  Committee: Finance 


Previous quarter risk score 


YELLOW - 6 (2x3) 
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OBJECTIVE 2: Fundamental care standards met 


Linked Strategic Objectives: 


• To transform care pathways and develop services which deliver the best patient outcomes 
• To enable delivery of care by staff and in patient environments which deliver the best patient experience 
• To maximise our resources and relationships to sustain services and deliver the best efficiency 
• To attract, support, engage and develop our staff to provide care they are proud of – best employer 


Risks to objective Controls Sources of assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 


Principal inherent 
risks: 
• Failure to adhere to 


CQC Fundamental 
Standards across 
the five domains 
(safe, effective, 
caring, responsive 
and well-led); 


• Failure to meet 
standards for 
clinical care e.g. 
NICE guidelines. 
 


• Quality Matters ward audits aligned to 
CQC standards and now in place every 
month, with results linked directly to the 
performance review and ED oversight 
processes as well as reported into the 
Integrated Quality Assurance 
Committee (IQAC - for assurance, every 
month). 


• Process is in place for the facilitation of 
CQC visits and follow-up of actions from 
CQC inspections. 


• Policy and procedure in place for 
receipt, evaluation and action of NICE 
guidelines and technology appraisals, 
CAS alerts and NCEPOD 
recommendations. Tracking and 
reporting of the position on each IQAC 
and ECL 


• CQC Inspection Action Plan tracked and 
reported to ECL, IQAC and Board, and 
with commissioners through Clinical 
Quality Review Group 


• Performance Report and BAF now 
aligned to CQC Domains 


• Specific monitoring of Duty of Candour 
compliance by Patient Safety Team.  


• Back to Practice days – senior nursing 
team and others carry out ward walk-
rounds and work with ward staff to focus 
on quality issues each week – 
reinstated early in 2017 and now 
embedded 


• Service self-assessments of compliance 
with CQC standards using KLOEs and 
sense-checked by ARC. 


• Mock inspections and follow-up peer 
reviews to confirm actions from mocks 
implemented.  


Management assurance 
• Review of status of compliance 


with NICE, NCEPOD and NPSA 
alerts through IQAC. 


• Quality Programme including 
Peer Review of Services under 
the CQC Domains and Focus 
Groups. 
 


• Gaps in identification of 
patients requiring 
Deprivation of Liberty 
Orders. 


• Gaps in record-keeping 
for resus trolleys, 
DNACPR forms and 
controlled drugs needing 
reinforcement 


• CQC have challenged the 
rigour of our assessment 
processes for patients 
with indications of Mental 
Health issues in A&E and 
the subsequent 
management plans 
(ligature points and 
observations). 
 


 


Gaps 
• CQC Insights Reports now published – internal reporting 


to ECL and IQAC needs to be aligned with Insights. 
 
Positive outcomes 
• Evidence collated of implementation of all actions from 


previous inspection. Inspection raised very few ‘repeat 
issues’ 


• Actions from 2016 inspection of Maternity Services 
complete 


• Mock inspections completed. Subsequent action plan 
submissions and Back to Practice (B2P) Fridays have 
assured the implementation of required actions. B2P 
results positive overall. 


• CQC report on Maternity Services (2016) concluded that 
services were, overall, safe and well-led.  


• Substantial assurance IA report on Quality Matters 
Framework.  


• Almost all wards and adult community teams scoring blue 
or green in Quality Matters. 


• External well-led review judged 9 out of 10 domains 
(including those most closely focused on quality) to be 
‘Amber Green’. 


• CQC draft reports include no enforcement actions 
 
Other assurances 
• CQC draft reports include ‘must do’ actions with respect 


to: 
o The rooms used for patients with Mental Health 


Issues in the Trust’s A&E departments. 
o Policies for and training of staff in, caring for patients 


with Mental Health or Mental Capacity issues. 
o Safeguarding training. 
o Theatre staffing 
o Embedding learning from never events 
o Administration of controlled drugs and oxygen 


therapy. 
 


1. Re-launch Back to Practice Sessions to continue to 
monitor compliance with basic standards (NS, on-
February 2018). 


2. Early action plans (pre finalisation of report) for 
control gaps flagged in verbal feedback following 
unannounced inspection by CQC in September 
2017 – DOLs compliance and monitoring being built 
into Nerve Centre for October 2017 and key 
messages re DNACPR, resus trolley checks and 
controlled drugs reinforced (NS on-going) 


3. Align reporting to ECL and IQAC with CQC Insights 
(WE, March 2018). 


4. Develop full action plan when inspection reports are 
finalised and associated monitoring and governance 
processes (WE, February 2018). Dates for actions 
to be agreed in action plan which will brought to the 
Board for sign off. 
 


Risks beyond Board 
tolerance in risk 
register 
Risks captured under 
Domain 1 (Quality). 


 


Metrics 
• Operational Performance 


Reports – metrics aligned to 
CQC Domains 
 


Independent / semi-independent 
• Quality Matters Ward  and 


Community Team Performance 
Framework 


• Tracking, reporting and follow 
through of actions from NICE 
and alerts through IQAC 


• CQC mock inspections  
• IA review of Quality Matters 


Framework 
• Internal Quality Peer review.  
 


 
Residual risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


4 5 20 2 3 6 2 3 6 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The Trust is currently in the factual accuracy checking stage of the inspection process, having 
submitted a number of accuracy challenges to CQC. Improvement actions (which are not 
subject to challenge) are captured in the table above. No enforcement actions have been 
specified and the significant majority of ratings are good. Final ratings will be determined once 
the factual accuracy checking process has been concluded. Action has already been taken with 
respect to matters highlighted verbally following inspection and a full action plan will be drafted 
and implemented once the final reports are received.  


ON TRAJECTORY 


Apr-17 6 (2X3) target) Apr-18 6 (2x3), target) 


Jul-17 6 (2x3), target) Jul-18 6 (2x3), target) 


Oct-17 6 (2x3), target) Oct-18 6 (2x3), target) 


Jan-18 6 (2x3), target) Jan-19 6 (2x3), target) 


Lead: Warren Edge / Noel Scanlon    Committee: IQAC 


Previous quarter risk score 


YELLOW - 6 (2x3) 
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Section 3 – Summary of Risks beyond Board Tolerance and Mitigations  


This section summarises the key risks within the operational risk registers, together with a description of the main mitigating actions.  It should be noted that some of the risks have been added to the risk register very recently have 
not been subject to challenge through Performance Risk Review meetings / Risk Management Committee. This challenge process can result in downgrading of risks assessed in isolation by service managers. 


Risk summary Care Group / 
Directorate Reference Current score Summary of risk mitigation 


Microbiology Category 3 Room at UHND cannot be safely sealed in the event of 
a fumigation incident and is therefore likely to be non-compliant with the Health 
and Safety and Work Act. A leak of formaldehyde could cause the loss of a site 
and / or serious harm to patients and staff. 


CSS 1948 15 The Board has approved an upgrade to and design works have commenced.  In the interim, daily inspections are carried out and any 
cracks resealed. Work can be transferred to Darlington during the period of refurbishment. 


Water pipes – risk of failure in the Tower Block due to age and reliability of values CDD Services  1514 15 Remediation works are progressing and expected to be complete by the end of Quarter 1, 2018. 


The Trust may fail to sustain Dermatology services in line with current and future 
demand because of a shortage of Dermatologists (with the Trust and also 
regionally and nationally).  


Integrated 
Adult Care `1962 20 Proposals to scale back services at peripheral sites are being discussed with commissioners for those services and the relevant 


Overview and Scrutiny Committee with the aim of releasing resources of focus on the Trust’s patient populations.  


Loss of medical and nursing capacity for Rheumatology has left the service at 
risk of being unable to meet demand for new and follow up appointments. This 
could result in a worsening of patients’ conditions or delay in titration of disease 
modifying drugs. 


Integrated 
Adult Care 2010 20 


The service is working with North and South Tees, in the South, and with Gateshead and Sunderland to the North to develop a 
collaborative solution. In the meantime, pharmacy and physiotherapy teams are assisting with review appointments where this is 
clinically appropriate and a highly experienced locum has been appointed. The Strategic Change Board is closely monitoring plans to 
address the risk and has called for further work to explore support from the independent sector. The service is currently being 
supported by locums but unable to meet NICE recommended timescales for appointments.  


50% of posts within the IAC Care Group are not filled substantively, particularly 
in Rheumatology and Primary Care. 


Integrated 
Adult Care 2040 16 


Two middle grade appointments are to be made to broadly double the medical staffing complement within the Palliative Care service. 
Locum appointments in place and helping to sustain Stroke and Elderly Care services. See above re Rheumatology. Overseas 
recruitment of medical staff is planned (Trust-wide) with these services included.  


Risks relating to the EPR system – availability of sufficient capital for 
implementation and the potential for current systems  to become unreliable or 
unfit for purpose during the implementation phase 


Health 
Informatics 2047, 2048,  25 


Key mitigations are captured within the Board Assurance Framework, Domain 4, Objective 3. The Board will receive regular updates 
to the date of the outline business case (expected May 2018) and final business case. A project team including over 40 clinical 
champions is in place to develop the business case, explore funding sources and identify clinical and financial benefits. Current IT 
systems are closely monitored for resilience and reliability. The age of some systems does increase the risk with respect to those 
systems.  


EPR: Poor engagement from internal and external stakeholders and inability to 
manage expectations 


Health 
Informatics  2049, 2061 16 See above regarding the use of clinical champions and other clinical staff within the project team. There is leadership from the Chief 


Clinical Information Officer. Further work needs to be done with external stakeholders as the business case progresses.  


The Care Group may not meet its Cost Improvement Target for 2017/18 Surgery  2023 16 Remediation plans are in place and monitored through fortnightly meetings of the Financial Sustainability Programme, and assured 
through Finance Committee. The impact on achievement of the Trust’s financial plan has been mitigated. 


Historic lack of robust processes and procedures in Ophthalmology increasing 
the risk of a patient safety incident. Surgery  2008 16 


The Trust is receiving clinical leadership and governance support, as well as support with service delivery from specialists from the 
Royal Victoria Infirmary. Care Group leaders are in frequent contact with the RVI team and Trust staff. Local Safety Standards for 
Invasive Procedures are now being fully rolled out within the service. 


Decontamination units for endoscopy are at the end of their life span, and 
breaking down more frequently. There is a risk of delays in decontaminating 
equipment impacting upon referral to treatment times. 


Surgery  1983 16 An options paper is due to be brought to Executive Directors within the next few weeks. 


At times of pressure on acute beds from non-elective demand, elective 
operations can be cancelled impacting on RTT performance  Surgery  1985 16 Use of the independent sector, where appropriate, together with increased use of Bishop Auckland and improvements in outpatient 


appointments and theatre utilisation are all being used to mitigate this risk.  


Never Events experience has highlighted an increased risk of patient safety 
incidents in the operating theatres environment Surgery  1946 15 


On-going education of staff within the Care Group, and more widely within the Trust. Local Safety Standards and WHO checklists in 
place and now starting to be reinforced through observational (as well as quantitative checks). Further work completed with 
Anaesthetists following the most recent never event to ensure that the ‘Stop Before You Block’ protocol can be implemented 
effectively.  


Absence of an interface from the Pathology system to the Maternity Information 
System undermining reporting of national KPIs and ability to ensure that all 
women booked to deliver have routine blood tests. 


Family Health  1959 16 
A business case is in development. Data is being entered manually in the meantime. This risk appears to be over-stated (in terms of 
the risk score). It has been updated and increased subsequent to the last meeting of the Risk Management Committee and has not 
yet been subject to challenge by senior management.  
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Risk summary Care Group / 
Directorate Reference Current score Summary of risk mitigation 


Elongated lung cancer pathway and dependence on partner organisations, 
increasing the risk that the 62 day wait target could be breached with associated 
poor patient experience. 


Acute & 
Emergency 


Care 
1967 12 A review of the pathway is being undertaken with our partners in Tertiary Centres, including piloting ‘direct to diagnostics’ options. 


Requirements of Tertiary Centre staff for MDT attendance are being reinforced.  


Red outliers on GMC Survey for trainee workload at F2 level for the Emergency 
Department at Durham and the Acute Medical Unit at Durham.  Both areas have 
been rated red for the past three years, relate to work intensity and could trigger 
GMC scrutiny/monitoring if they persist. 


Acute & 
Emergency 


Care 
2050 12 Action plan in place, agreed with the Medical and Dental School and monitored by Medication Education. 


Acute Oncology patients may not be able to access the full range of service on a 
timely basis in accordance with standards, particularly with respect to 
oncologists and MDTs. 


Acute & 
Emergency 


Care 
1881 9 Service Level Agreements with tertiary centres have been strengthened. Expectations re participation in MDTs are being reviewed 


nationally, which may result in them becoming less onerous. 


Patients with Cancer of Unknown Primary may not be able to access the full 
range of service on a timely basis in accordance with standards, particularly with 
respect to oncologists and MDTs. 


Acute & 
Emergency 


Care 
1934 9 Service Level Agreements with tertiary centres have been strengthened. Expectations re participation in MDTs are being reviewed 


nationally, which may result in them becoming less onerous. 


Insufficient GPs and practitioners for Urgent Care Centres causing gaps in rotas 
impacting on services, patient experience and potential for safety issues. 


Acute & 
Emergency 


Care 
2033 9 


Executive Directors have reviewed rates paid to GPs and are supporting recruitment efforts which are proving successful. Standard 
Operating Procedures are in place to mitigate risks to patient safety and patient experience where GPs are not available and these 
have been reinforced by the Care Group following an internal audit requested by Executive Directors. Improving relations with GP 
Federations are helping the Trust to explore further support for GP staffing of these centres.  


Sustainability of consultant staffing model for the Emergency Department at 
Durham into the long-term 


Acute & 
Emergency 


Care 
2034 9 Local, national and international recruitment, which is expected to be boosted as plans progress for the new Emergency Care Centre 


at UHND. 


Shortages of substantive nurses to sustain rotas for patients in respiratory care 
on Ward 6 at UHND. 


Acute & 
Emergency 


Care 
1892 9 The Care Group is linking in with recruitment efforts overseen by the Director of Nursing and has access to bank staff and the neutral 


vendor to cover shifts which cannot be covered by substantive staff.  


Shortages of substantive Paediatric Nurses to sustain the 12 hour Paediatric 
specialist rota for the Emergency Department at Darlington. 


Acute & 
Emergency 


Care 
2060 9 


Demand for Paediatric Care in ED is monitored and any gaps in Paediatric cover escalated to the ED Matron and through the 
Command and Control structure. Appropriately trained ED nurses provide additional support where required and a paper is being 
drafted for ECL to review options, including options for increased cover for Paediatrics.  


Each CCG is reviewing commissioning of Urgent Care Services with different 
models proposed in each locality and associated uncertainty as to the scope 
and funding of the service, exacerbated by the introduction of Primary Care 
Streaming. This presents a risk of inequitable patient treatment, financial loss 
and a deterioration in performance against the A&E four hour wait standard  


Acute & 
Emergency 


Care 
1857 9 There Is on-going dialogue with commissioners at service, Director of Finance and Chief Officer level.  


Shortages of medical staffing for Cardiology, Respiratory and Gastroenterology 
Acute & 


Emergency 
Care 


1935 9 
Collaborative work is taking place with South Tees and Newcastle Hospitals with respect to Cardiology. Specific medical staffing 
plans (including recruitment) are in place for Respiratory and Gastroenterology services. There is some dependency on locums but 
all services are being sustained at present.  


Pharmacy chemotherapy walk in fridge has exceeded its life expectancy. Loss 
of the fridge could cause interruption to treatment of cancer patients, failure to 
meet access targets and associated financial loss. 


CSS 1836 12 A procurement exercises is in progress to acquire a replacement fridge.   


Manual labelling of biopsy cores presents a risk of transcription or transposition 
errors causing the results to be allocated to the wrong patient. In such 
circumstances patients may not receive the right procedure. A small number of 
incidents have occurred in the last two years.  


CSS 1991 12 
A fully automated labelling and tracking system is to be procured as part of the Health Informatics Strategy. Manual labelling has 
been strengthened in the interim. Purchase of a bespoke system was previously considered but would take almost as long to 
implement as acquiring the functionality through the Health Informatics Strategy.  


A significant proportion of Radiology Equipment has exceeded its recommended 
useful life, with potential impacts on turnaround times for patient tests and the 
patient experience. 


CSS 1916 12 This is being addressed by the Radiology Equipment Procurement Project.  


Blood Products Tracking Software is no longer supported by the supplier. 
Should the system malfunction, manual systems would be needed. Such 
systems cannot be sustained beyond the short-term and would risk non-
compliance with the relevant regulations. 


CSS 1717 12 
A business case has been written to secure funding for updated tracking software. This has been reviewed by Executive Directors 
and resulting queries referred to the Care Group. The current system continues to operate and support can be accessed from the 
software supplier, although on a goodwill basis.  


The Care Group may not fully deliver its cost improvement programme for 
2017/18 CSS 1989 12 Remediation plans are in place and monitored through fortnightly meetings of the Financial Sustainability Programme, and assured 


through Finance Committee. The impact on achievement of the Trust’s financial plan has been mitigated 
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Risk summary Care Group / 
Directorate Reference Current score Summary of risk mitigation 


Some delay to reporting of Histology results due to consultant shortages CSS 2070 10 This is being covered, in the short term, by extra sessions but a longer-term solution may need to be sought if recruitment is not 
successful.  


Risk of loss of Wellbeing for Life contract (and associated income) due to re-
tendering. CSS 2014 9 The service is in dialogue with commissioners and expects to understand commissioning intentions in the near future.  The service 


has a strong track record of delivery which will assist in any re-tender. 


Staff leaving the Cytology Service due to lack of clarity over the future service 
model (driven by changes at a national level). This has reduced the percentage 
of results returned within 14 days increasing the risk of a delay to diagnosis. 


CSS 2001 9 Recruitment is taking place. The service is able to deliver results within 21 days which is in line with most hospitals nationally. 


Current staffing shortages in Radiology (radiographers) impacting on service 
availability CSS 1921 9 There has been considerable, successful recruitment activity, in recent months with a number of appointments having been made.  


Estates rationalisation proposals may not deliver forecast savings because of 
challenges of reducing occupancy and / or liabilities re third party-owned 
buildings. 


Estates 1773 12 Remediation plans are in place and monitored through the Financial Sustainability Programme, and assured through Finance 
Committee. The impact on achievement of the Trust’s financial plan has been mitigated 


Backlog maintenance funding is constrained and does not cover all elements of 
the programme carrying high risk. Estates  1829 12 


A detailed review of backlog maintenance issues will be undertaken by Executive Directors when reviewing the capital plan for 
2018/19 and beyond as part of the planning process currently scheduled to complete by January 2018. Immediate safety priorities 
are always funded but this may result in reprioritisation of some schemes impacting on patient experience.  


Children’s Continuing Healthcare service has been recommissioned with a 
reduced financial envelope. There is a risk that the Trust may incur a loss on the 
service and impacts on staff morale.  


Family Health 1956 12 The staff consultation process has closed and the changes are largely implemented. Any financial impact is being mitigated, so that it 
will not impact on delivery of the 2017/18 financial plan. 


Gaps in middle grade rotas for Obstetrics and Gynaecology, impacting on the 
long-term sustainability of the service on two sites. Family Health 1891 12 The Board is receiving detailed reports on interim and planned mitigations every month.  


Gaps in middle grade rotas for Paediatrics, impacting on the long-term 
sustainability of the service on two sites Family Health 1728 12 The Board is receiving detailed reports on interim and planned mitigations every month.  


Absence of an electronic system for CTG monitoring Family Health 1956 9 A business case is in development. In the meantime, the Executive and Clinical Leadership Committee has reviewed the safety 
record of the service and procedures in place to support staff in monitoring CTG traces.  


Insufficient funding required to develop the Discharge Lounge to assist in 
delivering the four hour waiting time target for A&E patients as planned, 
resulting in increased pressure on the target. 


Integrated 
Adult Care 1960 12 Plans to relocate the Discharge Lounge are currently on hold and Executive Directors are focusing instead on improving discharge 


from the wards through the implementation of SAFER and learning from Exemplar Wards.  


Potential for loss of Community Adult Services due to the current tendering 
exercise  


Integrated 
Adult Care 2056 12 


A bid strategy is in place, together with external support. Bid team meetings take place every Tuesday with updates to Executive 
Directors every Monday and Thursday. The Director of Operations is leading the bid with strong support from Care Group leadership 
and other Executive Directors in their specialist fields.  


Over-reliance on bank and agency medical staff to fill gaps in rotas for services 
which are difficult to recruit to, increasing cost and providing a less desirable 
staffing model with respect to patient safety. 


Medical 
Directorate 1907 12 


The Board is fully sighted on specific plans to address services which are locum / agency dependent. A Master Vendor is in place to 
service all requests for medical agency staff which helps to mitigate the risk of any unsuitable candidates being put forward. There is 
a similar risk for Nursing staff (risk 2012) being managed through bank, neutral vendor, graduate and overseas recruitment. 


Absence of an automated system flag to alert clinicians to patients taking part in 
clinical trials, risk regulatory breach and potential safety issues with respect to 
prescribed medications and their interaction with research medications. 


Medical 
Directorate 1718 12 A 40 character alert is being developed with Health Informatics. 


Failure to comply with the Trust’s policy in respect of DNACPR forms. Patients 
may receive in appropriate CPR or not be consulted appropriately.  


Nursing 
Directorate  1756 12 The Assurance, Risk and Compliance Team is to bring together the Cardiac Arrest Prevention Team and Care Groups to agree an 


overall action plan to address areas of non-compliance. Compliance has improved in recent months.  


Impact on clinical services due to extended log in times for some clinical 
systems 


Health 
Informatics 2029 12 


The issue relates in part to old machines which are being rebuilt and / or replaced on a rolling basis. There are weekly calls in place 
to monitor the resolution of any issues reported. The Information Strategy Steering Committee continues to monitor any performance 
issues.  


Due to a system fault, there is a risk that digital dictation files may not be 
uploaded on a timely basis, delaying the update of patient records and 
correspondence with GPs. 


Health 
Informatics 2025 12 


Health Informatics staff are working with the supplier to modify the application to provide a more robust mechanism to ensure that 
upload of files is completed prior to exiting the application. Health Informatics are supporting clinical teams with work-arounds where 
delays are reported.  
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Risk summary Care Group / 
Directorate Reference Current score Summary of risk mitigation 


Microsoft stance on licences may require some elements of the Trust’s Microsoft 
platform to be relicensed in year at increased cost 


Health 
Informatics 2026 12 The AD of Health Informatics advised the Investment Planning and Appraisal Group on 17th October 2017 that the risk was likely to 


be contained in year without the need to significantly reprioritise funds from other areas of the capital programme for IT systems.  


Experience of MRSA cases in the year to date suggests a heightened risk of 
further avoidable episodes.  


Nursing 
Directorate  1997 12 An action plan is in place, overseen by the Director of Nursing, which is being reported to IQAC every month.  


Experience of falls causing harm in the year to date suggests a heightened risk 
of further avoidable falls 


Nursing 
Directorate  937 12 As above.  


Shortfalls in training rates for Safeguarding of Adults and Children  Nursing 
Directorate  1971 12 Central training records are being reconciled to local records and shortfalls are being escalated to Care Groups for follow up with 


relevant staff through their governance and, as necessary, monthly performance review meetings.  


Staff supervision levels are not being met in line with policy (Safeguarding 
Children) risking contractual breach and potential delay in detecting and 
addressing any competency issues.  


Nursing 
Directorate  2028 9 The policy and underlying arrangements are being reviewed to strengthen them.   


Experience of C-diff cases in the year to date suggests a risk of breaching the 
annual threshold and further avoidable episodes 


Nursing 
Directorate  1998 9 An action plan is in place, overseen by the Director of Nursing, which is being reported to IQAC every month. 


Current rate of staff appraisals is behind trajectory putting at risk the objective of 
all staff having an appraisal in year  Surgery  2024 12 The Care Group is ensuring that all staff have appraisals booked prior to the end of the financial year.  


Patients referred with a suspicion of breast cancer may wait longer than the two 
weeks specified in the NHS Constitution because of demand on the service 
compared to capacity. Service closure at City Hospitals Sunderland has 
impacted on the demand for services seen by the Trust.  


Surgery  1876 12 The regional cancer alliance is leading work to find a solution across the North East. The Trust is currently meeting the two week 
target for these services.  


Potential for non-completion of the refurbishment of theatres at DMH on time as 
some slippage has already been experienced  Surgery  1970  12 Being monitored through the Project Board and reported monthly to the Strategic Change Board. 


Backlog in training in Medical Gases Compliance for Nurses Surgery  2036 12 The Medical Gases Committee is to be charged to review current training arrangements and compliance. This is not a Surgery-
specific risk but affects all Care Groups.  


Risk that patient safety may have been compromised due to GP letters not 
printed from Medisoft system during an extended time period Surgery 2069 12 An extensive review process, led by clinicians, is underway (over half way through). Where necessary, patients are being recalled but 


only two patients have been affected to date, neither requiring clinically urgent intervention.   


Medical and Surgical Equipment Fund may not be sufficient to cover all required 
replacements resulting in gaps or delays in replacing equipment  Surgery  1996 9 


A new process is in place for approval at the capital sub-group without the requirement for a full business case to minimise delay. 
Essential equipment for patient safety will be replaced – Executive Directors approval is required but not with-held for such cases. 
The backlog of equipment replacement is to be reviewed as part of the planning process for 2018/19 and beyond.  


Non-compliance with NICE Guidance on Critical Illness Rehabilitation  Surgery  1757 9 Business case shortly to be sent to commissioners, to determine whether they wish to fund the gap.  
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Title of Paper: M3EIDQL  
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 overview of areas within the Medical Director’s portfolio 


Summary of Key 
Issues 


Research and Innovation Strategy 


Mortality dashboard 


Responsible Officer duties St Cuthbert’s Hospice 


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 [RO regulations)                                                      


Significant risks 
identified (if any) 


 


Action / decision 
required from the 
Board 


 


The Board is asked to note the report. 







 
 


Mr Jeremy Cundall 


Executive Medical Director 


January 2018 


 


Research and Innovation 


The Director of Research and Innovation will present the attached strategy, which will position the 


organisation as a leader within the field. This includes optimising use of the flagship Clinical Centre 


for Research and Innovation, bringing together not only established Trust researchers with external 


partners, but also colleagues across all disciplines who whilst may not have previously contributed to 


this agenda, have identified potential for improving the services we provide, including new pathways 


and ways of working.   


Mortality 


As indicated in my last board report, the Trust is now presenting data via the dashboard which is 


attached, and uses the model adopted region wide.  Work continues to identify a core team of 


mortality reviewers to deliver the national Learning from Deaths Policy and I will continue to update 


board in terms of progress.  


Responsible Officer 


The Trust has been approached by St Cuthbert’s Hospice to provide Responsible Officer duties in 


relation to one of their doctors.  The role of the Responsible Officer is to make a recommendation to 


the General Medical Council in relation to whether a doctor is up to date and fit to practice 


(revalidation).  As an organisation, CDDFT has robust systems of appraisal and clinical governance to 


support doctors with revalidation and will extend this to St Cuthbert’s to support their doctor under 


a service level agreement until such time that they are able to undertake this independently.  
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Trust Board – 31st January 2018 


Item 11 - Register of Sealings 


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 Trust Board as to the entries made in the Register of Sealings 
during the period 1st October 2017 to 31st December 2017 (“Relevant Period”) 


Summary of Key 
Issues 


The Standing Orders for the Practice and Procedure of the Board of Directors, 
require that an entry of every sealing made using the Trust seal must be entered 
into a Register and that a quarterly report is provided to the Trust Board on the 
documents that have been affixed with the Trust Seal.  The Trust Seal may only 
be affixed to documents where authorisation has been given by the Trust Board or 
one of its Committees or where authority to affix the seal is derived from a 
delegated power (currently to the Trust Secretary). 


Documents sealed in the period are noted on page 3 of the report. 
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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 of Directors is requested to note the information contained within the 
report.  


Warren Edge, Senior Associate Director of Assurance and Compliance 
18th January 2018 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


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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REGISTER OF SEALINGS – 2017/18 


Period of: 1st October 2017 to 31st December 2017 


Ser Date of 
Sealing 


Description of 


Document Sealed 


Parties to 
Document 


Contract Value 


(if applicable) 
(GBP£) 


Name of Director(s) 


Affixing seal 
Notes 


14/18 
18 October 


2017 
Lease – Salvus House, Aykley 


Heads, Durham 


1)The County Council 
of Durham 


2) The Trust 


 Sealed on behalf of 
Warren Edge, Trust 
Secretary, by Sharon 
Costello, Committee 
Administrator 


Documents signed 
by S Jacques (Chief 
Executive and David 
Brown Executive 
Director of Finance 


Relating to premises – 
Salvus House, Aykley Heads, 


Durham 


15/18 
20 


November 
2017 


TR1 Land Registry Deed relating 
to Escomb Road.  


1) The Trust  
2) Property  


Today Ltd 


 


Sealed on behalf of 
Warren Edge, Trust 
Secretary, by Sarah 
Lynch, Board and 
Governor 
Administrator 


Documents signed 
by S Jacques (Chief 
Executive and David 
Brown Executive 
Director of Finance 


TR1 Deed to transfer 
Escomb Road property from 
CDDFT to Property Today 
Ltd.  


 


 
End of register for Quarter 3, 2017/18.  
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Foreword 
From our Director of Nursing 


Falls have a dramatic impact on individuals, families and the health and social care system. Falls rates in 


County Durham & Darlington have plateaued compared with other areas, however the frequency of harm, 


fracture and head injury has spiked sharply at the start of 2017/18. There are on average of 110-150 people 


over 65 who fall in hospital each month which costs an average of £4.6 million each year. This doesn’t include 


the cost of social care or money that families pay for care or the unnecessary physical and emotional suffering 


that a fall can cause for the person and their family. NHS Improvement have calculated the delivery of all 


contemporary evidence based falls prevention strategies could save the NHS 25% of these costs, £1.15 


million. 


 


Falling is not an inevitable part of growing old and can be prevented by organisations and the public working 


together. County Durham & Darlington NHS Foundation Trust partners with Health, Social Care, Private and 


Voluntary Organisations, North Durham CCG, Durham Dales and Sedgefield CCG, Darlington CCG, County 


Durham and Darlington GPs, Durham County and Darlington Borough Councils and The North East 


Ambulance Service. We are committed to working together to support people to age well in County Durham & 


Darlington to not only to live longer but to extend their lives in good health and maintain functional ability and 


independence.  


 


The impact of the strategy will be measured by a year on year reduction in people being admitted with a 


fractured neck of femur and a reduction of people falling whilst in Hospital, Nursing Homes or Care Homes.  


Together we aim to:  


• Ensure that the population understand what they can do to age well and reduce their risk of falls.  


• Prevent frailty, promote bone health and reduce falls and injuries  


• Early intervention to restore independence  


• Respond to the first fracture and prevent the second  


• Improve patient outcomes and increase efficiency of care after hip fracture  


Together we aspire to create a “fall free” County Durham & Darlington.  


 


This strategy sets out how County Durham & Darlington NHS Foundation trust will reduce falls in older people 


and address known gaps in local services. The strategy is in line with current NICE guidelines, the National 


Falls Prevention Coordination Group / Public health England Falls and Fractures consensus statement and 


the Department of Health National Service Framework for Older People.  


 


This strategy was produced in consultation with national, regional and local stake holders with thanks to NHS  


Improvement, NHS England and the National Osteoporosis Charity.    


 


I commend it to you. 


 


 


 


Noel Scanlon 


Executive Director of Nursing, County Durham & Darlington NHS Foundation Trust  
 


Falls prevention strategy 2018-2021 Page 3 03/01/2018 







1.1 Introduction 


Welcome to the Trust’s Falls Strategy for 2018-2021. Here, we have set out 


our key priorities for the next three years, why they have been chosen and our 


plans for improvement in each area. It also sets out how we will provide our 


staff with the tools, techniques, training and methods which we will use to help 


staff identify and implement improvements in their areas of work.  S 


 


1.2 National falls overview 


The World Health Organization define a fall as ‘An event which results in a 


person coming to rest inadvertently on the ground or floor or other lower level’ 


(WHO, 2017). Falls can lead to both fatal and none fatal injuries. Falls are the 


second leading cause of accidental or unintentional injury deaths worldwide 


(WHO, 2017). 1 in 3 people aged over 65 will fall every year equating to more 


than 3 million falls per year. The rate increases to nearly 1 in 2 for community 


dwelling adults over 80 (CSP, 2014).  


  


Falls have a significant psychological effect on our patients which often effects 


mobility, ability to carry out activities of daily living, confidence and general 


quality of life. These can all lead to a decrease of independence and 


increased isolation in the elderly population.  


  


Falls can be as a result of several different health problems. Some of which 


include postural hypotension, medications, poor eye sight, long term 


conditions, Including: CVA, Parkinson's Disease, MS, Dementia. 


Environmental factors are also to be taken into consideration when 


determining cause of falls such as long clothing, trip hazards (rugs, pets, 


clutter),  inappropriate footwear and not using appropriate walking aids and 


equipment.relationships to sustain services and deliver best efficiency 
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Falls and related injuries are a significant problem for older people. Falls are 


common - 30% of over 65’s and 50% of over 80’s will have at least one fall 


in a year.1 Falls lead to physical injuries ranging from cuts and bruises to 


fractures and head injuries. 5% of falls in older people in the community 


result in hospital admission, 10-25% of falls in nursing homes and hospital 


result in a fracture.1 Falls can also lead to adverse psychosocial outcomes 


contributing to loss of confidence and independence. Falls can also be a 


sign of underlying health issues or frailty.  


Falls in England lead to 255,000 emergency hospital admission per annum 


and are estimated to cost the NHS £2.3 billion a year.2 In North Tyneside 


1461 patients aged over 65 were admitted due to falls in 2016/17 at a cost of 


£4.7 million and this figure is increasing. We are a national and regional 


outlier for falls.  


Hip fracture is one of the most serious consequences of falls in the elderly. 


Hip fracture mortality is 10% at one month and 30% at one year. There is 


also significant morbidity with only 50% returning to their previous level of 


mobility and 10 – 20% of patients being discharged to nursing or residential 


care.3  


Osteoporosis is a common condition affecting 2% of the population at 50 


and 25% at 80 years of age. Osteoporosis increases bone fragility and 


propensity to fracture. 180,000 fracture per year in England and Wales are 


as a result of osteoporosis and 14,000 deaths result from osteoporotic hip 


fractures. Medical costs from fragility fracture are estimated at 1.8 Billion per 


year and this is projected to rise.  Treatment can reduce the risk of fragility 


fracture and its complications. (NICE CG146). 


Evidence suggests that the number of falls can be reduced by up to 30% 


through development of a multi-agency falls pathway focussing on early 


identification and prevention, and multi-factorial assessment and intervention 


for people at high risk of falling. There is good evidence that a range of 


interventions can reduce falls and consequent injuries and also provide good 


return on investment.   
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1.3 Vision  
 


County Durham and Darlington Foundation Trust aims to work collaboratively to 


reduce the number of falls and falls with harm experienced in the trust by 30% in 


three years.  
 


1.4 Key Priorities 


1. Education, awareness 


and training around fall 


prevention amongst the 


workforce and wider 


community.  


2. Improved partnership 


working between 


community and acute 


services to streamline 


services. 


3. Increased accuracy of 


identifying those at risk 


of falls. 


4. Map out and develop 


a clear pathway for falls 


and fragility services in 


acute and community 


settings. 


This strategy supports the delivery of our strategic aims, with the relevant aims linked to 


quality matters priorities.  


In the last three years, the Trust has achieved a considerable amount as summarised 


below in the prevention of falls and falls with harm. 


1.5 Achievements  


• Dedicated and motivated falls Multidisciplinary team focussed on reducing falls and 


falls with harm in acute hospitals and community hospitals by 10% every year over 


three years. 


• Monitoring of safe staffing levels are good.  


• Risk Assessments and patient roundings - targeted approach. 


• Access to Mental Health Liaison Services are good and consistent.  


• Patients who require 1:1 or cohorting are provided with this service 


• Recruitment of Multidisciplinary Falls Lead post.     


• University Hospital North Durham (UHND) Ward 5 red Zimmer frames pilot 


underway and results are being collated. Positive results/outcomes will encourage 


wider availability.  


• Falling star intervention strategy underway and evaluation ongoing. Positive 


outcomes for patients will encourage shared best practice across trust.  


• Implementation of Fallsafe on Ward 14 UHND – audit and evaluation to follow and 


good outcomes to be shared trust wide.  
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2.0 Strategic context 
This strategy has been developed in the context of a significant change and 


challenge across health and social care sectors. It is more important than 


ever we work together to intervene earlier and prevent future demands on 


our health and social care services in order to deliver an effective and 


efficient service. 


2.1 Why is it important to us? 


Patient falls are the single most common safety incidents experienced by 


the Trust, we have not yet reduced falls in our acute hospitals within national 


benchmarks and we continue to see incidents of harm from falls. Reducing 


the incident of falls and mitigating the risk of injury are therefore integral to 


minimising harm. 


Falls have a dramatic effect on the individual, families and the public purse; 


this matters to us all. County Durham and Darlington Foundation Trust 


(CDDFT) have seen an increase in falls with harm, and falls resulting in 


death. Since April 2017, we have had a significant increase in the 


incidences of falls within the hospital setting, see fig 1.0 and 1.1 


Fig 1.0 and 1.1 
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• Although CDDFT ranks third lowest in the North East for falls with harm, and  


features as the best performing trust in the North East in the National Falls audit 


(Fig. 2) we feel more could be done to improve standards and to reach the national 


benchmark over the next three years. 
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3.0 Building on success 


The success of developing and implementing this falls prevention strategy will be dependent 


on the ongoing support and partnership of CDDFT, Clinical Commissioning Groups, the 


voluntary sector and other specialist services. While it is recognised that Foundation Trust 


have the majority of specialist services to support this agenda, all health and social care 


settings and the general population have a role to play in the prevention of falls.  


3.1 As a result of this strategy there will be: 


• A population who know how to reduce the risk of falls and take action. 


• A team of fully trained health professionals who work collaboratively and are highly 


motivated to reduce the risk of falls and harms from falls.  


• Earlier and more accurate identifications of those at risk and clear strategies in place to 


reduce this risk in an acute and community setting.  


• A 10 % year on year reduction of falls and falls with harm seen in the trust. 


• Improved independence levels, reduced disability and reduced fear of falling with those 


patient groups deemed at greater risk. 


• A clear, effective and embedded pathway of health and social care services that treat 


people who have fallen and at risk of future falls.  


• ….and as a consequence there will be fewer fractured neck of femurs.  


3.2 Current Position – Acute Strategic Intervention  


Currently in CDDFT:  


• Pharmacy support to deliver Medication Reconciliation and medication review is not consistent in 


all areas.  


• There are long waiting lists for community rehabilitation services and community hospital 


rehabilitation beds from the acute site.  


• County Durham & Darlington lacks a falls medical specialism in multidisciplinary falls groups.  


• A Multi disciplinary approach to falls prevention is required as it is everyone’s business to 


undertake risk assessments and preventative therapy.  


• Visual acuity needs to be emphasised within assessments, both hearing and sight preventative 


input. 


• The work Therapy services  have completed through the falls collaborative has showcased their 


unique core skills that can continue to be utilised and have a positive impact on falls. 


• Therapy services are currently provided based on a referral basis from admitting wards and 


therefore screening to prioritise the available resources is sometimes variable   
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Current position – community service strategic 


intervention 


Currently:  


• There are five discrete specialist community based falls services with varying 


referral mechanisms and varying staffing levels set up in this way due to previous 


commissioning arrangements (not related to population or local needs).   


• There are four Hospital based falls prevention exercise programmes which have 


varying referral criteria and methods.  


• Patients do not always received a multifactorial falls risk assessment in the 


community setting following a fall.  


• The current falls prevention component of the essential training delivered to 


community staff does not address the issue of falls in the community.  


• There is no clinical/medical lead for falls services in the community and no clinical 


link with GP services.  


• There are Multiple admissions to Emergency Department following falls in 


residential and nursing home settings.  


• There is limited access to syncope services within the trust 


• Promotion of bone health across acute and community settings for all patients at 


risk of falling is variable.  


• NICE guidelines support the inclusion of fracture risk assessment as part of each 


falls assessment and currently the uptake of this assessment is not consistent 


across all services including both acute and community.  
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    4.0 How we have selected and categorised priorities?  


Many of our priorities are linked with our Quality Matters strategy, because we know we 


have more to do to deliver the very best care in those areas; others have been 


identified by the Board, CCG’s, the voluntary sector, in consultation with front line staff, 


senior managers, governors and other stakeholders. 


4.1 How will this be achieved?  


Acute strategy 


Preventing falls through earlier and more effective coordinated interventions will both 


improve the quality of life of individuals and families and reduce demand on health and 


social care services. We will therefore: 


• Build upon good working practices working one to one with patients and in 


cohorted bays in the acute and community hospitals; utilising the skills and 


support of our colleagues in mental health to reduce falls relating to delirium 


and cognitive impairment.  


• Ensure documented screening for cognitive impairment or behaviour charts 


are completed and the implication for falls is highlighted in the falls bundle. 


This will be achieved by: 


• Staff training for effective management of cohorted bays and promotion of activity 


boxes currently available on ward 5 to be shared trust wide. 


• Liaise closely with Mental Health colleagues about available support and input 


into Care of the Elderly training schedule planned. 


• Audit the screening of delirium and cognitive impairment to ensure this reflects 


falls care bundle. 


• Work with interested parties to educate the wider population on how to 


maintain good bone health and reduce the risk of falling.  


• Through raising awareness and the development of the falls checklist 


questionnaire. 


• Appropriate leaflet distribution stands on wards, primary care and public buildings. 


• Utilise social media outlets to communicate risk of falls and falls prevention 


strategies.  


• Engage with staff workforce via effective fall training schedules in order to help     


identify potential fallers sooner.  


• Develop and deliver effective training schedule which meets the needs of the patient 


cohort and staff workforce.  
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• Utilise clinical information systems in order to communicate fall risks effectively to 


staff groups during huddle meetings and discuss any previous falls using the 


butterfly model and safety cross   


• Continue to provide sensory training to relevant staff groups through staff education 


programmes.  


• Map out existing services for falls and disseminate information to all invested parties 


in the county in order to promote services and direct patients in a more timely way. 


• Reduce the risk of environmental factors that can cause falls, by making staff        


groups aware of the risks associated with this. 


• This will be included in the falls training schedule  


• Disseminate good results/outcomes of the red Zimmer Frame pilot completed on 


ward 5 to the wider trust 


• Ensure usual or recommended walking aids are provided for use and are reachable. 


• Undertake regular audits to ensure compliance with falls prevention strategies are  


maintained. 


• Aim to implement a therapy led screening tool to identify patients at risk 


• Prioritise ongoing treatment and rehabilitation working collaboratively with community 


services to improve waiting times for patients receiving inpatient and community 


based services.  


• Aim to provide front of house early therapy advice and intervention in line with 


national guidance 


• Develop therapy services both in the acute and community sites to align with NICE 


guidelines and care closer to home. This includes post fall multifactorial assessment 


and home hazard assessment for those deemed at risk of falls.  
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• Standardise falls sensor equipment and ensure staff are effectively 


trained in it’s use 


• Asses visual acuity as standard, updating the falls bundle as required 


and improve access to Ophthalmology and Optometry services 


• Ensure Pharmacy services including medication reconciliation and 


medication review in those at risk of falls, is consistently available trust 


wide 


• Recruit falls lead coordinators to engage and motivate staff groups to 


support the trust and wider community in the reduction of falls.    


• Where patients complain of  lower urinary tract infection symptoms such 


as urgency, frequency, nocturia or incontinence, ensure that the 


implication for falls risk is considered and reflected in the care plan.  


• Ensure the call bell is within every patients reach at all times. 


• Ensure provision for safely assisting patients from the floor following a 


fall is available to all staff groups and equipment is standardised across 


the trust.   


• Engage with staff workforce via effective fall training schedules in order 


to help identify potential fallers sooner.  


• Develop and deliver effective training schedule which meets the 


needs of the patient cohort and staff workforce. 


• Offer Ward Sisters and Charge nurses a range of tools and techniques 


relevant to their case mix to the reduce the risk of falling in their patient 


population. 
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5.0 Community Strategy:   
 


Preventing falls through earlier and more effective coordinated interventions 


will both improve the quality of life of individuals and families and reduce 


demand on health and social care services. We will therefore: 


• For all fallers to be seen by the most appropriate health care professional 


in a timely manner. 


• Provide support for community colleagues and teams around patients 


(TAPs) to enable them to initiate a falls assessment when required 


and understand when to refer to specialist teams. 


• Liaise with all five specialist falls teams in order to look at standardising 


referral pathways 


• Share best practice, clinical expertise and resources among 


community specialist falls service with regular whole team meetings to 


unite these small services.  


• Liaise with hospital based falls prevention exercise programmes in order 


to ensure the locality demands are met.  


• Utilise specialist knowledge from falls community teams and falls 


leads to map services and demand in order to provide effective falls 


prevention services and investment for services to continue. 


• Ensure falls  essential training  accurately supports  the community staff 


groups. 


• Support from specialist falls teams to input into training development 


and delivery alongside colleagues in the acute trust.  


• Support from learning and development required.  


• Identify a Medical consultant to provide ongoing clinical support into 


community based falls prevention teams, primary care and a 


multidisciplinary falls group  including increased access or setting up local 


syncope services 
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• Recommend measurement of fracture risk assessment (FRAX) be 


completed by any health professional who comes into contact with a 


patient who has fallen.  


• Delivery of FRAX training to be added to essential training schedule 


and ensure staff groups are aware of the importance of fracture risk 


associated with falls.  


• Improve referral pathways from fracture liaison service to falls service as 


appropriate. 


• Falls lead to coordinate and ensure appropriate referrals are made to 


specialist falls services.  


• Identify care homes with high falls rates and provide appropriate falls 


training for the staff 


• This could be done with support from community staff who work into 


care homes.  


• Maintain strong links and connections with the North East Regional Falls 


group to share best practice and collaborate in achieving national 


objectives.  


• The Falls Lead will attend regular meetings with invested parties and 


stakeholders and disseminate information from these meetings into 


the trusts acute and community services.  
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6.0 Implementation and Monitoring 


The strategy will be implemented and managed as a programme of work, 


monitored through the falls policy group and Falls Leads for the trust. The 


process changes which serve as adjuncts to the delivery of falls prevention 


and the incidence and prevalence of falls and falls associated harm will be 


monitored at ward, department and community team levels; published for 


staff, patients and visitors to observe and reviewed through the trust Clinical 


improvement strategy ‘Quality matters’ by professional and board sub 


committees.  


 


6.1 How will we know if we have succeeded? 


We will see year on year reductions in falls, and in incidents of injury to below 


national benchmarks, and positive performance compared to peers 


evidenced through the National Falls and Fragility audit. The trust, all wards, 


community teams and care groups will demonstrate high levels of compliance 


with our procedures (a ‘blue or green’ assessment) through “Quality Matters” 


ward audits for falls as well as monitoring the incidence and harm associated 


with falls in their area. 


 


7.0 Final Words 


Preventing Falls is ‘everyone’s’ responsibility and it is only by building upon 


the skills and commitment of all our staff and partners that we will achieve our 


aims. The Board is committed to creating the environment in which everyone 


can contribute fully to the achievement of fall prevention strategies.  


 


The next three years will, as we achieve our goals, see exciting 


improvements which will benefit our patients, our staff and all of our 


stakeholders.  
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Tick all that apply 
If none of the above, 
please provide 
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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 The report summarises operational performance in December 2017 against the 
Trust’s touchstones. 


Summary of Key 
Issues 


The report outlines the key risks and mitigating actions under each touch-stone 
commenting on each indicator rated as “red”.  


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]                                                                      
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Significant risks 
identified (if any) 


The main risks under each of the four touch-stones are: 
Experience: A&E targets, particularly the 4-hour wait and 18-week RTT delivery. 
Outcome: there have now been four never events this financial year. 
Efficiency: only one Care Group is forecasting a break-even or better position 
Workforce: appraisal and essential training targets continue to be very 
challenging.  


Action / decision 
required from the 
Board 


To note the report and to endorse the actions proposed to mitigate risk. 
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INTEGRATED OPERATIONAL BOARD REPORT 
 
EXECUTIVE SUMMARY 
 
Month: December 2017 * One month in arrears ** Two months in arrears ***Three months in arrears 


BEST EXPERIENCE 


Indicator 
  


Target 
2017/18 


Director Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 
RTT - % Incompletes waiting <18wks* CL 92% 92.1% 93.2% 92.5% 92.5%   92.8% 
RTT waits over 52 weeks* CL 0 0 0 0 0   0 
A&E % seen in 4hrs - Trust Total CL 95% 85.2% 92.9% 95.1% 91.3%   93.1% 
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 0 814 1501 1217 1683   4401 
Ambulance handovers >30-60mins CL 0 387 349 202 600   1151 
Ambulance handovers >60mins CL 0 234 70 21 259   350 
Ambulance Handovers - no. >120 minutes CL 0 30 2 0 30   32 
12 Hour Trolley Waits CL 0 0 0 0 0   0 
% Diagnostic Tests <6wks CL 99% 99.65% 99.91% 99.81% 99.71%   99.81% 
Cancer 2WW* CL 93% 94.1% 94.0% 93.5% 94.6%   94.0% 
Cancer 2WW Breast Symptoms* CL 93% 94.6% 96.0% 94.5% 95.4%   95.3% 
Cancer 31 Days Diagnosis to Treatment* CL 96% 99.5% 100.0% 99.7% 99.7%   99.8% 
Cancer 31 Days Subsequent Treatment - Surgery* CL 94% 100.0% 100.0% 96.9% 100.0%   98.8% 
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% 86.3% 87.9% 88.1% 85.9%   87.5% 
Cancer 62 Days Screening* CL 90% 100.0% 90.9% 90.3% 100.0%   92.8% 
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% 78.8% 92.5% 94.7% 87.9%   91.7% 
A&E % Seen in 4hrs - UHND CL 95% 73.5% 84.2% 89.8% 84.8%   86.2% 
A&E CI - Unplanned Re-attendance rate CL <=5% 1.7% 1.1% 1.4% 1.8%   1.5% 
A&E CI - Time to treatment (median) CL <=01:00 00:54 00:42 00:39 00:46   00:42 
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6 hour wait in Urgent Care Centres CL 95% 99.3% 99.6% 99.4% 99.3%   99.3% 
Maternity 12 week bookings CL 90% 89.7% 91.3% 92.1% 91.5%   91.4% 
Maternity Breast Feeding at Delivery CL 60% 54.5% 58.1% 59.2% 56.4%   57.9% 
Maternity Smoking at Delivery CL 22.4% 20.2% 18.9% 17.5% 18.2%   18.2% 
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 0 0 0 3   3 
ERS - ASI % of DBS Bookings * CL 4% 23.5% 22.4% 21.1% 23.0%   22.1% 
Cancelled Operations - Breaches of 28 Days CL 0 1 5 3 1   9 
Urgent Operations cancelled for 2nd time CL 0 0 0 0 0   0 
Delayed transfers of care CL 3.5% 0.03% 0.05% 0.05% 0.05%   0.05% 
Community nursing - urgent and OOH referral waiting times* (72 hr 
target) CL 93% 91.09% 92.72% 92.98% 91.8%   92.59% 


 


BEST OUTCOME 


Indicator 
  


Target 
2017/18 


Director Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 
Clostridium difficile cases NS 19 4 6 4 6   16 
MRSA Bacteraemia NS 0 1 2 1 1   4 
MSSA NS   1 4 8 6   18 
Ecoli NS   25 102 95 84   281 
VTE* NS 95% 96.8% 97.3% 96.4% 96.0%   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 0 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   1541 4791 4390 4498   13679 
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   8 25 16 16   57 
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Serious Incident RCAs submitted within 60 working days*** NS   100% 100% 88%     95% 
Readmissions within 30 days of previous discharge following elective* CL   102 296 275 188   759 
Readmissions within 30 days of previous discharge following emergency* CL   615 1676 1706 1280   4662 
Crude Mortality*** NS   4.13% 3.99% 4.13%     4.13% 
HSMR*** NS   94.96 97.86 94.96     94.96 
SHMI*** NS   102.44 102.76 102.44     102.44 
Dementia - eligible admissions screened* NS 90% 90.2% 90.4% 91.3% 90.3%   90.7% 
Dementia - AMTS compliance* NS 90% 85.7% 86.5% 83.1% 83.7%   84.7% 
Dementia - onward referrals* NS 90% 45.8% 26.6% 24.1% 40.5%   28.9% 


 


Quality Account Indicators (not covered elsewhere) 


Indicator Target 


2017/18 
Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


Falls - Acute (Incident Report)   152 435 401 437   1273 
Falls - Community (Incident Report)   24 50 51 52   153 
Reduction in Falls - Acute (per 1000 bed days) (Cumulative) 5.6 6.1 6.3 6.1 6.1   6.1 
Reduction in Falls - Community (per 1000 bed days) (Cumulative) 8 6.0 5.9 5.8 6.0   6.0 


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%     TBC 
% adult patients rescreeened weekly for undernutrition *** 89%   92.82% 93.8%     TBC 
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% 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%     TBC 
% 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%     TBC 


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% 86.0%   86.0% 


Were you given enough privacy when discussing your condition or treatment?  80% 65.0% 89% 65.0% 91.0%   91.0% 
Did you find a member of staff to discuss any worries or fears you had?  85% 79.0% 81% 79.0% 84.0%   84.0% 
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% 69.0%   69.0% 
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% 82.0%   82.0% 
% 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   28.6% 31.0% 34.6% 33.0%   32.9% 
Friends and Family Test - increased response rate in A&E   8.6% 18.4% 19.9% 12.8%   16.9% 
Summary Hospital Mortality Indicator (SHMI) ***   102.44 102.76 102.44     102.44 
Hospital Standardised Mortality Ratio (HSMR) ***   94.96 97.86 94.96     94.96 
Crude Mortality***   4.13% 3.99% 4.13%     4.13% 
Deaths with a palliative care code (Z515)***   30.0% 26.2% 30.0%     30.0% 
Readmissions within 28 days** 7% 11.5% 11.7% 12.1%     11.9% 


 


BEST EFFICIENCY 


Indicator 


  


Target 


2017/18 


Director Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 
Data completeness community services - RTT* CL 50% 100.0% 100.0% 100.0% 100.0%   100.0% 
Data completeness community services - Referrals* CL 50% 99.8% 99.7% 99.8% 99.8%   99.8% 
Data completeness community services - Treatment activity* CL 50% 99.7% 99.7% 99.6% 99.7%   99.7% 
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% of SUS data altered* CL 10% 22.1% 44.5% 29.3% 22.1%   34.6% 
Discharge summaries within 24 hours CL 95% 91.2% 93.3% 91.7% 91.3%   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% 
GP referrals CL   6,297 24,455 23,780 22,690 0 70,925 
Non GP referrals CL   5,098 18,522 17,335 17,283 0 53,140 
Outpatient attendances CL   36,941 144,890 139,735 135,158   419,783 
Elective day case admissions CL   3,263 10,912 11,015 11,235 0 33,162 
Elective inpatient admissions CL   499 1,984 1,841 1,820 0 5,645 
Theatres (utilisation) CL 85% 78% 82% 80% 79%   80% 
Non-elective admissions CL   6,121 16,861 16,794 18,172 0 51,827 
Digital Dictation - upload to approve CL   6.03 7.99 6.45 5.88   6.78 
Summary Income and Expenditure (£000s) (cumulative)* DB   -7,401 -2,059 -4,717 -7,401   -7,401 
Agency cap (£000s) (cumulative)* DB   -6,402 -2,181 -4,505 -6,402   -6,402 
Cost Reduction (£000s) (cumulative)*0 DB   -4,919 -1,745 -3,228 -4,919   -4,919 


 


BEST EMPLOYER 


Indicator Director Target 2017/18 
Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


Trust Sickness* MS <4% 4.81% 3.42% 3.86% 4.81%   4.81% 
Agency Spend* MS Decrease £1,069,865 £2,974,045 £3,105,974 £3,363,917   £9,443,936 


Bank Spend* MS Increase £1,021,969 £2,492,660 £3,040,766 £3,099,225   £8,632,651 
Appraisal Figures - All staff* MS 90.0% 66.58% 9.58% 30.03% 66.58%   66.58% 
Essential Training - All staff* MS 90.0% 86.00% 23.43% 51.55% 86.00%   86.00% 


Voluntary Turnover* MS 9.0% 7.22% 7.33% 7.03% 7.22%   7.22% 
Total Turnover* MS Information 14.37% 21.41% 20.97% 14.37%   14.37% 


Vacancy Rates -Effective shortfall* MS <5% 5.15% 6.02% 4.26% 5.15%   5.15% 
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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 Dec 
NHSI Trajectory 89.91% 92.37% 92.83% 95.16% 95.70% 95.37% 94.32% 91.82% 89.53% 


Performance 94.76% 90.82% 93.16% 93.67% 95.07% 96.83% 95.56% 93.64% 85.19% 


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 
 
In Quarter 3 (Q3), Trust performance (91.29%) fell short of the STF trajectory of 91.94% in spite of the 
Perfect Month initiative in December, in addition to taking a range of other actions including opening up to 
70 extra escalation beds (including temporary conversion of day case and ambulatory care units for 
overnight in-patient use), introducing Primary Care Screening at both A&E Departments, and being the only 
Trust in the N.E. to open up Advice and Guidance services to GPs in all Specialties as an alternative to out-
patient referral or admission.  
 
The shortfall against trajectory exposes the Trust to potentially significant financial penalties but there is an 
opportunity to appeal on the basis that the shortfall was caused by unanticipated high levels of activity. The 
Trust is appealing on the basis that:   
• If Urgent Care activity had been the same in Q3 this year as last year the Trust would have 


achieved the STF trajectory target with a performance of 93.4%. In fact, Urgent Care (type 3) 
attendances fell by 46.2% due to commissioning changes by DDES CCG at Seaham (closure of 
the Centre), and at Peterlee and BAH where walk-in (Type 3) attendances during normal working 
hours are no longer commissioned by the CCG, the service being accessed by appointment only 
via 111.  


• A&E activity in Q3 2017-18 was 8.5% ahead of plan and 5.1% higher than in Q3 2016-17. In 
December 2017 it peaked at 12.3% ahead of Plan and 11.23% higher than in December 2016.  


• Non-elective admissions in Q3 were 14.8% ahead of plan and 4.7% higher than in Q3 2016, 
including a growth in medical admissions of 11.4%. In December 2017, total non-elective activity 
rose to 16% ahead of plan and 4.1% higher than in December 2016, including 10.9% more 
medical admissions at UHND. 


• A&E activity growth was exceeded only by South Tyneside FT and City Hospitals Sunderland FT 
in Q3 2017-18, and by South Tyneside alone in December. In December, CDDFT saw more A&E 
Type 1 patients than any other Trust in the North Region. 


• An average of 7.75 beds were closed each day in December due to infection.  
 
The above reasons can also be adduced to explain the deterioration in ambulance handover times. In 
December, the percentage of handovers taking >30 minutes was 71.5% (compared to 74.9% in Dec. 2016). 
As a result, NEAS crews experienced delays of 207 hrs 22 mins waiting to hand over patients at DMH and 
357 hrs 2 mins at UHND. This is a deterioration compared to 2016, although delays in NEAS implementing 
the recent regional handover agreement were also a contributory factor. 
 
In line with recent NHSE guidance, the Trust continues to review daily whether to cancel non-urgent 
electives in order to create space for non-elective patients. It has also kept open most of the escalation 
beds and has extended command and control arrangements by the introduction of 24/7 bronze command. 
 
18 week Referral to Treatment (RTT) 
 


18 weeks RTT Apr May Jun Jul Aug Sep Oct Nov Dec 
NHSI Trajectory 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 92.5% 







 


9 
 


Performance 92.83% 93.44% 93.50% 92.93% 92.61% 92.11% 92.52% 92.84% 92.12% 
 
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 
 
RTT performance continues to be stable, although the risk of undershooting the trajectory is significantly 
higher in January due to the number of cancellations of electives taking place to accommodate non-elective 
demand. Daily review of vacant slots in out-patient clinics and theatre lists is taking place to maximise the 
use of existing capacity. Transfer of work to the independent sector is taking place in breast, surveillance 
endoscopy, and orthopaedics patients scheduled for treatment at BAH who cannot be treated within 18 
weeks.  
 
The Surgery Care Group continues to require executive intervention and is receiving support from the 
Director of Performance. This has involved a review and validation of the waiting list and the RTT risk. All 
Care Groups have been asked to undertake the same work. The situation will be closely monitored in the 
weekly RTT Assurance meetings. 
 
This performance is taking place in the context of a fall in referrals. During Apr-Dec 2017 (compared to the 
same period in 2016 and taking account of the endoscopy counting change in April 2017), referrals fell by 
7.8% (GP referrals by 10.2% and non-GP referrals by 3.9%) across all major Specialties with the exception 
of breast surgery, plastics and obstetrics. The largest falls in GP referrals into the major specialties are 
orthopaedics (22%), urology (42.6%) and rheumatology (29%), but many other Specialties have seen falls 
of more than 10%, including general surgery, ophthalmology, diabetes, gastroenterology, dermatology, and 
respiratory medicine. The Surgery Care Group, which is the one principally affected, is developing a 
recovery plan with the support and supervision of the Director of Operations. 
 
Alongside this, there has been a 7.2% fall in Consultant-led new out-patient appointments across many 
major specialties, particularly in Surgery. Day case activity has fallen by 8.8% and elective in-patient activity 
by 13.7%. 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. This is a key focus of the Surgery turnaround work. 
 
Cancer: 2 week wait (2ww) and 62-day  
 
2ww 
 
During Apr-Nov 2017, the number of two week wait cancer referrals fell by 4%, with positive cancer 
diagnoses arising from them falling by 25%. The national waiting time standard (93%) was achieved in 
October and November and also looks likely to be achieved in December 2017, subject to final validation. 
With the exception of lower GI, where there were genuine capacity problems, the majority of patients seen 
outside two weeks were offered at least one appointment within target. 
 
Breast symptomatic 
 
Breast symptomatic two week wait performance also exceeded the national 93% standard in October and 
November and looks likely to do so in December once validation is complete. All patients were offered at 
least one appointment in target 
 
62-day  
 
Performance exceeded the 85% national standard in October and November and looks likely to continue in 
the same vein in December once fully validated. The risk to Quarter 3 (Q3) is minimal but due to increased 
short-notice cancellations as a result of winter pressures there may be some unexpected breaches in Q4.  
 
Actions to maintain this position include: 
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• Cancer is discussed weekly at RTT meetings, focussing on reducing the number of long wait 


patients in addition to discussion of potential actions to reduce pathway delays. 
• Lung MDTs are working towards implementing the initial phase of the National Optimal Lung 


Cancer Pathway. Plans are in place to increase local capacity in CT Guided biopsies and the Trust 
has started to provide local EBUS (Endobronchial Ultrasound) to biopsy some tumours 


• Pathway for Straight to test suspected Colorectal cancer patients is being audited prior to testing a 
redesigned pathway where patients may go for pre-assessment as a first step if GP indicates fit for 
Colonoscopy.  


 
The 90% 62-day screening target should be met for Q3 as a whole, although the incompletely validated 
December position is showing under-performance. The main risk continues to be the low numbers using 
the pathway, patient choice and some pathway issues in colorectal and gynaecology including access to 
treatments at tertiary centres. The one shared breach (gynaecology) in December is due to lack of out-
patient capacity and surgery at South Tees.  
 
In relation to screening, the Cancer Services Facilitator now regularly attends monthly Trust Bowel Cancer 
Screening meetings to share themes on breaches and work with the team to ensure any avoidable delays 
are minimised. Additional tracking support has been allocated to gynaecology and regular meetings where 
pathway issues can be raised are being held.   
 
Key risks 
 
The main risks to Trust performance are: 
• Radiology waiting times (both to scan and report) 
• Capacity for out-patient appointments in some specialties 
• Capacity for surgery, e.g., Colorectal 
• Lung Cancer Pathway – this is a complex pathway and radiology delays have a significant impact, 


e.g., CT Guided Biopsy waits 
• Number of patients being referred to tertiary centres for remainder or part of their pathway 


 
Cancelled Operations  
 
The cancelled operation arose because of a lack of a bed to accommodate the patient following the 
operation. This situation arose because of non-elective pressures.  
 
Maternity: 12-week booking 
 
Performance dipped below target in the last month, although for year-to-date it remains above target. 12-
week booking is a standard agenda item in service level governance meetings, although the service is 
aiming to move towards booking by 10 weeks as encouraged in the guidance. Posters have been supplied 
to all Practices encouraging expectant mothers to contact the mid-wife directly instead of having to go via 
the GP, and community midwives review their clinics weekly to ensure effective utilisation. 
 
Late booking is often associated with teenage mothers. To deal with particular hotspots in Darlington and 
Derwentside Trust teenage pregnancy champions work with Practices to identify and engage with potential 
late bookers. 
 
Breastfeeding 
 
Performance remains in line with national and regional trends. The Trust meets quarterly with other 
regional Trusts: regional breast feeding rates are, if anything, declining. The Trust’s service at both UHND 
and DMH is UNICEF accredited. The range of current initiatives includes:  
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• Maternity Care Assistants run breast feeding support clinics and an infant feed co-ordinator runs 


special clinics for ladies with particular or specific difficulties. 
• A “bump buddy” app is available to encourage and support expectant mothers  
• Joint initiatives with Durham County Council include: 


o The Trust uses the County Durham Best Start booklet at all Trust sites including DMH. 
o County Durham Council is planning to achieve breast feeding-friendly Council status. 


 
Sleeping Accommodation Breaches 
 
The 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 continuing 
heightened non-acute pressures. Transfers into and out of Intensive Care are discussed and planned at the 
twice daily Site Status meetings.  
 
ERS – slot issues (ASI) 
 
The number of patients experiencing difficulties booking out-patient appointments remains unacceptably 
high. In addition to continuing with the thorough review of out-patient capacity in Care Groups, the Trust’s 
Patient Access team has been in discussion with local GPs to encourage them to consider recommending 
to the patient that they be flexible in the choice of venue. This will ensure that they can take advantage of 
vacant slots at another CDDFT site if slots in the clinics at the site closest to them are not available. 
 
Community Nursing Waiting Times 
 
Community nursing remains under pressure as a result of activity growth and recent high levels of 
sickness. In the year to November, the Trust undertook 23% more activity than contracted, and in 
November alone activity was 24% above contract. The situation is being managed by prioritising activity 
and through the Trust’s sickness and absence policy. The sickness may be influenced by the uncertainties 
occasioned by the current community services tender process, the outcome of which is due to be revealed 
in March. 
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BEST OUTCOMES – KEY ISSUES and RISKS 
 
Health Care Acquired Infections (HCAI) 
 
CDDFT reported 16 cases of CDiff and 4 MRSA bacteraemia to the end of Q3. Joint work is continuing with 
CCGs to reduce bloodstream infections: particularly E.coli Bacteraemia.  
 
Data from Public Health England suggest national hospital admissions linked to ‘flu-like illnesses have 
reached a high impact level nationally but in the N.E are at medium level. In December, although most 
confirmed CDDFT ‘flu cases did not directly cause bed closures, they restricted the flexibility with which 
beds could be used. Most cases were concentrated towards the end of December causing increased 
pressure at a time when activity had been expected to moderate.  
 


Collection 
Date Test Description Result Expansion 


12/12/2017 Influenza B RNA DETECTED 
19/12/2017 Influenza A DETECTED (Type H3) 
23/12/2017 Influenza A DETECTED (Type H3) 
25/12/2017 Influenza A DETECTED (Type H3) 
27/12/2017 Influenza A Swine-Lineage Influenza A H1N1 Detected 
27/12/2017 Influenza A Swine-Lineage Influenza A H1N1 Detected 
28/12/2017 Influenza A DETECTED (Type H3) 
28/12/2017 Influenza A DETECTED (Type H3) 
29/12/2017 Influenza A DETECTED (Type H3) 
31/12/2017 Influenza A DETECTED (Type H3) 
30/12/2017 Influenza B RNA DETECTED 


 
Bed closures did occur as a result of other infections:  


 
Date Beds closed Reason for Closure 
30/11/2017 3 D&V 
01/12/2017 24 D&V 
02/12/2017 24 D&V 
05/12/2017 4 D&V 
06/12/2017 4 D&V 
07/12/2017 4 D&V 
08/12/2017 11 D&V 
10/12/2017 5 D&V 
11/12/2017 5 D&V 
18/12/2017 8 VRE risk 
19/12/2017 8 VRE risk 
20/12/2017 9 VRE risk 
21/12/2017 4 VRE risk 
22/12/2017 5 VRE risk 
23/12/2017 4 VRE risk 
24/12/2017 4 VRE risk 
27/12/2017 1 VRE Risk 
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Never Events 
 
Four never events have taken place so far in 2017-18 (one taking place in January outside the current 
reporting period). In addition to the learning from the first two events reported to the Board in December, 
additional learning from the third and fourth includes:  
• The investigation into the never event in November found that a tampon was inserted without following 


due procedure and was not signed as being in place post procedure. A visual tag is now in place to 
highlight vaginal swabs that have been left in situ.  


• The fourth never event occurred in January 2018 and involved a patient who received oral medication 
intravenously. The patient came to no harm. Bulletins have been circulated to remind of correct 
procedure for administration of medications. The normal root cause analysis will be undertaken. 


 
Dementia: Abbreviated Mental Test (AMT) compliance and onward referral 
 
As reported previously, the 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 and that appropriate onward referrals are 
made. Staff training to embed this into practice is a continuous process. The Trust’s lead dementia nurse is 
visiting all relevant wards highlighting the importance of screening and onward referral. This is a continuous 
process. The longer-term plan is to include this pathway on Nerve-centre but there is as yet no 
implementation date for this.  
 
The next rounds of the national dementia audit begin early in the new financial year.  
 
Quality Matters 
 
Patient Feedback: patient feedback in relation to Quality Matters standards and other issues is regularly 
reviewed in Care Group governance meetings.  
 
The average number of complaints received per month in Q3 was 45 compared to 54 in 2016-17, the main 
categories being clinical treatment, customer care and staff attitude. The main clinical areas attracting 
complaints were the two Emergency Departments, and general medicine and orthopaedics at UHND. Of 
the 16 cases with the Ombudsman: 3 new requests for information were received (Corporate 1, Surgery / 
AEC 1, AEC 1); two cases were closed (not upheld) and 11 cases are on-going. The top three categories 
for PALS during Q3 2017 were appointments, clinical treatment and customer care. 
 
A total of 4628 compliments were received in Q3 2017. The cumulative total is below that of previous years. 
 
Family and Friends performance continues to be better than the national average. In December 2017, 97% 
of in-patients, 94% of A&E patients and 93% of maternity patients would recommend the Trust.  
In the national children and young people inpatient and day case survey 2016, reported in November 2017, 
CDDFT was rated: 
• within the best performing Trusts in 2 of the 63 questions;  
• about the same as other Trusts in the other 61 questions. 
• No responses rated CDDFT amongst the worst performing Trusts. 


 
Falls: As reported previously, a Falls Group has been re-established. In addition to developing a draft 
strategy it has reviewed and refreshed the falls bundle and falls risk assessment tools. It has also begun to 
implement and oversee various good practice initiatives including: 
 
Fall Safe Project - Ward 14 UHND  
 
This project involves nurses’ undertaking a safety huddle after the daily board round. Patients at risk are 
reviewed. Their falls are mapped (location, circumstances and time), their treatment and medication are 
reviewed and strategies to minimise future risk are put in place. 
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Welcome to the Ward – Ward 5 UHND 
 
Ward 5 has created a ward information pack for relatives and all able patients. It also promotes the use of 
red coloured Zimmer frames using pictures and posters. Based on research at Frimley Park hospital, the 
rationale is that the red colour attracts patients to use the frame thus preventing falls. 
 
In addition, the Trust has recently appointed three falls leads who will be in post shortly. 
 
Falls training (slips, trips and falls) remains an important module in the core essential training programme 
for clinical staff, whilst the Trust aims to deliver sensory training (incorporating falls training) to at least 720 
staff each year. Uptake of training, however, has been affected by the heightened incidence of non-elective 
pressures in recent months. It is hoped to get back on track when these pressures subside. 
 
Mortality 
 
Latest data shows that CDDFT performance remains within expected range although SHMI has risen, with 
the main rise in Acute & Emergency care at both DMH and UHND. Work is taking place to understand this 
trend. All Care Groups have been asked to ensure that all Consultants have enough time built into their Job 
Plans to enable them to take an active part in mortality reviews.  
 
HSMR Funnel Plot     SHMI Timeline Funnel Plot 


  
 
The Trust is in the process of implementing the National Quality Board (NQB) ‘National Guidance on 
Learning from Deaths (2017). In line with this Guidance the Trust has identified those deaths which will 
have a mandated mortality review. Where a patient’s death is thought to be avoidable, and/or care is 
deemed to be poor, a root cause analysis will take place in line with the Trust incident management policy.  
 
The new process is in its early stages and in addition to trying to understand the trend in Acute and 
Emergency Care work continues on major themes already identified: sepsis, community acquired 
pneumonia and acute kidney injury (AKI).  
 
Re-admissions 
 
Re-admissions continue on a relatively stable trajectory. Commissioners have agreed to a further joint 
review of re-admissions to determine how many are avoidable and what investments can be made to 
minimise them. The Terms of Reference for the Review are yet to be agreed. The Trust also continues to 
seek clarification from CCGs of what investments have been made with the re-admissions penalties levied 
on the Trust and to what effect. 
 
CQUIN (see Appendix) 
 
Some losses have occurred in Q2. The results for Q3 are currently being compiled but further losses are 
expected. Once submitted an updated risk assessment will be provided. In the meantime, one outstanding 
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success has been the Trust performance in relation to ‘flu vaccinations. At 14 January, against a target of 
70% the Trust had a staff vaccination rate of 74.6%. See Appendix.   
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BEST EFFICIENCY – KEY ISSUES 
 
% of SUS data altered 
 
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 NHS Contract requires Trusts 
to change the coding of no more than 10% of activity between the flex and freeze dates. The Trust has 
underperformed this year due to staffing changes but has agreed a recovery trajectory with commissioners 
to reach the 10% target threshold by 31st March 2018.  
 
The coding team is now fully staffed so it is anticipated that lost ground will be made up.  
 
Discharge Summaries  
 
Trust performance remains similar to 12 months ago: just short of the 95% target. Family Health have been 
an outlier on the downside for several months. This has been highlighted in the monthly performance 
reviews with this Care Group and assurances have been given that all possible steps are being taken to 
improve performance. 
 


Care group 
Dec-
16 


Jan-
17 


Feb-
17 


Mar-
17 


Apr-
17 


May-
17 


Jun-
17 Jul-17 


Aug-
17 


Sep-
17 


Oct-
17 


Nov-
17 


Dec-
17 


Surgery 90.6% 92.8% 95.3% 94.3% 90.9% 91.8% 92.3% 92.2% 90.7% 86.4% 88.6% 92.1% 89.6% 
AEC 92.6% 94.0% 95.1% 96.2% 93.9% 95.5% 94.4% 94.2% 95.5% 93.2% 91.3% 95.4% 93.6% 
Family Health 91.5% 93.0% 94.4% 93.6% 92.6% 93.0% 91.2% 90.9% 88.7% 86.7% 86.3% 89.7% 87.4% 
IAC 91.5% 93.7% 96.3% 96.9% 94.3% 95.4% 94.5% 95.9% 94.4% 86.9% 92.0% 95.0% 94.3% 


TRUST 91.7% 93.4% 95.2% 95.2% 92.9% 93.9% 93.1% 93.1% 92.7% 89.2% 89.5% 93.1% 91.2% 
Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 


 
Theatre Utilisation 
 
The Surgery Recovery Plan agreed with the Director of Performance includes: 
• Review of in-list utilisation 


o Weekly meetings to review contributing factors to low utilisation rates and to agree specialty-
level improvement actions.  


o Weekly review of all Theatre lists. Potential under-utilisation is highlighted with additional 
patients being added where possible and appropriate. 


o Plastics – staggered admissions have been removed from local anaesthetic lists at UHND. 
This has enabled better utilisation of the lists and on some lists an additional patient has been 
added. This is to be replicated in DMH from February 2018. 


• Bishop Auckland 
o Pre-assessment for Orthopaedic joint operations is now being booked up to 12 weeks in 


advance of the to come in date (TCI). Allocated clinic slots for re-swabbing have been 
identified up to 6 weeks before the TCI. This will give the Specialty a greater number of pre-
assessed patients in order to fully utilise lists and fill short notice cancellations. 


o 4 joints (or equivalent) is now the standard for all orthopaedic lists. 
o In-list utilisation continues to be measured on a weekly basis with key areas discussed, i.e. 


cancellations, late starts, early finishes, equipment and staffing. 
• 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 use of 
capacity. 
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Finance: Month 09 - 2017/18 (Final Position) 
 
Background 
 
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 reduction 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. 


 
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 in the table below.   
 
Live Budget Position: 
 
As at 31st December 2017 the Group is reporting an operational deficit of £7,740k which is £7,401kk 
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. Relating to 2017/18 STF - the Trust has failed to meet the A&E 4 hour standard 
in the quarter resulting in a loss of income of £1,158k. The Trust is in the process of appealing against 
any losses. 
 
NHSI Operational Plan Position: 
 
The Trust is £1,106k behind plan as at 31st December 2017.  The position assumes that £7,204k 
Sustainability and Transformation Fund (STF) is received relating to the period to date which is 
£1,158k lower than plan due to the non-achievement of the A&E 4 hour standard in the quarter.  
However, after excluding STF and charges related to donated assets the financial position is £65k 
ahead of the NHSI Operational Plan. 
 


    Annual Plan 
£000's 


Plan to Date 
£000's 


Actual to Date 
£000's Variance 


Income   469,874 349,102 340,712 -8,390 
Expenditure; Pay Costs -301,873 -225,559 -224,057 1,501 
  Non Pay Costs -136,055 -106,252 -106,211 40 
  CRT 10,935 5,485 0 -5,485 
  Reserves -14,033 -4,342 0 4,342 
  Total Expenditure -441,026 -330,667 -330,269 398 
EBITDA   28,848 18,435 10,443 -7,992 
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Depreciation and Amortisation -9,056 -6,856 -7,096 -240 
Surplus / (Deficit) from Operations 19,792 11,579 3,348 -8,232 
Profit / (Loss) on Asset Disposals 0 0 80 80 
Interest Receivable 54 41 31 -10 
Interest Payable -13,990 -10,491 -10,129 362 
PDC 
Dividend 


  -1,957 -1,467 -1,069 398 


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 -338 -7,740 -7,401 


 
Variance chart 


 
 
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 showing the 2017/18 financial performance to date against this. 
 


Area Cumulative Control 
Total £000's 


Cumulative Actual 
Total £000's 


Cumulative Variance 
£000's 


Acute and Emergency 
Care £6,866 £3,271 -£3,594 


Surgery Care Group £3,442 £1,881 -£1,562 
Clinical Support 
Services £958 £996 £38 


Family Health £693 £968 £275 
Integrated Adult Care £3,159 £1,882 -£1,277 
CEO £21  -£21 
Commercial £93  -£93 
Finance £43 £29 -£15 
HR £134 £56 -£78 
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Nursing £3  -£3 
Ops £23  -£23 
E&F £88 £1 -£88 
Medical £0  £0 
SCL £0 £37 £37 
Total £15,522 £9,120 -£6,402 


 
Agency cap by Care Group 


 
 
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 09 – actual CIP delivery amounts to £21.466m (66.3%) for the year, with £17.502m 
delivered to date against a budget of £22.987m.   
 
CIP delivery 


 
 
Care Group Performance Live Budgets 
 
Care Group performance against live budgets is detailed in the table below. 
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Variance Analysis (£000's) 


 Income Pay Non Pay CRT Grand 
Total 


Acute and Emergency 
Care -£22 -£734 £640 -£1,658 -£1,775 


Surgery Care Group -£11 £215 -£36 -£1,652 -£1,485 
Clinical Support 
Services -£163 £861 -£723 -£448 -£472 


Family Health £106 £118 £44 -£1,055 -£789 
Integrated Adult Care -£6 £325 £435 £114 £868 
Corporate -£1,055 £250 £341 -£802 -£1,266 
Care Group 
Performance -£1,152 £1,034 £700 -£5,501 -£4,919 


 
 
 
 
 
 
 
 
 


-£2,000


-£1,000


£0


£1,000


Acute and
Emergency Care


Surgery Care
Group
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Care Group / Corporate Performance - Income, 
Pay and Non Pay 


Income Pay Non Pay CRT
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BEST EMPLOYER – KEY ISSUES 
 
Sickness  
 
The overall sickness target for the Trust is <4%. Currently absence is above target at 4.81% for December.  
The increase in sickness absence follows a seasonal trend and is lower than the same period last year.  
The average absence rate for the year to date is 3.95% which is better than the Trust target. Sickness 
absence continues to be managed tightly.  
 
As at 14th January, CDDFT had given the 'flu vaccination to a remarkable 94.5% of its staff; well in excess 
of the 70% target or of performance in previous years. This performance places the Trust first in the region 
by a considerable margin. Efforts to vaccinate the remaining staff continue.  
 


 
 
Appraisal  
 
The overall Trust target for Appraisal in December is 90% but compliance is below trajectory at 66.58%. 
However, compared to the same period in 2016/17, compliance has improved, although there is a 
significant risk that the year-end target of 95% will be missed. Appraisal performance is monitored via care 
group performance meetings. HR Business Partners work with Care Group management teams to ensure 
compliance. Weekly monitoring reports and monthly management information reports are shared with 
managers to monitor compliance.  
 


 


Appraisal Rate by Care Group 
P&D Appraisals for the period ending Date: 08-Jan-2018 


Care Group Staff 
Compliant Staff 
Heads %age 


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
17/18 3.68% 3.77% 3.42% 3.61% 4.01% 3.86% 3.95% 4.46% 4.81%


16/17 4.74% 4.58% 4.31% 4.21% 4.32% 4.34% 4.46% 4.95% 4.86% 5.07% 4.80% 4.19%


Trajectory 4.00% 4.00% 4.00% 4.00% 4.00% 4.00% 4.00% 4.00% 4.00% 4.00% 4.00% 4.00%


3.25%


3.75%


4.25%


4.75%


5.25%


17/18 Trust Sickness - All Staff 


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% 57.99% 66.58%
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%


0.00%
20.00%
40.00%
60.00%
80.00%


100.00%
120.00%


17/18 
Appraisal Figures - All Staff 
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439 Workforce & Organisation Dev Corp Division 136 136 100.00% 
439 Chief Executive CD Service 36 36 100.00% 
439 Dir Of Finance Corp Division 48 46 95.83% 
439 Dir Of Operations Corp Division 198 187 94.44% 
439 Integrated Adult Care CG 1107 931 84.10% 
439 Clinical Specialist Services CG 980 747 76.22% 
439 Nursing & Quality Corp Division 175 117 66.86% 
439 Family Health CG 790 492 62.28% 
439 Surgery CG 1103 689 62.47% 
439 Acute & Emergency Care CG 1014 602 59.37% 
439 Medical Director Corp Division 65 27 41.54% 
 
Core Essential Training (CET) 
 
The overall Trust target for CET is 90% for December. At present, compliance is below trajectory at 86% 
and slightly lower than the same period in 2016/17.  Whilst all staff had been booked onto essential 
training, exceptionally high did not attend (DNA) levels resulted in targets not being achieved. As a result, 
the decision has been made that face-to-face CET will be made available between January 2018 and 
March 2018.  Whilst no charge will be made for these sessions, a charge of £50 per person will be made to 
the care group for each staff member who DNAs. 
  
The overall target for CET continues to be monitored via care group performance meetings. Weekly 
monitoring reports and monthly management information reports are shared with managers. 
 


 
 
CET Rate by Care Group 


CET training for the period ending 08-Jan-2018 
  


Reporting Group All Staff 
Heads 


Compliant Staff 
Heads % 


439 Dir Of Finance Corp Division 48 48 100.00% 
439 Workforce & Organisation Dev Corp Division 138 134 97.10% 
439 Dir Of Operations Corp Division 204 196 96.08% 
439 Nursing & Quality Corp Division 183 170 92.90% 
439 Clinical Specialist Services CG 1038 940 90.56% 
439 Chief Executive CD Service 37 33 89.19% 
439 Surgery CG 1166 998 85.59% 


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% 78.32% 86%
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%


0.00%
20.00%
40.00%
60.00%
80.00%


100.00%
120.00%


17/18 
Essential Training - All Staff 
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439 Integrated Adult Care CG 1186 1012 85.33% 
439 Acute & Emergency Care CG 1113 921 82.75% 
439 Family Health CG 860 694 80.70% 
439 Medical Director Corp Division 82 66 80.49% 
 
Medical recruitment and Job planning 
 
All Care Groups are moving to an electronic platform – Employee online – to manage leave and sickness. 
The changeover is going well in most Specialties. 
 
Recruitment has reduced vacancy levels in some Specialties, with important appointments taking place in 
rheumatology and radiology but there is still significant reliance on locums, the independent sector in breast 
surgery, orthopaedics, radiology and endoscopy, and additional ad hoc clinics, etc.  
 
Care Groups continue to be actively involved in agreeing Job Plans with Consultants and other medical 
staff. Care Groups are being urged to ensure that Job Plans are based on a robust analysis of service 
demand and capacity needs.  
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Care Group Risk Ratings (from the latest Performance Reviews) 
 
Since the last Operational Board report was written several executive-led and other performance reviews 
have been held but the overall risk ratings remain unchanged. 
 
Touchstone Escalation levels  
 


  Best 
Outcome 


Best 
Experience Best Efficiency Best Employer Total risk 


AEC 6 12 12 9 High 


IAC 8 12 2 12 Medium 


Surgery 9 12 20 8 Executive intervention 


CSS 6 4 16 9 Medium 


Family 
Health 6 6 16 6 Medium 


(Low score is best) 
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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% treated   
 


£14,000 £14,000 


Sepsis treatment within one hour in IPs – 90% treated   
 


  
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%.   
   Proactive & Safe Discharge (Acute and Community) - 47.5% of >65 non-elective 


patients discharged to normal place of residence.    
  


£357,508 
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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.  


• Quarter 3 evidence is being collated for submission later in January. An updated risk assessment will be possible once the submission has been 
made. The only confirmed Q3 losses, so far, are as expected (sepsis in ED and alcohol and tobacco screening in Community hospitals); although 
a potential loss, not previously predicted, has also been identified in relation to the Discharge CQUIN. Further validation is being undertaken.  
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Trust Board – 31st January 2018 


Item 12 - 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 12a sets out the status of each action. Some 65 (November - 59) out of 78 
actions (83%) have now been completed.  


Other actions still to be complete are: 


• Speciality-level risk registers - action within original date of 31s March 2018 
and progressing. 


• Governor involvement in NED appraisals – process agreed at Governors 
Nominations Committee. To be confirmed with the Council in February and the 
action can then be closed. 


• Engagement of clinical leaders in governance  - this is an iterative process and 
is improving and will continue to be a priority for some time. 


• Discussion of Board collective training needs (now scheduled for February 
2018). 


• Further work on back office functions and opportunities for collaboration and 
cost savings – being monitored through the Finance Committee and an on-
going programme of work 
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• Review and rationalisaiton of meetings where possible – this is an iterative 
process with some progress being made and will continue to remain a focus 
for some time. 


• Reporting to Board on the health of relationships – awaiting the stakeholder 
feedback exercise through the Quality Improvement Board in order to close. 


• Development of the Integrated Performance Report – this is an iterative 
process but reporting improvements have been made and the newly agreed 
reporting approach will become embedded with the Board and with IQAC in 
the first quarter of 2018. 


• Increased automation of data collection – there are local developments in 
place for some systems but this will not be addressed holistically until the EPR 
system is in place. 


• Patient Engagement Strategy – requires further work but should be completed 
in this quarter. 


• Care Group access to the Board. Care Group views are being taken and 
access will be built into the Board and Committee schedule for 2018/19. 
 


I am awaiting the results of the internal audit of the implementation of actions 
within the plan and will share these with the Board when received. Subject to any 
updates to the action plan from this audit it is proposed that the action plan will be 
closed at 31st March 2018, as only iterative and on-going actions will be left at that 
time. A new action plan covering any internal audit recommendations and any 
actions agreed with CQC will be opened and tracked through a similar process, 
reporting to the Board.   


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. 


 


 








Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


Need for overall integrated strategy including strategic 
objectives, to be proposed to the Board by SCB No comment S1 


Overall integrated strategy document to be developed 
through SCB, including strategic objectives and proposed 
to Board. SJ 31/07/2017


Discussion with Board in June 
Seminar / sign off in July 2017


Updated Strategy Handbook reviewed by 
Board in September 2017. This sets out the 
overall strategy including objectives and has 
since been issued to staff. Complete.


S2 


Chairman and CEO to hold an additional round of their 
regular relationship meetings with stakeholders on how to 
work together on the development of a coherent strategy 
for the local health economy PK / SJ 30/06/2017


To include in discussion in June 
Seminar


Meetings complete. Outcomes to feed into 
above. Complete.


S3 


Complete mapping of CCG, Local Authority and GP 
Federation meetings and relationships and allocation of 
leads and implement mechanisms to co-ordinate 
communications messages SJ 31/05/2017


Document subject to continuous update but 
has been approved by ECL and a further 
review of relationships with GP Federations 
undertaken with SCB. Complete


External stakeholders perception that the Trust does not 
engage proactively / effectively in STP discussions S4


Executive Directors to review current work allocations and 
arrangements to support and engage with STPs, in the light 
of the discussions above, and agree any changes. Session 
scheduled for 28th April 2017. SJ 31/05/2017


To include discussion in June 
Seminar as above


Work allocations reviewed and BHP work-
streams continued to be supported and led in 
some cases. Complete.


Need to present the integrated strategy (action S1) to 
stakeholders in a simple way, including highlighting to 
the workforce the opportunities that the STP plans will 
bring about.


Much of this work is already well underway, the 
Communications Team having engaged with staff and other 
stakeholders to produce materials to communicate the Trust's 
strategy. The Trust has undertaken several rounds of meetings 
with clinical services covering over 200 staff, with largely 
positive feedback being received. These continue, with further 
sessions planned for May 2017. S5 


Complete roll out of Communications on Strategy to 
stakeholders and refresh material (if necessary) with 
respect to the integrated strategy - Action S1 GC 30/09/2017


Two months to roll out following 
Board approval (can start from 
July after Board seminar in 
June)


This is coveredby the Strategy Handbook 
and Infographics now in place - Complete


Need for enabling strategies to be developed or 
refreshed as longer-term strategy becomes clearer.


This is already recognised in the Strategy Handbook and work-
streams will be developed at the appropriate time. S6 


SCB to monitor the development of the overall strategy and 
commission work on enabling strategies SJ/WE On-going


Quality Matters and Staff Matter updated and 
monitored through SCB. IS Strategy 
approved by Board. Complete


Lack of NED representation and involvement in STP 
meetings


NED roles unclear regionally and nationally, but guidance now 
emerging from the centre S7 


NHS Improvement rolling out training and guidance on NED 
involvement with STPs in April 2017. NEDs already 
advised and encouraged to attend training. Trust will 
engage with both STPs following these events to 
discussion roles for NEDs. This will be in addition to the 
scheduled discussions (at least two per annum) with Non-
Executive Directors on strategy, and full Board discussions 
on the BHP / STP PK / SJ 31/05/2017


WE to facilitate NED access to 
training


Training attended by Mr Forster-Jones. The 
full Board met with the BHP leads in March 
(second meeting). NHSI training on STPs 
offered to all NEDs and attended by most. 
Substantially complete.


Need to complete PIR (including benefits analysis on all 
key investments). NB: Issue also flagged re Quality 
Culture but not duplicated there


Scheduled for June Seminar (including rolling approach going 
forwards thereafter). However, the Board has asked for some 
PIRs to be expedited where possible. S8 


Review of key investments to be presented at June 2017 
seminar. Opportunities to de-couple some business cases 
and present reviews sooner to be assessed CL 30/06/2017 Craig Holden leading work


Majority of PIRs complete in line with June 
timetable. Reminder to come to Board in 
September. Substantially complete.


The Trust accepts that these are the perceptions of the limited 
number of external stakeholders interviewed, although 
considers that there is evidence of (i) more positive views from 
other stakeholder representatives (ii) wide engagement and 
appropriate challenge in the STP process and (iii) discussion 
with stakeholders with respect to strategy


External stakeholders perception that the Trust does not 
engage them well in discussing its strategy
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Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


Need for annual review of risk appetite Completed in February 2017 R1 
To be included in Board Business Programme for February 
2018 WE 30/04/2017


Deadlne for inclusion in 
business programme Complete


Risk Management Committee covered risks which were 
on track and needs to better focus its time / too many 
risks.


Risks covered at the meeting were all outside of the Board's 
risk appetite and, although in some cases, actions were in date, 
it was important for the Committee to challenge timescales 
which were some way off for such risks and to assess how far 
risk was mitigated in the interim. The discussion was important 
in re-baselining plans to manage such risks allowing the 
Committee to focus on a smaller number of risks outside 
tolerance in future. R2 


Ensure that risks beyond the Board's risk appetite (but not 
tolerance) are covered in monthly performance review 
meetings and only escalated to RMC where mitigating 
actions are insufficient / untimely. Risks beyond the Board's 
risk tolerance will continue to be reviewed at RMC but no 
time will be spent on those tracking against appropriate 
action plans other than to assure the Committee of such 
progress. WE 30/06/2017 Ahead of next RMC meeting


Covered at most recent RMC (8th June). 
Complete


Over-reliance on the SADAC to report risks 
Partly influenced by the situation outlined above and can be 
addressed if action R2 is successful R3  Risk owners to present risks outside of tolerance to RMC SJ/WE 30/06/2017 At next RMC meeting As above.


No requirement for an attendee from each Care Group 
for quoracy


Care Group attendees cannot be formal Committee members 
of a Board Committee (Health and Social Care Act 2012) R4


Wording already included in revised terms of reference to 
require every Care Group to attend to support the effective 
functioning of the Committee WE Complete Complete


Need for risk registers to develop in line with strategic 
risks 


Strategic risks are captured in the Board Assurance 
Framework. Risk registers are by Care Group / directorate and 
are operational. R5 


Complete alignment of the BAF with strategy objectives 
and include emerging strategic risks on an on-going basis. WE 30/04/2017


To complete alignment. Capture 
of risks is in place and on-going. Complete


Need to consider how risks relating to SCL are reported 
and captured Agreed and already planned for R6 


Meet with SCL to agree reporting of risks relating to the 
Trust's estate and facilities WE 30/04/2017


Estates register split and reporting into RMC 
being agreed. Trust Leads have now taken 
on responsibility for appropriate risks and 
have received support from ARC re the 
handover. Complete


Internal Audit to review risk management in Care 
Groups within the Internal Audit Plan


Key risk reviews, covering different Care Groups and 
directorates, and a detailed review of the RM process 
(including local application) are in the plan each year. R7


Consider the need for any further coverage in reviewing the 
2017/18 Internal Audit Plan (ED meeting and Audit 
Committee meeting) WE 30/04/2017 WE to ensure discussed


Health checks of Care Groups' compliance 
with the risk management process have 
been included in the Internal Audit Plan. 
Complete


R8


Review local training programme, identify areas not being 
reached and how to extend training with help from Care 
Group Governance Teams WE 30/09/2017


Training programme for Band 6 and 7 staff 
above is adequate. Additional - one page simple 
guide for lower grade staff to report safety 
concerns or risks to their ward manager now 
developed and being rolled out to wards. 
Complete


R9 


Produce specialty-level risk registers and support the 
drilling down of risk management to specialty / service level 
in line with the revised RM Strategy WE 31/03/2018


Already in RM Strategy 
approved by RMC in March - will 
develop over the year


Work in progress with Care Group governance 
teams. Specialty level risks being reported and 
discussed in all Care Groups but process needs 
to be strengthened and embedded. Ongoing
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Training programme for all Band 6s in place - needs review.
Lack of awareness of local and Trust-wide risks in some 
areas  - training programme could help







Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


No formal effectiveness review since 2014 B1


Effectiveness review to be scheduled in the Board 
Business Programme for 2017/18 (self-assessment). Board 
members to advise on timing WE 30/04/2017


For the review to be captured in 
the Board Business Programme.


Complete (in Board Business Programme 
for September)


Need to consider skills required for future appointments 
as part of effectiveness review B2 To be covered in the above review. PK 30/09/2017


Covered in September and November Board 
Seminars. Complete


No qualified accountant among the NED group
Addressed in recruitment of NED to start from 1st June 
(Chartered Secretary with strong financial background) B3  No action - will be addressed when new NED in place Complete Complete


Lack of diversity among current Board members
Every advert for several years has encouraged applications 
from women and applicants in ethnic minorities B4 Workforce and OD to advise of any further actions required MS 31/05/2017


Reviewed by Director of Workforce and OD. 
Other actions already in place: promotion of 
vacancies through social media has been 
trialed since 2016 to improve diversity of 
applicants and the Strategic Leadership 
Propgramme is being used to develop 
clinical and non-clinical leaders and to 
improve readiness of staff for future Director 
roles.  Work will continue to attract 
applicants from under represented groups for 
Board positions in line with local 
demographics. Complete


Need for formal succession planning for Directors Part of the Remuneration Committee's remit B5


Remuneration Committee work plan to include a 
requirement for a formal report on succession planning for 
Directors SJ / WE 30/04/2017


All work plans and terms of 
reference to be reviewed by the 
Board in April 2017


Complete - included in the Committee's 
work plan and remit


Lack of rotation of NED roles B6
To be considered as part of the Board's scheduled review 
of all Committees in April 2017 WE 30/04/2017


Complete - considered in the paper brought 
to Board in April 2017


NED only meetings are currently informal and not 
diarised B7


FT Office to support the Chairman in creating a calendar of 
meetings WE 31/05/2017 Meetings scheduled formally. Complete


Governor involvement in NED appraisals needed
Outline  process already discussed and agreed with Governors 
Nominations and Remuneration Committee B8 


Roll-out process agreed with Governors for NED appraisals 
due in May 2017 PK/WE 31/05/2017


Process agreed with the Governors - two 
senior governors who will carry out the 
Chairman's appraisal, will support the 
Chairman in completing NED appraisal and 
canvas feedback from other governors which 
will be considered in the round with the 
Chairman's own views and those of other 
Board members including Executive 
Directors. This needs confirmation with the 
Council of Governors on 14th February and 
can then be closed.
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Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


Q1
Meetings referred to in S1 to discuss external stakeholder 
perceptions and changes that can be made PK/SJ 30/06/2017


See above (actions under Strategy Domain). 
Complete


Q2
Board agendas and communications to be reviewed to 
emphasize quality PK/WE 31/05/2017


Agendas do place Quality and Safety first 
(for both Board and IQAC). Communications 
to be reviewed on an on-going basis. 
Complete


Q3 


Continue to involve external stakeholders in, and seek their 
support with, the quality improvement agenda in the Trust 
e.g. Never Events Conference and secondment of the 
NHSI Regional Quality Lead to help strengthen clinical 
governance and safety culture. SJ/ JC/ NS On-going


On-going and reported monthly to the Board 
and IQAC. Complete. 
Some further improvement re reporting of 
Health Watch views on complaints and 
Stakeholder Views on Quality Accounts to be 
made.


Q4 
Implement arrangements to alternate CQSP meetings 
between sites WE/JC 31/05/2017


Superseded as CQSP is now stood down. 
Close.


Q5 
Review and strengthen reporting links between CQSP and 
the Board, IQAC and ECL WE/JC 31/05/2017 WE to review with D Johnston


Reporting lines reviewed, together with 
requirements for logging of actions. Agreed 
CQSP will report to the Executive Patient 
Safety and Experience Committee in future. 
Complete.


Ward walk-arounds could be formalised and include 
annouced visits to allow staff to prepare for visits if they 
wish to show or share something with Board members.


A balance needs to be struck between creating dialogue with 
staff on wards and in teams and disrupting both informal 
conversation and clinical care. Q6 


Confirm and communicate NED and Governor walk-around 
dates for 2017/18 and review whether some walk-arounds 
can be announced (ED visits will take place when they are 
on Gold Command as previously agreed). WE 31/05/2017 Schedule in place. Complete


QIA meetings not minuted and quality risks identified not 
logged Later meetings were minuted but only a few had taken place. Q7 


Ensure that QIA meetings are minuted on an on-going 
basis and risks captured in the PMO Log NS On-going


In place with effect from 
November 2016. Complete (already in place).


Q8 
ED ward / team visits to take place at both Durham and 
Darlington periodically Execs On-going Complete (on-going)


Q9 


Medical Director, working with Care Group Directors, 
identifying clinicians to attend all key Committees. CSTC 
much better attended for last meeting. JC 31/05/2017


This is improving - Clinical Standards 
Committee, Clinical Leadership Forum, 
CQSP and IQAC have all seen increases in 
attendance and engagement, and job 
planning has increased capacity. Further 
work will, however, be needed to maintain 
and consolidate these gains on an on-going 
basis. Ongoing


Q10 
Care Groups, including Clinical Directors, to meet the 
Board more frequently (business programme to plan in) WE 30/04/2017


Included in Board Business Programme. 
However, in practice Care Group attendance 
has been less frequent than planned. It has 
been driven by specific items of business. 
However, Care Groups are regularly invited 
to attend and interact with NEDs through 
IQAC and Finance Committee. Views being 
taken from Care Groups with a view to 
closure. Ongoing.


Staff perception that the Trust is focused on meeting 
targets rather than on quality Q11 Executive Directors to discuss and agree actions SJ 31/05/2017


Being addressed thrrough shift in focus of 
performance review to cover quality in detail, 
supported by Exec-Led Quality-focused 
Committees (see paper to Board 30th August 
2017). Complete


External stakeholder perceptions that the Trust is 
financially-focused and concerns over some aspects of 
quality and lack of empowerment of officers at lower 
levels to agree actions / changes to resolve issues at a 
lower level prior to escalation to senior officers


The Trust does not agree that it is financially-focused and the 
Board and its Committee spend the majority of their time on 
quality issues. However, the need to change external 
perceptions is acknowledged. The issue around empowerment 
links to the wider issues noted below.


CQSP still becoming embedded and effectiveness will 
need to be reviewed.


Effectieness reviewed by NS and JC and actions agreed 
involving change in chairperson and alternating between 
Durham and Darlington


Range of actions already in place, underpinned by the revised 
Staff Matter Strategy. These include alternating Clinical Leads 
and CQSP meetings between the two sites and on-going 
engagement sessions with MAC and service leads around the 
BHP and STP process.


Challenges with engagement of clinicians generally and 
the Durham / Darlington split. Some clinicians do not 
see attendance at governance meetings as part of their 
role
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Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


Absence of a formal training programme for all Board 
members


Training is offered in line with national NED and Board 
Development Programmes from NHSI, HFMA etc. and is 
tailored to individual needs based on appraisals. Exec Directors 
have been through a collective development programme but 
this has only just started for the Board as a whole. L1 


Use Board Effectiveness Seminar to consider collective 
training needs (whole Board or sub-groups) and plan 
training. PK/WE 30/09/2017


To be covered in February Board Seminar 
(substantive item for discussion)


Attendance of Board members at events not co-
ordinated


Training events offered to all NEDs where relevant and NEDs 
generally seek to attend in keeping with their needs and 
Committee roles. L2 


Register of training events attended by Board members to 
be compiled and Board members to cascade key 
messages WE 31/05/2017


Register and cascade process 
to be commenced by this date


Now in place. Needs to be tidied up to 
include events outwith the formal process 
e.g. Audit One Seminars. Complete.


Board Seminars not used for development


Some seminars are used to seek the Board's informal views on 
strategy and major developments, however, a development 
focus can be better planned for. L3


Board business programme to idenify slot for Effectiveness 
review, mandatory training and further development events WE/PK/SJ 30/04/2017 Complete. In Board business programme.


No evidence that appraisals include assessment of 
learning objectives / need to review appraisals to make 
them specific to teams and roles and improve quality of 
appraisals. Also need to link to strategic objectives 
(once integrated strategy defined)


Actions in Staff Matter are geared towards improving the qualty 
of appraisals L4  No further action required.


Appraisals should identify training needs and be 
evaluated to identify any further training required As above L5  No further action required.


Sufficiency of training for Care Group staff below the 
triumvirates


Leadership Development Programme in place and a variety of 
other training is accessible. L6 


Review whether any changes to the leadership 
development / training programmes are required to support 
upskilling of middle managers at the right pace. MS/CL 31/05/2017


To be reviewed and discussed 
at an Executive Directors 
meeting


Reviewed. A full programme of management 
training for all levels of manager from first 
line to Senior leaders is on offer.  This 
covers both transactional management 
responsibilities at managment level, as well 
as strategic development using 360 
feedback and other tools at senior levels. 
Complete


Need to review whether corporate functions remain fit 
for purpose going forwards and explore opportunities to 
share corporate functions where appropriate through the 
STP


Already discussed by Executive Directors and agreement to 
review using 'customer views' and independent advisers where 
cost-effective. Agreement to progress shared service 
opportunities where available. L7 


Progress planned review of corporate functions and 
discussions with local health economy re shared services. SJ 30/06/2017


Executive Directors to agree 
how this is done. Substantive 
discussions and review 
underway by the deadline


Work underway internally and with North and 
South Tees but some slippage experienced. 
This is really an ongoing programme of work. 
Ongoing.


Further development of 'grow your own' plans for higher 
level corporate posts


See above re Director-level succession planning. In place in 
individal directorates to varying levels. Career development 
pathways are being developed for all roles across the Trust, 
with many already in place.  An inhouse graduate development 
programme was launched in 2016 with two graduates following 
a leadership development programme within 2 Care Groups.  
This will be further developed in 2017.  Talent managment and 
succession planning frameworks are being developed during 
2017. L8  MS 30/06/2017


Monitoring to commence by the 
deadline


Reviewed by Director of Workforce and OD.  
Formal processes for succession planning are 
being built into Care Group and corporate 
directorate action plans in line with Staff Matter 
Strategy 17-20 , although inidividual succession 
plans have been in place for senior staff and 
examples of successful internal promotions 
includes Medical Director and Finance Director 
appointments in 2017.  Staff Matter Action Plans 
will be reviewed every quarter by SCB. Action 
can therefore be closed.
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Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


Review of effectiveness of IQAC six months in
Review already underway. Chair requested feedback at the 
meeting in February 2017 G1 Complete effectiveness review of IQAC MB 31/05/2017


Review completed and actions underway. 
Complete


Duplication between Committees and Board and still 
some encroachment of Assurance Committees into 
performance management. G2


Proposals to be included in Board Committees review to 
reduce duplication. KPMG to be asked for examples of 
encroachment into performance management and 
Committee agendas / ways of working to be reviewed in the 
light of these. WE 31/05/2017


Committees review to go to 
Board in April 2017, Committee 
agendas to be reviewed in May


Audit Committee at risk of stepping into performance 
management or detailed review of risks G3 To be covered as part of action G2 above


Committee meetings timed too close to the Board 
meeting itself G4


Calendar to be reviewed to move IQAC meetings to the 
week before Board meetings. Finance Committee to 
consider whether this is feasible if the latest information is 
required. WE / PFJ 31/05/2017


IQAC meetings scheduled for 2018 - one 
week before Board. Finance Committee has 
reviewed and confirmed its meeting timetable 
on the Monday before Board. Complete. 


Volume of meetings and pressure on Care Group 
attendees in particular, as well as some duplication of 
reporting


Considerable rationalisation of the meetings held at Board 
level, and the level below, took place in April and May 2016; 
however, further meetings have been added since. G5


Full review exercise, faciltated by external specialists, to 
review number of meetings and how meetings are used (to 
reduce duplication and superfluous meetings) agreed by 
Executive Directors. MS sourcing facilitation from NELA / 
internally and WE to set up review process MS/WE 31/07/2017


Review to be initiated in April / 
May but may take several 
workshops and further 
discussions with Executive 
Directors to conclude.


External review is on hold. However, Executive 
Directors and the Trust Secretary continue to 
look for opportunities to streamline and 
rationalise meetings internally. On-going.


No Trust calendar to avoid meeting conflicts


A calendar is in place for all meetings required for top level 
governance and Executive Performance Review meetings. 
Further meetings have been added when individual or groups 
of Directors have decided that there is a requirement (or they 
have moved meetings creating clashes). External requirements 
have also driven the need for additional meetings. G6


Calendar to be extended to include all meetings required of 
Care Groups by Executive Directors, including those which 
are not part of the current governance calendar (after the 
review above because of the potential to rationalise 
meetings further). WE 31/07/2017


Calendar completed and about to be issued. 
Shared drive in place for all secretarial staff 
booking meetings (many are not under the 
control of the FT Office) to make real-time 
updates. Complete


Duplication between monthly and quarterly performance 
review meetings P1


Meetings to be reviewed, taking feedback from Care 
Groups on where duplication is experienced and 
suggestions from KPMG to inform cany changes required. CL 30/06/2017 Meetings reviewed and revised. Complete.


Care Group comments that the performance framework 
feels 'one way' and the need for support from the Board


Care Groups are invited to comment on support required at the 
end of ED Performance Meetings P2 


Care Groups to be invited to Board more often (to be 
included in business programme). Care Groups to be 
asked for views on further support required CL 30/06/2017


Built into Board business programme - 
although in practice driven by specific items 
of business - plus ADOs have a weekly slot 
at the Executive Directors' meetings to 
request support - complete


Decision-making process in the Trust is perceived to be 
slow and there is a lack of empowerment 


Action already in train - OPG and CPG have been combined 
and there is more emphasis on Care Group review of business 
cases to expedite approval. Approval process defined through 
SCB thereafter. P3 


Roll out of IPAG and full debate at Executive Directors 
around appetite for, conditions for, and plans to progress 
towards greater empowerment where agreed as 
appropriate. SJ 30/06/2017 WE to lead on IPAG roll out


IPAG in place based on principles for 
business case approve agreed by Eds. 
Processed streamlined (3 weeks from IPAG 
to Board, if approved by IPAG and SCB, on 
average). Business case processes relaxed 
for replacement of surgical equipment - short 
pro forma introduced. Further developments 
will be incremental. Complete


CQSP still becoming embedded and effectiveness will 
need to be reviewed. Duplicates action above P4 No further action 


Dissemination of lessons learned needs to be more 
effective


Secondment of NHSI's Regional Quality Lead to strengthen 
safety culture also includes this aspect. P5  Recommendations to be sought from Yvonne Evans NS 30/09/2017


Where agreed 
recommendations to be 
implemented within this 
timeframe also.


Recommendations received and being 
implemented. Complete.


Board has reviewed and agreed Committee 
ToRs and work plans, to ensure appropriate 
coverage for assurance purposes and 
minimum duplication. Audit Committee 
disucssion with Committee Chairs and IQAC 
and Committee Effectiveness Reviews have 
further considered this issue. Complete.
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Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


Need to make greater use of patient stories at Board or 
IQAC E1


To be included on the May and June agendas for IQAC and 
then twice per quarter thereafter WE 


Included on the May and June IQAC 
agendas. NED to work with Patient 
Experience Team to 'pull' stories through the 
Committee. Complete


Roll out of Communications and Engagement Blueprint 
needed


This is not in development. It is being implemented with 
progress having been made in a number of areas. The team is 
being strengthened to allow further progress to take place. E2 


Continue to progress actions within the Communications 
and Engagement Blueprint SJ 30/09/2017


Update provided to Board on 30th August 2017. 
Final strategy submitted to Board for November 
2017 meeting. Complete.


No anonymous reporting system Now in place - Speak in Confidence E3 
Review use of Speak in Confidence and commence 
communications WE 31/05/2017


Use and learning reviewed with EDs, 
screensaver communications updated and 
material agreed with Communications. 
Complete.


Need to increase opportunities for the Council of 
Governors to meet NEDs


Scheduled of NED attendance at COG and Governor 
Committee meetings agreed at Board in February 2017 E4 


Communicate schedule to Governors, monitor adherence 
and facilitate discussions between NEDs and Governor 
Committees WE 30/04/2017


Schedule communicated to governors and 
being adhered to. Complete


Potential for Governor observers on Committees below 
the Board


This is in place for IQAC but needs to be refreshed. Board to 
consider for Finance Committee E5 


Finance Committee to discuss and Board to discuss further 
as part of Committees review paper to come to Board in 
April 2017 WE 30/04/2017


Discussed by Finance Committee and 
rejected. Complete


No overarching public engagement policy in place E6 WE and G Curry to put in place WE 31/05/2017
Draft to be discussed and 
approved by ECL, then IQAC


Patient Experience Strategy now in place 
and to be included in Director of Nursing's 
Board report. Engagement element requires 
further work for completion in the financial 
year.


External stakeholders perceive a lack of clinical 
leadership and engagement and need for more 
proactive involvement in taking forward the agenda of 
the STPs. E7 To be addressed in actions S2-S4 above


Executives need to provide assurance to the Board with 
respect to CCG relationships. CEO level meetings can 
provide a source of assurance


The CEO and the Chairman report to the Board on CCG 
relationships, although this is informal at present. E8 


Health of relationships to be reported on at least a quarterly 
basis to the Board, potentially in providing updates on the 
related objective within the BAF SJ/PK 31/07/2017


Deadline is first BAF reporting 
date after the meetings in S2-S4 
have taken place. 


Reporting to Board by Chairman and CEO 
routinely. However, QIB is now putting in place a 
formal 360 degree exercise across the system 
which will provide more formal feedback to 
Board - the QIB process has, however, been 
delayed hence feedback will be recieved by 
February 2018 at the earliest. Ongoing.
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Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


Further development of the IPR needed, as planned, to 
include workforce, quality and finance indicators along 
with early warning indicators. Given the length of the 
report at present, there is a need to consider 
rationalisation of the content where possible and the 
addition of an Executive Summary


Executive Directors had previously discussed the need to 
review and improve reporting, so that it is more integrated and 
key messages are more readily visible and agreed to devote 
time to discussing improvements to be implemented over the 
course of the year. D1 


Development of IPR and Board reporting more generally to 
be the subject of dedicated time for discussion at an 
Executive Directors meeting / development session. Plans 
to be put in place following this discussion for improvement 
in reporting over the course of the year. SJ 30/06/2017


This is an iterative process, with templates 
further developed to capture additional 
quality data and report being aligned to the 
Quality Risk Profile indicators. New reporting 
style to be trialled at August Board. 


Potential to reduce duplication between information 
presented at the Board and its Sub-Committees (using 
summary / exception reporting to the Board) D2 To be addressed through actions G2 and D1 As above.


Potential to shorten and focus presentations assuming 
that all papers have been read.


Already a recommended behaviour in the Governance 
Handbook, needs reinforcing. D3  To be adopted by Board and Committee Chairs Chairs 31/05/2017


This approach has been adopted by 
Committees and will be reinfored. Complete.


NEDs could be provided with summaries of longer 
reports, with detail in reference folders Part of the discusssion at D1 above. D4  Ongoing as at D1.


Need for better data analysis, in particular to support 
Care Groups in decision-making, and in identification of 
risks and issues.


On-going discussions taking place between Care Groups and 
Information / other departments with respect to how this can be 
improved. D5 


Agreement of actions based on on-going discussions. 
Likely to take some time to deliver if reporting 
developments are required. CL 31/05/2017


Deadline for plans to be in place 
following discussions. 
Development will follow 
thereafter.


Priority plans agreed  for more timely 
information and analysis of income: activity: 
plan. Likewise for activty data to be 
presented with the plan as the 
comparator/benchmark.  Performance review 
information improved (Quality Escalation and 
Assurance Framework in place) and will be 
used for Integrated Governance Reports 
going forward. Action was to agree plans and 
has gone further. Complete.


Some reports present data that is several months old. 
This may need to be the case for assurance purposes but 
should not be the case for decision-making. D6 Addressed by D5 above.


Greater use can be made of datasets including CRAB to 
provide more granular information on the quality of 
individual services and consultants and reporting of 
outcomes data to ECL could be improved.


CRAB has been reported to both ECL and IQAC and will 
remain on the work programme for the latter. Clinical audit 
outcomes are reported to IQAC; however, there are stronger 
links to the performance framework required. D7 


Strengthen reporting of outcomes from clinical audit, CRAB 
and other benchmarking tools to ECL and into the 
performance regime. WE 30/09/2017


CRAB reporting has been taken into IQAC. 
Outcomes reporting being added into the IPR 
and improved feed into the Performance Review 
process through the Escalation and Assurance 
Framework noted above. GIRFT reports and 
benchmarking datasets to be reviewed by the 
new Clinical Effectiveness Committee - included 
in the COmmittee's work plan. Complete.
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Item 12a - Well-Led Review - Action Plan Tracker


Domain Report Comment Trust Comment Action no.


Continu-ation 
of existing 
action? Action Owner Deadline Notes Status


   
   


   
   


  
  


Some Board members and officers were unaware of 
data kitemarking and it was not actively been used as a 
source of assurance. Kitemarking needs to be rolled out 
to further indicators.


Need for further roll out was acknowledged in the Board self-
assessment M1 


Further roll out of kitemarking and Board members to be 
reminded of its purpose and how to use it CL 30/09/2017


Director of Operations has briefed IQAC on how 
to use kitemarking and any further 
developments will be iterative. Close.


Data collection is a hybrid of manual and automated 
data collection. As new systems are implemented the 
opportunity to increase automation should be 
considered. Being considered as part of the business case for EPR M2


To be considered as part of the HI strategy and 
implementation plans NS On-going On-going as per action


Acknowledged need to formalise consideration of the 
results of data quality (internal) audits in support of 
Board declarations to NHS Improvement 


Need to improve this was included in the Board self-
assessment M3 


Link up assurances from internal audit, including those 
around data quality with evidence provided to the Board to 
support declarations WE 31/05/2017


And thereafter when evidence is 
required


Relevant IA findings included in BAF and 
referred to in declarations note / Annual 
Governance Statement. Monthly declarations 
are no longer required. Complete


Historic issue with obtaining responses to, and 
implementing internal audit recommendations within 
agreed timescales. New monitoring protocols in place 
but not yet embedded.


Between 70 and 80% of actions are implemented on time (on 
average) and others have valid reasons for delay. There are 
few high priority actions overdue without good reason and 
remediation plans; however, there are some gaps re clusters of 
medium priority actions and the protocol is being tightened up, M4 


Ensure roll out of new protocol and address gaps. 
Executive Directors need to use the information provided 
proactively. WE 31/07/2017


Deadline for embedded use and 
follow up of reporting on 
overdue actions.


Protocol in place and reports produced for 
several months. Incremental improvements in 
the rate of implementation are being seen (from 
80% to 89% over a rolling 12 month period). 
Complete.


Internal audit provision split between maintstream and 
IT Auditors. There may be potential efficiencies in 
combining the service, seeking shared services across 
STPs.


The Trust took the decision to split provision conscisouly and re-
evaluated it three years ago, on the basis that the mainstream 
auditors do not have all the skills needed to provide assurance 
on technology based risks. The mainstream auditors are 
already a shared service across the entirety of the North East. M5  No further action required. No further action agreed. Complete


Need to improve reporting of clinical audit outcomes into 
the performance review meetings. M6  Part of action D7 above


Included in Escalation and Assurance Framework 
and IPR template for clinical audit outcomes 
agreed with Performance. Complete


Some officers felt there was an opportunity for clinical 
audit plans to be less constrained by national audits and 
more intuitive


Care Groups and specialties have discretion to add local audits 
to plans and the Clinical Audit Team will support these where 
possible. There is no scope to reduce the number of mandatory 
national audits. CQC, HQIP and NHS England take the view 
that these audits measure key aspects of quality performance 
i.e. the areas that clinicians should themselves be monitoring. 
The issue has been raised by the CCGs who supported the 
view that the national programme was constraining local audit; 
however, the response was as noted above. M7  No further action required. No further action required. Close.


CQSP 's terms of reference do not set out the link 
between the findings and actions agreed and 
performance review. 


CQSP is designed to promote rapid learning and action, clinical 
engagement and debate and advice to the Board and ECL 
where necessary from the clinical body. Actions need to be 
captured and tracked through; however, this needs to be done 
outwith CQSP so as not to constrain its purpose. M8


WE and D Johnston to review the capture and tracking of 
actions from CQSP as well as reporting lines WE 31/05/2017


Superseded as CQSP is now stood down. 
Close.
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AGENDA ITEM 5a 


TRUST BOARD MEETING – JANUARY 31ST, 2018 


 


 


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  


Purpose of Report  To update on key patient safety incidents and progress against actions.  


 To update on Trust position with regard to HCAI 


 To update on Trust position regarding tissue viability service 


 To appraise the Board on progress with the Falls Lead post and Falls 


Strategy 


 To appraise the Board on the updated Never Events list, effective from 


February 1
st
, 2018  


Summary of Key 


Issues 


 17 Clostridium difficile &  


 4 MRSA Bacteraemia cases identified since April 2017  


 Increased incidence of influenza 


 Never Events – one identified since last report, changes to 2018 Never 


events list and benchmarking performance cf. other NHS trusts 


 Serious incidents 


 Falls prevention lead post and Falls Strategy update 


 Static performance wrt basket of Patient experience indicators  


 National Childrens survey 2016 findings  


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., MRSA  


 Increased incidence of influenza 


 Further Never Event reported – total of four since April 2017 


 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. 


 


These include:  


 


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. 


 


Tissue Viability 


An update on tissue viability service. 


 


Falls 


An update on Falls Lead post and the Falls Strategy which is appended for approval having 


been subject to internal and external consultation with stakeholders.  


 


Never Events  


 An update on the changes to Never Events list 2018 is included 


 Benchmarking information regarding the trusts relative position compared to other 


English NHS trusts as of November 30th, 2017  


 


Treat as one  


An update on the stock take of the trust’s capacity to meet the NCEPOD report 


recommendations regarding parity of treatment between Mental and physical illness and 


ongoing partnership work with Tees, Esk and Wear Valleys NHS FT to address any deficits.  


 


Patient experience and Safeguarding  


 An update on patient experience indicators, FFT, compliments and Safeguarding issues  
 
Recommendations 


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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HCAI  


 


CDDFT 2017-2018 Infection episodes per month is tabled below 


 


 
 


Clostridium difficile  


CDDFT have reported a total of 16 cases up to end of December with further case being 


reported in January attributable to the Trust against an annual threshold of 19, which is 83% 


of this year’s target.  


 


 
 


Root cause analysis meetings carried have been carried out of 15 of the cases, a number of 


lapses of care have been identified in relation to missed opportunities to sample and delay in 


assessing cause of diarrhoea.  


 


April May June July Aug Sept Oct Nov Dec Jan Feb Mar


MRSA 1 1 0 1 0 0 0 0 1


C DIff 0 2 4 3 0 1 2 0 2


ECOLI 28 41 32 33 37 25 25 34 25


MSSA 1 2 1 2 1 5 3 2 1
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CDDFT 2017-18 Performance.  
Infection episodes by month  
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Actual 232 95 70 54 66 27 18 21 16 17
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A series of additional actions have been agreed and implemented to ensure lessons are 


learned from all RCA and PIR meetings.  In November the Infection control Nursing team 


followed up on all diarrhoeal samples sent to the laboratory, talking to staff who took the 


sample, looking at the assessment and rationale for sending sample and ensuring the 


patient was being managed appropriately with appropriate Infection control precautions in 


place. The pneumonic SIGHT (suspect, isolate, gloves, hand hygiene, test) protocol. has 


also been relaunched  


Clostridium difficile appeals process 


2 cases to date have been identified as having no lapses in care or deviations from practice 


so these cases were presented to the CCG for appeal and were successfully upheld  


 


MRSA Bacteraemia 


CDDFT is reporting 4 cases of MRSA Bacteraemia since April 2017 against annual 


threshold of zero. These are tabulated below:  


 


Case Source of infection HCAI DCS  


1 Patient transferred SCH to University hospital of 
North Tees as an emergency, blood cultures taken 
on admission identified MRSA bacteraemia. Source 
Chronic Osteomyelitis ., diabetic foot ulcer 


An agreement was made with 
CDDFT and DDES CCG to 
assign this case to CDDFT  


2 Difficult to determine source of infection thought to 
be Line or Urinary catheter related infection. 


Reported on system 


3 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.  


Appeal panel has assigned 
this case to CCDFT  


4 Post infection review underway  Reported on system 


 


Lessons learned from these cases have been shared by ward manager and ICN at Sisters 


Away. 


 


E-Coli Bacteraemia  


In Q3 the Trust has reported 84 E Coli Bacteraemia  A review is carried out of all those 


thought to be HCAI or device related. Work is ongoing to develop work streams to reduce 


the number of cases in line with the 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 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 
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 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 


During Q3 of 2017/18 6 MSSA bacteraemia were reported as apportioned to the acute Trust.   


All of the MSSA cases (apportioned to acute Trust 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.   


 


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”.  16 inpatient areas have achieved 100% compliance with hand hygiene 


standards for the full year and have been presented with a certificate celebrating this 


achievement. 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. 


 


Hand Hygiene Results% compliance with WHO 5 Moments for Hand Hygiene for 2016-2017 and 


Q1 2017/18  


Care group Q4 Q1 2017/18 Q2  2017/18 Q3 2017/18 


Acute & Emergency 
Care 


87 91% 97% 92% 


Family Health 91 87% 97% 100% 


Integrated Adult care 
 


97 96% 97% 95% 


Surgery 
 


96    96% 97% 90% 


No data for Clinical Specialist Services 
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Practical Hand Hygiene Assessment percentage compliance December 2017  


 


 December 2017 


Trust-wide 78% 


Acute and Emergency care 77% 


Clinical Specialist Services 85% 


Family Health 85% 


Integrated Adult care 76% 


Surgery 85% 


   


OUTBREAKS 


Diarrhoea & Vomiting 


Hospital Ward Type of 
outbreak 


Dates Patients/staff 
affected 


Reported 
to HPA 
via 
website 


Norovirus 
confirmed 


DMH 51 Diarrhoea 
and/or 
vomiting 


26/11/17 - 
11/12/17 


17 patients, 4 
staff 


2017 - 
9950 


Yes 


 
DMH 


 
52 


 
Diarrhoea 
and/or 
vomiting 


 
30/11/17 - 
6/12/17  


 
5 patients, no 
staff  


 
2017 - 
9952 


 
Yes 


 
DMH 
 
 


 
41 


 
Diarrhoea 
and/or 
vomiting 


 
27/11/17 - 
11/12/17  


 
13 patients, 1 
staff 


 
2017 - 
9951 


 
Yes 
 


 


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.  


 


In September the Infection control team identified a rise in the number of patients colonised 


with VRE in mostly urine samples and an investigation was begun. 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 all those patients who had a confirmed positive sample for VRE were 


isolated with strict IPC measures and enhanced visits from the ICN team. Daily ward clean 


with Difficil-s was introduced to those areas where a patient with VRE was being cared for. 


Weekly hand hygiene audits completed. Ward 12 appeared to be common to many of the 


confirmed patients and environmental screening was carried out which identified colonies of 


VRE on some equipment and shelving. Following advice from PHE it was agreed that ward 


should be deep cleaned and Decontaminated with hydrogen peroxide vapour. A number of 
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planning meetings were held to decide on the plan to ensure this happened, it was also 


agreed that this would be an opportunity to decorate the ward whilst empty. Due to the 


nature of the ward (Trauma and Orthopaedics) it was agreed not to close the ward but to 


achieve deep cleaning and HPV on a bay by bay approach and to commence 19th 


December. Deep clean /HPV is almost complete and it is planned to rescreen the 


environment once all areas are done. To date we have 31 confirmed cases and ward12 is 


not a common theme with the later cases and the investigation continues. Further plans will 


need to be agreed regarding deep clean and HPV to other areas.  


 


Increased Incidence of Seasonal Influenza 


 


Seasonal flu continues to circulate within the community and data from Public Health 


England suggests the influenza like illness (ILI) consultation rates for the north east indicates 


medium activity rates and the rate of laboratory confirmed flu hospitalisation nationally has 


breached the high impact level but not outside the range to be expected during flu season.  


 


CDDFT Confirmed cases from November to 11/1/18 (Includes ED attendances, AMB care 


and Inpatients) :  


 Influenza A = 31 [A (H3N3) = 25, A (H1N1) pdm9 = 2, A (untyped) =4] 


 Influenza B = 35 


 


CDDFT confirmed cases by Month  


November  2 


December  21 


January (11/1/18) 45 


 


The infection control team has re-allocated ICN’s to focus on the management and 


placement of patients to reduce the risk of spread. The ICT have implemented daily 


calls/visits to AMU, ED and ITU identifying new suspected cases and advise on patient 


management plan. Work with wards to identify and manage contacts where possible, advice 


on infection control respiratory precautions. Attend daily patient flow conference calls to 


answer any issues and provide advice and provided a weekend service Consultant 


microbiologists have met with ED and AMU clinicians to discuss clinical diagnosis and 


appropriate management of confirmed and suspected cases.  


 


A decision was made to restrict visitors to the wards, posters are displayed outside ward 


doors and communication are placing banners to entrance to all hospital sites to advise 


visitors to stay away if unwell. Patient/visitor information leaflets have been distributed to 


affected ward areas. The Infection control team use every opportunity to advise 


unvaccinated staff that flu vaccination is still available.   


 


PATIENT SAFETY INCIDENTS 


Serious Incidents (SIs) 


The following section brings to the Trust Board attention Serious Incidents (SIs) that have 


been reported to Trust Board since the last meeting in December 2017.  The executive-led 


Patient Safety Forum now meets fortnightly and there is Consultant staff representation to 


give assistance and advice regarding clinical cases.   
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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 disbanded.  


 


It was agreed at 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 via the assurance and escalation framework. 


 


New SIs – not reported to the Trust Board previously 


Ref: 2017/30049 


The patient was admitted as an emergency under the care of the surgeon on call with right 


sided abdominal pain.  The patient had imaging performed which included a CT scan of the 


abdomen which was then followed up with a CT scan of the thorax and an MRI scan of the 


liver. Unfortunately these investigations demonstrated what appears radiologically to be 


hepatocellular carcinoma.  The radiological appearances of the liver and the upper abdomen 


also suggest liver cirrhosis. This patient had presented to the respiratory team earlier this 


year and had a CT scan of thorax which also showed part of the liver and an abnormality in 


the liver was demonstrated at that time and highlighted by the reporting radiologist. The case 


was discussed at the respiratory MDT but the meeting appears to have focused on the lung 


findings with no mention of the liver and no onward referral was made to gastroenterology. 


Review is underway but early communication suggests that the findings on earlier liver scan 


are different to most recent scan so the outcome for the patient may not have changed.  


Ref: 2017/30249  


The patient attended for CT Abdomen & pelvis. This was reported as normal but 3 months 


later the patient attended for ultrasound scan and subsequent CT scan. This CT scan 


highlighted a tumour in colon. This was apparent at a previous scan undertaken in 2016 on 


retrospective review. Review is underway. 


Ref: 2017/30392 


The patient tripped over both feet falling to floor, witnessed by staff nurse who was unable to 


prevent or assist to floor as the distance between them was too great. The patient was 


wearing inappropriate foot wear. 


 


Top to toe assessment and neurological observations were undertaken and X ray confirmed 


fracture to left neck femur. Review is underway. 


Ref: 2017/30587 


The patient was assessed on GP request to assess pressure areas as query damage to 


right heel. Right heel was found to be necrotic. Unknown source query friction rather than 


pressure as patients heels are offloaded on a pillow at all times due to previous damage to 


left heel. Review has been undertaken and identified that the patient has been non-


compliant with actions advised and put in place for patient and carers regarding positional 


changes.  
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Ref: 2017/30541 


It was identified that letters from medisoft (ophthalmology) system had not been posted out 


since 2014 and were still in the system. A process has been implemented to review all of 


these using a risk matrix. Any patients identified where there may be a clinical implication will 


be recalled for further review. To date two patients have been identified and have been 


recalled for review.   


 


Medisoft refresher training is currently being underway and a weekly situation report is 


submitted to Executive Clinical Leadership Group to monitor progress.  


Ref: 2017/30595  


Telephone call received from a Residential Home. A patient had been discharged back to 


their care and within 30 minutes had fallen and sustained a compound fracture to the ankle 


requiring surgical intervention. The patient had had a period of 1:1 and cohort nursing whilst 


in our care and had a falls alarm in place. This information was not shared on discharge. The 


daughter has been contacted and apology given and this will be reviewed with a joint 


Safeguarding Adults and root cause analysis process. 


Ref: 2017/30527 


The patient was referred into Dermatology Clinic and had a biopsy of a skin lesion on the 


face. 


 


Histology was received one month later showing squamous cell carcinoma. There was a 


delay to offer follow up. Review has revealed a breakdown in administrative process. The 


patient has since been reviewed and there is no further spread of disease evident.   


Ref 2017/31558  


The patient was admitted from a nursing home following a fall, and during hospital stay the 


patient fell on the ward and sustained a fractured neck of femur.  Review is underway. 


Ref: 2018/266 - Never Event  


The patient attended due to vomiting and diarrhoea for the previous three days. The patient 


had medical history of Addison’s disease, Irritable Bowel Syndrome and Pernicious 


Anaemia. The patient was reviewed by medical staff and prescribed oral and intravenous 


medication; the nurse went to bedside and in error administered oral medication (10mg/5ml 


oramorph) intravenously. The patient has come to no harm and an apology and explanation 


was given. 


 


Initial learning revealed that the purple oral syringe was not used to distinguish which 


medication should be given orally. A bulletins, huddles and a briefing to be discussed at 


every handover was issued to every ward and department reminding staff about the use of 


oral syringes and the separation of intravenous and oral administration transactions to 


prevent inappropriate administration of oral medications via intravenous route. 


Ref: 2018/457  


The patient was admitted to an intermediate care bed however was re assessed as having 


long terms needs and referred to Social Services. Community nurses first visited due to 
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agitation and suspected delirium due to urinary infection. A further visit revealed break to 


buttocks, moisture lesion. Follow up visits continued and wound began to deteriorate and 


grade 4 damaged identified. Review is underway. 


Ref: 2018/1423  


The patient had endoscopic removal of very large but benign recto sigmoid polyp almost two 


years previously. The plan was to check for and remove any residual polyp three months 


later. Although the referral form was completed this was not sent to the booking team to 


book the procedure. This was identified and retrospectively and tests have revealed that 


there is recurrence of polyp that is now not amenable to endoscopic resection, so requires 


major colorectal surgery. Review is underway.  


Ref: 2018/1207  


The patient has worn a leg splint for many years and was admitted for rehabilitation. The 


patient’s leg was swollen due to recent stroke and the pressure of the splint against the 


ankle has resulted in a necrotic area to the lateral ankle. This has been reviewed by tissue 


viability and grade 3 damage confirmed.  Review is underway. 


 


NEVER EVENTS UPDATE 


NHS Improvement has produced a benchmark report showing the trusts relative position 


with respect to all other NHS organisations and private institutions registered with the CQC. 


At the time related to the data collection – November 30th, 2017. The trust had declared 


three never events.  


 


This report reveals that 40% of NHS trusts had declared three or more Never events in this 


period.  


 


The type of never events reported within the trusts positon relative to other trusts in the 


North East and Cumbria is also represented on the chart below.   


 


The full report can be found at:  


https://improvement.nhs.uk/uploads/documents/Never_Events_1_April_2017_-


_30_November_FINAL.pdf  



https://improvement.nhs.uk/uploads/documents/Never_Events_1_April_2017_-_30_November_FINAL.pdf

https://improvement.nhs.uk/uploads/documents/Never_Events_1_April_2017_-_30_November_FINAL.pdf
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9 NEs, 1, 1% 


8 NEs, 0, 0% 
7 NEs, 1, 1% 6 NEs, 4, 2% 


5 NEs, 6, 4% 


4 NEs, 12, 7% 


3 NEs, 25, 15% 


2 NEs, 27, 17% 


1 NEs, 86, 53% 


Frequency of Never events by Organisation as a proportion of total reported Apr.-Nov. 2017, NHS Improvement 


9 NEs 8 NEs 7 NEs 6 NEs 5 NEs 4 NEs 3 NEs 2 NEs 1 NEs
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0


1


2


3


County Durham and
Darlington NHS Foundation


Trust


Gateshead Health NHS
Foundation Trust


Middleton St George Dental
Care, reported by NHS


Darlington CCG


Newcastle Upon Tyne
Hospitals NHS Foundation


Trust


North Cumbria NHS FT North Tees and Hartlepool
NHS Foundation Trust


South Tees Hospitals NHS
Foundation Trust


Never Events NE England 1 Apr- 30 Nov. 2017 


Wrong site surgery Retained foreign object post procedure


Wrong implant/ prosthesis Wrong route adminstraion of medication


Misplaced naso or oro gastric tubes Overdose of insulin due to abbreviations or incorrect


Overdose of Methotrexate for non-caner treatment Transfusion or transplantation of ABO incompatable blood componants or organs


Scalding of patients Mis-selection of a strong potassium-containing solution


Falls from poorly restricted windows Failure to install functional collapsible shower or curtain rails







 


Never events list 2018  


The Never Events list 2018 was published in January and will become active on initiation of 


the updated 2017-19 NHS Standard Contract on 1 February 2018. 


 


Summary of changes 


None of the Never Events have been removed since the 2015/16 publication 


Additions have been made to the following Never Events categories: 


 


 Wrong site surgery 


Now includes wrong site block outside a surgical environment (including blocks for 


pain relief) 


 


 Wrong implant/prosthesis 


Now includes implantation of an intrauterine contraceptive device different from the 


one in the procedural plan 


 


 Administration of medication by the wrong route 


Still includes intravenous medication that was intended to be administered by the 


epidural route, but has the following caveat:- During the transitional period for the 


introduction of NRFit devices, the intravenous administration of a medicine intended 


to be administered by the epidural route cannot be considered a Never Event. An 


update will be provided when this period ends. 


 


 Overdose of insulin due to abbreviations or incorrect device 


An overdose now also refers to when: 


A healthcare professional withdraws insulin from an insulin pen or pen refill and then 


administers this using a syringe and needle 


 


Additional Never Events 


Two new categories of Never Event are now included, as follows: 


 


 Unintentional connection of a patient requiring oxygen to an air flowmeter 


This applies when a patient who requires oxygen is connected to an air flowmeter 


when the intention was to connect them to an oxygen flowmeter 


Excludes: 


o Unintentional connection to an air cylinder instead of an oxygen cylinder as 


robust barriers to prevent this have not yet been identified 


 


 Undetected oesophageal intubation 


Ventilation of a patient following oesophageal intubation instead of the intended 


tracheal intubation, which is not identified because capnography is not used or 


capnography readings indicating the need for tracheal intubation are not acted on 


 


The new guidance will be communicated across the Trust and a gap analysis undertaken. 
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TISSUE VIABILITY UPDATE 


Hospital acquired pressure ulcers 


For the period April 17- to date there have been no hospital acquired avoidable pressure 


ulcers across any areas of the Trust.  For the month December 2017 one incident is under 


investigation currently. 


 


Community setting newly acquired/deteriorating pressure ulcers  


For the period April 17-to date there has been avoidable incident which has undergone 


review.  Currently there is one incident for January under investigation. 


 


For both acute and community settings the development of defined categories of tissue 


damage and pressure ulcer damage is being formulated into a Standard Operating 


Procedure, with signposts to facilitate correct reporting and escalation of incidents.  


 


Tees, Esk & Wear Valley (TEWV) Service level Agreement 


The first two year contract is almost concluded and has been extended for a further two 


years. Evaluation from TEWV has been positive. There have been no avoidable pressure 


ulcers for 23 months.  A formal staff satisfaction survey will be undertaken in the coming 


months together with a full delivery review for the next 2 year period. 


 


Heel Blisters 


Medtech NICE guidance has been published as a result of the innovative work undertaken 


over the past 2 years within the Trust. 


 


Dressing Formulary  


A full review is currently underway and programmed for completion February 2018.  Savings 


are currently being accrued and calculated for identification. 


 


Chairs 


Following the successful installation of over 700 bedside chairs in 2017 across acute areas, 


a further chair audit has been scheduled for Spring 2018, following which further discussions 


will occur.   


 


Tissue Viability Projects  


The major project of developing & scoping the tissue viability projects is underway. The 


briefing papers will be considered on 1st February. 


 


Education  


The tissue viability education plan is set for 2018/2019 and has taken into account feedback 


and will include Scar management & Diabetic Foot management. 


 


A full education programme for TEWV will be formulated and completed by the end of 


February 2018 


 


Policies 


The negative pressure policy has been completely reviewed and is ready for approval.  


Paediatric Pressure ulcer prevention policy is on time for renewal and in consultation with 


paediatric specialists.   







 


Board paper: January 31, 2018 - Patient safety & experience 


Noel Scanlon  Page | 18 


 


Total Negative Pressure Contract 


The new contract commenced in December 2017 and is making good progress.  Adjuncts 


and further developments are underway and due to commence Summer 2018. 


 


FALLS UPDATE 


Interviews have taken place. Three staff have been successful and offered the post on a job 


share basis (0.4 WTE, 0.4 WTE and 0.2 WTE). They will start in post in the next few weeks. 


 


The Falls Strategy is now at the final draft stage and is included as an appendix (Appendix 


1). It has been subject to internal and external consultation with stakeholders including North 


East Ambulance service, Darlington, North Durham and Durham Dales, Easington and 


Sedgefield CCGs and Durham County Council and Darlington Borough Council social 


services departments. Trust Board is requested to approve this document. 


 


MENTAL HEALTH ISSUES AND WORK PLAN 


Treat as One: Bridging the gap between mental and physical healthcare in general 


hospitals   


 


This was mentioned at the recent CQC visit. It has been agreed that the trust should aspire 


to  work to the principles of the NCEPOD Treat as One document.  The Executive Director of 


Nursing has met with Gillian Boycott (Associate Director of Nursing, Tees, Esk & Wear 


Valleys NHS FT (TEWV)) and Dr. Philippa Bolton(Liaison psychiatrist, TEWV) to discuss this 


and found that the education is a key element of the above document.  It was agreed that 


the a stock take would be undertaken to appraise the trusts capacities against the  principles 


of the Treat as One document (Appendix 2). Our aim is to ensure that we have a 


comprehensive approach to the management of dementia, mental health, the mental 


capacity and the mental health acts. Further discussions are scheduled next month.  


 


PATIENT EXPERIENCE MEASURES 


 


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 Quarter 


3 (Q3) is 134 (Oct 52, Nov 44, Dec 38). This gives an average of 45 per month which is an 


increase from Q2.  
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Data extracted 05/01/18 


 
 


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 * 39/39 – 100% 28/28 – 100% 16/28 – 57% 5 43% 39 


A&EC 46/46 – 100%  30/31 – 97% 10/31 – 32%  5 65% 30 


CSS  11/11 – 100%  12/12 – 100% 2/12 – 17%  4 83% 32 


IAC 19/19 – 100% 14/14 – 100% 4/15 – 27%  2 73% 34 


FH 14/14 – 100% 13/14 – 93%  9/14 – 64% 3 29% 45 


Corporate* 5/5 – 100%  4/4 – 100%  0/5 – 0%  2 100% 28 


Total 134/134 – 


100%  


101/103 – 98%  41/105 – 


33%  


21 65% 35  


 


*Please note amendment to data. Surgery 38 complaints received and Corp 6 complaints 


received in Q3. 


 


The top three categories for complaints during Q3 2017 are:  


 


 Clinical treatment  


 Customer care 


 Attitude of staff  


 


 
 


0 5 10 15 20 25 30 35


Appointments


Attitude of staff


Cleanliness


Buildings, Land and Plant


Car parking


Clinical treatment


Customer care


Patient property


Equipment


General procedures


Hotel services


Maintenance and repair


Non clinical


Transport


Formal complaints by Category - Q3 - 2017-18 
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There are 78 Clinical Treatment issues during Q3 2017. The main themes are around delay 


in diagnosis and treatment, misdiagnosis, nursing care. 


  


Comparison data is outlined as follows: 


 


Missed diagnosis: 


Care Group Apr 
17 


May 
17 


June 
17 


July 
17 


Aug 17 Sep 17 Oct 
17 


Nov 17 Dec 17 


AEC 1 0 1 3 0 0 1 1 2 


Surgery 1 0 0 0 0 1 0 1 0 


CSS 0 0 0 2 0 0 1 0 0 


IAC 0 1 1 0 0 0 1 0 0 


Family Health 0 0 0 0 1 0 1 0 0 


Total 2 1 2 0 1 1 4 2 2 


 


Nursing care: 


Care Group Apr 
17 


May 
17 


June 
17 


July 
17 


Aug 17 Sep 17 Oct 17 Nov 17 Dec 17 


AEC 1 0 2 2 4 2 0 1 0 


Surgery 1 1 0 0 0 0 1 0 0 


CSS 0 0 0 0 0 0 0 0 0 


IAC 0 2 0 0 1 0 0 1 1 


Family Health 0 1 0 0 1 0 1 1 1 


Total 2 4 2 0 6 2 2 3 2 


 


PEAI (Procedure, examination, assessment, investigation): 


Care Group Apr 
17 


May 
17 


June 
17 


July 
17 


Aug 
17 


Sep 
17 


Oct 
17 


Nov 
17 


Dec 
17 


AEC 1 2 1 5 1 3 7 2 1 


Surgery 1 1 1 4 1 3 2 1 0 


CSS 0 0 0 0 1 2 0 0 0 


IAC 0 0 0 0 0 0 0 1 1 


Family 
Health 


0 0 2 0 1 1 0 0 0 


Total 2 3 4 0 4 9 9 4 2 


Data extracted 05/01/18 


 


Complaints handled within the Care Group during Q3 2017 


 


There were 5 complaints handled locally during Q3 2017 (FH 3, IAC 2)   


 


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. The top 5 areas for complaints are detailed below:    
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The chart below provides a like for like comparison with complaints performance over time 


and appears to show static or improving performance compared to the same month in 


previous years.  


Quarter 2 
16/17  


Quarter 3  
16/17 


Quarter 4 
16/17  


Quarter 1  
17/18  


Quarter 2  
17/18 


Quarter 3 
17/18 
 


Emergency 
Department
: 21 
(DMH 10, 
UHND 11)  


Emergency 
Department: 
22  
(DMH 10, 
UHND 12) 


Emergency  
Department: 
21  
(DMH 9, 
UHND 12)  


Emergency 
Department:18  
(DMH 5, UHND 
13)  


Emergency 
Department: 17  
(DMH 5, UHND 
12) 


Emergency 
Department: 22  
(DMH 8, UHND 
14) 


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)  


Joint 2
nd


 each 
with 13 
General 
Medicine (BAH 
1, DMH 1, 
SBCH 2, UHND 
9) 
Orthopaedics:  
(DMH 4, UHND 
9)  
 


General 
Medicine: 
15 
(BAH 2,  
UHND 13)  


Unschedule
d Care: 12  
(BAH 4,  
DMH 3,  
Dr Piper 1, 
Peterlee 2, 
Seaham 1,  
SBH 1) 
 


Orthopaedics: 
14 
(BAH 1, DMH 
6, UHND 7)  


General 
Surgery: 11  
(BAH 1, DMH 4, 
UHND 6) 


Orthopaedics: 
10  
(BAH 1, DMH 3, 
UHND 6)  


General 
Surgery: 9 
(DMH 5, UHND 
4)  


Orthopaedi
cs: 14  
(DMH 6, 
UHND 8)  


Orthopaedic
s: 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)  
 


Obstetrics/Mate
rnity 7 
(DMH 4, UHND 
3)  


Unschedule
d Care: 10  
(BAH 3, 
DMH 5, 
P’lee 1, 
UHND 1)  


Joint 5
th
  


Gynaecolog
y: 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) 


Unscheduled 
Care 6 
(BAH 2, 
Peterlee 1, 
SBCH 2, UHND 
1)  
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Complaints comparative data: 


The below graphs provide us with complaints data of Trusts comparable to CDDFT. Data is 


provided by NHS England. Trusts identified below are comparable to CDDFT Inpatient 


throughput / activity.  


 


Of the ten comparable Trusts identified CDDFT received less complaints than one other 


Trust and more complaints than nine of the ten comparable Trusts throughout Q3. 


Inpatient complaints Q3   2017-18 
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Emergency Department complaints  Q3 2017-18.  


 


Trusts identified below are comparable to CDDFT Emergency Department throughput / 


activity.  


 


Of the ten comparable Trusts identified CDDFT received less complaints than seven Trusts 


and more complaints than three comparable Trusts throughout Q3. 


Emergency department complaints Q3   2017-18 


 


 
 


PALS  


Patient Advice and Liaison Service (PALS) concerns are shown in the cumulative total in the 


following graph.  
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Data extracted 05/01/18 


 


The top three categories for PALS during Q3 2017 are:  


 Appointments 


 Clinical Treatment 


 Customer Care  
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Top 5 areas for PALS: 


Data extracted 05/01/18  


 


  


Quarter 2 
16/17  


Quarter 3  
16/17 


Quarter 4 
16/17  


Quarter 1  
17/18  


Quarter 2  
17/18  


Quarter 3 
17/18 


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)  


Joint 1
st
 – 12 each  


General Medicine 
(BAH 3, DMH 3, 
UHND 6)  
Diagnostic Service 
(Radiology)  
(BAH 4, SBCH 2, 
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


 – 
Ophthalmology 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)  


Joint 2
nd


 – 11 
each 
Emergency 
Department: 
(DMH 5, UHND 6)  
Orthopaedics:  
(BAH 1, DMH3, 
UHND 7)  


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)  


Joint 3
rd


 – 9 each  
Rheumatology:  
(DMH 4, UHND 5)  
General Surgery 
(BAH 2, DMH 5, 
UHND 2)  


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/Materni
ty: 9  
(DMH 2, UHND 7)  


Joint 4
th


 – 8 each  
Ophthalmology 
(BAH 1, DMH 7)  
Paediatrics  
(DMH 2, UHND 6)  
 


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)  


Endoscopy: 6 
 
(BAH 1, DMH 1, 
SBCH 1, UHND 3)  
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Lessons Learned / Actions taken in response to complaints: 


 


Examples of actions taken during Q3 2017 are provided below:  


Surgery Complaints 


Issue: Ophthalmology outpatient department did not have the correct equipment or training 


to escort patient to the toilet.  


 


Action: Further training in the use of the hoist. The department being more prepared if it 


knows that a hoist may be required. Meeting held with moving and handling facilitators. 


Training delivered on 26 October and the department was prepared for further visit on 31 


October 2017.    


 


Acute and Emergency Care Complaints 


Issue: Missed diagnosis of a pulmonary embolism in a young person       


 


Action: The complaint has been discussed with the doctor involved and will form part of his 


revalidation and performance review. The case will be used in junior doctor training to 


ensure learning is achieved as a result, to improve practice. Lessons learned will be shared 


at departmental meetings.  


 


Family Health Complaints 


Issue:  Lack of documentation of perineal inspection following delivery.         
 
Action: Key message to all staff to ensure they document their inspection of the perineum 
and address concerns such as level of healing/bruising/signs of infection and granulation. 
 


Integrated Adult Care Complaints 


Issue:  Temporary staff potentially not following Trust procedures and protocols regarding 
telephone admission referrals. There were concerns regarding communication to ward 
managers from ward / reception teams.      
 
Action: All temporary staff to be made aware of / informed of process regarding telephone 
admission referrals. Ward and reception teams reminded that all concerns should be 
escalated to the nurse in charge / ward manager at the time, so that a solution can be found 
and communication can take place. This has been done via ward huddle and discussion of 
the outcome of this complaint for shared learning and improved practice.  
 


Compliments  


 


There was a total of 4628 compliments received in Q3 2017 


 


The below chart compares the number of compliments received per 1,000 patient episodes, 


per quarter.  
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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 is 


monitoring closely throughout 2017-18. 


 


 
 


Parliamentary and Health Service Ombudsman (PHSO): Q3 2017-18              


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. 
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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 have not 


been resolved locally. 


 
Of the 16 cases with the Ombudsman: 
 


 Three new requests for information were received  
o (Corporate 1, Surgery/AEC 1, AEC 1).  


 Two cases were closed (not upheld) and  


 11 cases are on-going. 
 
The below table and graph provides a comparison of PHSO outcomes from 2014-15 to 


2016-17 as well as current status from Q1 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 


Q3 17-18  0 0 2 0 
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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. 


 


Friends and Family (FFT) Update – December 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, Q2 and Q3, a total of 46,795 surveys were returned.  


 


The number of surveys received per month is identified in the table below. Since April the 


increased number had been sustained but has declined since June with a marked reduction 


in November and December. An improvement plan is being devised to address this.  
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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 In-patient and Emergency Departments. The drop in maternity 


has been identified as a direct result from changing how women receive information as the 


F&F questionnaire was missed from the pack. This was addressed, however it is noted 


following receipt of December data that we are experiencing a gradual reduction in 


responses across all areas. This issue is being escalated to senior managers.  


 


0


1000


2000


3000


4000


5000


6000


7000


8000


9000


Friends and family test surveys received per month - 
 2017 - 18 to date   


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 2017 28.0% 16.5% 39.4% 22.3% 20-30% (Inpt 
40%) 


August 2017 36.6% 20.7% 19.8% 29% 20-30% (Inpt 
40%) 


September 2017 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%) 


December 2017 28.6% 8.6% 7.3% 18.6% 20-30% (Inpt 
40%) 
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FFT Headline Measure 


 


 


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.  
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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 


December 2017 97 1 94 2 93 0 
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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, since April 2017, it is noted that our recommendation score has improved, with 


scores higher than the national average throughout all areas.  


    


Inpatient data to Oct 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 Oct 2017 


  


 
 


Maternity data to Oct 2017 


 


  
 


National CQC Patient Survey Programme update. 


 


The National Children and Young People Survey 2016 has been finalised and was published 


on 28th November 2017. A summary is provided below. 


 


This section summarises the findings of the second National children and young people 


inpatient and day case survey of NHS Trusts in England. It shows how CDDFT scored for 


each question in the survey compared with the national average results. The report will be 


used to understand the Trusts positive performance and identify areas where services are 


required to improve. This survey of children and young people inpatient and day cases, 
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involved 137 acute and specialist NHS Trusts. The sample was chosen from patients 


admitted to hospital in August 2016.  24% of the sample (289 participants) responded to the 


survey.  


Summary 


There is a score out of 10 for each question, based on the responses given by patients.  The 


higher the score the better the Trust is performing. 


 


The results show that when benchmarked against all participating trusts, County Durham 


and Darlington NHS Foundation Trust  compared as follows: - 


 


 Best performing.  CDDFT was rated within the best performing Trusts in 2 of the 63 


questions asked.  


 About the same. CDDFT was rated about the same as Trusts in all remaining 61 


questions asked. 


 Worst performing. CDDFT had no questions within the worst performing Trusts. 


Questions rated within the best performing Trusts. 


 


 Provision of information for parents & carers before an operation or procedure 


- Parents and carers agreed that they were told what would be done before their 


child's operation or procedure 


CDDFT received a score of 99%.  Better than most Trusts 


 


 Provision of answers to questions before an operation or procedure – Parents 


agreed that staff answered questions before their child's operation or procedure in a 


way they could understand 


CDDFT received a score of 98%.    Better than most Trusts 


Recommendation 


 


Based on feedback from CDDFT contractor Patient Perspective, it is recommended that 


CDDFT concentrate on improving the following question: 


 Did staff play with your child at all while they were in hospital? 


 Did members of staff treating your child communicate with them in a way that your 


child could understand?  


 Did you have access to hot drinks facilities? 


 Were you given enough information about how your child should use the medicine? 


 


Care Group thematic action plans will include the above recommendations within this 


survey. Care Group governance leads will monitor and provide evidence of actions taken to 


improve practice. An overarching National Survey action plan will be monitored at Patient 


Experience Forum 


 


A full version of this Survey can be accessed at: 


http://www.cqc.org.uk/provider/RXP/survey/14#undefined 


 



http://www.cqc.org.uk/provider/RXP/survey/14#undefined





 


Board paper: January 31, 2018 - Patient safety & experience 


Noel Scanlon  Page | 36 


National Survey plan for 2017-2018 


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 
 


In-patients 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 
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The report is to deliver assurance to the board that the Paediatric 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 appears to have safe staffing ratios however the service has made 
recommedatiuons within the paper to more effectively evaluate actual demand and predict 
nursing requirements. This will also assist the service to plan for any future proposed 
changes.  


Regulatory 
compliance 
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Tick for any implications for compliance with 
NHS Constitution      
Provider Licence (especially Condition 6)         
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Health and Social Care Act          
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Significant risks 
identified (if any) 


Internal reconfiguration is required to provide safe staffing within the service at times of 
Surge demand if this is not achieved the Paediatric 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 
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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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Introduction  


There are two Paediatric Wards in County Durham and Darlington NHS Foundation Trust. 
One at Darlington Memorial Hospital (DMH) and University Hospital of North Durham 
(UHND). They both support the same functions in caring for Children and Young people from 
0 to 18 years of age. There is an Assessment Unit which accepts all emergency referrals 
into the Unit and in patient areas. Both Units support a Surgical Day Unit. They each accept 
children from all specialities and at UHND this also includes Plastic Surgery. The aim of 
paediatric care is to support the child and young person alongside their parents and wider 
family. Children are assessed, treatment plan commenced and discharged home as soon as 
it is safe to do so, often with a period of open access to allow parents to self- refer their child 
back to the Units for further advice. 


This report begins to demonstrate current staffing levels within the in-patient area to ensure 
safer nursing care. The service is about to embark on introducing a tool to measure staffing 
levels with the acuity of patients. This has not been completed for some time and therefore 
data is not robust, however moving forward a clear picture will emerge. In the future there 
may be service changes and this exercise will be useful to inform future establishments. The 
Units are awaiting their CQC outcome 


Background 


This report supports the level of staffing for the in-patient part of the Units. Ward 21 at 
Darlington can support a total of 18 children and young people. There are 12 beds and 6 
cubicles. At UHND there are 8 beds and 16 cubicles. Each bed space can accommodate a 
cot or a bed dependent on the needs of the ward. There is always a space for a bed or chair 
for a parent to remain with their child.  


Up until recent years Paediatric areas have found it difficult to identify an effective tool to 
measure staffing levels and acuity of patients to demonstrate safety, however It is not only 
the level of staffing that should be correct but other factors need to be considered including, 
skills, knowledge, availability of senior children’s nurses and environmental factors. 


A publication of the Royal College of Nursing(RCN) in 2013, “Defining staffing levels for 
children and young people’s services” provided guidance on how these should be supported. 


The Royal College of Paediatrician and Child Health in March 2014 produced the 
intercollegiate document, Safeguarding children and young people: roles and competencies 
for health care staff. This shaped how both medical and nursing staffing as a whole should 
be developed 


In November 2017 NHS Improvement produced the following draft report “Safe, sustainable 
and productive staffing improvement resource for children and young people’s inpatient 
wards in acute hospitals”. The National Quality Board produced thirteen recommendations 
and named three expectations that they felt should underpin children’s areas. These 
included staffing levels. 


All of these documents support models of care delivery, standards of care and staffing levels 
and there is an opportunity to utilise these as a checklist of where we are however acuity 
tools will begin to provide a health check on actual staffing levels. 
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Safe staffing Establishment acuity tools 


All standards state that there needs to be two Registered Children’s Nurses on every shift as 
a minimum. There are now a number of acuity tools available. 


• SCAMPS – Scottish Children’s Acuity Measurement in Paediatric Settings. This was 
developed by NHS Scotland in 2010, however was for use in Paediatric Intensive 
Care Units and therefore not suitable for general wards. 


• Great Ormond Street produced PANDA, Paediatric Acuity and Nursing Dependency 
Assessment which on consideration would be beneficial to use, however there is a 
cost attached to its use. 


• There are some additional occupied bed to staff ratio methods available which make 
use of HRGs (healthcare resource groups) 


• However in late 2017 the Shelford Group have launched their Safer Nursing Care 
Tool (SNCT) for use in paediatric areas. Providing the framework it is the model that 
will be used. Working with the Matron for E-Rostering the team will embark on their 
first data collection in January 2018. This will run alongside the adult SNCT for one 
month. As a starting point data will be collected at 14:00hrs and 02:00hrs. Although 
true analysis will not be available, this is a starting point on which to build. 


Current Establishment  


The RCN recommended levels are: 


• Children <2years should have 1 nurse to 3 children 


• Children >2years should have 1 nurse to 4 children. 


As both wards cover the whole age span they are currently working on 1 nurse to 6 children. 


At present both wards have a ward manager and attempt to have a Band 6 Sister on each 
shift. They are supported by Band 5 Staff Nurses. The team are complimented by Health 
Care Assistants and Play Specialists. 


A typical shift for the in-patient area will have three members of qualified staff to support and 
deliver care. 


Safe staffing review based upon hypothetical demand  


Using the Shelford Tool and making sense of staffing levels they offer a multiplier which 
includes a 22% uplift ( for annual leave, sickness and training)  which they state is the 
requirement for paediatric areas. The level of care framework can be found as Appendix 1 
and Appendix 2 is an example of the Data Collection Tool: 


• Level 0  - 1.9wte per bed 


• Level 1a – 2.32wte per bed 


• Level 1b – 2.38wte per bed 
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• Level 2 – 2.59wte per bed 


• Level 3 – 5.89wte per bed. 


The results will be shared alongside the adult patient SNCT in 2018. 


In the interim to make some sense of the current staffing levels making use of the RCN child 
to nurse ratio provides us with the following hypothetical appraisal: 


Darlington Memorial Hospital:  


• 18 beds 1 nurse to 6 children 


Each shift requires 3 nurses which equates to 36 hours (plus uplift).  


For a week that is 13.44wte equalling 504 hours  


If we use the multiplier set out in the Shelford SNCT and assume that the ward is supporting 
a 50:50 split of Level 0 and Level 1b patients and that they have 18 children this would give: 


• Level 0:     9 x 1.9 = 17.1 


• Level 1a:   9 x  2.32 = 20.88 


• Total = 37.98wte (1,424.25 hrs) 


UHND  


• 24 beds 1 nurse to 6 children 


Each shift requires 4 nurses which equates to 48 hours (plus uplift).  


For a week that is 17.92wte equalling 672 hours  


If we use the multiplier set out in the Shelford SNCT and assume that the ward is supporting 
a 50:50 split of Level 0 and Level 1a patients and that they have 24 children this would give: 


• Level 0:     12 x 1.9 = 22.8 


• Level 1a:   12 x 2.32 = 27.84 


• Total = 50.64wte (1,899 hrs) 


The Units are not always full to capacity and neither would this be the constant split of 
acuity. It is only over time that a full picture will emerge and true safe staffing level can be 
agreed. 


 


Bed occupancy  


In December 2017 the region decided to record bed Occupancy as a comparison across the 
area. The graph below provides such information. The information is for early January 2018. 







Figure 1 Bed occupancy by Trust, NE England December 2017  
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Figure 2, Bed occupancy, NE England NHS trust isolated for CDD FT sites 
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Analysis 


The current establishment at  


Darlington:  


CURRENT  RECURRING NURSING 
BUDGET 


Hypothetical Controlled 
for typical 


bed 
occupancy 


Shortfall 
/ Surfeit 


  WTE 


SNCT 
predicted 


requirement 


SNCT 
predicted 


requirement 


 


Band 7 1.00    
Band 6 5.28    
Band 5 28.22    
Band 5 bank 0    
Band 4 2.80    
Band 3 0    
Band 2 8.48    
Band 2 bank 0    
  45.78 37.98 22.79 22.99 


 


UHND  


CURRENT  RECURRING NURSING 
BUDGET 


Hypothetical Controlled 
for typical 


bed 
occupancy 


Shortfall 
/ Surfeit 


  WTE 


SNCT 
predicted 


requirement 


SNCT 
predicted 


requirement 


 


Band 7 1.00    
Band 6 5.12    
Band 5 30.23    
Band 5 bank 0    
Band 4 2.50    
Band 3 0    
Band 2 8.87    
Band 2 bank 0    
  47.72 50.64 37.77 9.95 


 


This includes staffing for the remainder of the areas – including includes day surgery, 
assessment  / Front of house , surgical and medical out-patients and day cases therefore 
further work is required to evaluate actual demand on the in-patient area of each ward. 


Based on this hypothetical exercise the Paediatric wards appear well staffed. However, 
these acuities only measure the hypothetical in-patient activity and take no account of the 
other services offered by the ward delivered by the same ward budget establishment. These 
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include Day case surgery, Front of house assessment of emergency and walk in patients,  
surgical and medical out-patients and day cases.  


Next steps  


During the month of January, the SNCT (Child) tool (Appendix 1) will be used to evaluate 
actual demand expressed as the acuity level score of every child on the ward (Appendix 2) 
which is used to predict the actual nursing requirement.  


Conclusion 


We await the first report demonstrating acuity / dependency and staffing levels. This will 
begin to show a clearer picture on how staffing will look in the future. Paediatrics has carried 
a number of vacancies due to staff moving on for promotion or different opportunities. There 
has been a number of maternity leaves and some long term absence, however they do not 
have any issues in recruiting new people and have staff wishing to return to the Trust after 
gaining experiences elsewhere. 


It is important to establish safe staffing levels not merely to assure the safety of children care 
for by the trust but to enable the service to plan for any strategic changes which might be 
proposed in the future. 







Appendix 1: Safer Nursing care tool (SNCT) Childrens and Young persons levels 


Safer Nursing Care Tool (SNCT) Children's and Young Person's Care Levels 
Level 0 Level 1a Level 1b 


Child/young person requires hospitalisation – needs met through 
normal inpatient care. 


Child /young person is acutely ill requiring close supervision and monitoring or is 
unstable with a greater potential to deteriorate; needs can be  met through normal 
inpatient care 


Child/young person is stable but dependent on 
nursing care interventions/intensive therapy to 
meet most or all their care 


Care requirements may include the following: Care requirements may include the following: Care requirements may include the following: 
Oxygen therapy less than 40% and patient stable Oxygen therapy greater than 40% +/- Chest Physiotherapy six hourly Unaccompanied children 
May have underlying medical condition requiring on-going treatment Respiratory care requiring two hourly nebulised medicine Established optiflow 
Patients awaiting discharge Stable nasopharyngeal airway Recurrent apnoea-self resolving  
Post-operative/post-procedure care – observations recorded half 
hourly initially then 4-hourly.  Post-op care following complex trauma/surgery in acute phase Stable patient requiring two hourly blood sampling 


Regular observations 2 – 4 hourly Patient within 24 hour of returning from PICU/ITU 
Post op care following complex trauma/surgery in 
rehab phase 


Basic fluid management 
Instability requiring increased level of observation and therapeutic intervention or 
continual observation 


Complex wound management requiring more than 
1 nurse or takes more than 1hour to complete 


Intravenous medication regimes – (NOT requiring prolonged 
preparatory/administration/post-administration care) Patient on PCA/NCA/Epidural 


Patients with spinal instability/spinal sord injury – 
rehab' phase 


Early warning score is within normal threshold. 
Emergency Admissions requiring immediate therapeutic intervention  
Early Warning Score – trigger point reached and requiring escalation 


Mobility or repositioning difficulties requiring two 
people 


  
  Level 2  


Care provided to a child/young person who may require closer 
observation and monitoring than is usually available  through normal 
inpatient care 


Level 3  
Child/young person is unstable and requires advanced respiratory and therapeutic 
support for multiple organ problems 


Complex intravenous drug regimes – (including 
those requiring prolonged 
preparatory/administration/post-administration 
care) 


Care requirements may include the following:  
CPAP/ BiPAP  
Tracheotomy- initial seven days 


Care requirements may include the following:  
Monitoring and supportive therapy for compromised/collapse of two or more 
organ/systems 


Patient and/or carers requiring enhanced 
psychological support due to poor disease 
prognosis or clinical outcome or high level of 
emotional support 


Unstable nasopharyngeal airway Respiratory or CNS depression/compromise requires Invasive ventilation  Patients requiring end of life care 
Instability requiring a range of therapeutic interventions and invasive 
monitoring 


Children requiring advanced respiratory support whilst awaiting transfer i.e., PICU 
admission 


Confused patients who are at risk or requiring 
constant supervision 


Respiratory care requiring IV therapy CPAP/BiPAP tracheotomy- initial seven days in a single room facility 
Potential for self-harm and requires constant 
observation 


Unstable diabetic ketoacidosis  Active resuscitation 
Facilitating a complex discharge where this is the 
ward-based nurse's responsibility  


Single organ monitoring and support 
Invasive monitoring, vasoactive drugs, treating hypovolaemia/haemorrhage/sepsis or 
neuro protection High level safe guarding input 


Exchange transfusions Level 1b patients (daily average)? Child/young person receiving 1:1 nurse specialing Tracheostomy – post seven days 
Chest drains   
Shock   Level 4 
Complex fluid +/or electrolyte management  ICU  
Glasgow coma scale 8-12   ECMO 
Prolonged seizures requiring intervention    
Recurrent apnoea requiring intervention    
Patients requiring NIV/respiratory support as a step down from Level 
3 care or due to acute illness phase    
 







Appendix 2 : Data Collection Form 


County Durham and Darlington NHS Foundation Trust 


Safer Nursing Care Tool for Paediatrics - January 2018 


Data collection form  Ward 21 - Information to be collected at 14:00 hrs and 02:00 Monday to Friday for four weeks. 


Please indicate below the level of care for every in – patient on the ward. 


 15 / 01/18 16/01/18 16/01/18 17/01/18 17/01/18 18/01/18 18/01/18 19/01/18 19/01/18 20/01/18 


Level of Care 14:00hrs 02:00hrs 14:00hrs 02:00hrs 14:00hrs 02:00hrs 14:00hrs 02:00hrs 14:00hrs 02:00hrs 


Level 0  
Child/young person requires hospitalisation  
needs met through normal inpatient care 


          


Level 1a  
Child /young person is acutely ill requiring close 
supervision & monitoring or is unstable with a 
greater potential to deteriorate can be met 
through normal  
 


          


Level 2  
Care provided to a child/young person who may 
require closer observation & monitoring  
than is usually available through normal inpatient 
care. 


          


Level 3  
Child/young person is unstable and requires  
advanced respiratory and therapeutic support for  
multiple organ problems. 


          


 
Total number of children 
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Summary of 


Key Issues 


 December 2017 workforce reports show there were 175.28 RN (WTE) vacancies (taking account 


of frozen posts and appointments under process) and 23.59 HCA (WTE) vacancies. The Nurse 


recruitment committee continue to meet on a monthly basis to ensure data quality and accuracy 


continue to improve. 


 In relation to the planned against actual, the Trust had understaffed by 7814 Registered hours, 


but overstaffed by a substantial 14336 unregistered hours; with has led to a net overstaffing of 


6522 hours in total. These hours mirror last month, but with a drop of 2000hrs of RN coverage 


and a HCA increase of 2000hrs coverage. Care is needed to ensure quality skill mix is not 


watered down too far. 


 


 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 in 


February 2018.. 


 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 doubled to its highest levels in 


December 3017. The author has met with Adam Watson to discuss implementing a HCA bank 


pool to alleviate this last minute agency usage and drive costs down, but further managerial 


discussions and approval are sought.  


 


 This month, 15 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.  


 Overall overtime usage is down a further 710hrs for December 2017 against the drop of1313 hrs 


already recorded in November 2017, whilst additional hours paid also decreased a further 411 


hrs. a great savings overall on last month.  


 More intensive support of nurses on sick leave. The author has recently reported sickness 


recording in ESR as an issue. The author wishes to apologies for any misinterpretation of his 


quotation which was in fact a typo error. The paragraph should have read that sickness recording 


in HealthRoster remains an issue and not in ESR as previously stated.  


 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                                                      ]           
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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. 
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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:  


 December 2017 workforce reports show there were 175.28 RN (WTE) vacancies (taking 
account of frozen posts and appointments under process) and 23.59 HCA (WTE) vacancies. 
The Nurse recruitment committee continue to meet on a monthly basis to ensure data quality 
and accuracy continue to improve. 


 In relation to the planned against actual, the Trust had understaffed by 7814 Registered hours, 
but overstaffed by a substantial 14336 unregistered hours; with has led to a net overstaffing of 
6522 hours in total. These hours mirror last month, but with a drop of 2000hrs of RN coverage 
and a HCA increase of 2000hrs coverage. Care is needed to ensure quality skill mix is not 
watered down too far. 
 


 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 in February 2018.. 


 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. 40 Graduates ( 3 Paediatric and 38 Adult will take up post between 
January 22nd and February 15th ).  


 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. 


 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 
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had certainly seen a subsequent fall since March for 5 months, but has doubled to its highest 
levels in December 3017. The author has met with Adam Watson to discuss implementing a 
HCA bank pool to alleviate this last minute agency usage and drive costs down, but further 
managerial discussions and approval are sought.  
 


 This month, 15 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. 


 Overtime is currently available as an option for RNs working hours above 37.5 per week. 
Overtime is considered an absolute last resort since 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. 


 Overall overtime usage is down a further 710hrs for December 2017 against the drop of1313 
hrs already recorded in November 2017, whilst additional hours paid also decreased a further 
411 hrs. a great savings overall on last month.  


 More intensive support of nurses on sick leave. The author has recently reported sickness 
recording in ESR as an issue. The author wishes to apologies for any misinterpretation of his 
quotation which was in fact a typo error. The paragraph should have read that sickness 
recording in HealthRoster remains an issue and not in ESR as previously stated.  


 This safe staffing report only relates to permanent established wards and does not take 
account of escalation beds which numbered up to 53 over the Holiday period:  


o 31 UHND 


o 16 DMH  


o 6 BAGH.  


 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.   
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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 December 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  


                                                


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. 
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 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)  


 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 7814 Registered hours, 
but overstaffed by a substantial 14336 unregistered hours; with has led to a net overstaffing of 
6522 hours in total. These hours mirror last month, but with a drop of 2000hrs of RN coverage 
and a HCA increase of 2000hrs coverage. Care is needed to ensure quality skill mix is not 
watered down too far. 


 
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 December 2017: 


Additional Hours 1412.70 


Overtime 1186.27 


 


Overall overtime usage is down a further 710hrs for December 2017 against the drop of1313 hrs 
already recorded in November 2017, whilst additional hours paid also decreased a further 411 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, 15 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 a continued improvement for the last couple of month. 
Ward 31 and 52 DMH continue to be the identified heavy RN overtime users despite recent 
communications. However, Ward 52 DMH is also utilising the best cost efficient HCA usage in the 
trust whilst maintaining quality of care. Ward 31 DMH remains the area to be targeted for RN and 
HCA overtime usage post 4/12/2017. 


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 December 2017.  
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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) are due to register between January and 
March 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 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, 
7 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. 


 December 2017 workforce reports show there were 175.28 RN (WTE) vacancies (taking 
account of frozen posts and appointments under process) and 23.59 HCA (WTE) vacancies. 
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. The author has recently reported sickness 
recording in ESR as an issue. The author wishes to apologies for any misinterpretation of his 
quotation which was in fact a typo error. The paragraph should have read that sickness 
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recording in HealthRoster remains an issue and not in ESR as previously stated. 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. 
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 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 


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 30,245 229 25,512 1,545  25,938 196 22,489 1061 84.35% 5.11% 86.70% 4.72% 


Dec 30.208 229 23,529 1,185 27,541 208 21,958 2,149 77.89% 3.92% 79.73% 9.79% 
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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 


 


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. 


 


 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) 


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 
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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 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. 
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Nurse Associates 


Julie Race has just given a recent update on the Trusts participation in the national 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 which commenced in April 2017 and  leads to a Level 5 certification which will be 
NMC regulated and subject to revalidation. Although not backfilled, it is anticipated they will be a 
welcome addition to staffing manpower and quality patient care. On successful completion it also 
provides the opportunity for Nurse Associates to progress to a shorter Pre-registration nursing degree 
programme. CDDFT will be providing indicative numbers to extend this approach as a Nurse 
Associate apprenticeship  for a second cohort to commence from April 2018  


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. 


 


Data collection compliance: 


UHND: 92.75% 


DMH:  88%  


(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 


Hospital Acuity met Up to 2 x M/W 
short 


Greater than 2 x 
M/W short 


UHND 61.25% 30.25% 8.5% 


DMH 73% 15% 12% 
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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. 
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3.1 December 2017 Unify Staffing Submission 


 
Day Night 


    


Ward name 


Registered 
midwives/nurses 


Care Staff 
Registered 


midwives/nurses 
Care Staff 


Average fill 
rate - 


registered 
nurses/mid
wives  (%) 


Average 
fill rate - 
care staff 


(%) 


Average fill 
rate - 


registered 
nurses/mid
wives  (%) 


Average fill 
rate - care 
staff (%) 


Total 
monthly 
planned 


staff 
hours 


Total 
monthly 


actual 
staff 


hours 


Total 
monthly 
planned 


staff 
hours 


Total 
monthly 


actual 
staff 


hours 


Total 
monthly 
planned 


staff 
hours 


Total 
monthly 


actual 
staff 


hours 


Total 
monthly 
planned 


staff 
hours 


Total 
monthly 


actual 
staff 


hours 


Ward 4 Stroke Rehab 
BAGH (0248) 1734.72 1147.00 1473.95 1721.55 744.00 744.00 744.00 864.00 


66.1% 116.8% 100.0% 116.1% 


Ward 16 BAGH [0249] 1555.85 1336.92 1484.87 2705.33 1056.00 1055.00 1116.00 1842.50 85.9% 182.2% 99.9% 165.1% 


Ward 18 BAGH [1409] 936.40 697.17 536.23 396.67 620.00 516.00 413.33 288.00 74.5% 74.0% 83.2% 69.7% 


Ward 6 BAGH [0243] 1486.79 1166.83 1294.04 2063.67 744.00 744.00 600.00 780.00 78.5% 159.5% 100.0% 130.0% 


Ward 1 C-L-S [0307] 1062.20 1028.70 831.71 1328.00 744.00 759.00 420.00 720.00 96.8% 159.7% 102.0% 171.4% 


AMU DMH (1203) 2217.65 2224.00 1648.20 1595.50 2131.77 2092.50 1116.00 1334.50 100.3% 96.8% 98.2% 119.6% 


CCU DMH [0202] 1139.06 847.50 384.30 376.00 744.00 747.00 0.00 0.00 74.4% 97.8% 100.4% - 


Critical Care DMH 
(1619) 3355.22 3274.83 336.29 328.67 3020.00 2878.50 328.00 372.00 


97.6% 97.7% 95.3% 113.4% 


Ward 42 DMH [0206] 1327.09 1523.30 330.77 360.00 744.00 734.50 0.00 0.00 114.8% 108.8% 98.7% - 


SCBU DMH [2203] 850.29 1033.17 0.00 0.00 744.00 745.50 0.00 0.00 121.5% - 100.2% - 


Ward 21 DMH [2201] 3391.76 2768.50 1200.67 958.50 1343.33 1474.00 347.50 347.50 81.6% 79.8% 109.7% 100.0% 


Ward 31 DMH (1204) 1413.56 1550.50 1022.40 1272.00 744.00 744.00 744.00 830.50 109.7% 124.4% 100.0% 111.6% 


Ward 32 DMH (1205) 1721.00 1432.50 714.57 1363.00 744.00 732.00 684.00 1116.00 83.2% 190.7% 98.4% 163.2% 


Orthopaedic Unit DMH 
(1402) 1867.80 1709.25 1487.67 1702.50 1116.00 1045.50 744.00 879.65 


91.5% 114.4% 93.7% 118.2% 


Ward 41 DMH [0205] 1671.58 1238.67 1561.79 1638.33 744.00 745.50 744.00 768.00 74.1% 104.9% 100.2% 103.2% 


Ward 43 DMH [0207] 1784.07 1449.00 1262.47 1281.50 1116.00 1000.50 874.50 836.00 81.2% 101.5% 89.7% 95.6% 


Ward 44 DMH [0208] 1885.64 1568.50 1305.09 1373.50 1116.00 1162.00 696.00 739.50 83.2% 105.2% 104.1% 106.3% 


Ward 51 DMH (0233) 1712.76 1682.00 1220.03 1317.17 744.00 743.50 744.00 780.00 98.2% 108.0% 99.9% 104.8% 


Ward 52 DMH (0211) 1844.59 1545.50 1314.74 1632.50 840.00 720.00 744.00 881.07 83.8% 124.2% 85.7% 118.4% 


Ward 61 DMH [0706] 1418.10 1612.00 861.00 915.50 1116.00 1014.50 660.00 661.50 113.7% 106.3% 90.9% 100.2% 


Ward 62 DMH [0705] 708.10 751.25 680.76 636.00 744.00 744.00 0.00 0.00 106.1% 93.4% 100.0% - 


C-Hosp. RCH 1228.27 1105.75 879.71 1227.00 744.00 768.00 372.00 408.00 90.0% 139.5% 103.2% 109.7% 


Ward 2 SBH [0304] 845.34 816.50 422.67 455.50 744.00 744.00 372.00 372.00 96.6% 107.8% 100.0% 100.0% 


C-Hosp Sedgefield 
Wards 1228.27 873.50 751.71 985.17 744.00 733.00 500.00 648.00 


71.1% 131.1% 98.5% 129.6% 


CCU UHND [0022] 1204.57 1120.50 0.00 0.00 744.00 744.00 387.50 396.00 93.0% - 100.0% 102.2% 


ITU UHND (1505) 4184.21 3486.00 426.68 375.00 2880.00 2880.00 158.00 144.00 83.3% 87.9% 100.0% 91.1% 


NEONATAL UHND 
(0606) 1112.90 1137.00 0.00 0.00 1116.00 1104.00 0.00 0.00 


102.2% - 98.9% - 


Ward 12 Orthopaedic 
Unit UHND (1303) 2267.25 1882.75 1002.24 1460.50 744.00 740.00 852.00 1198.50 


83.0% 145.7% 99.5% 140.7% 


SAU UHND [1106] 1037.59 869.25 297.82 411.50 420.00 374.00 280.00 384.25 83.8% 138.2% 89.0% 137.2% 


TREETOPS UHND 
[0602] 2046.97 2386.22 835.17 1070.25 1300.00 1489.08 280.00 361.75 


116.6% 128.1% 114.5% 129.2% 


Ward 6 UHND (0006) 2375.76 1976.50 1590.27 1897.00 1448.00 1416.00 1200.00 1413.82 83.2% 119.3% 97.8% 117.8% 


Ward 10 UHND [0603] 1753.32 1834.67 125.00 125.00 1417.50 1490.50 300.00 300.00 104.6% 100.0% 105.2% 100.0% 


Ward 1 UHND (0001) 1561.73 1573.83 2166.52 2740.62 1116.00 1092.00 1240.00 1801.48 100.8% 126.5% 97.8% 145.3% 


NE Vascular Centre 
UHND [1104] 885.15 810.98 713.06 1028.50 744.00 711.50 72.00 95.50 


91.6% 144.2% 95.6% 132.6% 


Ward 14 UHND [0005] 1498.60 1231.00 1745.54 2038.75 1116.00 1060.50 902.00 1029.65 82.1% 116.8% 95.0% 114.2% 


Ward 15 UHND [1305] 1784.13 1504.50 477.57 879.63 744.00 756.00 372.00 420.00 84.3% 184.2% 101.6% 112.9% 


WARD 16 UHND [1105] 1482.85 1231.22 1082.84 1261.25 720.00 732.00 372.00 452.23 83.0% 116.5% 101.7% 121.6% 


Ward 2 UHND [0002] 2154.65 1662.50 1124.17 1656.00 1116.00 1119.50 587.33 932.00 77.2% 147.3% 100.3% 158.7% 


Ward 3 AMUSS UHND 
(0003) 5074.88 4955.17 2832.06 3423.92 3190.25 3185.58 2240.67 2717.50 


97.6% 120.9% 99.9% 121.3% 


Ward 5 UHND (0300) 1608.39 1371.25 1911.04 2311.88 1116.00 1116.00 1350.00 1623.75 85.3% 121.0% 100.0% 120.3% 


Ward 11 UHND (0004) 1742.95 1542.00 1627.66 1508.00 744.00 744.00 1116.00 1176.00 88.5% 92.6% 100.0% 105.4% 


Ward 9 UHND [0605] 890.59 843.80 988.19 854.25 756.40 727.75 0.00 0.00 94.7% 86.4% 96.2% - 


Weardale Community 
Hospital (5001) 982.26 873.17 916.00 1039.58 744.00 744.00 448.00 694.00 


88.9% 113.5% 100.0% 154.9% 


  
    


74,034.84  
    


66,675.14  
    


42,867.45  
    


51,715.18  
    


46,067.23  
    


45,612.91  
    


25,120.85  
    


30,609.15  
90.1% 120.6% 99.0% 121.8% 
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3.2 Care Hours per Patient Day (CHPPD) – December 2017 


Ward name Cumulative count / 
month / patients at 


23:59 ea. day 


Registered 
midwives/ nurses 


Care Staff Overall 


Ward 4 Stroke Rehab Unit  
BAGH (0248) 


769 2.5 3.4 5.8 


Ward 16 BAGH [0249] 836 2.9 5.4 8.3 


Ward 18 BAGH [1409] 165 7.4 4.1 11.5 


Ward 6 BAGH [0243] 671 2.8 4.2 7.1 


Ward 1 C-L-S [0307] 526 3.4 3.9 7.3 


AMU DMH (1203) 751 5.7 3.9 9.6 


CCU DMH [0202] 224 7.1 1.7 8.8 


Critical Care DMH (1619) 281 21.9 2.5 24.4 


Ward 42 DMH [0206] 237 9.5 1.5 11.0 


SCBU DMH [2203] 64 27.8 0.0 27.8 


Ward 21 DMH [2201] 454 9.3 2.9 12.2 


Ward 31 DMH (1204) 565 4.1 3.7 7.8 


Ward 32 DMH (1205) 769 2.8 3.2 6.0 


Orthopaedic Unit DMH (1402) 794 3.5 3.3 6.7 


Ward 41 DMH [0205] 806 2.5 3.0 5.4 


Ward 43 DMH [0207] 888 2.8 2.4 5.1 


Ward 44 DMH [0208] 787 3.5 2.7 6.2 


Ward 51 DMH (0233) 713 3.4 2.9 6.3 


Ward 52 DMH (0211) 794 2.9 3.2 6.0 


Ward 61 DMH [0706] 487 5.4 3.2 8.6 


Ward 62 DMH [0705] 277 5.4 2.3 7.7 


C-Hosp. RCH 457 4.1 3.6 7.7 


Ward 2 SBH [0304] 278 5.6 3.0 8.6 


C-Hosp Sedgefield Wards 478 3.4 3.4 6.8 


CCU UHND [0022] 218 8.6 1.8 10.4 


ITU UHND (1505) 236 27.0 2.2 29.2 


NEONATAL UHND (0606) 169 13.3 0.0 13.3 


Ward 12 Orthopaedic Unit UHND 
(1303) 


807 3.3 3.3 6.5 


SAU UHND [1106] 219 5.7 3.6 9.3 


TREETOPS UHND [0602] 371 10.4 3.9 14.3 


Ward 6 UHND (0006) 920 3.7 3.6 7.3 


Ward 10 UHND [0603] 667 5.0 0.6 5.6 


Ward 1 UHND (0001) 1028 2.6 4.4 7.0 


NE Vascular Centre UHND [1104] 392 3.9 2.9 6.8 


Ward 14 UHND [0005] 938 2.4 3.3 5.7 


Ward 15 UHND [1305] 554 4.1 2.3 6.4 


WARD 16 UHND [1105] 636 3.1 2.7 5.8 


Ward 2 UHND [0002] 682 4.1 3.8 7.9 


Ward 3 AMUSS UHND (0003) 1297 6.3 4.7 11.0 


Ward 5 UHND (0300) 950 2.6 4.1 6.8 


Ward 11 UHND (0004) 972 2.4 2.8 5.1 


Ward 9 UHND [0605] 302 5.2 2.8 8.0 


Weardale Community Hospital 
(5001) 


457 3.5 3.8 7.3 
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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. 
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Unregistered Staff – the overstaffing of these hours in the past generally resulted from unregistered 
staff back filling registered duties. However, the unqualified hours are 14336hrs in December, a 31 
day month, above the required planned hours compared to November which was 12160hrs. 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. We must ensure 
there is no watering down of skill mix thereby reducing quality of care. 
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Registered and Unregistered combined 
 


 


 
 
 


 
 







Report: Ward Staffing. December 2017 


  P a g e | 22 


 


 
 
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 2 areas identified. Ward 18 BAGH had staff moved over December to 
other wards and this has affected Registered and Unregistered figures for December. 
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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. 
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Reasons for over and under staffing in December 2017 
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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.  
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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. 
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Breakdown of substantive hours by month 
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Breakdown of temporary worker hours by month 
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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 doubled to its highest levels in December 3017. 
The author has met with Adam Watson to discuss implementing a HCA bank pool to alleviate this last 
minute agency usage and drive costs down, but further managerial discussions and approval are 
sought.  
 
 
Backfilling vacant hours for December 2017 
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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              January 24th, 2018 








Co Durham and Darlington NHS Foundation Trust: Learning from Deaths Dashboard 2017-18 January


No. % No. % No. % % No. % No. % No. %


Apr-17 Provisional 164 17 10% 16 94% 25 15% 0 0% 23 92% 24 96% 1 4%
May-17 Provisional 147 25 17% 17 68% 21 14% 0 0% 19 90% 21 100% 0 0%
Jun-17 Provisional 128 20 16% 16 80% 20 16% 0 0% 19 95% 20 100% 0 0%
Jul-17 Provisional 156 20 13% 14 70% 19 12% 0 0% 17 89% 19 100% 1 5%
Aug-17 Provisional 130 18 14% 13 72% 14 11% 0 0% 10 71% 14 100% 0 0%
Sep-17 Provisional 148 20 14% 16 80% 18 12% 0 0% 15 83% 13 72% 0 0%
Oct-17 Provisional 157 21 13% 13 62% 16 10% 0 0% 16 100% 14 88% 1 6%
Nov-17
Dec-17
Jan-18
Feb-18
Mar-18
Q1 17/18 Provisional 439 62 14.1% 49 79.0% 66 15.0% 0 0.0% 61 92.4% 65 98.5% 1 1.5%
Q2 17/18 Provisional 434 58 13.4% 43 74.1% 51 11.8% 0 0.0% 42 82.4% 46 90.2% 1 2.0%
Q3 17/18 Provisional 157 21 13.4% 13 61.9% 16 10.2% 0 0.0% 16 100.0% 14 66.7% 1 4.8%
Q4 17/18 0 0 0 0 0 0 0 0


No. % No. % No. % No. % No. % No. % No. % No. %


Apr-17 Final 0 0 Apr-17 Final 17 6 35% 6 100% 0 0%
May-17 Provisional 1 1 100% 1 100% 0 0% 0 0% 1 100% May-17 Final 15 9 60% 9 100% 0 0%
Jun-17 Provisional 1 1 100% 1 100% 0 0% 0 0% 1 100% Jun-17 Final 16 4 25% 4 100% 0 0%
Jul-17 Provisional 2 2 100% 2 100% 0 0% 0 0% 2 100% Jul-17 Final 8 5 63% 5 100% 0 0%
Aug-17 Provisional 2 2 100% 2 100% 0 0% 0 0% 2 100% Aug-17 Final 12 3 25% 3 100% 0 0%
Sep-17 Provisional 1 1 100% 1 100% 0 0% 0 0% 1 100% Sep-17 Final 14 14 100% 12 86% 0 0%
Oct-17 Provisional 1 1 100% 1 100% 0 0% 0 0% 1 100% Oct-17 Provisional 16 0 0%
Nov-17 Nov-17
Dec-17 Dec-17
Jan-18 Jan-18
Feb-18 Feb-18
Mar-18 Mar-18
Q1 17/18 Provisional 2 2 100.0% 2 100.0% 0 0.0% 0 0.0% 2 100.0% Q1 17/18 Final 48 19 39.6% 19 100.0% 0 0.0%
Q2 17/18 Provisional 5 5 100.0% 5 100.0% 0 0.0% 0 0.0% 5 100.0% Q2 17/18 Final 34 22 64.7% 20 90.9% 0 0.0%
Q3 17/18 Provisional 1 1 100.0% 1 100.0% 0 0.0% 0 0.0% 1 100.0% Q3 17/18 Provisional 16 0 0.0% 0 0
Q4 17/18 0 0 0 0 0 0 Q4 17/18 0 0 0


Description:
The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care. 


Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology


Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)


Month of 
death


Data 
Total No. of 


deaths


Deaths meeting 
inclusion criteria


Deaths reviewed 
meeting inclusion 


criteria


Total Number of  
Deaths reviewed


Deaths judged as 
avoidable (>50% 


likelihood of 
avoidability


Deaths judged as 
definitely not 


avoidable or slight 
evidence of 
avoidability


No.


Deaths reviewed 
where care during 
last admission was 
graded as excellent, 
very good or good


Deaths reviewed 
where care was 


graded as excellent, 
very good or good


Month of 
Death


ED Death ReviewsLearning Disability Review


Deaths reviewed 
where care was 


graded as poor or 
very poor


LeDer reviews in 
Progress


Data 
No. of 
deaths


Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable 


Month of 
Death


Data 
No. of 
deaths


Deaths reviewed 
under PRISM II 
methodology


Deaths judged as 
definitely not 
preventable


Completed LeDer 
reviews


Number of deaths 
reviewed


Deaths judged as 
avoidable (>50% 


likelihood of 
avoidability)


Deaths reviewed 
where care during 
last admission was 
graded as poor or 


very poor


0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 
0%
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Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18


Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable 


(Note: Changes in recording or review practice may make  comparison over time 
invalid) 


Deaths reviewed meeting inclusion criteria
Deaths judged as avoidable (>50% likelihood of avoidability
Deaths judged as definitely not avoidable or slight evidence of avoidability
Deaths reviewed where care during last admission was graded as excellent, very good or good
Deaths reviewed where care during last admission was graded as poor or very poor
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TRUST BOARD ACTIONS AT 20 DECEMBER 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)  26/04/17 07/18 Information awaited from commissioners on readmission avoidance schemes for the 
year ahead. June 2017 Complete Ops Team 


3)  12/07/17 91/18(b) Provide a summary of apprentices in post across the Trust October 2017 Complete MS 


4)  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 Complete NS 


5)  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 Complete NS 


6)  12/07/17 100/18 Circulate a slide pack in respect of the national Mortality Review, aimed at Non-
Executive Directors September 2017 Complete JC 


7)  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 Complete NS 


8)  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 Complete NS 


9)  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 Complete SJ 


10)  20/12/17 200/18(c) Circulate the QRM feedback letter to Board members December 2017 To action SJ 


11)  20/12/17 201/18(a) Ensure feedback on the Audit One Urgent Care Review was provided to 
Commissioners through the Quality Review Group meeting January 2018 To action NS 
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No. Meeting Item Action Point Timescale Status Lead 


12)  20/12/17 202/18 Include mortality data in the Medical Director Trust Board report January 2018 To action JC 


13)  20/12/17 203/18 Review the vacancy rates result RAG ratings in the Operational Board report and 
amend where necessary January 2018 To action MS 


14)  20/12/17 204/18 Review the SFIs contents page to ensure in line with the rest of the document December 2017 To action DB 


15)  20/12/17 204/18 Bring the Radiology Capital Business case back to the Board for approval January 2018 To action DB 
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Trust Board Meeting 31st January 2018 


 


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 financial position of the trust as at 31st December 2017 


 To report performance against the Sustainability and Transformation Fund 


(S&TF) criteria.  


 


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 


Action / decision 


required from the 


Board 


 


The Board is asked to: 


 Note the Month 09 financial position 
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FINANCIAL REPORT FOR THE PERIOD ENDING 31st December 2017 
 
 


1. Purpose  
 
The purpose of the paper is to  
 


 Report the financial position of the Group as at 31st December 2017. 


 Report on the trust performance against the Sustainability and 
Transformation Fund (S&TF) criteria. 


 


2. Background 
 


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 Budget Position: 
As at 31st December 2017 the Group is reporting an operational deficit of £7,907k 
which is £7,568k 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.  The Trust 
has failed to meet the A&E 4 hour standard in the quarter resulting in a loss of STF 
income of £1,158k. 


 
NHSI Operational Plan Position: 
The Trust is £1,094k behind plan as at 31st December 2017.  The position assumes 
that £7,204k Sustainability and Transformation Fund (STF) is received relating to 
the period to date which is £1,158k lower than plan due to the non-achievement of 
the A&E 4 hour standard in the quarter.  However, after excluding STF and charges 
related to donated assets the financial position is £65k ahead of the NHSI 
Operational Plan.  Section 8 onwards provides more detail in relation to the 
performance against NHSI plan. 
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4. Key Issues 


 
4.1 Summary Financial Position 
 


 


 


 


 


 


 


 
   
   
 


 


Planned level = £338k Deficit


Planned Month 09 
Deficit


Planned level = 3


NHSI - Use of 
Resources Risk 


1
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Target £32.401m


Forecast level = £12.783m


Month 9 Cash 
Balance


As at 31st December 2017 the trust is reporting a 


year to date deficit of £7.907m compared to the 


plan for Month 9 of £0.338m deficit.  The trust is 


therefore £7.568m behind plan including STF 


funding (£6.749m behind plan excluding STF 


funding) 


As at 31st December 2017 the trust is reporting a 


use of resources risk rating of 3 in line with plan. 


Cost improvement plans for the 2017/18 financial 


year total £32.401m. 


As at 31st December 2017 £17.502m has been 


delivered against a profiled target of £22.987m which 


is £5.485m below the planned trajectory. 


As at the 31st December 2017 the cash balance is 


£16.828m which is £4.045m higher than the planned 


cash balance of £12.783m.   
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4.2 Overall Surplus/Deficit for the Period to December 2017 
 
The operational plan submitted to NHSI is fixed for the purposes of their monitoring 
of our financial performance and accessing S&TF. 
 
The live budgetary position however, whilst maintaining the same control total and 
cost improvement annual targets does differ due to the original plan including 
estimates regarding the likely deployment of reserves, and timing of income and 
expenditure adjustments.  In order to prevent windfall gains and losses at cost 
centre level, and maintain the integrity of the budgetary control system as a means 
for holding budget holders to account, the budgets are adjusted appropriately in real 
time to reflect actual deployment of reserves, and other changes such as contract 
variations and additional income and expenditure received during the year.  With 
regard to the Cost Improvement Targets – these also have been phased to a more 
challenging trajectory to ensure that pace of delivery is maintained and visible. 
 
Comparing the December deficit position of £7.907m against the live budgetary 
position shows that the trust is £7.568m behind its planned Month 09 deficit of 
£0.338m as detailed in the below table of which £1.158m related to an under-
achievement of STF funding in the quarter.   
 
It should be noted that the Month 09 position includes non-recurrent adjustments of 
£0.2m relating to accruals/provisions released in the month that are no longer 
required.  
 
As confirmed by NHSI at the QRM meeting on Tuesday 12th December 2017, 
income relating to the 0.5% CQUIN risk reserve was accrued into the financial 
position from November.  This confirmation has now been formally received in 
writing from NHSI who have confirmed that the CDDFT position is as below: 
 
For those providers that delivered their 2016/17 control total and agreed with NHS 
Improvement that they could access the 0.5% CQUIN risk reserve to prepare and 
deliver a 2017/18 control total compliant plan - the CQUIN risk reserve will be paid 
in full to the provider by the relevant CCG(s). The financial benefit of accessing this 
reserve has already been assumed in the providers reported position. Any withheld 
CQUIN risk reserve will be paid across to providers as soon as possible with the 
residual being paid on a monthly basis for the remainder of the financial year. 
 
 
 


 


1st Dashboard Dial Configuration


Dial Main Title


Dial Units


Actual Value


Planned level = £16.764m


Capital Spend


Planned level = £16.764m


Capital Spend


As at 31st December 2017 the Trust has spent 


£13.037m of the £16.764m planned capital 


programme which is £3.727m (22.2%) behind 


the planned spend.  
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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 430,155 320,367 315,097 -5,270 -1.6%


Other operating income (Excl 16/17 STF) 39,718 28,735 25,615 -3,120 -10.9%


Total Income 469,874 349,102 340,712 -8,390 -2.4%


Expenditure


Pay Costs


Substantive staff including on-costs -295,206 -220,662 -206,259 14,403 -6.5%


Bank staff including on-costs -2,122 -1,588 -8,677 -7,090 446.5%


Agency / contract -4,545 -3,309 -9,121 -5,812 175.6%


Total Pay Costs -301,873 -225,559 -224,057 1,501 -0.7%


Non Pay Costs -136,055 -106,252 -106,211 40 0.0%


CIP 10,935 5,485 0 -5,485 -100.0%


Reserves -14,033 -4,342 0 4,342 -100.0%


Total Expenditure -441,026 -330,667 -330,269 398 -0.1%


EBITDA 28,848 18,435 10,443 -7,992 -43.4%


Depreciation & Amortisation -9,056 -6,856 -7,096 -240 3.5%


Surplus / (Deficit) from Operations 19,792 11,579 3,348 -8,232 -71.1%


Profit / (Loss) on Asset Disposals 0 0 80 80  - 


Interest Recievable 54 41 31 -10 -24.5%


Interest Payable -13,990 -10,491 -10,129 362 -3.4%


PDC Dividend -1,957 -1,467 -1,069 398 -27.1%


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 -338 -7,740 -7,401 2186.8%


Use of Resources Risk Rating 3 3 3


Memorandum Item


Balance Per Above 3,676 -338 -7,740 -7,401


16/17 STF additional income (see section 7) -167 -167


Annual Accounts 3,676 -338 -7,907 -7,568


Period to December 2017/18
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4.3 Income 
 


Income is reported as (£8.390m) under-recovered against the live budget position 
as detailed in the table below; 


 


 
 


 Contractual Income contributes (£6,917k) of the reported under-recovery 
(Inclusive of the impact relating to the settlement of the 2016/17 contracts which 
generates (£782k) of the reported deficit).  This represents a deterioration on 
last months reported performance of circa (£1,233k) which can be summarised 
as follows; 


 


 
 


In year, 2017/18 excluding the Q3 STF A&E Trajectory failure is reported as a 
(£4,977k) deficit.  Due to recent movements between flex and freeze positions 
and also movement against plan - processes have been refined so that an extra 
data set is available to enable a more accurate approximation of the income 
position.  Month 08 Flex data is therefore now coded at 99.73% and also 
indicative and early cut of the Month 09 data was also generated to increase the 
robustness of the in-month approximation. 


 
The below table details the (£4,977k) under-recovery summarised by 
commissioning group.   
 


 
 


04.01 Operating 


income from 


patient care 


activities


04.02 Other 


operating 


income


Grand Total


2017/18 Contract Under Performance -£4,595,420 -£381,861 -£4,977,281


2017/18 STF Q3 A&E Trajectory Failure £0 -£1,157,850 -£1,157,850


2016/17 Contract Settlements -£781,910 £0 -£781,910


Total Income Division -£5,377,330 -£1,539,711 -£6,917,041


Care Group / Corporate Income £107,165 -£1,580,254 -£1,473,089


Total Care Group / Corporate Income £107,165 -£1,580,254 -£1,473,089


Grand Total -£5,270,166 -£3,119,964 -£8,390,130


Month 9, 2017/18


£000's


Month 07 and Month 08 (Flex to Freeze Movements) £265


Month 9 against Plan -£340


Q3 STF -£1,158


Total Movement -£1,233


MTHS 1 - 9


North Durham CCG -£1,476,662


Durham Dales, Easington & Sedgefield CCG -£1,773,920


Darlington CCG -£1,486,196


Total Local CCG's -£4,736,778


Associate CCGs -£51,345


NHS England (Specialst and Area Teams) £430,029


Other Contract Income -£619,188


Total Other Clinical Income -£240,503


Total Clinical Income -£4,977,281
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Of the £4,736k, 2017/18 Month 1 – 9 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 £1,473k of the 


reported deficit.   This under performance relates primarily to under 
performance with regard to Education and Training income of £499k and 
£590k relating to NHS Property Services. It is proposed that both of these 
areas are reset within the 2018/19 budget estimates. 
 
  


4.4 Pay Costs 
 
Pay costs are under budget by £1.501m as at Month 09.  As shown in the table 
below this relates to underspends of £14.403m on substantive staff due to 
vacancies being offset by overspends on bank of (£7.090m) and agency staffing of 
(£5.812m). 
 


 
 


The table below shows the cumulative agency spend by staff group for Month 9 of 
2017/18 compared to the same period in the previous financial year. 
 


 
 


 
The graphs below show: 


 the trends on agency & locum spend over the last 2 years.  


 the trends on bank usage over the last 2 years. 
 


A&E EL / DC / OP 


PROC


NEL OP ITU XBD Other Total


North Durham CCG £34,263 -£642,220 £641,101 -£548,916 £104,535 -£544,058 -£521,367 -£1,476,662


Durham Dales, Easington & Sedefield CCG £72,451 -£1,936,037 £9,307 -£904,108 £335,603 -£155,431 £804,296 -£1,773,920


Darlington CCG £45,291 -£700,214 £72,966 -£412,314 -£261,321 -£60,626 -£169,978 -£1,486,196


Total £152,004 -£3,278,471 £723,374 -£1,865,337 £178,817 -£760,115 £112,951 -£4,736,778


Current Plan Actual Variance


Plan To Date To Date


£000's £000's £000's £000's


Substantive staff including on-costs -295,206 -220,662 -206,259 14,403


Bank staff including on-costs -2,122 -1,588 -8,677 -7,090


Agency / contract -4,545 -3,309 -9,121 -5,812


-301,873 -225,559 -224,057 1,501


2016/17                   


£000s


2017/18                  


£000s


Movement 2017/18 


less 2016/17                     


£000s


Agency Medical Staff 9,787 7,983 -1,805


Agency Nursing & HCA 2,387 330 -2,057


Agency Admin & Clerical 316 91 -226


Agency PAMS 603 507 -96


Agency Prof and Technical 234 212 -22


Agency Other 1 -1 -2


Grand Total 13,329 9,121 -4,208
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The cumulative month 9 year on year position is shown in the table below:  
 


 
 


Comparing the cumulative 9 months expenditure from this year to the same 9 
month period from last shows that Nurse and HCA agency costs have reduced by 
£2,058k and HCA bank costs have shown a £1,997k increase, resulting in a net 
£61k decrease in total. This reflects the trusts deliberate strategy to reduce the 
overall agency spending levels via the development of its own bank. 
 
Medical agency spend has shown a £1,023k decrease compared to the same 9 
month period last year. This further analysed in section 4.5 below, which shows the 
current and forecast performance against the NHSI capped level for 2017/18.  
 
 
 


Nurse and HCA
2016/17                   


£000s


2017/18                   


£000s


Movement 2017/18 


less 2016/17                     


£000s


Agency 2,387 329 -2,058


Bank 6,520 8,518 1,997


Total 8,907 8,846 -61
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4.5 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 against this; 
 


 
 
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 £40k at Month 09.   
 
Within this position, adverse performances to highlight are; 
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 Drugs are £466k over budget.  This is predominately driven by pressures 
arising due to the international shortage of Pipercillin. 
 


 Purchase of Health Care Services pressure of £1,471k predominantly driven 
by activity referred to the independent sector in General Surgery & 
Orthopaedics (£1,653k) as well as usage of an Outsourcing company for 
some Radiology activity (£1,092k). 


 
This is however offset by underspends throughout other expenditure headings. 
 
 
4.7 Cost Improvement 
 
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 09 – actual CIP delivery amounts to £21.466m (66.3%) for the year, 
with £17.502m delivered to date against a budget of £22.987m with the summary 
chart below presenting a total summary. 
 


 
 


 
4.8  Reserves 


 
The total reserves balance as at 31st December 2017 is £14.033m - the £0.155m 
deployments in month relate to:  
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4.9 Cash Management  
 
The trust’s consolidated cash position stands at £16.828m as at 31st December 
2017, which is £4.045m ahead of the planned cash position.   
 
The key movements from the planned cash position are as follows: 


 £m  


Property plant and 


equipment 


2.308 Capital expenditure £3.726m lower than 


planned partly offset by depreciation 


£1.418m lower than originally forecast 


Inventory (2.219) Inventory levels remain higher than 


planned.   


Trade and other payables (1.704) Outstanding NHS and Capital creditors 


remain lower than planned resulting in 


reduced cash balances.   


Other financial liabilities 2.520 The level of accrued expenditure has 


increased, and is being reviewed to 


ensure that all accruals remain valid. 


Other Liabilities 3.012 The amount of income deferred to the 


final quarter is greater than anticipated. 


Other movements in cash 


flow 


0.128  


Variance to plan 4.045  


 
A revised rolling cash forecast has been created, shown below, which has been 
updated for the increased level of cash as at 31st March 2017. 
 


Month 08 Reserves Balance 14,188


Pay Reserve - Apprenticeship Levy -85


PBR Excluded Drugs and Devices -2,703


Revenue to Capital Transfers 31


Winter Contingency net of spend 2,472


Other Earmarked Reseves / Deferred Income 130


Month 09 Reserves Balance 14,033
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Following a review of the likely levels of outstanding creditors, the year end cash 
balances are now at £7.281m across the trust and its wholly owned subsidiary, 
which has dipped below the £8.5m trigger point.  
 
This means that cash balances will be subject to close management throughout 
March, with payments due in the last few weeks of March being held until April in 
order to retain sufficient cash to pay the Unitary fee payments due on 1st April 2018.  
 


 
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 £4,919k 
 
Within the corporate position, adverse performances to highlight are; 


 Estates & Facilities £989k 


 Corporate Commercial CIP (Chief Executive) £367k 


 Medical Director £342k 


 Director of HR & Org. Development £91k 


 Director of Nursing £38k 


Division Annual Budget                


£000's


Budget to Date               


£000's


Actual To Date              


£000's


Variance to Date                          


£000's


ACUTE & EMERGENCY CARE £79,622 £62,564 £64,338 £1,775


SURGERY £90,608 £69,034 £70,519 £1,485


CLINICAL SPECIALIST SERVICES £63,140 £49,747 £50,219 £472


CORPORATE DIVISION £66,645 £48,803 £50,070 £1,266


FAMILY HEALTH £45,738 £34,908 £35,697 £789


INTEGRATED ADULT CARE £55,920 £42,158 £41,290 -£868


Grand Total £401,673 £307,215 £312,134 £4,919
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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 31st December 2017 the trust 
has spent a total of £13.037m of the capital programme. This is £3.727m (22.2%) 
below the planned level of £16.764m. 
 
 


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. 
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 December 2017 the control total has been met, however due to a 
surge in activity in the last 2 weeks of December the A&E 4 hour performance 
standard was not met. The table below details performance to date; 


 
 
Table 1 - Indicators 
 


 
 


 
Table 2 - A&E performance; 
 


 
 


Table 3 – Financial Implications; 
 


M1 M2 M3 M4 M5 M6 M7 M8 M9


Control Total Met Yes Yes Yes Yes Yes Yes No Yes Yes


A&E Performance Yes Yes Yes No Yes Yes Yes Yes No


A&E Primary Care Streaming Yes Yes Yes Yes Yes Yes Yes Yes Yes


M1 M2 M3 M4 M5 M6 M7 M8 M9


Target 91.8% 91.8% 91.8% 95.0% 95.0% 95.0% 91.9% 91.9% 91.9%


Actual In Month 94.8% 90.8% 93.2% 93.7% 95.1% 96.8% 95.6% 93.6% 85.2%


Actual Cumulative (In Quarter) 94.8% 92.7% 92.9% 93.7% 94.4% 95.2% 95.6% 94.6% 91.3%
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Whilst at month 8 the Trust was on track to achieve the A&E 4 hour performance 
target, as a result of a surge in activity in December the quarterly target was not 
achieved.  Performance was 91.3% against a target of 91.9%.  The funding that had 
been assumed to be achieved in months 7 and 8 has therefore been removed in 
month 9 along with the funding for Primary Care Streaming which is only payable on 
achievement of the 4 hour performance target.   
 
Given that the shortfall was only 0.6%, and taking into account the exceptional 
levels of activity experienced across the region, the Trust, via LADB is currently 
appealing against the loss of STF for the quarter. 
 
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 Month 09 Performance vs. NHSI Operational Plan 
 


The trust is reporting an overall control total deficit (Inclusive of STF) to December 
2017 of £7,850k compared to a planned position of £6,756k deficit. The trust is 
therefore £1,094k behind NHSI plan at month 09.   However, after excluding STF 
and charges related to donated assets the financial position is £65k ahead of the 
NHSI Planned Position; 


 


Planned Income M1 M2 M3 M4 M5 M6 M7 M8 M9 YTD


Control Total Met £450 £450 £450 £600 £600 £600 £901 £901 £901 £5,854


A&E Performance £96 £96 £96 £129 £129 £129 £193 £193 £193 £1,254


A&E Primary Care Streaming £96 £96 £96 £129 £129 £129 £193 £193 £193 £1,254


Total £643 £643 £643 £858 £858 £858 £1,287 £1,287 £1,287 £8,362


Actual Income M1 M2 M3 M4 M5 M6 M7 M8 M9 YTD


Control Total Met £450 £450 £450 £600 £600 £600 £901 £901 £901 £5,854


A&E Performance £96 £96 £96 £129 £129 £129 £193 £193 -£386 £675


A&E Primary Care Streaming £96 £96 £96 £129 £129 £129 £193 £193 -£386 £675


Total £643 £643 £643 £858 £858 £858 £1,287 £1,287 £129 £7,204


Variance M1 M2 M3 M4 M5 M6 M7 M8 M9 YTD


Control Total Met £0 £0 £0 £0 £0 £0 £0 £0 £0 £0


A&E Performance £0 £0 £0 £0 £0 £0 £0 £0 -£579 -£579


A&E Primary Care Streaming £0 £0 £0 £0 £0 £0 £0 £0 -£579 -£579


Sub Total £0 £0 £0 £0 £0 £0 £0 £0 -£1,158 -£1,158
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9 Recommendations 
 


The trust board is asked to:- 
 


 Note the financial position of the trust as at 31st December 2017. 


 Note the cash position of the Trust and the measures taken to manage the risk. 


 Note the criteria for eligibility to the STF and the forecast performance against it. 


 
 
 
 
 
 
 


 
 
 
David Brown 
Executive Director of Finance 
January 2018 


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 425,419 318,511 315,097 -3,414 -1.1%


Other operating income (Excl 16/17 STF) 35,580 25,346 25,615 269 1.1%


Total Income 460,999 343,857 340,712 -3,145 -0.9%


Expenditure


Pay Costs


Substantive staff including on-costs -266,105 -204,889 -206,259 -1,370 0.7%


Bank staff including on-costs -8,983 -6,841 -8,677 -1,836 26.8%


Agency / contract -14,012 -10,845 -9,121 1,724 -15.9%


Total Pay Costs -289,100 -222,575 -224,057 -1,482 0.7%


Non Pay Costs -141,090 -107,730 -106,211 1,519 -1.4%


Total Operating Expenditure -430,190 -330,305 -330,269 36 0.0%


EBITDA 30,809 13,552 10,443 -3,109 -22.9%


Depreciation & Amortisation -11,184 -8,388 -7,096 1,292 -15.4%


Surplus / (Deficit) from Operations 19,625 5,164 3,348 -1,816 -35.2%


Net Non-Operating -15,949 -11,965 -11,087 878 -7.3%


Overall Surplus/(Deficit) NHSI Plan 3,676 -6,801 -7,740 -939 13.8%


Remove capital donations/grants I&E impact 45 57 12 25.8%


Remove impact of 1617 STF post accounts reallocation -167 -167  - 


Adjusted Performance against control total - Surplus/(Deficit) 3,676 -6,756 -7,850 -1,094 16.2%


Less sustainability & transformation fund (STF) -12,866 -8,363 -7,204 1,159 -13.9%


Performance against control total Exc STF - Surplus/(Deficit) -9,190 -15,119 -15,054 65 -0.4%


Period to December 2017/18





