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Trust Board – 31st October 2018 


Item [8] – Community Services Mobilisation Update 


Open Session  Private & Confidential Session  


Author Malcolm Walker 


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: 
 


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 members on the progress of the mobilisation of the Community 
Services contract 


Positive performance 
/ developments within 
this report   
Insert or delete rows as 
required. Provide a headline 
summary for each point to 
allow Board members to 
understand the outcome and 
its importance – remove all 
red text once table 
complete. 


Positive matters  Page 


TUPE transfer of staff successful and additional staff recruited 
with a positive perception of Trust 


2 


Transfer of patients and records from most providers handled 
well with no impact on patients 


2 


Care Group restructure completed including appointment of 
Director Integrated Community Services 


3 


Development of enhanced relationships with commissioners 4 
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Key issues and 
actions within this 
report  


Insert or delete rows as 
required. Provide summary 
level information to allow 
Board members to 
understand the issue and 
action – delete all red text 
once the table has been 
completed  


Issue and actions Page 


Remaining transfer of services from City Hospitals Sunderland 
to be completed 


2 


  


  


  


  


Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 
identified (if any) 


N/A 


Action / decision 
required from the 
Board 


N/A 
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Trust Board – 31st October 2018 


Item 4a – Care Quality Commission 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: 
 


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: 


• Provide assurance to the Committee with respect to the progress on the 
‘Must Do’ and ‘Should Do’ actions from CQC’s most recent inspection report 
and the additional actions identified by the Trust to effect improvements in the 
overall ‘Well-Led’ Domain.  


• Inform the Board of positive and negative indicators in the most recent CQC 
Insights’ publication, issued 15th October 2018, and the action being taken in 
respect of any negative indicators.  


• Share intelligence from recent CQC inspection reports and publications as to 
areas of focus for recent inspections, common areas of risk and examples of 
outstanding practice.  
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Positive performance 
/ developments within 
this report   
 


Positive matters  Page 


All Must Do Actions (those where a risk of a breach of 
regulations is involved) are now complete, or expected to be 
signed off by the Executive Patient Safety and Experience 
Committee at its next meeting on 2nd November 2018. 


4 


 Of the 29 ‘Should Do’ (best practice) actions, 23 are now 
complete, or expected to be signed off by the Executive Patient 
Safety and Experience Committee at its next meeting on 2nd 
November 2018. 


4 and 5 


A peer review of the Trusts Theatres, which covered the 
implementation of CQC Actions, team work and ways of working 
has been completed and positive verbal feedback was provided 
at the end of the visit on all three aspects. Some good practices 
within the Trust were taken away by the reviewers for 
implementation in their own Trust.  


5 


The full programme of Moving to Good seminars (both within the 
Trust and nationally) is now underway. 


6 


 There has been a net ncrease in the number of positive 
indicators in the most recent CQC Insights publication (for 
services) 


6 and Annex 
1 


 The Trust already has in place practices which are the same or 
similar to several of those flagged in CQC inspection reports as 
outstanding.   


7 


Key issues and 
actions within this 
report  


 


Issue and actions Page 


Two remaining ‘should do’ actions are dependent on the A&E 
improvement action plan outlined in detail to the Board in 
September 2018. 


5 


One further action requires a decision from the Executive and 
Clinical Leadership Committee, to be made by 8th November 
2018, on the level of Paediatric Nursing cover to be provided in 
both A&E Departments.  


5 


The final ‘should do’ action requires ongoing recruitment of 
medical staff to the Trust’s A&E Departments which will be 
monitored every month by ECL through the Transforming 
Emergency Care Programme reports. 


5 


There remain eight ‘worse’ or ‘much worse’ indicators from CQC 
Insights; however the Trust understands the position and action 
plans are in place with respect to each of these. 


Annex1 
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Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 
identified (if any) 


None.  


Action / decision 
required from the 
Board 


The Board is asked to note the attached report and to seek any further 
information required for the purpose of assurance.  
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Trust Board Meeting 22nd October 2018 (Open) 
Item 4a – Care Quality Commission Update 


 
Care Quality Commission Update  


 
Introduction: 


This report has been prepared to: 
 


• Provide assurance to the Committee with respect to the progress on the ‘Must Do’ and ‘Should Do’ 
actions from CQC’s most recent inspection report and the additional actions identified by the Trust 
to effect improvements in the overall ‘Well-Led’ Domain.  


• Inform the Board of positive and negative indicators in the most recent CQC Insights’ publication, 
issued 15th October 2018, and the action being taken in respect of any negative indicators.  


• Share intelligence from recent CQC inspection reports and publications as to areas of focus for 
recent inspections, common areas of risk and examples of outstanding practice.  


 
Although the action requiring a gap analysis and action plan for Trust-wide accreditation against the 
Psychiatric Liaison and Assessment Network standards, has been completed, around one third of the 
standards require further work to achieve full compliance. As was always envisaged, therefore, the full 
“PLAN Action Plan” – including the accreditation visit – will run to the summer of 2019 for full completion.  
 
Action Plan  


The attached appendix provides the full CQC action plan including all updates signed off by the Executive 
Patient Safety and Experience Committee up to 12th October 2018.   


Services Action Plan 
 
Of the 22 actions in the plan, 16 have been closed or are complete subject to on-going assurance checks. 
Three of the six remaining actions relate to the adaptations of the Psychiatric Assessment rooms in both 
A&E Departments, to make them ligature free. Works were delayed because specialist equipment was not 
in stock and had to be ordered in by the Trust’s supplier. Works have started at DMH and are about to 
commence at UHND. In both cases, the works are expected to be completed by 31st October 2018. A 
ligature safety standard operating procedure has been approved by the Care Group and is ready to use 
once the rooms are available. The three remaining actions are as follows: 


• Full roll out of the now agreed oxygen prescribing protocol – awaiting delivery of two grid stamps 
and expected to be complete by 31st October 2018. 


• Roll out of the tools to support mental capacity assessment in Nervecentre – delayed whilst a bug 
found from testing the new Samsung devices used to connect to Nervecentre was resolved. Now 
underway and expected to be complete early in November 2018. 


• Further improvement in training rates for Safeguarding Children – to be reviewed for closure at the 
Executive Patient Safety and Experience Committee on 2nd November 2018.  


 
Of the 29 ‘should do’ actions, 17 have been closed, or are complete subject to assurance checks. The 
following actions are expected to be complete by either 31st October or 2nd November, when their status 
can be validated by the Executive Patient Safety and Experience Committee: 
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• New nursing shift patterns in the A&E departments. 
• Nurse call bell system – at the present time confirmation of a delivery date is still awaited from the 


supplier (equipment having been out of stock). 
• Approval of the Equality, Diversity and Inclusion Action Plan launch of new staff networks (two 


actions). 
• Review of clinical guidelines being in place in the A&E departments. 
• Roll out of training to all ward staff on the new covert medications policy. 
• Approval and issue of the new health records policy, which includes additional security 


requirements to meet CQC’s recommendation. 
 
The remaining five actions are likely to take longer to achieve closure: 
 


• Actions under the management of the Transforming Emergency Care Programme, to ensure that 
95% of patients are seen and treated or admitted in four hours, which always had a deadline of 31st 
March 2019 in line with national requirements.   


• Actions with respect to ensuring the assessment of all patients within 15 minutes, which involve 
establishing staffed ambulance handover bays and complex streaming, and which increase the 
numbers of patients seen and treated within one hour (two actions). These actions are now part of 
the A&E improvement plan reviewed in detail at the Board meeting in September 2018, and are for 
delivery in November 2018. 


• Review of the coverage of Paediatric Nursing in A&E Departments – to be concluded through ECL 
in November 2018.  


• On-going evaluation of recruitment initiatives to increase consultant and middle grade staffing in the 
Trust’s A&E departments (to mitigate reliance on overnight cover at ST3 level at UHND), which will 
now be included in reports from TEC to ECL, to 31st March 2019. The Trust has increased the 
numbers of consultants since the CQC visit, and has sought and recruited Associate Specialists but 
there remains some reliance on ST3 doctors. Whilst the doctors in question have documented 
competency assessments and have been assessed by the consultants as safe, staffing 
arrangements do not yet meet the recommendations of the Royal College of Emergency Medicine. 
The College recognises that staffing pressures may make it difficult to meet these 
recommendations all of the time. However, it is important that the Trust is able to demonstrate on-
going and proactive efforts to recruit further staff to provide a longer-term solution.  
 


Well-Led Action Plan 


All actions have been closed, or are complete subject to further assurance checks. The strengthened 
process for monitoring of Role Specific Essential Training is now fully operational and is being monitored 
through Committees; however, compliance rates are below trajectory in some areas and actions are being 
taken, being overseen by the Director of Workforce and OD, and the Director of Nursing, to address 
underlying issues, particularly non-attendance when courses are offered. Issues are also to be escalated 
through Executive Performance review meetings.  


Assurance 


The Trust has had an external peer review of Theatres, by Newcastle Hospitals NHS Foundation Trust.  At 
the conclusion of the review very positive feedback was provided by the reviewers with respect to the 
attitude of staff and the actions taken in response to CQC’s findings.  
 
An engagement visit by a CQC Pharmacy specialist has taken place. The specialist provided positive 
feedback on the actions taken with respect to: controlled drugs, patients’ own medications; oxygen 
prescribing and covert medications.  
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A detailed checklist covering all CQC key lines of enquiry, recommendations and all observations and 
evidence covered in both the 2015 and 2017 inspections has been prepared for the Trust’s Urgent and 
Emergency Care service. This is now being mapped to the standards covered by the Quality Matters audit 
tool for the Trust’s Accident and Emergency Departments, which is shortly to be rolled out.   


It is the intention that any areas not covered by Quality Matters, or alternative sources of assurance such 
as audits of compliance with the safety checklist in use in both A&E departments, will be checked through 
back to practice visits. These visits will also be used to provide independent validation of the outcomes of 
Quality Matters audits.  Assurance and Compliance will develop similar checklists for the remaining seven 
core services by the end of December 2018. These will also be mapped to the relevant Quality Matters tool 
and steps put in place to provide additional assurance as required.  


The Paediatric Service is working with NHS Improvement, to self-assess against guidance in their 
publication “Children & Young People Capacity – Improvement and Assessment Framework”, which sets 
out learning and themes from recent CQC inspections of children’s services.  The Trust’s action plan was to 
be reviewed by a specialist from NHSI by the end of the calendar year.  


Moving to Good 


The Trust is now receiving active support from NHS Improvement’s ‘Moving to Good’ programme. The first 
of four Board seminars led by NHSI’s Quality Improvement Support team took place on 26th September 
covering ‘Organising for Improvement’.  Further seminars to be held in November, February and April will 
cover: Governing for Good; Measuring for Good; and Culture. The ‘Measuring for Good’ seminar will be 
preceded by consultancy from NHSI’s specialist in performance measures, to look at how the Trust can 
better define performance measures which can be tracked using Statistical Process Control (a 
methodology for monitoring performance over time, which focuses on the true underlying trend after 
removing natural variation). 


In addition, regional / national seminars for all participants in the programme are being attended by Trust 
staff and we are making arrangements with our peer and mentor Trust for specific support actions. 


CQC Insights 


The latest indicators are reported in Annex 1 – overleaf. 


At the overall level the Trust is rated much better than the national average with respect to unplanned re-
attendance to A&E within seven days, median time in A&E (all patients), patients spending less than 4 
hours in type 3 A&E, sickness and the ratio of consultant to non-consultant medical staff. The main change 
is that Trust is now rated worse than average with respect to the absolute number of never events reported 
(September 2017 to August 2018), however the relative number (taking account of bed days) remains 
‘about the same’ as the majority of Trusts.  The report continues to flag the Trust as much worse with 
respect to the stability of non-clinical staffing. However, this last indicator is erroneous. It relates to the 
period April 2017 to March 2018, at the beginning of which all ancillary staff transferred to SCL. As SCL is a 
wholly owned subsidiary the staff members remain within the CDDFT group.  


Annex 1 provides an analysis of other indicators rated as better, worse or much worse for the Trust’s 
services. There are 14 ‘better’ indicators; seven ‘worse’ indicators and one ‘much worse’ indicator. The last 
of these relates to the HbA1C indicator for diabetes control among Paediatric patients. A detailed action 
plan is in place, which is being monitored month to month by the Clinical Effectiveness Committee. The 
team has been reconfigured to maximise patient contact – which reinforces patient compliance with 
medication and improved diabetes control – and the indicator has already improved significantly. A 
business case is to be brought forward in October for additional Dietetics and Psychological Support 
services to further strengthen the service.  
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Themes from recent CQC reports 


An analysis of recent themes is set out in Annex 2. A high percentage of Trusts’ were rated as requires 
improvement in the period. Most themes are consistent with those identified in previous Board reports. 
However, some new themes have been identified including: a focus on the privacy and dignity issues 
causes by temporarily queuing or accommodating patients on corridors, especially when male and female 
patients are put together; movement of patients at night; boarding of patients and lack of clinical 
supervision. Previous themes around mental capacity, DOLs, safety of patients with mental health needs, 
safety and responsiveness of A&E services and age of equipment all remain prominent.  


Intelligence from CQC reports and examples of outstanding practice 


This information is reported in Annex 3. 


The Trust has in place a number of services and facilities which are similar to some of these examples, 
such as: 
 


• Use of the ED safety checklist, including auditing adherence to the safety practices included within it 
• Use of nerve centre for tasking and e:observations 
• Provision of finger food menus 
• The diabetes care model  
• Work on ‘stranded’ and ‘super-stranded’ patients 
• Sepsis education and training and improved screening and administration of antibiotics in both A&E 


departments 
• Patient streaming 
• Promotion of home births through community midwifery 
• Work on falls and reductions and improvements realised from PDSA cycles on wards and across 


the Trust as a whole. 
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Annex 1 – Summary of Risk Indicators in CQC Insights published October 2018 
 
A summary of indicators rated better or worse than national averages by service is noted below.  


Service Better  Worse  Much worse Comment 


Urgent and 
Emergency Care 


Unplanned re-attendance rate 


Total median time in A&E 
department 


Type 3 attendances seen and 
treated in four hours  


   


Medicine Team-centred metric for 
SSNAP (Stroke monitoring 
tool)  


Mortality alert re acute 
bronchitis 


 The Trust has investigated all 
mortality alerts and has found 
no indication of substandard 
care.  


Surgery Crude proportion of patients 
not contracting pressure 
ulcers (National Hip Fracture 
Database) 


 


Crude proportion of cases 
accessing theatre in a 
clinically appropriate time 
(National Emergency 
Laparotomy Audit – both sites) 


 


Crude proportion of high risk 
cases accessing critical care 
post-operatively - NELA 
(DMH) 


 


Crude proportion of high risk –
cases with access to 
consultant surgeon and 
anaesthetist in theatre – NELA 
(both sites) 


 


 


PROMS – Hip Replacement 
score 


 


PROMS – Hip Replacement 
Oxford score 


 


Crude proportion of patients 
with perioperative 
documentation of 
assessment of risk of death 
– NELA (both sites) 


 


 


Crude proportion of high risk 
patients accessing critical 
care post-operatively – 
NELA (UHND) 


 


 


Crude proportion of patients 
having perioperative medical 
assessment (%) (DMH) 


 PROMS Work has been on 
going with the service and ADN 
to improve compliance.  We 
have developed a more robust 
structure to gather reports that 
will demonstrate greater 
understanding of our patient 
outcomes.  We are working 
closer with our pre-assessment 
teams to ensure accurate data 
collection. We have observed 
that patients do not always 
capture all comorbidities. These 
may limit the improvement in 
the patient’s quality of life but 
will not be taken into account in 
the adjustment factors applied if 
not recorded. The Trust can 
only prompt patients to consider 
their comorbidities when 
completing questionnaires. The 
dataset is entirely driven by 
what the patient 
reports.   Validated PROMs 
data is extremely retrospective. 
 
NELA – perioperative 
documentation  
Very historical data, service 
aware of performance, would 
expect improvement due to the 
improved use of P-Possum 
scores, within the anaesthetic 
record. 
 
Hip fracture – perioperative 
risk assessment 
Data looks correct. The service 
is constantly trying to improve 
its hip fracture performance. 
Review by an Orthogeriatrician 
is a problem due to staff 
shortages particularly at DMH. 
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Service Better  Worse  Much worse Comment 


    NELA – access to critical care 
Since these reports an 
additional ITU bed has been 
commissioned and Trust are 
currently reviewing the impact 
of this and ITU access post 
laparotomy and as part of 
theatre thematic review looking 
to support implementation of 
PACU. 
 


Paediatrics   Case mix adjusted 
HbA1c (blood glucose 
management) from 
National Paediatric 
Diabetes Audit – Bishop 
Auckland Hospital 


Detailed action plan being 
tracked by the Clinical 
Effectiveness Committee every 
month. Some improvement 
evident from the most recent 
data collection for the national 
audit. .  


Maternity Stabilised and risk adjusted 
extended perinatal mortality 
rate (MBRRACE July 2018) 


Responses to the CQC survey 
questions with respect to: 


• Being left alone 
• Information and 


explanations after birth 
 


  The position on this indicator 
’Stablished, risk-adjusted 
extended perinatal mortality 
rate (MBRRACE report)’ has 
improved.  October 2017 
identified as being ‘worse’ and 
is now reported as ‘better’.  


Outpatients  First treatment within 31 days 


Referral to Treatment times 
(18 weeks) 


Patients waiting over 6 weeks 
for diagnostic test (%) 


Referral to treatment, on non-
admitted pathways (18 weeks) 


   


Critical care  Crude proportion of non-
clinical transfers (DMH) 


 This is linked to the plans to 
improve patient flow.  
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Annex 2 – Themes from recent CQC inspection reports 


The main themes are noted below by Domain: 


Safe • Environmental issues continue to be raised.   Specifically with regard to Emergency 
Departments.  CQC commented that one Trust’s ED layout was not fit for purpose 
for the number of service users to the department, that the areas were not being 
used as intended and this included an unsuitable area for mental health users.  
CQC commented at the time of inspection they were able to see that there was 
increased capacity pressure, staff were reporting an increase in serious incidents, 
as well as cohorting patients in corridors and there was significant waits of several 
hours during peak pressure.  This particular Trust had a RI rating for Urgent and 
Emergency Services which was downgraded by CQC to inadequate. 


• Staff Training continues to be a theme of all the published CQC reports during this 
time period.  CQC have identified that training levels for staff do not met the Trusts’ 
own compliance targets for all staff groups, particularly medical staff.  The focus has 
predominately been on Safeguarding training but this has been expanded to all 
levels of training. 


• Equipment issues are theme i.e. lack of equipment, old equipment in use, slow 
paced replacement programme and/or the provision of equipment following cleaning 
which impacts on theatre performance. 


• Medication storage issues have reappeared as a theme.  This involves lake of 
checking of fridge temperatures and checks not being carried out according to 
Trust’s own identified practices.   


• Tamper proofing of resuscitation trolleys and trolley checks are also reappearing as 
a theme in the reports. 


• There were a number of references in the CQC reports regarding patient records 
not always stored securely and separate recording systems meant there could be 
difficulty in accessing records when patients moved between wards. 


• Record keeping particularly individual practitioner’s entries in the record being 
neither clear nor contemporaneous. Lack of completed assessment documentation 
has been picked up as an issue in the reports. 


• Medway NHS Foundation Trust were praised by CQC for introducing ‘swarm’ events 
to discuss themes of serious incidents if there was multiple serious incidents from a 
single cause such as falls resulting in harm.  The medical director and executive 
director of nursing circulated themed safety bulletins including learning points in the 
‘Theme of the week’. 


Effective • There remains a strong focus on services provided for patients with mental health 
conditions and the need to carryout assessment of mental capacity and the 
application of deprivation of liberty standards. 


• There are comments in the reports regarding staff not receiving clinical supervision 
and the impact of this on the effectiveness of the service. 


• ‘Do not attempt cardio-pulmonary resuscitation’ (DNACPR) forms have developed 
as a theme this quarter.  CQC commented that some Trusts did not meet national 
standards and the forms were not always completed correctly. In addition, there was 
lack of evidence that Mental Capacity Act and Deprivation of Liberty Safeguards 
were always implemented for people who had DNACPR documentation. CQC 
commented in some cases that this had been picked up in a previous inspection but 
not fully addressed yet. 
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 • CQC made reference in one report that the diagnostic imaging service at that Trust 
was not always meeting NHS England Seven Day Services Clinical Standards and 
audit. 


• There is also a theme of comments regarding multidisciplinary working between 
staff and the benefits or the adverse effects on patient care. 


• There has been a mention of Outpatient services lack of benchmarking and audits 
which is a new theme.  However, it has should be noted that CQC that the 
‘effectiveness’ criteria is not usually rated at inspection. 


• There was a general theme, not specifically for one particular service but across all, 
of the lack of monitoring or benchmarking of the effectiveness of care and treatment, 
and how services could potentially reflect current evidence-based guidance, 
standards, best practice and technologies. 


Caring • Privacy and dignity is an emerging theme in the reports, particularly with respect to 
single sex accommodation and male and female patients being located on the same 
ward corridor.  Trusts were criticised for using non-designated areas for patients 
whilst awaiting a bed as this reduced privacy of patients and compromised their 
dignity. 


Responsive As would be expected there remains as strong focus on: 
 
• Time to assess, treat and discharge patients across specialities. 
• Complaints handling, including timeliness of responses. 
• Tailoring of services to the needs of groups who may find them harder to access in 


their mainstream form; for example those with dementia or learning disabilities. 
• Management of medical outliers and review of patients.  
• With respect to End of Life Services, the monitoring of preferred place of care (PPC) 


and preferred place of death (PPD) highlighted concerns low numbers of patients 
that received their PPC / PPD. Alongside this, there was mention of the lack of 
formal monitoring of fast track discharge.  


• Evidence of monitoring of clinic waiting time and how responsive services were to 
delays and if outpatients offered out-of-hours appointments, one-stop clinics, 
community based appointments, and telephone appointments, which provided 
patients with flexibility and choice to patients.  


• CQC reports identified that there were shortfalls in how the needs of different people 
were taken into account on the grounds of protected characteristics under the 
Equality Act and lack of network groups for patients.   


• Movement of patients to different wards which were often to places in wards which 
were not the specialist area for the patient’s condition where highlighted as well as 
the large number of patients being moved during the night, which was not in line 
with best practice. 


 


 


 


 


 







 


12 


 


Well-led • The strengths and weaknesses of governance frameworks and the impact on 
service delivery is a theme in the reports. 


• There mention in a couple of the reports that some information the trust collected 
was not accurate or reliable. Different information management systems were used 
across the trust, which were not compatible with each other. 
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Annex 3 – Outstanding practice highlighted in inspection reports 


Norfolk and Norwich University Hospital NHS Foundation Trust 


• Pathways for the management of stroke and fractured neck of femur were impressive. The urgent and 
emergency service worked with the trust’s specialist teams, at times in the ambulance bay, to assess 
and treat patients quickly and effectively as possible. 


• The urgent and emergency service had recently appointed 15 Assistant Clinical Practitioners (ACPs), of 
which four had completed the course and were working within the service and six further were due to 
complete their course soon.  One ACP was allocated to children’s ED entirely. The ACP role assisted 
the medical rota. 


• The cardiology outpatients’ department had set up a physiotherapy cardiology breathing pattern 
disorder clinic in response to an identified patient need and had produced significantly improved patient 
outcomes. 


• A forum for outpatient staff had been established in 2017 and this had provided an opportunity for staff 
to network and communicate across divisions, grades and specialties. Staff had explored shared issues 
and set up project groups to resolve these. The forum had improved engagement with the executive 
team, who had attended meetings and taken part in open discussions with staff. 


• Some outpatient areas were offering innovative treatments. For example, the dermatology outpatient 
area offered the gold standard treatment for basal cell carcinoma (BCC), known as Mohs surgery. This 
procedure allows for the removal of all cancerous cells for the highest cure rate whilst sparing healthy 
tissue and leaving the smallest possible scar. Gastroenterology were due to implement an innovative 
new faecal matter transplant treatment for patients with C difficile. 


• The radiology department won a Health Enterprise East (HEE) award for an innovation designed to 
benefit patients in the service improvement category for their work on reducing the number of 
appointments missed through patients not attending. The department used targeted text messaging via 
a system on the hospital’s intranet, to patients who were due to attend a radiology appointment within 
the next 48 hours. The project reduced the “Did Not Attend” (DNA) rate from 5% to 3.1%. 


The Meriden Hospital (BMI Group) 


• The provider provided a holistic approach to safety, quality and engagement. Since the previous 
inspection in May 2016, the provider had introduced a daily communications cell meeting. This was set 
to improve safety, staff engagement, communication and multidisciplinary working. Representatives 
from each clinical and non-clinical area were invited, such as, engineering, catering, housekeeping and 
administrative staff. A brief overview of the day’s activity, utilisation, staffing, incidents, medical alerts 
and potential risk to the service were discussed. The staff were also informed of any visitors, such as, 
outside contractors, that would be onsite. The staff then took this back to their department and shared 
with the rest of the staff. 


Alder Hey Children’s NHS Foundation Trust 


• The hospital had invested in an orthopaedic imaging system (EOS) which is an innovative ultra-low 
dose x-ray imaging system that scans a patient whilst they were standing upright. Alder Hey Hospital 
was the first paediatric hospital in the UK to have this scanner. This really benefited children who 
needed to be imaged frequently. With the orthopaedic imaging system (EOS) the consultants could 
make more informed diagnoses and create individualised treatment plans for children with 
musculoskeletal disorders. 
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• The dental clinic demonstrated a number of innovations which included the wide awake club for children 
with autism to receive care at quieter times, and acclimatisation sessions for patients’ with learning 
disabilities. The clinic included a nurse who was a learning disability champion, and staff had received 
training in interacting with children with individual needs. Staff within the clinic had been nominated for 
an award for how the deal with children with individual needs. 


• We found multi-disciplinary team working with the cardiac team in providing extracorporeal membrane 
oxygenation was outstanding. Staff supported one another in providing high quality evidence based 
care. 


• The community services division worked with colleagues in the trust’s acute hospital teams on a 30 day 
plus length of stay project. The project identified suitable children, who had been admitted as inpatients 
for longer than 30 days, and brought together a range of acute and community teams, including social 
care, to provide a wraparound service which enabled children to be discharged out of hospital to home. 
At the time of the inspection, the service had enabled approximately 46 children, who may otherwise 
have remained as inpatients, to be discharged. 


• The physiotherapy team had developed workshops and fitness and exercise groups for children with 
disabilities within a local gym (from a national chain) to encourage and include children with disabilities 
in fitness and exercise. 


• The trust was involved in a number of innovative programmes. These included producing 3D models of 
parts of the anatomy following scans of children. This allowed medical staff to have a clearer outline of 
the children’s condition before any procedures were undertaken and meant that children who had to 
undergo surgery were potentially in theatre for shorter periods of time. The trust had also developed a 
virtual reality programme of a heart. 


• An interactive application was launched in November 2017 which featured gaming and augmented 
reality. This was designed to provide entertainment but also distraction for the patient whilst undergoing 
procedures in the hospital.  Young patients were able to select their own avatar to explore the hospital 
before they arrived. 


• The trust had an innovation laboratory were staff and patients were encouraged to put forward ideas to 
help improve patient care. These were then taken forward by the trust. 


University Hospitals of Leicester NHS Trust  


• The department had established one of the first dedicated Emergency Department Sepsis Team in the 
UK. The sepsis team were clearly visible throughout our inspection and were available 24 hours per 
day. Since the launch of this team, the number of patients recognised at possible risk of sepsis had 
doubled from 50 to 100 per week. Treatment of high risk patients with antibiotics within 1 hour of arrival 
had significantly improved as had the delivery of all “sepsis six” actions. 


• Outpatient services used an external company and an electronic system to develop improved referral 
pathways. The system linked into an electronic system used by GPs and helped them to identify the 
correct pathway for the patient or to recommend other care and treatment. The system also enabled 
patients to access urgent care and treatment quicker. Managers said this was the first system of its 
kind. 


• The diabetes clinic delivered an outstanding service to patients and the rest of the hospital. Staff 
wrapped care and multidisciplinary clinics around patients and we observed patients accessing a range 
of medical and lifestyle advice and support. Staff in the clinic accessed and delivered community based 
services and supported other areas of the hospital including inpatient wards and training staff. The 
environment was modern, clean and bright and the service demonstrated positive patient outcomes.  


• Outpatient services used an external company and an electronic system to develop improved referral 
pathways. The system linked into an electronic system used by GPs and helped them to identify the 
correct pathway for the patient or to recommend other care and treatment. The system also enabled 
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patients to access urgent care and treatment quicker. Managers said this was the first system of its 
kind. 


• The service had launched the ‘Red2Green’ initiative throughout the medical wards. This initiative was 
launched to reduce the amount of ‘wasted time’ in a patient’s hospital journey. Staff were able to 
demonstrate how this initiative had improved the patient pathway throughout the medical wards at this 
hospital. 


• A dedicated home birth team was created in September 2017, with the aim of increasing the home 
birth rate across the trust and was able to provide greater continuity of care within the woman’s own 
home.  


• St Mary’s Birth Centre provided extended postnatal care to all women, regardless of whether their 
babies had been born there. This was of particular benefit to women with complex needs, for example 
those with physical disabilities or mental health conditions.  


The Royal Wolverhampton NHS Trust 


• The trust had carried out “stress survey” for all staff, who could answer all questions around workload-
this was done confidentiality and anonymously. 


• The trust was working towards creating a ‘suicide training package’ staff attended regular meetings with 
CCG and suicide awareness meetings. 


• Trust have taken part in the LD mortality review programme, a national programme run by Bristol 
University looking at the deaths of people with LD from four years age upwards. The programmed 
started in October 2017. 


• Maternity services had implemented a new Quality Education & Normality (QEN) role to support training 
and development in the department. 


• The unit provided dedicated postnatal transitional care. 
• The introduction of a form on the back of a patient questionnaire; the form prompted the radiographers 


in areas such as the six point ID check and if the radiographers had checked the scan request on the 
electronic system. 


East and North Hertfordshire NHS Trust 


• The emergency department at Lister Hospital had introduced an electronic record system that identified 
children on the child protection register, notified staff of learning disability needs, highlighted patients at 
risk of sepsis, scored high on the national early warning score and notified the department’s leads and 
alerted nurses to repeat observations in a timely fashion. The nurses inputted patient information and 
vital signs into individual handheld devices. These communicated with the department’s information 
technology system, allowing continuous and visible monitoring of patients.  


• The emergency department at Lister Hospital used a validated, standard streaming process to identify 
high-risk patients and distinguish between those that should be in the minor injuries/urgent care unit, 
sub-wait area of majors and to the ambulatory emergency care unit. This process was set to be further 
established, once the new streaming area had been refurbished. Implementing a senior ED clinician in 
this area, to eliminate patient risk and to identify the deteriorating patient early.  


• Band 6 nurses could prescribe and administer early sepsis treatment early, as part of a patient group 
direction in the emergency department at Lister Hospital. 


• The responsiveness of the frailty and mental health teams had improved the flow within the emergency 
department at Lister Hospital since our last inspection in October 2015. The mental health team, known 
as RAID (rapid assessment, intervention and discharge team) were now available 24 hours a day, 
seven days a week and responded to referrals within an hour. They also implemented training within 
the department.  
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• The twins and multiple births association had rated the multiple pregnancy service as outstanding. A 
dedicated team of fetal medicine specialist obstetricians and a multiple pregnancy specialist midwife ran 
it. This meant they could provide continuity of care and carer. 


• Mount Vernon Cancer Centre (MVCC) had a research and clinical trials department. Nationally, MVCC 
was in the top 100 trusts for research. Patients attending MVCC had access to clinical trials and were 
able to participate in research. 


Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust 


• The trust used an enhanced care prescription (ECP) to assist in determining the need for additional 
staffing to provide enhanced supervision. 


• The trust had developed a rapid assessment programme team (RAPT). This team consisted of an 
occupational therapist, a physiotherapist, a social worker and a therapy assistant practitioner. This team 
was available for support of early supported discharges and were able to provide mobility aids, 
equipment and short-term packages of care to enable patients to return home or for more complex 
cases. They were also able to arrange transfer to a rehabilitation unit. 


• A trust team that specialised in protecting patients from pressure ulcers had won first place at the 
Tissue Viability Society’s 2016 conference for a unique skin care routine that counteracts the effects of 
skin damage. 


• The safeguarding midwife led regular multidisciplinary meetings with a focus on vulnerable, pregnant 
women. They were shortlisted for their innovative practice for the Royal College of Midwives Annual 
Midwifery Awards 2018.  Following our inspection we were told that they had won the award. 


United Lincolnshire Hospitals NHS Trust 


• The department had developed and implemented from a quality improvement project an acronym on a 
sticker known as ‘Trueman Show’. It was a tool to support staff identifying and diagnosing aortic 
dissections. It had led to identifying further cases and ensuring patients received the appropriate care 
and treatment in a timely way. 


• Staff on Burton ward had worked with the renal consultant to develop new training and a framework for 
fluid management that involved the whole team. This included new fluid ambassador roles for the 
housekeeping team that enabled them to provide fluids for patients in line with individual treatment 
plans. 


• Staff on Burton and Lancaster wards had developed ‘grab packs’ to assist in providing care in specific 
circumstances. For example, if a patient experienced a fall, the falls grab pack contained pre-printed 
sets of documentation that staff needed to complete including a copy of the care pathway. Similar packs 
were available for the Mental Capacity Act (2005) and the Deprivation of Liberty Safeguards (DoLS) 
and included application forms for urgent DoLS and an example of a correctly completed application 
form. A discharge grab pack included templates of the forms staff needed to complete as well as the 
checklist to ensure appropriate support and follow-up care had been arranged or explained. 


• Housekeeping and domestic staff on Lancaster ward showed us how they tracked individual needs 
according to a red, amber, green risk system. This helped them to plan each meal service in line with 
individual levels of need. Each patient also had an individual menu card that identified specific dietary 
needs such as blended or soft diets. Patients who needed one-to-one support to eat were served their 
meal last, which meant food stayed hot whilst staff served other patients.  


• Following feedback from patients, staff on Lancaster ward provided finger food for patients living with 
dementia. This meant they could snack at any time, including if they were walking around the ward, and 
reduced the risk of malnutrition because they could not eat a full meal at a specific time.  


• The service employed an eye clinic liaison officer in line with the Royal National Institute of Blind people 
national recommendations. 
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Wirral University Teaching Hospitals NHS Foundation Trust 


• In medical care services there were areas specifically designed for patients with dementia which 
included reminiscence rooms designed to resemble a pub and a beauty salon from the 1950’s and 
contained equipment from that era. 


• In maternity services they carried out community PROMPT training (a package that trains the attendees 
how to deal with obstetric and neonatal emergencies in the home setting) for the local ambulance trust 
staff and community midwives to train together. The maternity department were runners up this year in 
the Royal College of Midwives ”Excellence in Midwifery Education, Learning and Research award for 
the delivery of the course. 


Medway NHS Foundation Trust 


• The trust had developed a ‘Green book’, which consisted of emergencies, and management protocols 
for clinical emergencies. This allowed staff to have easy access to protocols for treatment during an 
emergency, and was in line with best practice. 


• A minimally invasive surgery tool “Da Vinci Robot” had been implemented to care for patients 
undergoing prostate surgery. This allows surgeons to perform complex and precise procedures in a way 
not possible with the human hand. 


• The trust is a hub of the West Kent Urology Cancer Centre. This meant prostate cancer patients across 
the whole region could benefit from this service. The service also had future plans to expand the range 
of procedures carried out by the tool. 


• Implementation of the frailty model in medical services had reduced the number of falls in the 
community and the number of admissions to the service, and directorate involved patients and the 
public in developing services. 


• The trust had one of the lowest delayed transfers of care rates in the country. It had worked hard with 
external partners improve the discharge processes for patients. This demonstrated there was better 
patient flow through the hospital and better discharge planning. 


• The trust had worked to reduce the numbers of patient falls in hospital. The appointment of a falls 
prevention clinical specialist nurse, falls awareness campaign and the implementation of a falls 
investigation toolkit had resulted in an 11 per cent reduction in falls in from April to March 2017.  


• Medical care departments had several volunteers recruited in the role of ‘Dementia Buddies’. A 
volunteer told us they undertook specialist dementia training to carry out the role. 


• The trust provided monthly “carers’ coffee breaks” in the hospital canteen. The purpose of the carers’ 
coffee breaks was to provide emotional support to the relatives and carers of patients living with 
dementia. We saw details of the coffee breaks advertised to carers of patients on Will Adams Ward. 


St Georges University Hospitals NHS Foundation Trust 


• The orthotics department had received a Bureau Veritas certificate which was an international 
certificate that demonstrated excellence and a drive for continuous improvement within the department. 
The orthotics department also met greater than 90% of the national targets. 


• The bariatric surgery team had streamlined the patient pathway for gastric bypass patients, allowing 
them to carry out the first day surgery gastric bypass in the UK.  


• In medical records, some patient notes were equipped with electronic stationery meaning they could be 
tracked on their journey throughout the hospital.  


• In the therapies department, therapists could use software to send videos of exercises to send to their 
patients to complete, which staff told us had improved patient outcomes. 


• The service engaged children in various projects to design logos and to raise money for charities. 
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The Hillingdon Hospitals NHS Foundation Trust 


• The senior maternity team was outward looking and proactive within the North West London maternity 
network.  They had worked very effectively to manage risks and plan for contingencies to accommodate 
the agreed increase in the number of births following the closure of another hospital’s maternity service, 
an event that had taken place earlier than anticipated. 


• The service was an early leader in establishing an effective system of midwife supervision, independent 
of line management, following the change in the way the Nursing and Midwifery Council (NMC) 
regulated midwives. Nine Professional Midwifery Advocates provided 24 hour on call cover supporting 
and developing effective midwifery practice which staff said had proved invaluable to new staff as the 
service expanded. 


• The postnatal team had identified a simple but effective solution to the problem of urinary retention 
when women had a catheter removed, Posters in toilets and postnatal wards gave women a 5 point 
plan to prompt them drink enough to ensure their bladder was working properly. This was a good 
example of translating staff ideas into practical action 


• Midwives and support workers used a secure digital app group that enabled them to see and opt into 
vacant shifts. This had significantly improved the fill rate of shifts. They also had a closed staff 
Facebook page for information on study days which supplemented formal channels of communication 
through newsletters and team meetings. 


• In Children and young people’s services, the department ran outreach diabetes clinics in local schools 
which had improved engagement with patients and attendance rates. 


Lewisham and Greenwich NHS Trust 


• The speech and language therapy manager had implemented a risk feeding protocol following a 
successful research pilot project. This resulted in demonstrable outcomes for patients, including a 10% 
reduction in the admission of patients with dysphagia through more effective feeding regimes. As part of 
the project new guidance was issued for patients and staff and a risk feeding register was implemented 
to help the multidisciplinary team track patients cared for under the new protocol. 


• Staff in the Trafalgar Clinic provided care and treatment for patients in a nearby prison. Each patient’s 
records were maintained on the service’s electronic patient record system. This meant when a patient 
left the prison service, there was no disruption in care or treatment because clinical staff always had 
access to this. In addition, if the patient moved out of the area, the electronic records could easily be 
shared with pharmacists and health workers in the offender resettlement programme. This meant 
patients received continual care and were at reduced risk of developing health problems associated 
with an interruption to antiretroviral therapy. 


• In the two years prior to our inspection, sexual health and HIV services recruited up to 50% of the 
participants for the trust’s whole clinical trial and research portfolio. This resulted from a policy of 
proactive and early-adoption participation that was part of a two-year strategy to improve participation in 
research in other hospital departments and services. 


• In critical care there was a dynamic programme of research and development enabled by the full time 
appointment of a research nurse working with doctors including consultants. Examples of research 
studies completed in the past year included a study exploring the relationship between family 
satisfaction and patient length of stay, and a pilot study looking at the improved physiotherapy outcome 
measure by the use of cycle ergometry in critical care patients. The trust recognised only a small 
sample size was used for each study. 
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Sherwood Forest Hospitals NHS Foundation Trust 
 
• A new pro-forma had been introduced to ensure patients were monitored effectively when in ED for 


longer than four hours. This included pressure area care, nutrition and hydration and ensuring any 
deterioration in their condition was monitored and highlighted appropriately.  


• The trust had purchased overnight ambulance provision to ensure patients could return home if they 
had been risk assessed as being safe to do so. This prevented patients from either staying in the 
department for longer than was necessary or being admitted unnecessarily. 


• The trust had implemented a Virtual Ward this was an establishment of 36 WTE Band 2 health care 
support workers to work across the Trust to support patients who required enhanced observation. We 
saw evidence in falls reduction as a result of The Virtual Ward therefore reduced harm for patients 


• The trust had implemented falls grab bags and responder bags. The EAU was equipped with an 
outdoor first responder bag and a falls grab bag to help staff respond to emergency situations. Both 
bags had daily documented safety and stock checks. We saw falls grab bags on all wards and spoke 
with the falls specialist nurse who also had a falls trolley with all the equipment required for re-
assessment of patients post fall. In order to support patients and staff after a fall the specialist nurse 
was able to go to the wards to support both the patient and the staff with practical and educational 
resources to reduce further risk. 


• Senior staff recognised the need for future sustainability of the workforce and provided development 
opportunities for staff nurses to progress to more senior roles. This included secondments to senior 
posts as part of professional development plans. The charge nurse on Ward 34 was actively working to 
promote development opportunities for healthcare assistants. For example, they had supported one 
HCA to attend a secondment to the tissue viability team and then ensured their learning was shared by 
encouraging the member of staff to work shifts elsewhere in the hospital through the virtual ward 
system. They planned to further embed this strategy to encourage more HCAs to take on more 
specialist roles and training. 


• Advanced nurse practitioners (ANPs) were in post in the emergency assessment unit and on Ward 41. 
Additional nurse training and education had enabled ANPs to carry out patient consultations and 
physical examinations, develop a differential diagnosis and prescribe where appropriate. We spoke 
with two ANPs they were all very supportive of each other and aware of the development of the role in 
order to support both the medical and nursing teams. The nursing team on Ward 41 explained the 
benefit of having an ANP available, always having someone with clinical expertise around providing 
continuity for the patients and the medical staff. 


• A new ward personal assistant role had been established. This team assisted in the performance and 
governance of each ward through audit administration support and arranging staff rotas to ensure they 
had time for mandatory training updates. 
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Item 8 - Integrated Performance Report 


Open Session   


Author Mrs. Carole Langrick, Director of Operations 


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 The report summarises operational performance in February 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 indicators 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 are: 
Outcome: two Never Events involving a blood transfusion and an 
insulin overdose. 
Experience: Access targets: A&E 4-hour wait, cancer 2ww and 
RTT. 
Efficiency: All Care Groups bar Community are in financial 
escalation with Cost Improvement targets (CIP) being the main 
challenge. 
Workforce: failure to recruit substantive medical staff continues to 
make some specialties fragile. Paediatrics, breast surgery, 
radiology and rheumatology face particular risks. Most Care 
Groups have also fallen behind on job planning and compliance 
with appraisal and training requirements. 


Action / decision 


required from the 


Board 


To note the report and to endorse the actions proposed to 
mitigate risk. 
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EXECUTIVE SUMMARY SEPTEMBER 2018 
Month: June 2018 * One month in arrears ** Two months in arrears ***Three months in arrears 


 


Best Experience 


Indicator 


  


Target 


2018/19 


Director Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


RTT - % Incompletes waiting <18wks* CL 92% 91.3% 92.7% 92.2% 
  


92.4% 


RTT waits over 52 weeks* CL 0 0 0 0 
  


0 


A&E % seen in 4hrs - Trust Total CL 95% 88.6% 91.2% 89.9% 
  


90.5% 


A&E % seen in 4hrs - All UCC 'Walk-ins' Type 3 CL 95% 100.0% 100.0% 100.0% 
  


100.0% 


Ambulance handovers >15-30mins CL 0 864 2138 2606 
  


4744 


Ambulance handovers >30-60mins CL 0 275 594 767 
  


1361 


Ambulance handovers >60mins CL 0 79 158 184 
  


342 


Ambulance Handovers - no. >120 minutes CL 0 5 5 6 
  


11 


12 Hour Trolley Waits CL 0 0 0 0 
  


0 


% Diagnostic Tests <6wks CL 99% 99.97% 99.77% 99.99% 
  


99.88% 


Cancer 2WW* CL 93% 95.47% 91.61% 94.72% 
  


92.84% 


Cancer 2WW Breast Symptoms* CL 93% 95.94% 92.51% 94.83% 
  


93.39% 


Cancer 31 Days Diagnosis to Treatment* CL 96% 99.43% 99.44% 98.55% 
  


99.09% 


Cancer 31 Days Subsequent Treatment - Surgery* CL 94% 96.00% 98.36% 97.96% 
  


98.18% 


Cancer 31 Days Subsequent Treatment - Anti Cancer Drug* CL 98% 100.00% 100.00% 100.00% 
  


100.00% 


Cancer 62 Days to First Treatment* CL 85% 87.90% 88.36% 87.82% 
  


88.15% 


Cancer 62 Days Consultant Upgrade* CL 85% N/A 100.00% N/A 
  


100.00% 


A&E % Seen in 4hrs - DMH CL 95% 88.0% 86.8% 86.5% 
  


86.6% 


A&E % Seen in 4hrs - UHND CL 95% 75.4% 84.2% 80.7% 
  


82.4% 


A&E CI - Unplanned Re-attendance rate CL <=5% 1.8% 1.7% 1.6% 
  


1.7% 


A&E CI - Time to treatment (median) CL <=01:00 00:42 00:43 00:42 
  


00:43 


6 hour wait in Urgent Care Centres CL 95% 99.7% 99.7% 99.7% 
  


99.7% 
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Maternity 12 week bookings CL 90% 90.0% 91.5% 89.2% 
  


90.3% 


Maternity Breast Feeding at Delivery CL 60% 60.0% 59.8% 59.1% 
  


59.4% 


Maternity Smoking at Delivery CL 22.4% 14.6% 15.9% 17.0% 
  


16.5% 


% Emergency C-Section births (grade 1-3) CL 
 


12.0% 11.8% 12.5% 
  


12.1% 


Stroke - 90% of time on a stroke unit* CL 90% 95.5% 93.8% 95.5% 
  


95.5% 


Stroke - Scan within 1 hour* CL 50% 44.2% 47.8% 44.2% 
  


44.2% 


Sleeping Accommodation Breach NS 0 4 0 4 
  


4 


ERS - ASI % of DBS Bookings* CL 4% 26.6% 23.1% 28.2% 
  


25.1% 


Cancelled Operations - Breaches of 28 Days CL 0 0 6 0 
  


6 


Urgent Operations cancelled for 2nd time CL 0 0 0 0 
  


0 


Delayed transfers of care (% of all admissions)* CL 3.5% 0.06% 0.03% 0.04% 
  


0.03% 
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Best Outcome 


Indicator 


  


Target 


2018/19 


Director Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


Clostridium difficile cases NS 18 2 4 5     9 


MRSA Bacteraemia NS 0 0 1 1     2 


MSSA NS   1 8 6     14 


Ecoli NS   38 107 100     207 


VTE* NS 95% 95.3% 97.0% 96.1%     96.6% 


Sepsis Screening AE (Quarterly)* NS     100.0%         


Sepsis Screening IP (Quarterly)* NS     100.0%         


Duty of candour NS Compliance             


Never events NS 0 1 2 2 0 0 4 


Serious Incidents reported within 2 working days of identification NS   100% 100% 100%     100% 


Total number of incidents reported (Monitoring trends) NS   1503 4441 4998     9439 


Serious Incidents Interim reports within 72 hours NS   100% 100% 100%     100% 


SUIs reported via STEIS as a proportion of all incidents involving severe injury 
or death within a Trust NS   12 17 32     49 


Serious Incident RCAs submitted within 60 working days**** NS   100% 100%       100% 


Readmissions within 30 days of previous discharge following elective* CL   104 274 195     469 


Readmissions within 30 days of previous discharge following emergency* CL   619 1817 1259     3076 


Crude Mortality*** NS   4.70% 4.70%       4.70% 


HSMR*** NS   97.90 97.90       97.90 


SHMI****** NS   105.52           


Dementia - eligible admissions screened* NS 90% 91.3% 90.9% 90.7%     90.8% 


Dementia - AMTS compliance* NS 90% 83.7% 81.7% 91.8%     85.8% 


Dementia - onward referrals* NS 90% 100.0% 100.0% 100.0%     100.0% 
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QUALITY ACCOUNTS Target 


2018/19 


Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


Quality Account Indicators not elsewhere reported 


Falls - Acute (Incident Report)*   128 379 373     752 


Falls - Community (Incident Report)*   21 47 64     111 


Reduction in Falls - Acute (per 1000 bed-days) (Cumulative)* 5.6 5.6 5.5 5.6     5.6 


Reduction in Falls - Community (per 1000 bed-days) (Cumulative)* 8 6.9 6.1 6.9     6.9 


Continuation of Sensory Training into staff education programmes* 180 per Q             


Falls & Fragility fractures - patients screened*               


Falls & Fragility fractures - % eligible patient receiving follow up assessment for 
osteoporosis* 50%             


Falls & Fragility fractures - % patients with appropriate referral for axial scan (as a 
proportion of eligible patients)*               


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 1 0     1 


Grade 3 & 4  newly acquired avoidable pressure ulcers - Community 0 1 2 1     3 


Grade 2  newly acquired avoidable pressure ulcers - Acute Monitor 0 0 0     0 


Grade 2  newly acquired avoidable pressure ulcers - Community Monitor 0 0 0     0 


% adult patients that are correctly screened for undernutrition within 6 hours* 85%   96.52%       96.52% 


% adult patients re-screened weekly for undernutrition * 89%   95.09%       95.09% 


% 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%   93.15%       93.15% 


% adult patients identified at moderate or high risk of undernutrition have 
evidence of well completed food and fluid record charts* 89%   92.56%       92.56% 
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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?*     85% 81.0%     85.0% 


Were you given enough privacy when discussing your condition or treatment? *     88% 83.0%     88.0% 


Did you find a member of staff to discuss any worries or fears you had?      79% 81.0%     79.0% 


Did a member of staff tell you about any medication side effects that you should 
watch out for after you got home in a way that you could understand? *     68% 61.0%     68.0% 


Did hospital staff tell you who you should contact if you were worried about your 
condition or treatment after you left hospital? *     88% 75.0%     88.0% 


% of staff who would recommend the trust to family and friends needing care 
(Staff Survey) Annual*               


Friends and Family Test - increased response rate in Inpatients   28.5% 28.8% 27.8%     28.3% 


Friends and Family Test - increased response rate in A&E   9.6% 10.8% 10.7%     10.8% 


Friends and Family Test - increased response rate in Maternity   13.8% 13.3% 13.3%     13.3% 


Friends and Family Test - increased response rate in Community*   5.1% 3.0% 4.4%     3.6% 


Summary Hospital Mortality Indicator (SHMI) ******   105.52           


Hospital Standardised Mortality Ratio (HSMR) ***   97.90 97.90       97.90 


Crude Mortality (HSMR) ***   4.70% 4.70%       4.70% 


Deaths with a palliative care code (Z515)******   42.7%           


Readmissions within 28 days* 7% 12.9% 12.5% 12.9%     12.7% 
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  Best Efficiency 


Indicator 


  


Target 


2018/19 


Director Month Qtr 1 Qtr 2 
Qtr 
3 


Qtr 
4 YTD 


Data completeness community services - RTT* CL 50% 100.0% 99.9% 100.0%     99.9% 


Data completeness community services - Referrals* CL 50% 99.8% 99.8% 99.8%     99.8% 


Data completeness community services - Treatment activity** CL 50% 98.5% 99.3% 98.5%     99.1% 


% of SUS data altered* CL 10% 12.6% 10.7% 13.2%     10.7% 


Discharge summaries within 24 hours CL 95% 92.8% 91.6% 92.5%     92.0% 


Valid NHS number field submitted via SUS - Acute* CL 99% 99.7% 99.8% 99.7%     99.7% 


Valid NHS number field submitted via SUS - A&E* CL 95% 98.3% 98.6% 98.5%     98.5% 


GP referrals CL   7,492 25,223 24,094     49,317 


Non GP referrals CL   1,381 19,097 18,413     37,510 


Outpatient attendances CL   40,736 142,527 131,986     274,513 


Elective day-case admissions CL   3,239 11,161 10,503     21,664 


Elective inpatient admissions CL   498 1,816 1,626     3,442 


Theatres (utilisation) CL 85% 78.0% 79.4% 79.6%     79.5% 


Non-elective admissions CL   5,560 17,223 17,099     34,322 


Digital Dictation - upload to approve CL   7.69 6.87 7.13     6.86 


Summary Income and Expenditure (£000s) (cumulative)* DB   -228,291 -114,419 -228,291     -228,291 


Agency cap (£000s) (cumulative)** DB   -3401 2727 -3401     -3401 


Cost Reduction (£000s) (cumulative)* DB   -7,653 -3,938 -7,653     -7,653 
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Best Employer 


Indicator Director Target 
2018/19 


Month Qtr 1 Qtr 2 Qtr 3 Qtr 4 YTD 


Trust Sickness MS <4% 4.55% 4.42% 4.55% 
  


4.55% 


Appraisal Figures - All staff MS 63.0% 40.00% 14.00% 40.00% 
  


40.00% 


Essential Training - All staff MS 63.0% 60.00% 33.00% 60.00% 
  


60.00% 


Voluntary Turnover MS 9.0% 6.90% 7.00% 6.90% 
  


6.90% 


Total Turnover MS Information 12.53% 12.82% 12.53% 
  


12.53% 


Vacancy Rates -Effective shortfall MS <5% 4.61% 4.56% 4.61% 
  


4.61% 
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Key: G = good; RI = requires improvement 
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BEST EXPERIENCE 


 


A&E (4-hour wait target – 95%)  


 


The Trust fell short of the A&E 4hr wait targets in Q1 and Q2 (Table 1).  


 


Table 1: A&E 4hr Wait Target (95% national standard)  


A&E 4hr Wait Target Apr May Jun Jul Aug Sept 


STF Trajectory 94.81% 90.79% 93.13% 93.70% 95.16% 96.76% 


DMH 83.98% 91.64% 84.45% 82.14% 88.36% 87.98% 


UHND 82.48% 87.57% 82.21% 84.31% 80.55% 75.37% 


Total 89.74% 93.61% 89.97% 90.00% 91.08% 88.59% 
Key: Green = achieved both NHSI trajectory and 95% standard; Amber = failed either NHSI or national standard; Red = failed 


both NHSI and the national standard 


 


Table 2: A&E breaches - 2018 compared to 2017 


 
Apr-Sept 2018 variance  Sept 2018 Variance 


DMH breaches 4,130 2,110  595 310  


UHND breaches 6,177 1,618  1,421 1,161  


Total breaches 10,307 3,728  2,016 1,471  


 


Trust 4hr wait performance is consistently low by regional comparisons but is much better by 


national standards, having only fallen into the third quartile nationally three times in 2018-19 


(Table 3). 


 


Table 3: 4-hour wait performance: regional and national comparators 


  CDDFT CDDFT % 4-hr wait league table position   


  


Percentage seen in 4 -
hours (all types) 


Versus NE region (of 8 
Trusts)  


Versus England  
(of 138 Trusts)  


All England 4-hr 
wait percentage 


Apr-18 89.8% 7
th


  40
th


  88.5%  


May-18 93.6% 7
th


  33
rd


  90.4% 


Jun-18 90.0% 7
th


  73
rd


  90.7% 


July 18 90.0% 7
th


  59
th


  89.3% 


Aug 18 90.2% 7
th


  43
rd


  89.7% 


Sept 18 88.6% 8
th


  61
st


  88.9% 


 


Volume of admissions, the acuity of patients and the timeliness of discharges are key factors 


behind these trends.  


 


Attendances 


 


Overall A&E (Type 1) attendances have fallen (Table 4), but within that NEAS ambulance 


attendances have risen (by 3.5% at DMH and 0.6% at UHND).  


 


Table 4: A&E attends –2018 compared to 2017 


 
Apr-Sept 2018 Variance  Sept 2018 Variance 


DMH attends 30,887 -743  4950 -227 
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UHND Attends 35,181 157  5770 75 


Total Attends 66,068 -586  10,720 -152 


Urgent Care Attends 42,687 -16  6,944 618 


 


Admissions, bed occupancy and medical length of stay 


 


In Q1/Q2, Trust-wide non-elective admissions rose (by 2% compared to Q1/Q2 in 2017-18). 


Medical admissions at UHND rose by 3.4% but were static at DMH (falling 0.1%).  


 


Last year, length of stay (LoS) for medical patients was higher at DMH than at UHND. This 


situation has persisted through to the present.  


 
 


Moreover, compared to Q1/Q2 in 2017-18, LoS for medical patients has fallen at UHND but 


risen at DMH. 


 


Table 5: Length of stay (in days on an acute site) 


  Q1 Q2 Q1 Q2 


Non-elective Medicine LoS UHND 3.80 3.81 3.79 3.44 


Non-elective Medicine LoS DMH 4.73 4.48 4.84 4.82 


 


As a consequence, medical bed occupancy consistently exceeds the 85% best practice 


standard, being consistently above 90% throughout Q1/Q2. The limited availability of acute 


beds has a knock-on effect into ED. 


 


Acuity  


 


Based on the HRGs which A&E activity would have attracted had the Trust not been on a 


block contract average acuity at DMH has increased but has fallen at UHND.  


 


 High complexity HRGs Mid-complexity HRGs Low Complexity HRGs 


DMH    


2017-18 5,529 15,440 10,661 


2018-19 5,389 15,918 9,582 


Variance -140 478 -1,079 


UHND    


2017-18 5,209 17,495 12,320 


0.00


1.00


2.00


3.00


4.00


5.00


6.00
Medical Length of Stay 


Non-el Medicine LoS UHND Non-el Medicine LoS DMH
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2018-19 5,125 16,855 13,205 


Variance -84 -640 885 


 


Timeliness of discharge 


 


In Q1/Q2, discharges before mid-day remain largely unchanged: UHND discharged 16% of 


patients before mid-day (cf. 15% in 2017); DMH discharged 12% (cf. 14% in 2017). The % of 


patients discharged at w/ends is also broadly unaltered. 


 


Actions 


 


The main vehicle for change remains the Transforming Emergency Care Programme which 


now has a new project manager and links to the developing Winter Plan. It covers four broad 


themes, each with its own specific work-streams:  


 


Theme  Operational focus 


Admission avoidance Up-to-date Directory of Service; rapid access to specialty opinion; 


frail elderly pathways improvement. 


Front of house Improving ambulance handovers; full implementation of Primary 


Care screening; improving patient flow in ED and in assessment 


areas including introducing the “Referrer Decides” policy. 


Discharge 


management 


Extending discharge lounge hours, discharge to assess and 


trusted assessor initiatives. 


General enablers Improved real time electronic bed management; winter planning; 


therapy review; Project Margaret; winter resilience planning; 


Emergency Care Centre build at UHND 


 


Within this broad initiative, the Emergency Department has developed an Action Plan to 


provide specific assurance that the 4-hr target can be achieved in Q3 and Q4. Alongside 


this, the Trust is planning a Next Steps Home initiative to be launched in November. This 


defines the roles and actions for staff groups responsible for all parts of the non-elective 


pathway, from ward nurses to the Executives.  


 


Key ED actions include: Implementation of ‘Referrer Decides’ policy, match nurse shifts to 


times of peak demand, implement rapid access and treatment, hourly ED Board Rounds, 


social worker in ED, GPs consultations to be increased from 9 to 16 per 8 hour shift, reduce 


streaming into majors and minors, discharge to discharge lounge straight from ED, embed 


6A’s (Advice, Access to out-patient services, Ambulatory Emergency Care, Acute Frailty 


Unit, Acute Assessment Units, Admission to specialty ward direct) and “home first”, 


introduce ambulance handover nurses, complete the estates work to support GP streaming..  


 


Other actions include a range of measures to promote “home first” at each stage of the 


pathway. These include: 


Admission Avoidance: Consultant Connect, consider alternatives to admission such as: 


outpatient referral, ambulatory emergency care, acute frailty or assessment units  


Patient flow - SAFER: senior review before mid-day, expected discharge date and clinical 


criteria for discharge; first ‘golden patient' leaves the ward by 10am; 33% of patients 
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discharged from inpatient wards ‘home for lunch’ (or transferred to the discharge lounge), 


systematic MDT review of patients with stay of > 6  days, increased visibility of Gold and 


Silver Command.  


Discharge / community support: criteria-led discharge, implement “perfect discharge” 


pathway, discharge to assess, trusted assessor initiatives, implement regional choice policy. 


 
The responsibilities of various staff groups include, for example: 
 
Ward-based consultants: Understand the Trust’s Opel position, identify discharges as per 
SAFER, ensure TTO’s for ‘home for lunch’ patients are ready, support criteria led discharge, 
educate juniors re effective discharge practice at every huddle, implement the “perfect 
discharge” pathway, identify and make plans for 3 boarders per ward by 3pm daily, create time 
to complete discharge letters, ensure every patient has a management plan and is reviewed 
daily 
Executive Directors: support and attend the bed meetings each day on each acute site, visit 


their buddy wards twice weekly, communicate with external partners, endorse meeting reduction 


through November. 


Medical Director: ensure all consultants are committed to the perfect discharge pathway,  
communicate commitment to the referrer decides policy, be available for escalation if CT results 
are not  reported within the 1 hour for ED & AMU, ensure consultant commitment for every 
patient to have a Senior review by mid-day and a realistic management plan, and that all 
boarders are reviewed daily. 
Director of Nursing: ensure all nurses understand the ethos of Project Margaret, that nurses 
take charge of ward huddles, that they update Nerve-Centre at the huddle, understand and 
support patient choice, support the perfect discharge pathway, ensure corporate nursing staff 
visit and support wards in relation to SAFER and huddles 
 
 
Referral to Treatment (RTT) 


 


Growth in total referrals was restricted to 1.6% in Q1/Q2, (0.6% for GP referrals and 


4.6% for non-GP referrals). The Trust achieved the 92% RTT target from April to 


August but fell short of the standard in September with a performance of 91.3%. The 


negative trend is likely to continue in October. Significant factors in this trend are: 


 the lack of ophthalmology consultants during the summer months which has resulted in a 
backlog 


 a lack of theatre staff resulting in theatre sessions being cancelled at short notice.   
 Performance continues to be heavily scrutinised in weekly RTT and monthly Performance 


review meetings:  
 The surgical care group are reviewing how they allocate theatre sessions.  
 Executives approved additional funding for independent sector support to ophthalmology.  
 As part of winter planning, the Trust is aiming to move up to 95% of its elective 


orthopaedics work to BAH to protect it from non-elective bed pressures. In addition, steps 
are being take to equalise the backlogs of individual surgeons. 


 


Cancer  


 


 Target Aug 2018 Sept 2018 Q2 


2 week wait (2ww) 93% 95.5% 92.5% 1  94% 


2ww breast symptomatic 93% 95.94% 89% 1 92.7% 


62-day 1st treatment 85% 87.9% 2 87.7% 


62-day screening 90% 100% 2 92% 
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1
 fully validated but not reported yet  


2
 provisional – not fully validated 


 


Cancer 2ww and Breast Symptomatic: Fully validated but not yet reported figures show 


that the Trust achieved the 2ww target for Q2 as a whole although it fell below target for 


September. The most pressurised specialty is dermatology. The Trust is working with 


commissioners and Consultant Connect to introduce a Dermatology tele-triage system in 


which GPs considering a 2ww referral will use an App to send a photo of the lesion together 


with an e-RS referral for a consultant opinion. The consultant will triage the patient into a 


2ww slot or elsewhere, as appropriate.  


 


Breast surgery has fallen behind target for Q2 as a whole. It relies heavily on one clinician 


taking work with him to the Spire Washington. The Trust continues to support the regional 


position and continues to advocate for a a regional hub and spoke solution as part of the 


regional STP work. 


 


Cancer 62-day treatment  


 


The Trust was one of only three Trusts in the Northern Cancer Alliance region to achieve this 


target in August. The Q2 position is not yet fully validated but provisional figures suggest the 


Trust will achieve the target in the quarter as a whole. The same applies to the screening 


target where Q2 performance is still on track.  


 


There were 21 breaches of the main treatment target including 8 full and 13 shared with 


other FTs. 10 patients had potentially avoidable delays. 


 


Key actions include: continued focus on tracking frequency; reducing DNA’s for diagnostic 


tests; working with Primary Care to improve referral quality; work with the Northern Cancer 


Alliance to develop standardised pathways when care is transferred between Trusts; focus 


on Day 28 – Faster Diagnosis Target ; development of a video to educate CDDFT patients 


and staff on cancer pathways and their roles; completion of the Colorectal work stream with 


pilot of electronic triage by Consultants, planned roll -out of electronic requesting for 


endoscopy, pilot of patients first seen in clinic having CT scan dates agreed before they 


leave the hospital; on-going review of lung  pathway; continuing roll out of request forms for 


each MDT to improve efficiencies and reduce delay to MDT discussion. This is now live in 


GI, Lung and Skin MDTs.  


 


Stroke: scan within one hour  


 


The service has recently transferred into the IMS Care Group, which will pick up the work 


started in IAC to understand in detail the pathways related to this indicator as a prelude to 


being able to develop a robust action plan. In the meantime, the actions being taken are:  


 The stroke ward nursing/medical team have revised the 1hr CT scan request form to 
ensure ward staff provide clear instructions to the radiology team when making a referral. 


 IMS will pick up the proposal to undertake a clinical audit to examine “door to scan” times, 
comparing direct and indirect stroke admissions.  


 The elderly care physicians and managers liaise regularly with colleagues in the CSS Care 
Group to validate and review breach data. They are also strongly engaged with the regional 
clinical network to ensure they learn from the experience of others.  
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Sleeping Accommodation breaches 


 


All four breaches in September related to patients unable to be discharged in a timely 


manner from the Intensive Care Units because of ward bed pressures.  


 


Appointment Slot Issues 


 


The Trust continues to be a national leader in the implementation of e-RS but similar 


pressures affect ASI rates as those affecting RTT performance. Work continues to review 


the number of sites from which the Trust delivers out-patient services. The out-patient 


steering group, led by the CSS Associate Director of Operations, continues to review 


opportunities to consolidate services.  


 


BEST OUTCOME 


 
Dementia – Abbreviated mental test score (ATMS) 
 
The Trust dementia lead continues to believe that weak recording practices are behind the 
failure to achieve this target. All matrons/ward managers have been requested to validate the 
data each month and they receive reminders from the system if assessment is not completed. 
Junior doctors are reminded that they should document AMTS on admission and prior to 
discharge. The pilot incorporating this requirement into Nervecentre has proved useful and roll-
out across the Trust is envisaged. In the end, performance is dependent upon ward and clinical 
leaders ensuring that nursing staff and junior doctors adhere to this requirement. 
 
Pressure Ulcers: Community  


 
As reported previously, the Trust continues to be a national leader in pressure ulcer care. A 
recent NICE guideline was based on learning from CDDFT. The Trust has a centre of 
excellence award for pressure ulcer prevention, and the tissue viability nurse is working as a 
NICE lead from April 2018. 
 
Pressure ulcer reviews have identified that on occasion there have been delays in completing 
Waterlow assessments or pressure ulcer prevention plans, but on all occasions the patient has 
had reduced mobility and significant co-morbidities 
 
The Trust continues its internal improvement programme, which includes: 
 bed replacement: introduction of new mattresses as a standard preventive measure. 
 chair replacement. Introduction of pressure reducing foam chairs as standard.  


 


Re-admissions 


 
The Trust's action plan to reduce re-admissions has been subsumed within the TEC programme 


which contains a work-stream to improve the timeliness and robustness of discharge pathways. 


The implementation of the new Community Contract with its focus on Teams Around Patients 


(TAPS) from October 1st is also designed to enable services to care for more patient at home for 


more of the time. Reducing admissions goes hand in hand with reducing re-admissions. 
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The other major innovation, due to be introduced in November is a scheme, Consultant 


Connect, which will allow GPs access to immediate consultant advice about patients whom they 


are thinking of referring to A&E or for an in-patient admission. 


 


BEST EFFICIENCY 


 


% of SUS data altered 


 


Performance in 2018-19 has improved but falls just short of target. New coding staff have been 


recruited and trained but the largest single factor in performance has been summer leave 


arrangements. 


 


Discharge summaries within 24 hours 


 
The Trust continues to fall just short of target. Care Groups are being asked to examine their 
processes in detail and at consultant level to try to achieve the small but significant step-change 
which would allow the Trust to achieve the target. Achieving it continues to be a significant 
quality, safety and reputational issue with GPs.  
 
Theatre utilisation (ILU) 


 
In-list utilisation (ILU) remains below the 85% target, largely through lack of availability of ward 


or ITU/HDU beds due to medical boarding. UHND consistently cancels more patients within 24 


hours of surgery than other sites. The development of the Pre-assessment unit (PACU) in time 


for winter will help to mitigate this issue. Other actions include:  


 Weekly review of all theatre lists to identify under-booked lists. 
 Specialties with consistently low ILU are the subject of special focus: 
 Plastics: Staggered admissions have been removed from LA lists at UHND and DMH, and 


an additional patient has been added to some lists. Lists that achieve >80% ILU are 
reviewed and lessons shared.  After reviewing the ‘early finishes’ report, a trial of 11 
patients per list instead of 10 is taking place.  


 Pain – all lists will now be run at BAH which historically runs at an ILU of >80%.  
 Oral Surgery – these lists often have patients with learning disabilities who have a longer 


turnaround time.   
 Shotley Bridge – each specialty is now reviewing the lists they have at SBH.  
 Shadowing – Theatres Managers are shadowing specialty lists with low ILU to identify 


specific delays and agree mitigating actions.  
 


Finance: Month 06 - 2018/19  


 


Background - In line with NHS Improvement (NHSI) requirements for all FT’s, the Trust 


submitted a group operational plan for 2018/19, which set out how it would achieve its control 


total of £8.019m surplus and so secure the £18.091m S&TF available, subject to achieving the 


performance trajectories.  The salient features of the agreed group plan are: 


 It records a planned surplus of £8.019m 
 It is based upon planned cost improvement targets of £33.466m 
 It assumed receipt of the full £18.091m S&TF funding 
 It should achieve a financial sustainability risk rating of 3. 
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The NHSI operational plan is fixed so there will be differences between this and the live budgets 


shown within this report. 


 


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. .  


 


Live Budget Position - As at 30th September 2018 the Group is reporting an operational deficit 


of £8,664k which is £9,411k behind its budgeted position. The Cost Improvement Plans (CIP) 


within this position have been phased to a more challenging trajectory to ensure that pace of 


delivery is maintained and visible. 


 


NHSI Operational Plan Position -  


 


The Trust is £15k ahead of its planned control total as at 30th September 2018 excluding PSF. 


PSF performance is however £1,900k behind plan due to both Q1 and Q2 A&E performance not 


meeting the targeted trajectory.  Overall performance inclusive of PSF is therefore £1,884k 


behind the planned level.  


 


    
Annual Plan 


£000's 
Plan to Date 


£000's 
Actual to Date 


£000's 
Variance 


Income (Including PSF) 475,908 236,172 232,706 -3,466 


Expenditure; Pay Costs -309,093 -154,704 -152,746 1,957 


  Non Pay Costs -132,456 -74,322 -75,545 -1,223 


  CRT 19,668 7,653 0 -7,653 


  Reserves -20,319 -1,350 0 1,350 


  Total Expenditure -442,199 -222,723 -228,291 -5,569 


EBITDA 
 


33,709 13,450 4,415 -9,035 


Depreciation and Amortisation -9,304 -4,658 -5,090 -432 


Surplus / (Deficit) from Operations 24,405 8,792 -675 -9,466 


Profit / (Loss) on Asset Disposals 0 0 9 9 


Interest Receivable -275 -137 31 168 


Interest Payable -13,869 -6,929 -7,092 -163 


PDC Dividend 
 


-1,957 -978 -937 41 


Misc. Other Non-Operating expenses 0 0 0 0 


Donated Asset Income 0 0 0 0 


Corporation Tax -224 0 0 0 


Trial Balance Surplus/(Deficit) 8,081 747 -8,664 -9,411 
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Variance Chart 


 
Agency Cap  
 
NHSI wrote to the Trust on the 6th February 2018 confirming that a total agency cap for 2018/19 
would be set at £17.960m.  This represents a reduction of £2.736m from that in place during 
both 2016/17 and 2017/18. 
 
The ceiling has been allocated at a care group and corporate level, the table to the right shows 
the 2018/19 financial performance against this: 
 


  


Cumulative Control Total 
Month 06£000's 


Cumulative Actual Total 
Month 06 (£000's) 


Cumulative Variance 
Month 06 (£000's) 


AEC £2,663 £2,677 £13 


Surgery £2,329 £1,257 -£1,072 


CSS £1,062 £610 -£452 


Family Health £1,350 £632 -£717 


Community £1,342 £187 -£1,155 


CEO £12 £3 -£9 


Commercial £54 
 


-£54 


Finance £25 £35 £10 


Consortia Leadership Academy £0 £7 £7 


HR £77 £66 -£11 


Nursing £2 £54 £52 


Ops £13 £10 -£3 


E&F £51 £0 -£51 


Medical £0 £11 £11 


SCL £0 £30 £30 


Total £8,980 £5,579 -£3,401 
 
Cost Reduction (variance vs live plan: -£7,652,598) 
 
The Trust’s cost improvement target (CIP) is set at £33.397m in the budget setting papers in 
order to achieve the requisite level of clinical efficiency and financial surplus expected by the 
board.  As at Month 06 the actual CIP delivery amounts to £13.730m for the year.   
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Cost Improvement plans – trajectory and actual 


 
 
Care Group Performance (live budgets) - Care Group/corporate variance: £7,442,099 
 
Care Group performance against live budgets (Reported as Month 06) is detailed in the tables 
below: 
 


  
Current 


Plan£000's 
Plan To 


Date£000's 
Actual To 


Date£000's 
Variance 


£000's 
ACUTE & EMERGENCY CARE 91,586 50,756 55,734 4,978 


CLINICAL SPECIALIST SERVICES 49,320 27,831 28,688 857 


COMMUNITY SERVICES 47,608 23,707 23,026 -682 


FAMILY HEALTH 45,992 23,862 24,906 1,044 


SURGERY 88,997 46,528 49,246 2,718 


CORPORATE DIVISION 73,439 37,476 38,442 966 


COST REDUCTION 4,852 2,439 0 -2,439 


Care Group Performance 401,793 212,599 220,041 7,442 


 


  Variance Build Up       


  Income Pay Non Pay CIP Total 


  £000's £000's £000's £000's £000's 


ACUTE & EMERGENCY CARE -£102 £1,947 £64 £3,069 £4,978 


SURGERY £51 -£1,414 £533 £1,687 £857 


CLINICAL SPECIALIST SERVICES -£5 -£1,040 £288 £76 -£682 


CORPORATE DIVISION -£89 -£230 £36 £1,326 £1,044 


FAMILY HEALTH £17 -£368 £389 £2,680 £2,718 


INTEGRATED ADULT CARE £322 -£590 -£19 £1,253 £966 


COST REDUCTION £0 £0 £0 -£2,439 -£2,439 


Care Group Performance 194 -1,695 1,290 7,653 7,442 
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BEST EMPLOYER 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Vacancy rates and the impact on locum expenditure is monitored in the integrated performance 
meetings. The Medical Directorate retention figures have been negatively impacted by the 
inclusion of GP and Psychiatry Rotation Doctors in this corporate group. 
 
 


Trust Headcount 


 
Establishment & Retention 


 
September Retention Figures by Care Group 


 
September Starters / Leavers Analysis 
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Sickness Absence 


 
Sickness Absence – Three Year Comparison 


 
Appraisal 


 
Sickness Absence – Three Year Comparison 


 
September sickness absence has increased 0.08% to 4.55%, 0.54% higher than the CDDFT 
average figure of 4.18% for 2017-18 and above the annual target of 4%. Short term episodes 
of sickness have increased by 0.25% this month and long term sickness episodes have 
decreased by 0.17% on August’s figures. Unfortunately at present not all sickness is 
recorded with a specific reason for the period of absence but as self-service is rolled out 
reporting of sickness will become more accurate and it will be possible to further analyse 
seasonal sickness patterns and reasons for absence. 
 
Appraisal completions are below the 63% target for the end of September and currently not 
on trend to achieve 95% by the end of December, but they are 17% higher than the same 
period last year.  
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Core Essential Training 


 
Role Essential Training 


 
Some Care Groups remain well behind the essential training trajectory. The records of some 
Care Groups do not always align with official central records. Those Care Groups have been 
asked to work closely with Workforce Services to validate the figures. Compliance is monitored at 
the monthly integrated performance reviews. In addition to the universally mandated training, 
some staff groups have mandatory role-specific training. This is also beginning to be monitored 
systematically at the monthly integrated performance reviews. 
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Care Group Risk Ratings  
 


Risk Ratings 
       Experience Outcome Efficiency Workforce Total 


IMS 12 6 16 9 43 High 


CSS 4 6 16 6 32 Medium 


Family Health 6 6 16 6 34 Medium 


Community 2 2 2 2 8 - Low 


Surgery 12 9 16 8 45 High 


      Items escalated for discussion in the bi-monthly Executive Reviews 


Congratulations: For the first time since the current Performance framework was introduced 
one Care Group - Community - has achieved a score of 2 for performance on each 
touchstone. This reflects well on the management team who have successfully led 
implementation of the new community contract. 


Finance: All Care Groups are in financial escalation with the exception of Community.  


Workforce: Most Care Groups have experienced delays in the sign-off of Consultant Job 
Plans and appear to be falling behind training and appraisal targets. 


Other escalation  


IMS: A&E 4-hour wait and bed pressures; Never Events. IMS have also inherited two 
escalated items from the former IAC Care Group: rheumatology and pain management. 


Family Health: sustainable service models including paediatric support to A&E; growing 
RTT risk in Gynaecology 


Surgery: RTT; breast surgery capacity; major strategic change in several specialties; 
Surgery have also inherited one escalated item from the former IAC Care Group: 
dermatology. 


 








 
 


Item 5 – Preface to Quality Items (IQAC meeting held 23rd October 2018) 


Coverage of core business at this meeting 


The Committee has a planned cycle of business, comprising scrutiny of core assurance reports, over a 
three month period. Additional business results from requests from the Board, from the Committee’s own 
scrutiny (call backs for updates on actions or more detailed reports) and from reporting requirements at 
specific times of year such as seeking assurance with respect to the Quality Accounts or Data Security 
Toolkit submissions. 


Report / area  Month in 
cycle 


Covered this 
meeting? 


Comments  


Core Information for review this month 


Report from Executive Committees  All months 
 


 Clinical Quality and Effectiveness Committee and 
Executive Patient Safety and Experience Committee 


Serious Incidents and Never Events  All months   New serious incidents were reviewed. These will be 
included in the Director of Nursing’s Patient Safety and 
Experience report to the Board. Action plans for the 
most recent never events and progress on previous 
action plan were reviewed with no issues arising. 
 


Infection Control  All months 
 


 The core data reviewed will be included in the Director of 
Nursing’s report to the Board. No issues were raised. A 
positive improvement in performance on hand hygiene 
compliance was noted. 
 


Quality Matters Audits  All months  These audits involve structured, detailed self-checking of 
compliance against nursing and other care standards. 
Audits cover inpatient wards, maternity, community 
hospitals and community teams, with A&E to come on 
stream shortly. Results continue to be positive with the 
substantial majority of standards showing high 
compliance (blue or green ratings) across all wards or 
teams.  
 


CQC Action Plan Update  All months 
 


 The detailed report was reviewed and a further detailed 
report will be shared with the Board.  
 


Integrated Performance Report  All months   The full report, shared with the Board at the end of 
September, was reviewed and some additional detailed 
queries responded to by the Director of Operations.  


Incident Trends  1st 
 


 The campaign to increase reporting of near misses and 
no harm incidents has proved successful with a 
significant increase in reporting of such incidents. 
However, the Trust remains within the mid-pack for 
reporting, per the latest data from the National Learning 
and Reporting Service, despite this improvement.  


Learning from Incidents 1st   The Committee reviewed progress reports on the action 
plans for a randomly selected sample of serious 
incidents and received a detailed presentation on an 
incident involving a missed pneumothorax. Both 
exercises provided a measure of assurance; however, 
the Committee Chair would like to take the views of the 
Board as whole around the approach to seeking 
assurance on learning, following a further discussion 
scheduled with the SADAC, the Associate Director of 
Nursing for Patient Safety and Internal Audit early in 
November. 


Workforce Dashboard  1st 
 


 This was reintroduced this month as a supplement to the 
Integrated Performance Report. The key area for further 
progress relates to role specific training, which is 
reflected in the commentary on the BAF. 







 
 


Report / area  Month in 
cycle 


Covered this 
meeting? 


Comments  


Mortality and Learning from Deaths 1st   Mortality ratios are within expected limits, mortality alerts 
are being investigated with no significant issues reported 
from investigations to date. Backlogs in reviews have 
been addressed with 30 to 40% of cases now being 
reviewed in line with other Trusts. The Committee heard 
about ongoing work from previous mortality review 
initiatives including the piloting of the AKI care bundle 
and significant improvements in the use of the CURB 
score for patients with suspected pneumonia. 


Clinical Audit – Quarterly progress 
and outcomes report  
 


1st 
 


 Quarter 2 report reviewed. No significant matters arising.  


Compliance with NICE guidelines  
 


1st   Report of status at 30th September 2018. The only 
substantive area of non-compliance relates to the 
Rheumatology service on which the Board is already 
sighted and the risk is reflected in the BAF report to 
Board. 


Board Assurance Framework – all 
objectives for the Committee 
reviewed quarterly, monthly review 
of the ‘minimising harm’ objective  
 


1st 
 


 Quarterly review of all objectives completed 


Core Information reviewed in later quarters in the cycle 


Patient Experience Dashboard 
(complaints, litigation, incidents and 
PALS cases) 


2nd    


Estates and Facilities Assurance 
Report  


2nd   


Safeguarding Report  2nd   


Care Group Reports  3rd   Reports from CSS, IAC and Surgery reviewed at this 
meeting, having been deferred from the previous 
meeting due to operational pressures on the Trust’s 
sites.  


CRAB data  Six 
monthly 


  


 
Other business covered at this meeting  


The Committee received an update on the training and competency assessments being undertaken for 
Community midwifery staff, the Board having previously delegated the seeking of assurance with respect to 
this area. The team have been invited back in December 2018, when all assessments will have been 
completed, to present outcomes with underlying evidence.  


Matters which the Committee would wish the Board to note  


The Committee recommended that the Clinical Effectiveness Committee receives a briefing on oxygen 
prescribing on base wards. Whilst reviewing lessons learned with respect to a serious incident, the 
reference was made to clinical audit data highlighting some variability in the way oxygen is prescribed using 
the electronic prescribing and administration system.   


Serious incidents discussed by the Committee will be included in the Director of Nursing’s reports and the 
Committee Chairman may wish to comment. 


Warren Edge, Senior Associate Director of Assurance and Compliance 
25th October 2018 
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Patient Safety and Patient Experience Report (Open) 


Author Noel Scanlon, Executive Director of Nursing 


Joanne Todd – Associate Director of Nursing patient safety & governance 


Jason Cram - Associate Director of Nursing 


Jill Salkeld – Head of Patient safety & experience 


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 including two Never Events during 
this period.  


 To update on Trust position with regard to HCAI, Patient safety incidents, 
Never events, Patient experience indicators 
 


 


Summary of Key 


Issues 


 


 8  cases of CDI reported to date  


 2 cases MRSA bacteraemia reported. 


 Decant, decoration and decontamination programme UHND wards 


 Outbreak of Multi-drug resistant Acinetobacter baumannii   


 Four Never Events since April 2018. Two during this period 
 


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  


 Never Events 


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.  


 


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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Health care associated infection 


 


 
 


Clostridium difficile  


At end of year 2017-18 CDDFT have reported a total of 21 cases attributable to the Trust 


against an annual threshold of 19, which exceeded the year-end target. Despite this 


performance against CDI target remains below national rate  


 


 
 


The annual threshold for 2018-2019 is 18, there has been 9 cases reported to date 2 of the 


patients have died and CDI was recorded on Part 1 of the death certificate and both cases 


have been subjected to a serious incident review. 2 cases are being prepared for appeal. 


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


MRSA 0 1 0 0 1


C DIff 0 1 3 2 1


ECOLI 33 38 36 29 33


Trust Apportioned ECOLI 7 4 3 4 7


MSSA 0 5 3 0 5
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MRSA Bacteraemia 


 


The focus for 2018-19 will continue to be on MRSA screening, decolonisation, and 


Intravenous line/cannula care. The trust continence and catheter group are focused on 


reduction of UTI and CAUTI. 2 cases have been reported to date against national zero case 


thresholds. Post infection review has been carried for both cases. The source of infection 


could not be determined for case 1, but the source of bacteraemia for case 2 is thought to be 


cannula related. As a result presentation of initial findings has been shared with Care group 


governance forum, ECL and Sisters away day.  
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E-Coli Bacteraemia  


By end of August, 169 cases of E Coli bacteraemia 25 of which were defined as hospital 


onset. Those that are HCAI/device related have been reported on safeguard and are under 


review. 
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MSSA Bacteraemia  


 


All of the MSSA cases (apportioned to acute Trust or not apportioned to acute Trust) are 


further investigated via electronic systems, patient visits and by contacting other health care 


providers to ascertain whether they were likely to be HCAI related. Focus for 2018-19 will be 


on line care and monitoring compliance with cannula care.  


 


To date 13 cases have been reported. Two RCA’s have been held, the first case thought to 


be related to a peripheral cannula the second to a deep seated sternal abscess following a 


CABG at regional hospital    


 


 


 


  


323 336 375 357 169 


55 72 62 47 25 


2014/15 2015/16 2016/17 2017/18 2018/19


County Durham & Darlington NHS Foundation Trust. EColi Bactereamia cases Total 
Numbers and Trust apportioned 2014/15 - 2018/19 YTD - as of Sept 11th    


Total No Hospital Onset


19 26 25 23 13 
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County Durham & Darlington NHS Foundation Trust. MSSA Bacteraemia 
Trust apportioned cases 2014/15 - 2018/19 YTD - as of Sept 11th  
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Hand Hygiene. 


 


Hand Hygiene results % compliance with WHO 5 Moments for Hand Hygiene for Q4 


2017/18 and Q1 2018/19 


Care group Q4 17/18 Q1   18/19 


Acute & Emergency Care 94% 93% 


Family Health 97% 89% 


Integrated Adult 95% 88% 


Surgery              97% 96% 


*No data for Clinical Specialist Services 


Follow up audits of areas failing to get 100% have been re-audited until 100% achieved  


Practical Hand Hygiene Assessment percentage compliance April/May/July 2018  


 


 April % May % July % 


Acute and Emergency 83 86 90 


Clinical Specialist Services 90 92 91 


Family Health 90 92 84 


Integrated Adult 83 86 86 


Surgery 87 89 91 


 


Viral Haemorrhagic Fever   


Public Health England (PHE) and NHS England have published an updated plan for the Co-


ordination and management of the health sector response to a case of Viral Haemorrhagic 


Fever (VHF). A task and finish group has met and developed an action plan  to ensure the 


Trust is complaint with the updated plan and to ensure that all potential affected areas are 


aware of the expected response. VHF PPE boxes have been updated and notices/flowcharts 


are in the process of being updated in line with policy  


  


Increased Incidence of Vancomycin Resistant Enterococcus (VRE)  


We continue to identify sporadic cases of VRE on different sites, most commonly colonised 


urine samples. The month of July had seen a rise in numbers 2 of which were GP/OPD 


samples and remaining cases had no connection.  
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A full programme to include decoration, enabling works, deep clean and decontamination of 


wards 11, 14, 15, 12, 16, 1 and 2 has commenced at UHND, there have been some 


difficulties but weekly meetings are helping to address some of the issues.   


 


Outbreaks 


Diarrhoea & Vomiting 


Suspected Norovirus BAGH Ward 6 from 31/7/18-3/8/18: 7 patients’ involved and 3 staff. All 


appeared settled but ward reported 2 further cases over the weekend. As of 8/8/18 all 


patients symptom free for over 48 hours so remaining affected bay was deep cleaned and 


re-opened to admissions. No samples have been sent so Norovirus has not been confirmed.   


Multi-Resistance Acinetobacter Baumannii (MRAB) Increased Incidence/Outbreak  


 
The Trust has identified 7 cases of Multi -resistant Acinetobacter Baumannii since January 
2018. 6 of the samples have been sent for further typing and to date 5 have returned as 
identical. One further sample result awaited. 3 patients have presented with signs of clinical 
infection but to date only 1 has required antibiotic therapy. 
 
Analysis of clinical data has revealed that: 


 All patients had spent some time on wards U14, U15 and U12  


 1st case in January 2/3 in February, cases 4/5/6/ and 7 identified from late July  


 2 patients were cared for in same bay on U12 in July, prior to deep clean 


 These 2 and one other were on ward 15 and (ward 14 when 15 were moved as part 
of deep clean programme) at the same time but in different bays. 


 2 patients had been in recovery room on same day 30 minutes apart  


 Environmental screening swabs of recovery room and Bay 2 U12 negative 


 All contact screenings were negative 


In response:   


 Outbreak control meetings are being held to investigate and attempt to locate the 
source  


 ICN have visited wards daily to re-inforce Hand hygiene and aseptic technique 
awareness and have made a number of observations and as such note some actions 
that should be implemented with immediate effect and these have been shared with 
care group  
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 Dressing Trolleys Trust policy is to clean with detergent wipes then use alcohol wipe 
and allow to dry, While Investigation is ongoing we advise trollies are cleaned with 
Difficil-S  


 Curtain rails to be cleaned daily (Awaiting confirmation from facilities)  


 Nursing staff to ensure room hasn’t been cleaned (including high dusting) in last 30-
60minutes before doing dressings  


 All staff must remove jackets when entering wards and adhere to BBE  


 Theatre staff to remove their watches / nail varnish  


 Staff to wear aprons when having direct contact with patients   


 Gloves (non-surgical) are single use item and must be removed in between tasks  


 Cleaning schedule to be introduced for X-ray aprons, but they must be cleaned and 
disinfected immediately when contaminated with blood or body fluids. 


 We have not identified any staff working in areas with skin condition or open wounds 


 We acknowledge the engagement of both ward and recovery room staff in reviewing 
and improving practices. Hand hygiene audits are being carried out weekly by ward 
teams. 


 Outbreak control Group met this week, no new cases for 14 days. No further actions 
at this time.  


Multi – drug resistant Acinetobacter ITU DMH  


 
A patient was repatriated from Russia following surgery for cerebral haemorrhage to ITU 
DMH. As part of CPE screen a rectal and Tracheal swab was taken and MRAB was 
identified in tracheostomy site. This is a different resistance pattern to the cases referred 
to above and is considered unique to this case given the patients history and journey 
through the hospital.  


Influenza type A 


The seasons first case of Flu A has been confirmed in patient who had returned from Florida 


with flu like illness. The Patient is being treated with anti-virals. 3 contacts met the criteria 


and were given prophylaxis anti-viral therapy.   


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 July 2018.  The executive-led Patient 


Safety Forum now meets fortnightly and there is Consultant staff representation to give 


assistance and advice regarding clinical cases.   


 


Each serious incident is reviewed by a root-cause analysis panel and actions are developed 


to try and prevent a recurrence.  The Patient Safety Forum is overseeing progress with the 


investigations and delivery of the required actions.  The Forum also reviews the Trust’s 


compliance with its Duty of Candour obligations.  


 


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. 
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New SIs – not reported to the Trust Board previously 


 


Ref: 2018/16655  


The patient was admitted to an acute hospital with shortness of breath. He was treated for 


community acquired pneumonia.  During his admission he developed loose stool and a 


specimen confirmed Clostridium difficile. The patient died subsequently and Clostridium 


difficile was recorded as a causative factor. 


 


Ref: 2018/17133  


The patient was visited by community staff nurse for wound care to crease in the front of left 


ankle. On review visit the nurse noticed exudate to his outer bandage and on examination 


discovered a sore to the plantar area of his left foot. The patient was unaware he had a sore 


(he has no feeling from the waist down) and carers had not noticed. The patient was referred 


to wheelchair services as it was felt that the footplate may be the wrong size and these have 


been changed to a larger size. 


 


Ref: 2018/17797  


The patient was admitted to the ward via the Emergency Department with a presenting 


history of left sided acute abdominal pain, nausea, vomiting and episodes of diarrhoea. 


Nursing admission documentation was commenced including falls risk assessment. The 


patient was considered to be at a low falls risk; Level 1 supervision was commenced, to 


mobilise with assistance of staff, and Individualised Care Rounding’s were commenced 


alongside the Falls Care Bundle.   


 


The patient had an unwitnessed fall in the toilet. He explained to staff that he had taken 


himself to the toilet without calling for assistance. When he stood he thought the floor was 


uneven and his leg gave way, he tripped over his drip stand, fell to the floor and sustained 


an injury to his left hip and grazed his left elbow. Subsequent x-rays revealed a fractured 


neck of femur.  


 


Ref: 2018/18556  


The patient was reviewed by the district nurse due to rapid deterioration of skin damage to 


sacrum. The wound had changed in appearance over previous 36 hours.  The patient uses a 


wheelchair and whilst pressure relieving equipment had been provided previously the patient 


chose not to use this. The patient has capacity and the GP was involved along with social 


worker regarding patient choice and it has been confirmed that he was able to make 


informed choices regarding healthcare. 


 


Ref: 2018/18557 


The patient lives in residential care and is visited fortnightly by district nurses for moisture 


lesion management. The patient was found to have a scratch to the hip and at review this 


was found to have deteriorated. The district nurses are working with the care home staff 


regarding management of the wound and the use of preventative techniques.  


 


 


 


 







 


Trust Board: 26/9/18  Patient safety & experience report         


Noel Scanlon  P a g e   | 12 


 


Ref: 2018/18697 


The patient was admitted with diarrhoea and abdominal pain. The sample confirmed 


Clostridium difficile. The patient died subsequently and cause of death included Clostridium 


difficile.  


 


Ref: 2018/18716 


The patient was admitted to the ward via theatre following an elective right total knee 


replacement. The patient had an unwitnessed fall (was found on the floor) subsequently and 


was examined and assessed by the doctor for any injuries and no abnormalities were 


detected. 


 


The patient continued to mobilise satisfactorily but on review by the doctor complained of 


some pain in her right hip, an x-ray was requested which revealed a fractured right neck of 


femur. Review found assessments and care to be appropriate. 


 


Ref: 2018/18905 


The baby required resuscitation at birth after being born in poor condition. Swabs were taken 


and the baby transferred to a tertiary centre for cooling. Cerebral monitoring seemed to be 


normal and sepsis was suspected. The baby has since been discharged on long term 


antibiotics due to suspected meningitis. 


 


Ref: 2018/19098  


Haematology at CDDFT informed by Haematology at specialist centre that the patient had 


been transferred from CDDFT to them. The Haematology laboratory at specialist centre 


identified parasites present in a blood film and phoned to query if the Haematology 


department had identified parasites during morphological examination of the blood film, from 


bloods received during the stay at the Trust. The patient died subsequently. Review of 


investigations undertaken is underway. 


 


Ref: 2018/19489  


The patient was admitted from a nursing home following a fall, with a background history of 


Alzheimers, Crohns and aspirate pneumonia following a recent admission. An Emergency 


Healthcare Plan was in place for this patient in regards of quality of life feeding. Following 


review and diagnostics an undisplaced left fractured neck of femur was identified. The 


patient was initially nil by mouth for theatre. Following review a decision was made to treat 


conservatively and the patient could commence diet and fluid.  


 


The information that the patient could commence diet and fluid was handed over to the 


nursing team. The patient should have been on pureed diet.  At lunch time, the meals were 


handed out and the patient given normal diet. The patient’s airway became compromised 


secondary to a food bolus. A medical emergency call was requested and with intervention 


the patient’s airway was cleared. An initial x-ray identified that there was no evidence of 


aspiration following the incident however the patient subsequently deteriorated and aspirate 


pneumonia was identified and antibiotics commenced. The patient died subsequently and 


review is underway.  
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Ref: 2018/19591  


The patient was escorted to the toilet and instructed to pull the nurse call once he had 


finished.  Ward staff answered the nurse call a few minutes later to find the patient on the 


floor and attempting to get himself up. The patient denied sustaining any injury or bumping 


his head and denied any pain. He was already attempting to get himself up onto the chair 


next to him so with some encouragement he continued and sat on the chair; it was only then 


that he complained of pain in his right hip/leg. X ray revealed fractured neck of femur. 


 


Ref: 2018/19745 


The patient presented to the emergency department with epigastric pain and was admitted 


to the ward. A CT scan was organised which did not report anything acute. The patient had 


penicillin allergy and this had been reported to emergency department. The patient did not 


have a red wristband in situ and surgical clerking was incomplete. 


 


When the patient was reviewed on the morning ward round a presumed diagnosis of 


cholecystitis was made and instructions were given for him to be commenced on IV 


antibiotics, analgesia and for an ultrasound scan of abdomen. The patient was administered 


co-amoxyclav intravenously and soon after his condition deteriorated and he died 


subsequently. Cause of death is not yet known and review is underway. 


 


Ref: 2018-20108 


Paediatric patient was undergoing follow up with the orthoptic/ophthalmology department for 


occlusion therapy.  Last appointment was June 2016 and the patient was not brought to the 


clinic and recorded as did not attend.  A further appointment was requested but this was not 


made.   


 


The patient was re-referred by the GP in 2018 and a new clinic appointment was made.  It 


has since been ascertained that the reduced vision is permanent.  


 


Ref: 2018-20151   


The patient was visited by District Nurse and sacral area attended to as per plan of care. It 


was found that the existing wound had debrided of slough and the cavity looked significantly 


larger. It was found that the patient had been sitting in the chair from morning until after 


lunch. A positional change regime is now in place.  


 


Ref: 2018-20221  


Labour was induced at 37+1 week’s gestation in view of Small for Gestational Age (SGA).  


The lady laboured throughout with no concerns and a normal CTG was recorded.  In view of 


loss of contact a Fetal Scalp Electrode (FSE) was applied which then showed a pathological 


CTG.  Following escalation to medical staff the baby was delivered.  A large retro placental 


clot followed the delivery. The baby’s condition was poor on delivery and despite 


resuscitation efforts the baby died subsequently. Review is underway. 


 


Ref: 2018-20737 


The patient was admitted to hospital and found to have grade 3 pressure damage to his left 


heel. The patient was under the care of the district nursing team prior to admission to 


hospital but this was not for pressure area care. Prior to admission the patient had been in a 
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care home for rehabilitation and it was felt that the origin of the wound was from the patient 


using the heel to help push himself up the bed. Review is underway. 


 


Ref: 2018-21171 (NEVER EVENT) 


The patient was admitted to hospital with increasing shortness of breath and bilateral arm 


and leg swelling on a background of known chronic obstructive pulmonary disease, atrial 


fibrillation, hypertension, iron deficiency anaemia, chronic kidney disease and previous 


breast cancer with mastectomy. Severe congestive cardiac failure was diagnosed and 


treatment commenced. The patient required a blood transfusion and was transfused a small 


volume of ABO incompatible blood intended for another patient in the same hospital bay. 


The mismatching between patients was identified by a junior doctor who noted that he hadn’t 


prescribed blood components for the patient so immediately reviewed the transfusion 


documentation. Upon identifying that the products were labelled and prescribed for a 


different patient the transfusion was immediately stopped. Although the patient died 


subsequently there is no indication that this was due to the transfusion and is believed to be 


due to serious co-morbidities. Review is underway. 


 


Ref: 2018/21584 (NEVER EVENT)  


The registered nurse drew up insulin into a U100 insulin syringe from a U300 insulin pen. 


Consequently the patient was administered a dose 3 fold what it should have been. 


Remedial action was taken and the patient did not suffer any long term harm. Review is 


underway. 


 


Ref: 2018/21682 


The patient had a previous diagnosis of malignant melanoma and attended for routine follow 


up. During the appointment in June 2017 it was noted that a new lesion was present on her 


back and this was subsequently removed and found to be non-malignant. The patient should 


have been sent for further follow up but this did not occur. The patient presented 


subsequently with disease progression. Review is underway. 


 


Ref: 2018/22044 


The patient was under review of district nurses and tissue viability nurse for grade 1 skin 


damage. The patient had not been using appropriate pressure relieving equipment and the 


wound continued to deteriorate. A plan of care is in place and review is underway. 


 


Ref: 2018/22045 


The patient was under review by district nurses and was found to have grade 2 skin loss, 


most likely as a result of friction from her hoist. This has since deteriorated to grade 4 


damage. Pressure relieving advice is in place and review is underway. 


 


Ref: 2018/22182 


The patient attended the Emergency Department by ambulance with a history of increasing 


shortness of breath. The patient was treated for this and initial blood gases indicated 


respiratory failure. Non invasive ventilation was commenced but it was thought that this 


could have been applied earlier in the patient journey. This was then discontinued due to 


lack of improvement in clinical condition. The patient died subsequently. Review is 


underway. 
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Safeguarding  


Safeguarding Children  


Learning Lessons Review 


 


1 case has been considered since last report. This was also a serious incident 2016/21642. 


The case has also been heard through the coronial process and CDDFT received comments 


on the effectiveness of the RCA report.   


 


The table below indicates the cases that CDDFT have been involved with during 2017. 


 


Type of review  Open Current Increase from 
last report 


Closed (Published) 


Learning Lesson Review (Child)  3 0 2 


Total  3  0 2 


 


Action plans are actively monitored in the Trust safeguarding group new actions from more 


recent case reviews will be monitored during this process and all actions are on target with 


the exception of one.   


 


 Was not brought policy was delayed due to work with partner agencies. Policy 
developed, approved and implemented.   


Safeguarding Adult Review  


 


There are 4 cases are being considered since last report;-   


 


Adult SCL/ Self neglect/Agreed did not meet criteria for SAR 


 Adult LY/ Adult Death/ Agreed did not meet criteria for SAR 


 Adult EH/ Inappropriate Discharge/ 1st panel agreed needed more information  


 Adult JC/ Adult Death/ Agreed did not meet criteria for SAR  


 


Type of review  Open Current Increase from 
last report  


Closed (Published) 


Safeguarding Adult Review   6 3 NA 


Total  6 3 NA 


 


 Adult TS Neglect / scooping submitted awaiting information from 1st panel  


 Adult AT Negelct/ Scoping submitted   awaiting information from 1st panel 


 Adult JP Pressure Ulcer Current RCA panel delayed until we can provide report 


 


Domestic Homicide Review  


 


Type of review  Open Current Closed (Published) 


Domestic Homicide Review   1 NA 


Total  1 NA 
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Case MS: 1st. panel meeting on the 6/11/17 agreed to take this forward as domestic 


homicide review as it meets the criteria however the panel have asked for clarity from the 


Department of Justice as the couple were only together 7 days. This is still awaiting 


confirmation from the national panel.  


Deprivation of Liberties Applications 


 


Deprivation of Liberty (DoLs) safeguards provides legal protection for vulnerable people who 


are or may become, deprived of their liberty in a hospital. . 


 


A ‘Managing Authority’ (i.e. the relevant hospital or care home) must seek authorisation from 


a ‘Supervisory Body’ (Local Authority) in order to be able to lawfully deprive someone of their 


liberty. 


 


Month Number of 
applications 


Authorised by Local 
Authority 


Percentage 
compliance 


April  16 1 6% 


May  19  2* 12% 


June 21 1 4% 


July  13 0 0% 


Aug 33 0 0% 


 


*1 request declined as patient regained capacity 


 


PATIENT EXPERIENCE MEASURES 


 


Complaints and PALS 


During 2017-18 the average number of complaints received per month was 44. This 


compares favourably to previous years as shown:  


 


Year Average number of formal complaints received per month 


2012-13 49 


2013-14 46 


2014-15 52 


2015-16 53 


2016-17 54 


2017-18 44 


2018-19  Q1 49 
Data extracted 07/09/18 


 


The total number of formal complaints received into the Patient Experience Team in August 


2018 is 45.  
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The cumulative complaints rates by care group for the current year are shown in the 


following graph:  
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Complaints performance  


 


Care 
Group 


Acknowledged 
within 3 days 
 
i.e.: 4/5:80% 


Responded 
within agreed 
timescale 
i.e.: 9/10:90% 
(excludes RCAs) 


Number of 
agreed 
extensions to 
timescale for 
closed 
complaints  
i.e.: 1/10:10% 
 


Number of 
second 
responses 
completed 


Actual % 
responded 
in initial 
timescale 


Number of 
working 
days to 
respond 
(average) 


Surgery  16/16 – 100 % 5/5 – 100% 3/5 – 60% 5 40% 31 


AEC 16/16 – 100% 22/22 – 100% 9/22 – 41% 1 59% 37 


CSS  4/4 – 100% 3/3 – 100% 1/3 – 33% 0 67% 34 


IAC 3/3 – 100% 7/7 – 100% 5/7 – 71% 1 29% 31 


FH 5/5 – 100% 6/6 – 100% 2/6 – 33% 3 67% 50 


Corporate 1/1 – 100%  2/2 – 100% 0/2 – 0% 0 100% 13 


Total 


 
45/45 (100%) 45/45 – 100% 20/45 – 40% 10  60% 33  


 


The top three categories for complaints during August 2018 are:  


 


 Clinical treatment  


 Customer Care 


 Attitude of Staff  
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There are 32 Clinical Treatment issues during August 2018. The main themes are around 


delay in diagnosis and treatment, misdiagnosis, nursing care. 


  


Comparison data is outlined as follows: 


 


Missed diagnosis: 


 


Care Group April  
18 


May  
18 


June  
18 


July      
18  


Aug 
18  


AEC 0 2 1 1 1 


Surgery 0 0 0 0 2 


CSS 1 1 0 1 0 


IAC 0 0 0 0 0 


Family Health 0 0 2 0 0 


Total 1 3 3 2 3 


 


Nursing care: 


Care Group April  
18 


May  
18 


June 
 18 


July      
18 


Aug 
18 


AEC 1 0 2 4 2 


Surgery 2 1 0 0 2 


CSS 0 0 0 0 0 


IAC 1 1 0 1 2 


Family Health 1 0 2 0 1 


Total 5 2 4 5 7 


 


PEAI (Procedure, examination, assessment, investigation): 


Care Group April  
18 


May 
 18 


June 
 18 


July     
18 


Aug  
18 


AEC 2 1 0 1 2 


Surgery 3 1 2 1 3 


CSS 1 0 1 0 0 


IAC 0 0 0 1 0 


Family Health 0 0 0 0 1 


Total 6 2 3 3 6 


Data extracted 04/09/18 
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Complaints handled within the Care Group during August 2018 


 


There have been 3 complaints handled locally during August 2018.  


 


The top 5 areas for complaints are detailed below:    


 


The table below provides the areas with the highest number of complaints. Whilst the 


Emergency Departments appears consistently a high number this is proportionate with the 


number of attendances.  
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Complaints comparative data:  


Comparable complaints data is provided by NHSI patient experience benchmarking site. 
From April 2018, comparative data will be presented for CDDFT and neighbouring Trusts as 


Quarter 2  
17/18 


Quarter 3 
17/18 


Quarter 4 
17/18 


Quarter 1 18/19 July 2018  August 2018 


Emergency 
Department: 17  
(DMH 5, UHND 
12) 


Emergency 
Department: 22  
(DMH 8, UHND 14) 


Joint 1
st
 with 17 each 


Emergency Dept: 17 
(DMH 7, UHND 10) 
General Surgery 
(BAH 1, DMH 6, UHND 
10) 


Emergency Dept 
16 
(DMH 6, UHND 10) 


Emergency Dept 5 
(DMH 3, UHND 2)  


General Surgery: 9 
(DMH 5, UHND 4)  


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)  


Orthopaedics: 11 
(DMH 5, UHND 6) 
 


Obstetrics/ 
Maternity 14 
(DMH 4, UHND 10) 
Orthopaedics 14  
(DMH2, UHND 12) 


Unscheduled care 
4  
(DMH 2, PCH 1, 
SBCH 1)  


Emergency Dept: 6  
(DMH 2, UHND 4)  


Orthopaedics: 
10  
(BAH 1, DMH 3, 
UHND 6)  


General Surgery: 9 
(DMH 5, UHND 4)  


Radiology: 10 
(BAH 2, CLS 1, DMH 3, 
SBCH 1, UHND 3) 


General Medicine 
13 
(DMH 2, UHND 11) 


Joint 3
rd
 with 3 


each  
Radiology (DMH 2, 
UHND 1), General 
Medicine (UHND), 
Obstetrics/Maternit
y (DMH 2, UHND 
1), Trauma & 
Orthopaedics 
(DMH 1, UHND 2)  


Joint 3
rd
 with 3 


each 
 
General Medicine 
(BAH 1, DMH 1, 
UHND 1)  
Trauma & 
Orthopaedics 
(DMH 2, UHND 1)  
 
 


Obstetrics/Mater
nity: 8  
(DMH 2, UHND 
6)  
 


Obstetrics/Maternit
y 7 
(DMH 4, UHND 3)  


Respiratory: 8 
(DMH 6, UHND 2) 


General Surgery 12 
(BAH 1, DMH 7, 
UHND 4) 


Joint 4
th
 with 2 


each  
Cardiology (DMH 
1), Diabetes Acute 
Services (DMH 1, 
UHND 1), Elderly 
care (DMH 1, 
UHND1), General 
surgery (DMH 1 
UHND 1), Plastics 
(UHND)  


Joint 4
th
 with 2 


each  
 
Unscheduled Care 
(DMH 1, UHND 1)  
Diagnostic 
(Radiology) (BAH 
1, DMH 1)  
Elderly Care (DMH 
1, UHND 1)  
Obstetrics/ 
Maternity (UHND 
2)  
Gynaecology 
(DMH) 
Respiratory 
(UHND) 
 


General 
Medicine: 7  
(DMH 1, UHND 
6) 


Unscheduled Care 
6 
(BAH 2, Peterlee 1, 
SBCH 2, UHND 1)  


Paediatrics: 7 
(DMH 2, Stanley PCC 1, 
UHND 4) 


Radiology 8 
(BAH 3, DMH 2, 
UHND 3) 
Elderly Care 8 
(BAH 1, DMH 1, 
UHND 6) 


Joint 5
th
 with 1 


each 
Children’s 
Occupational 
Therapy (PLee), 
Day Surgery 
(UHND), 
Dermatology Acute 
Services (SRH), 
Gynaecology 
(UHND 1), 
Neurology (UHND), 
Operations & 
Business (UHND 
1), Paediatrics 
(DMH 1), 
Rehabilitation 
(CLS), Respiratory 
(SBCH), 
Rheumatology 
(DMH), Stroke 
services (UHND)  


Joint 5
th
 with 1 


each  
Administration, 
Corporate (DMH)  


Audiology (UHND)  
Day Surgery 
(UHND)  
Diabetes Acute 
Services (DMH 1)  
Diagnostic Service 
(Pathology) (BAH)  
Endocrinology/ 
Diabetes (DMH 1) 
Endoscopy (BAH 
1)  
Gastro (UHND)  
Paediatrics 
(UHND)  
Podiatry Service 
(Hundens lane) 
Rheumatology 
(DMH)  
Theatres (BAH)   
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well as those with comparable throughput and activity. The below chart shows comparative 
data for CDDFT and neighbouring trusts for Q4 2017-18. Q1 data not available at time of 
reporting.  
 
Inpatient complaints Q4 - 2017-18 
 


Trusts identified below are comparable to CDDFT Inpatient throughput / activity. Of the ten 
comparable Trusts identified CDDFT received less complaints than three other Trusts and 
more complaints than six of the nine comparable Trusts throughout Q4. (No data available 
for Central Manchester University Hospital NHS Foundation Trust).  


 


Emergency Department complaints - Q4 2017-18.  
 


Trusts identified below are comparable to CDDFT Emergency Department throughput / 


activity. Of the ten comparable Trusts identified CDDFT received less complaints than nine 


Trusts throughout Q4.  
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Inpatient/Emergency Department complaints Q4 - 2017-18 (Neighbouring Trusts)  
 
Of the seven neighbouring Trusts, CDDFT received less complaints than one Trust and 
more than five Trusts throughout Q4.  


 


PALS  
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Patient Advice and Liaison Service (PALS) concerns are shown in the cumulative total in the 


following graph.  


 
Data extracted 04/09/18 


 
 
The top three categories for PALS during August 2018 are:  


 Appointments 


 Clinical Treatment 


 Customer Care  
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Top 5 areas for PALS: 


Quarter 2  
17/18  


Quarter 3 
17/18 


Quarter 4 
17/18 


Quarter 1  
18-19 


July 2018 August 2018  


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:15 
(BAH 2, DMH 
9,UHND 4) 


Ophthalmology 22  
(BAH 2, DMH 17, 
UHND 3) 


General Surgery 6 
(DMH 4, UHND 2)  


General Surgery: 7  
(BAH 1, DMH 4, 
UHND 2)  


Orthopaedic
s: 12  
(DMH 5, 
UHND 7)  


Joint 2
nd


 – 11 each 
Emergency Department: 
(DMH 5, UHND 6)  
Orthopaedics:  
(BAH 1, DMH3, UHND 7)  


Emergency 
Dept:13 
(DMH 5, UHND 8) 


General Medicine 
14  
(BAH 3, DMH 5, 
UHND 5, SBCH 1) 


Joint 2
nd


 with 5 
each  
Emergency Dept 
(DMH 3, UHND 2)  
Cardio-Pulmonary 
Diagnosis (BAH, 
DMH 2)  
Ophthalmology 
(BAH, DMH 3, 
UHND 1)  
 


General Medicine: 
6  
(BAH 1, DMH 1, 
UHND 4)  


Ophthalmolo
gy: 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)  


Radiology:12 
(BAH 1, CLS 1, 
DMH 3, UHND 7) 


ED 11 
(DMH 7, UHND 4) 
Radiology 11 
(BAH3, DMH 4, 
SBCH 1, UHND 3) 
Adult 
Physiotherapy 11 
(BAH 4, CLS 1, 
DMH 1, Richardson 
1, Sedgefield 1, 
UHND 2, Dr Piper 
1) 


Joint 3
rd
 with 4 


each  
Elderly Care (DMH 
1, UHND 3)  
Gastro (UHND 4)  
Gynaecology (BAH 
1, CLS 1, UHND 2)  
Paediatrics (UHND 
4)  
Rheumatology 
(DMH 2, UHND 2)  


Joint 3
rd
 with 5 


each  
Diagnostic Services 
(Radiology) (BAH 
1, DMH 3, SBCH 1)  
Rheumatology 
(DMH 1, RCH 1, 
UHND 3)  
 


Obstetrics/M
aternity: 9  
(DMH 2, 
UHND 7)  


Joint 4
th
 – 8 each  


Ophthalmology 
(BAH 1, DMH 7)  
Paediatrics  
(DMH 2, UHND 6)  


General 
Medicine:11 
(BAH 2, DMH 1, 
SBCH 1, UHND 7) 


Rheumatology 10 
(DMH 7, UHND 3) 


Joint 4
th
 with 3 


each  
Audiology (DMH 3)  
Diagnostic 
Services, 
Radiology (BAH 1, 
DMH 1, SCH 1)  
 


Joint 4
th
 with 4 


each  
Elderly Care (BAH 
1, UHND 3)  
Obstetrics/ 
Maternity  
(DMH 1, Pts home 
1, UHND 2) 
Ophthalmology 
(DMH 4)  
Respiratory (DMH 
2, UHND 2)  
Unscheduled care 
(BAH 1, SBCH 1, 
UHND 2)   


Joint 5
th
 – 


with 8 each  
ED:  
(DMH 5, 
UHND 3)  
 
Diagnostic 
Service 
(Radiology)  
(BAH 1, DMH 
3, UHND 4)  
 
Gynaecolog
y: 8  
(BAH 1, DMH 
3, UHND 4)  


Endoscopy: 6 
 
(BAH 1, DMH 1, SBCH 
1, UHND 3)  


Orthopaedics: 10 
 
(BAH 1, DMH 4, 
UHND 5) 


Operations & 
Business 8 
 
(BAH 1, DMH 5, 
SBCH 1, UHND 1) 


Joint 5
th
 with 2 


each  
Day Surgery 
(UHND 2)  
Dermatology Acute 
Services (SRH 1, 
UHND 1)  
Diabetes Acute 
Services (UHND 2) 
Facilities – Trust 
(DMH 1, UHND 1)  
Medical Secretaries 
(UHND 2)  
Obstetrics/Maternit
y (DMH 1, UHND 
1)  
Ophthalmology 
(DMH 2)  
Orthopaedics 
(UHND 2)  
Respiratory (UHND 
2)  
Trauma & Ortho 
(DMH 1, UHND 1)  


Joint 5
th
 with 3 


each  
 
Emergency 
Department (DMH 
2, UHND 1)  
Adults 
Physiotherapy ( 
CLS 1, SBCH 1, 
UHND 1)  
Dermatology Acute 
Services (SRH 1, 
UHND 2)  
Ear, Nose & Throat 
( DMH 2, UHND 1)  
Gynaecology (DMH 
2, UHND 1)  
Trauma & 
Orthopaedics 
(UHND 3)  
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Data extracted 04/09/18  


 


 


Lessons Learned / Actions taken in response to complaints: 


 


Examples of actions taken during August 2018 are provided below:  


 


Surgery Complaints 


 


All Surgery complaints were unfounded for the month of August, therefore there are no 


lessons learnt.    


 


Acute and Emergency Care Complaints 


 


Issue – Patient’s family unaware of how poorly patient was until they read the discharge 


letter but also found some parts difficult to understand.   


 


Action – Matron to promote that when giving a patient and family the discharge letter to go 


through it with them at the time before they leave the unit or ward.  


 


Family Health Complaints 
 
Issue – Family felt as though they had overreacted to their childs’ condition and made to feel 
like an inconvenience when returned to the ward with their child.  
 
Action – Staff reminded that open access to the ward for patients is an important part of the 
clinical management of a child and parents should be respected when attending the ward.   
  
Integrated Adult Care Complaints 
 
Issue – Pain relief not given to patient in a timely manner.     
 
Action – Key messages to highlight issues in complaint and the need to respond to a 
patient’s request for analgesia promptly.  
   
Clinical Specialist Services 
 
Issue – Lack of OT input for children when inpatient on ward. Lack of process for hospital 
discharge planning for planned surgery. Communication between OT and family on home 
visit and prior to discharge at the end of episode of care. Lack of information regarding 
processes around equipment provision via Medequip.  
 
Action – To be raised and discussed at Care Group level via senior patient safety and 
governance meetings. To be discussed at supervision with OT and with wider team. To 
review process when providing equipment for hospital discharge. To review with OT staff 
best practice and processes when providing equipment for hospital discharge including 
criteria for use of next day/same day delivery.   
 


Compliments  


 


Unscheduled care 
(DMH 2)  
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There was a total of 4226 compliments received in Q1 18-19 


 


The below chart compares the number of compliments received per 1,000 patient episodes, 


per quarter.  


 


 
 


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 rose throughout 2015-2016 to 79. There was a further increase 


in 2016-17 to 93.  Although this is no longer a target it is an area the Trust has monitored 


this closely throughout 2017-18. A decrease was noted this year to 63 complaints, a 


reduction of 30 from 2016-17. Monitoring will continue throughout 2018-19.  
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Parliamentary and Health Service Ombudsman (PHSO): August 2018 


In June 2013, the Submission by the Health Service Ombudsman for England to the review 


of NHS Complaints was published stating that it is the PHSO strategy to carry out more 


investigations for more people. 


The Parliamentary and Health Service Ombudsman (PHSO) is the second and final stage of 


the NHS complaints procedure and is responsible for reviewing complaints which have not 


been resolved locally. 


Of the 18 cases with the Ombudsman: 
 
No new requests for information were received. One case was closed in August (AEC) – Not 
investigated. 17 cases are still on-going.  
 
The below table and graph provides a comparison of PHSO outcomes from 2014-15 to 


2017-18 as well as current status from Q1 2018-19. 


Year Upheld Part upheld Not upheld Not investigated  


14-15 2 8 6 NA 


15-16 1 3 3 NA 


16-17 0 7 1 NA 


17-18 1 6 11 2 


Q1 18-19 0 0 2 0 
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Friends and Family (FFT) Update – August 2018   


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 2017-18 a total of 59,175 surveys were returned.  


 


The number of surveys received per month is identified in the table below.  


  


FFT Responses 2017-18 2018-19 


April 3977 4836 


May 6306 4177 


June 7498 4140 


July 6045 3863 


August 5341 4158 


September 5267  


October 4673  


November 4232  


December 3270  


January 4154  


February 4017  


March 4395  


 


In April 2018 an increase in responses trust-wide was noted. All wards and department 


teams receive ward based data throughout the month to encourage weekly uptake. Issues 


pertaining to low response rates in specific areas are being escalated to senior managers.  
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The following table shows the Trust’s response rates from April 2018 as per UNIFY reporting 


structure. 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


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 18 29.4% 13.7% 15.6% 21.5% 20-30% (Inpt 
40%) 


May 18 28.1% 8.7% 13.9% 18.4% 20-30% (Inpt 
40%) 


June 18  28.9% 10.3% 10.4% 19.6% 20-30% (Inpt 
40%) 


July 18  27.9% 10.3% 10.8% 19.1% 20-30% (Inpt 
40%) 


August 
2018 


27% 12.5% 15.2% 19.7% 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. Recent feedback shows that staff are not encouraging completion of the FFT 


questionnaires as they feel there is no value in the data received, however they have been 


reminded that this is a national data requirement. 


 


Updates have been presented to Senior Nurses and the process has been discussed at 


Sister’s Away Day to encourage engagement and highlight the importance of patient 


feedback. A memo from the Executive Director of Nursing has been sent to all wards and 


department teams and senior managers to reiterate this.  


 


“You said we did” posters are requested from 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 2018 


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 2018 96 1 94 2 98 1 
May  2018 97 1 94 1 98 0 
June 2018  97 1 95 1 97 0 
July 2018  97 1 95 1 97 0 
August 2018 98 1 94 2 98 1 
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Positive comments are now being sent to wards and departments on a monthly basis so 


they can also be displayed in each prominent area of the ward and department.  


 


Friends and Family Test   Audit 


Between April – June 2018, Audit One completed an audit of the FFT process. A final 


outcome of Good assurance was received. 


Family and Friends Test Comparison  


Quarter 1 – 2018-19  


 


In-patient  


The latest results available tell us that a high proportion of CDDFT patients would 


recommend the services. CDDFT response rate reduced in Q4, however, our score did 


improve during Q1 and we remain above national average.   


 
 


In-patient – regional comparison  


The graph below compares the organisation from the regional perspective. 


  







 


Trust Board: 26/9/18  Patient safety & experience report         


Noel Scanlon  P a g e   | 34 


 


 
 


In-patient – national comparison  


The graph below compares the organisation from those similar to County Durham and 


Darlington NHS Foundation Trust.   


 
 


Emergency Department  
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Emergency Department – regional comparison 


 
 


Emergency Department – national comparison  


The graph below compares the organisation from those similar to County Durham and 


Darlington NHS Foundation Trust. 
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Maternity  


 
 


National CQC Patient Survey Programme update. 


The below shows the National Survey plan for 2018-2019 


 


2017-18 Sample month Start fieldwork End fieldwork CQC Publication 


Maternity  2018 Feb 2018 Apr 2018 Aug 2018 Jan 2019  tbc 


Inpatients 2018 Jul 2018 Sept 2018 Jan 2019 May / June 2019 
tbc 


Children, Young 
People 2018 


Nov/Dec 2018 Jan 2019 May 2019 Sept 2019 


Emergency Dept  
2018 


Sept 2018 tbc Oct 2018 tbc March 2019 tbc Aug 2019 tbc 
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Trust Board – 31st October 2018 


Item 12 – Non-Executive Director Training and Development Log 


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: 
 


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 on the training and development activities undertaken 
by Non-Executive Directors for the period 1st July 2018 to 30th September 
2018. 


Positive performance 
/ developments within 
this report   
 


Positive matters  Page 


The FT Office has provided proactive support to NEDs following 
confirmation of NED portfolios. 


3 
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Key issues and 
actions within this 
report  


 


Issue and actions Page 


CQC’s review of the ‘Well-Led’ domain within the Trust indicated 
that the reporting to the Board of training and development 
activities of Non-Executive Directors required strengthening. It 
was subsequently agreed that a quarterly report would be 
provided to the Board on such activity.  This is the second of 
such reports. 


3 


  


  


  


  


Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 
identified (if any) 


None 


Action / decision 
required from the 
Board 


Board members are asked to note the information provided and advise whether 
any further training or development has been carried out which requires 
capturing within the report. 
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NON-EXECUTIVE DIRECTOR TRAINING AND DEVELOPMENT LOG – 2018/19 


Period of: 1st July 2018 to 30th September 2018 


Provider Course / Event Date Attendees 
North East Leadership 
Academy 


Chairs and NEDs - Development in a 
Changing Healthcare Landscape 


30/05/2018 S Gerry 


Templar Executive Cyber-Security Training 27/06/2018 
M Bretherick / S Crosland / J 
Flynn / P Forster-Jones / S 
Gerry / P Keane 


Anne Cuthbertson (Your 
Growth Consulting) 


Board Development Session - What Good 
Looks Like 


27/06/2018 


Internal Trust Essential Training 27/06/2018 
Internal Shadow Board Programme various S Gerry 
Audit One Setting Up New Subsidiary Companies 13/06/2018 S Gerry 


RSM Accountants, 
Newcastle 


Charity Seminar 11/09/2018 J Flynn 


NHS Improvement Organising for Improvement 26/09/2018 M Bretherick / S Crosland / J 
Flynn / P Forster-Jones / S 
Gerry / P Keane 


 


Note that the period 1st April to 30th June 2018 is included for information; however, this has been 
previously reported. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 








 
NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority, Patient 
Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams. 


  


  


 


 
 
 
 
 
 
10 September 2018 
 
Sue Jacques  
Chief Executive  
County Durham and Darlington NHS Foundation Trust 
Darlington Memorial Hospital 
Hollyhurst Road 
Darlington 
County Durham DL3 6HX 
 
 
Dear Sue, 
 
Summary of the Quarterly Review Meeting (QRM) held on 31 August 2018 
 
Following the QRM on 31 August 2018 I am writing to confirm the key points and actions from our 
discussion. As ever, I am grateful to you and your team for making the time to meet with us, and for 
the open and honest conversation regarding the progress you have made in light of the on-going 
issues facing the Trust. 
 
 
SOF segmentation 
 
The Trust is currently categorised in Segment 2 of the Single Oversight Framework (SOF), but we 
discussed the challenge in maintaining this position in the current challenging operating environment. 
We are keen for all trusts in Cumbria and the North East to achieve segment 1 status and will support 
the Trust where possible to help achieve this aim. 
 
 
Quality of care 
 
As detailed discussions were held between NHS Improvement and the Trust at an Additional Support 
Meeting earlier in the week (and also at the joint assurance meetings with NHS England, CQC and 
CCG stakeholder partners) we agreed that we would only discuss quality agenda items by exception. 
 
The Trust gave an update on a recently reported transfusion Never Event; initial investigation 
suggests that while process and policies had been complied with, the patient’s name band had been 
removed and not replaced which led to them receiving a blood transfusion in error. You advised that 
the nursing staff in question were being dealt with down the professional route as it appears they did 
not confirm the patient’s identity before beginning the transfusion. The Trust policies have been 
reviewed and appear robust, and the duty of candour has been completed. At the time of meeting 
the patient was in a stable condition. As part of the discussion we asked how staff were supported 
during such investigations and Yvonne Evans agreed to provide a link to the ‘just culture’ work that 
is being undertaken with Mersey Care. 
 


Cumbria and North East 
Waterfront 4 


Newburn Riverside 
Newcastle upon Tyne 


NE15 8NY 
 


T: 0300 123 2229 
E: t.baldasera@nhs.net 
W: improvement.nhs.uk 







 
NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority, Patient 
Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams. 


Scan for safety (HSIB recommendation) was discussed but it was felt that this would not have 
prevented the error in this case, the Trust will contact the national blood service to discuss the 
barcoding safety plan and when that will be fully rolled out.  
 
You also advised of three SIs within maternity services which were being reported and investigated 


under the ‘Every Baby Counts’ guidance and that you would feedback to NHSI updates following 


the investigations.  


The Trust continues to be part of the NHS Improvement Falls Collaborative, and continues to make 
strong progress regarding pressure ulcers.  
 
The Trust has reported a case of MRSA, and gave a general update regarding infection prevention 
control. Deep cleaning of wards on the second floor of the University Hospital of North Durham has 
been undertaken on a ward by ward basis, and the Trust raised a concern that intelligence regarding 
Health Care Acquired Infections does not appear to be collected and shared in a consistent manner. 
The trust particularly highlighted cases of CPE, as at present this is not mandatorily reported and 
relies heavily on organisations being open and transparent about infections within the region.  Noel 
Scanlon has been working with Public Health England colleagues, and Yvonne Evans agreed to 
raise with NHS Improvement leads in both regional and national teams. This will be discussed at the 
next QRM.  
 
 
Finance and use of resources 
 
The Trust remains slightly ahead of plan at month 4 (excluding PSF), reporting a year to date 
adjusted deficit of £8.68m, and is forecasting to achieve its £10.01m control total (excluding PSF). 
The Trust had assumed Q1 A&E PSF in the initial month 4 submission to NHS improvement, but is 
now forecasting not to achieve both the Q1 and Q2 A&E PSF elements.  
 
Key movements in the month 4 position include a £600k shortfall in NHS England income, offset by 
underspends in both pay and non-pay. Non-pay expenditure includes an increase in independent 
sector contracts due to outsourcing radiology and surgery services. The Trust is exploring bringing 
these services in-house as much as possible for the remining months of the year. 
 
Key risks to the achievement of the Trust’s control were outlined as follows: 
 


• Underspends within the new community contract (c£800k) that may not be retained 
within the Trust; the Trust is in discussions with the local CCGs regarding system-
wide financial balance. 


• Agenda for Change national funding (c£500k); the Trust has reported the pressure 
related to their wholly owned subsidiary as part of the month 4 process. 


• Remaining residual risk of c£1.2m; the Trust has reviewed the NHS Improvement grip 
and control checklist and is working up a series measures based on a subset of the 
full list which are expected to come into force from October. 


 
The Trust has a relatively high proportion of its CIP plan still rated as high risk, and as such is 
reporting progress fortnightly. We discussed that the Trust will need to demonstrate the progress 
being made with individual schemes, as well as including other savings opportunities within the 
routine reports which will offset any CIP scheme shortfalls. 
 
I was particularly pleased to hear that the local system is making strides in working collaboratively, 
and that the Trust and CCGs are looking at managing risk jointly. It was helpful to hear about the 
agreement to retain savings from the new urgent care model, and about joint demand and capacity 
modelling. 
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The Trust described measures being taken to improve the cash profile, and while the joint NHSE/I 
guidance issued recently has helped, the local CCGs are still concerned about additional NHS 
England scrutiny if they move away from paying in straight 12ths. We will continue to follow this up 
with NHS England colleagues. 
 
The Trust capital programme has been refreshed in year and is still forecasting to achieve plan. We 
agreed to work closely with Trust regarding capital business case requirements now that the Trust 
is in receipt of cash support, to ensure that potential delays to the approval of the upcoming 
emergency centre and EPR business cases are minimised. 
 
 
Operational Performance 
 
The Trust updated on progress on preparations for winter; the plan has been reviewed internally by 
the Exec group and clinicians and has been the subject of consultation with both the fire and police 
services. You chair the Local A&E Delivery Board (LADB) which has a joint session in October with 
the North and South Tees LADBs. I advised that it is likely we will be asking for winter plans in 
September and that the Trust needs to assure itself that it has considered the areas raised in the 
joint NHSE/I letter sent in July. I also explained that there is likely to be an increased focus on type 
3 minors A&E performance, as the Trust is currently achieving 90% compared to 98/99% in other 
Trusts. We will work closely with the Trust in the coming months to review minors performance and 
the impact of the streaming service at the Durham site. 
 
The urgent care offer in Sunderland is being reviewed, and you advised that the Trust is in the 
process of responding to the consultation and will require further assurance regarding the impact for 
the Durham site. The Trust is also reviewing attendances referred from the 111 system to understand 
where patients are being referred from, particularly during the out of hours period. 
 
 
Strategic Change 
 
The Trust is fully engaged in the work being undertaken by Sir Ian Carruthers to seek to determine 
the optimal service configuration for the Tees / Darlington patch. The areas of focus are Urgent and 
Emergency Care, Stroke, Maternity, Paediatrics, Spinal services and Frailty. Each Trust has been 
identified as the lead for a particular service and the optimal configuration is due to be agreed in 
October. It is recognised that this work will also need to be tied into the wider NHS 10 year plan. The 
Trust sits across two ICP areas, and the North Durham, Sunderland and South Tyneside ICP has its 
first formal meeting in September.  
 
The Trust updated on other ongoing work regarding vulnerable services. The Newcastle upon Tyne 
Hospitals FT has agreed to take over ophthalmology services in Durham subject to due diligence, 
and the Trust is also in discussions with North Tees and Hartlepool and local CCGs regarding an 
impending consultant retirement and likely recruitment difficulties in radiology and breast services. I 
note the Trust’s concerns regarding the pace of change and will support the discussions where 
possible to ensure a swift conclusion can be reached. 
 
 
Next Steps 
 
We have agreed to work with the Trust through ASMs regarding quality improvement and the Moving 
to Good programme. This arrangement reflects the importance we jointly place on this issue. Our 
next QRM will be held in three months, although we will be in touch regarding the above issues on 
a regular basis.  
 
If you have any questions in the meantime, please do not hesitate to get in touch. 
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Yours sincerely, 
 
 


 
 
 
Tony Baldasera 
Delivery and Improvement Director (Cumbria and the North East) 
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Item 7 – Self Assessment Review & Quality Improvement Plan 


Open Session x Private & Confidential Session  


Author  


Reason for 


Submission 


Tick all that apply 


If none of the above, 


please provide 


rationale for 


submission 


Standing item                                            x 


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: 


 


To transform care pathways and develop services which deliver the  


best patient outcomes                              x 


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 provide an overview of quality improvement activity under Get It Right First 


Time, and also mortality overview.  


Positive performance 


/ developments within 


this report   


Insert or delete rows as 


required. Provide a headline 


Positive matters  Page 
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summary for each point to 


allow Board members to 


understand the outcome and 


its importance – remove all 


red text once table 


complete. 


  


  


 


 


 


 


Key issues and 


actions within this 


report  


Insert or delete rows as 


required. Provide summary 


level information to allow 


Board members to 


understand the issue and 


action – delete all red text 


once the table has been 


completed  


Issue and actions Page 


  


  


  


  


  


Regulatory 


compliance 


implications 


Tick all that apply 


 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 


identified (if any) 


None identified.  


Action / decision 


required from the 


Board 


To receive report.  
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Mr Jeremy Cundall 


Executive Medical Director 


Board Report October 2018 


 


Following the successful completion of a quality improvement pilot in orthopaedics entitled Getting It 


Right First Time (GIRFT), the Department of Health has commissioned a programme that will cover an 


additional ten clinical areas over the next three years to support the NHS in delivering productivity and 


efficiency improvements across England.  


 


The ambition is to identify areas of unwanted variation in clinical practice and/or divergence from the 


best evidence. The work will culminate in a report and set of national recommendations aimed at 


improving quality of care and also reducing expenditure on complications, litigation, procurement and 


unproven treatment.  


 


Completed Visits 


 


County Durham and Darlington NHS Foundation Trust has had 7 Getting it Right First Time (GIRFT) visits. 


A brief update on each visit is shown below:- 


 


Urology 


Urology services have now transferred to South Tees NHS Foundation Trust and therefore there are no 


further opportunities for the Trust to pursue. 


 


Vascular 


Vascular services will be transferring to City Hospitals Sunderland NHS Foundation Trust and therefore 


there are no further opportunities for the Trust to pursue. 


 


General Surgery 


The main opportunities which are being pursued for General Surgery are as follows:- 
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Initiative Opportunity - Description Opportunity - Efficiency 


Day case rates For laparascopic 
cholecystectomy our rate is 
45% and the average is 51% 
with some trusts getting up 
to 75%. 
 
 


Consultant to consider 
swap Outpatient clinic with 
additional list at Bishop 
Auckland Hospital. 
 
Consultant to use an 
additional list at BAH  


Cholecystectomy within 14 
days of admission with 
cholecystitis 


In 2016 this was only 20% 
with some unit’s greater than 
50%.  


Review pathways.  


 


Obstetrics and Gynaecology 


The main opportunities which are being pursued for Obstetrics and Gynaecology are as follows:- 


 


Initiative Opportunity - Description Opportunity - Efficiency 


Hysterectomies The Trust is doing a high 
number of hysterectomies 
for benign disease/ 
laparoscopic assisted vaginal 
hysterectomies.  


Currently only 17% of 
hysterectomies are done 
laparoscopically - aim to 
improve to 25% of cases to 
be done laparoscopically.  
Review pathways.  


 Our length of stay for all 
hysterectomies is 5 days 
with the national average 
being 3. 


Review service wide.  


Day case gynaecology We do not undertake day 
case hysterectomies or 
vaginal repairs but some 
trusts are reaching 25% and 
50% respectively 


Explore potential to 
undertake day cases.  
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Botox for overactive bladder 80% have a reoperation 
within 2 years but the 
national average is 60%.  


Review pathways for this.  


 


 


Orthopaedics 


The main opportunities which are being pursued for Orthopaedics are as follows:- 


 


Initiative Opportunity - Description Opportunity - Efficiency 


Ward 33 DMH – case mix; 
elective vs urgent 


Review current guidelines 
against pathways, exploring 
most effective case mix 
across the Trust.  


Need preliminary 
review/overview of figures 
by November/December 18 


 


Ophthalmology 


The Ophthalmology deep dive visit took place on the 4th July 2018, and the Trust has just received the 


final observation notes. Therefore the GIRFT team will be discussing the results with the team this 


month and formulating a plan for the specialty. 


 


ENT 


The ENT deep dive visit took place on the 1st October 2018, and the Trust is currently waiting for the 


final observation notes prior to formulating a plan for the specialty. 


 


Future Visits 


 


The ENT deep dive visit was the final surgical GIRFT visit for the Trust. The national GIRFT team are now 


moving forward with the medical GIRFT visits and we have had the following update from our regional 


hub:- 
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 The national team are currently finishing off the Acute & General Medicine survey with a view to 


distributing to all trusts from the 22nd October 18 onwards. The survey will be released on the 


Citizen Space platform, with a closing date for trusts to complete by the 16th November 18. 


 


 They are anticipating that the pilots will be undertaken in January and if all goes to plan with the 


pilot data pack, they will look to launch the national project around April 2019 with an eventual 


National Report being published early 2020. 


 


 The regional hub (as per Trust request) are arranging an early visit for County Durham & 


Darlington NHS Foundation Trust.  


 


 The Acute & General Medicine lead for the region is one of our ED Consultants and therefore 


they have confirmed that they will let us know who will be carrying out the visit. 


 


Mortality 


 


As previously described in previous papers, the Organisation is implementing the National Quality Board 


(NQB) ‘National Guidance on Learning from Deaths (2017).  This report will give an overview as to 


progress made to date as well as key mortality data.  


Learning from Deaths Dashboard 


The learning from deaths dashboard has been developed to provide an overview as to where care has 


been excellent/where care could have been better, in parallel to highlighting deaths that may 


potentially have been avoided. The dashboard has been modified from the NHS England template.  The 


individual mortality reviews included within this dashboard are based upon the nationally recognised 


PRISM2 tool. The dashboard presents overall data from mortality reviews and captures the number of 


deaths reviewed as ‘number of deaths/deaths reviewed meeting the inclusion criteria’.  The data 


completeness column indicates whether the information is either provisional or final.  


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


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


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


Not included within the Trust dashboard are stillbirths and neonatal deaths.  There have been 19 since 


April 1st 2018, which are subject to a perinatal review or a child death review depending on the 


circumstances.   
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Quarter One Reviews 


Two cases were uploaded to National Reporting and Learning System (NRLS) as avoidable deaths in Q1. 


One death was identified as greater than 50/50 avoidable at mortality review, the second graded as 


slight evidence of avoidability at mortality review but the RCA graded the death as avoidable.  Both 


cases have had full investigations and are graded as Serious Incidents. 


Nine Cases were graded as having received either ‘Poor’ or ‘Very Poor’ quality care.  This equates to 5% 


of cases reviewed.  All of these cases have had an incident raised on the Ulysses system and have been 


managed as patient safety incidents.  Fourteen Cases were deemed to have received only ‘Adequate’ 


care.  Nine of these cases, have been managed through the incident reporting process.  High level 


information regarding the learning from all of these cases was included in the September 2018 report. 


Quarter Two Reviews 


To date no cases have been uploaded to NRLS as being avoidable in Q2. 


One case has been graded as ‘Poor’, and this case is progressing to full RCA.  Eleven Cases were deemed 


to have received only ‘Adequate’ care.  Eight of these cases, have been managed through the incident 


reporting process and a further three remain under review.  High level information regarding the 


learning from all of these cases is included later in this report. 


Learning from Deaths Themes and Action 


Previous papers have identified learning themes in relation to Sepsis, Community Acquired Pneumonia 


and Acute Kidney Injury.  This paper provides an update on work relating to these areas and includes a 


new theme identified of capacity assessment highlighted through the review process.  Positive themes 


of learning are included on page 5, and two excellence reports were completed in September for 


excellent care noted during a mortality review. 


Sepsis 


Work continues to improve the management of patients with sepsis, on-going improvement work is 


primarily focused upon ensuring antibiotics are delivered within 1 hour.   


CQUIN performance demonstrates screening consistently over 90% both in ED and inpatient areas.  


Timeliness of antibiotic delivery in ED remains an issue however improvement is evident with 78.8% 


antibiotics given within 1 hour in Q2.  Senior clinical staff and managers in ED continue to give the issue 


high profile.    


A pilot is about to commence of a post 1 hour sepsis bundle, the outcome of this pilot will be included in 


future board reports when results are available. 
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A poster to outline the improvement work to date has been submitted to the Becoming a Highly reliable 


organisation conference. 


Community Acquired Pneumonia  


Work is ongoing in the Acute Intervention Team to improve the management of patients with 


community acquired pneumonia.  A further audit is underway, modifications to ePMA and the 


introduction of ‘aide memoire’ posters in clinical areas. A detailed quality improvement project update 


will be presented to November Mortality Committee. 


A poster to outline the improvement work to date has been submitted to the Becoming a Highly reliable 


organisation conference. 


Acute Kidney Injury 


The findings of the AKI Bundle audit alongside the quality improvement activity have been collated in 


this short report. 


Acute Kidney Injury 
Quality Improvement Journey 2013 onwards.docx


 


A further PDSA cycle of the AKI care bundle will take place in Quarter 2 alongside a qualitative hydration 


audit. 


Advanced Care Planning, Decision Making and Capacity Assessments 


Cases reviewed as providing ‘Adequate’ quality care continue to consistently have a theme relating to 


inappropriate resuscitation attempts.  A meeting took place in early September to consider the 


management of patients who have uncertain recovery and for whom aggressive treatment may not be 


appropriate.  The action plan remains in development and will include utilising a tool developed in 


Edinburgh, which baseline data collated within CDDFT has proved may be of benefit and is already 


attracting regional interest. The work around this in relation to care of patients ill enough to die is being 


monitored through end of life steering group.   


  


 


 







 


Themes from 2018/19 reviews to date 


The following charts highlight learning identified within the clarity mortality review system for 2018/19 reviews. 


Positive Learning 


 







 


10 
 


Negative Learning 


 


Please note: unanswered stays checked on the system even when other options are chosen which goes some way to explain the high number of 


‘unanswered’.  Unchecking this when one or more other options are chosen is one of the improvements the Trust has requested Clarity make to the system. 


Mortality Data  


SHMI (Summary Hospital-level Mortality Data) has fallen compared to the previous period and HSMR (Hospital Standardised Mortality Ratio) has increased 


slightly.   


SHMI 
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HSMR 


 


 


 


 


 


Oct15-Sep16 Jan16-Dec16 Apr16-Mar17 Jul16-Jun17 Oct16-Sep17 Jan17-Dec17 Apr17-Mar18


NHS Digital NHS Digital NHS Digital NHS Digital NHS Digital NHS Digital HED


Trust 106.67 106.12 105.22 104.87 104.64 104.48 105.52


UHND 109.71 112.45 110.75 109.57 108.59 107.77 108.92


DMH 107.84 102.80 102.82 102.79 103.73 104.85 107.04


TrendlineCare Group Site


CDDFT


Jan16-Dec16 Apr16-Mar17 Jul16-Jun17 Oct16-Sep17 Jan17-Dec17 Apr17-Mar18 Jul17-Jun18


HED HED HED HED HED HED HED


Trust 103.45 101.01 97.86 96.95 95.52 95.97 97.90


UHND 103.13 100.98 98.76 98.75 97.52 99.62 102.42


DMH 103.65 100.57 96.13 94.10 92.42 91.07 91.75


Care Group Site Trendline


CDDFT
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The Trust is above regional peers and the national average for both palliative care coding and death at usual place of residence. 
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Vlad Alerts 


July Vlad Data shows a negative alert for pneumonia, septicaemia and heart failure.   


In relation to the pneumonia alert, four cases have been identified as being associated with this alert.  One 


has already been reviewed as part of the mortality review process within CDDFT and no issues were 


identified with that patients care. The remaining four have been reviewed by a Respiratory Consultant.  


The Septicaemia alert has 3 cases associated with it.  Two have already been reviewed as part of the Trust 


mortality review process, one shows no problems in care or evidence of avoidability, the second has been 


identified as having some room for improvement in clinical care and slight evidence of avoidability.  The 


third case is under review by the sister in the Cardiac Arrest Prevention team who leads on sepsis. 


The Heart Failure Alert has 3 cases associated with it.  The three cases have been sent to one of the central 


review team for review. 


Further vlad data received in September showed alerts for Pneumonia (4), Acute bronchitis (1), COPD (1) 


and Septicaemia (2).  Support is being requested from respiratory consultants across the Trust to review 


the respiratory alerts and the septicaemia alerts are being reviewed by the Cardiac Arrest Prevention team. 


The findings of the review into these negative vlad alerts will be presented to November mortality 


committee. 


Medical Examiner 


A meeting was held on 5th October involving key stakeholders, to consider how the implementation of 


Medical Examiners will be approached at CDDFT.  A task and finish group has now been established to 


support the implementation and will next meet on 5th November 2018. 
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Local Education 
Provider


Site


Standards for 
medical 


education; Select 
Theme / Domain 


Programme 
curriculum


Post Specialty
Please list the 


level of trainees 
affected


Date item was 
identified / added 


to the QIP
Initial RAG rating Description of item (issue / concern or area for improvement) Actions (please list planned actions) 


Deadline for 
completion


Current Status Current RAG Previous Updates (collated) June 2018 Update Autumn 2018 Update


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 
and culture


General Surgery General Surgery Higher Jun-18 Amber
Trainees felt the Clinical Decisions Unit is not working effectively as 
decisions are not made and patients are backlogged, it is staffed by 


nurse practitioners with little structured Consultant input


Issue raised at School visit on 07/06/2018 awaiting written report in 
order to complete action plan with Care group leads. 


Aug-18


Stage 3a: Progress 
not yet apparent – 
there is no change 
as of yet, but there 


continuing 
monitoring and 


evaluation of 
actions.


Amber
Consultants in discussion re increased support for CDU. 


Likely policy change for escalation to Consultant if 
multiple patients awaiting review


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


Bullying and 
undermining


General Surgery General Surgery Higher Jul-17 Amber Surgical B&H issue raised in department via GMC Survey 2017.  


The individual has adequately reflected on the issue and is up to 
date with trust Educational Supervisor training.  Monitor 


department to ensure no future issues regarding bullying and 
harassment are highlighted. 


ASAP


Stage 4: Closed – 
Solutions are 


verified, evidence 
that there has been 


sustained 
improvement over 


an appropriate time 
period.


Green 
No further issues highlighted.  Action plan submitted to 


HEE NE and completed
No further issues in this regard. Closed. 


County Durham 
and Darlington 


NHS Foundation 
Trust


Trust-wide


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General surgery General surgery Foundation May-17 Amber
F1 Drs did not feel that they were learning a great deal as the role 


was predominantly administrative


UHND – trainees are encouraged to attend OP/theatre sessions. 
Current feedback is that there are opportunities for learning 


including formal teaching, Consultant led paper teaching round on 
Thursday morning, however there is a reasonable administrative 


component. We have agreed that we will introduce Formal Friday 
teaching ward rounds for trainees to present the patients and lead 
assessment and evaluation. This will also provide opportunities to 
gain mini-CEX’s. It is also apparent that there is a perceived barrier 
to trainees seeing acute emergencies on CDU, as this is nurse-led. 


Tutor will write to staff on CDU and sister for SAU/CDU to encourage 
trainees to get involved in assessment of CDU patients, particularly if 


SAU is quiet. This will increase exposure to acute patients and 
provide further opportunities for CBD’s. Tutor will also write to the 


F1’s to explain this. 


Dec-17


Stage 3b: 
Monitoring Progress 
– Actions are being 
implemented, and 


there is evidence of 
improvement 


through monitoring.


Amber


Foundation tutor has not had any more issues raised 
from trainees around this, trainees are getting to clinics 


and theatre sessions regularly. We will continue to 
monitor this. 


Still issues with surgical rotas at DMH. Trust is still 
working to fix these by considering central rota 


organisation and business case to be presented to ECL 
for 2 physicians assistants one on either site. 


There are still issues with regards to under filling of 
posts, although currently there is only 1 F2 gap. Two 


Physician assistants have been appointed in orthopaedics 
and General surgery at DMH (due to start Oct/Nov 18). 
They will support the foundation doctors at ward level.  
Funding has been agreed for two rota co-ordinators in 
the surgical directorate (1 per site) to streamline filling 
of gaps in the rota's. Introduction of circular wave has 


also improved recruitment into unfilled shifts.


County Durham 
and Darlington 


NHS Foundation 
Trust


Darlington 
Memorial 
Hospital


1. Learning 
environment 
and culture


General Surgery General Surgery Foundation Sep-17 Amber 
Gaps in surgical foundation programme and reduction in numbers 


has caused some serious problems with cover and hours since 
August 2017.


 Department has expressed a wish to have Physicians Associates, and 
a business case is currently being formulated to support trainees, 


with additional locums until this happens.
Nov-17


Stage 3b: 
Monitoring Progress 
– Actions are being 
implemented, and 


there is evidence of 
improvement 


through monitoring.


Amber


Meetings have been held with trainees and consultants,  
Additional locums have been brought into the 


department and trainees have been told not to 
volunteer to fill shifts, which would make them non-


compliant.  On going issues still present.


There are still issues with regards to under filling of 
posts, although currently there is only 1 F2 gap .Two 


Physician assistants have been appointed in orthopaedics 
and General surgery at DMH (due to start Oct/Nov 18). 
They will support the foundation doctors at ward level.  
Funding has been agreed for two rota co-ordinators in 
the surgical directorate (1 per site) to streamline filling 
of gaps in the rota's. Introduction of circular wave has 


also improved recruitment into unfilled shifts.


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 
and culture


General Surgery General Surgery Higher Jun-18 Amber 


Trainees are not getting access to emergency surgery- theatre list 
does not commence until 2.30pm and over runs beyond 5pm. Issue 


with anaesthetic nurses- creating a backlog in recovery, beds and 
flow.


Issue raised at School visit on 07/06/2018 awaiting written report in 
order to complete action plan with Care group leads. 


Aug-18


Stage 2: 
Implementing 


Solutions – Action 
plans/plans for 


improvement are in 
place, but are yet to 


be fully 
implemented and 


evaluated.


Amber
This is still an issue. There are plans for the emergency 
list to be converted to an all day list once more theatre 
space becomes available following the vascular move. 


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery
Trauma and 
orthopaedic 


surgery
Foundation Oct-18 Red GMC Red outliers Clinical supervision, supportive environment


Have been major changes to Orthopaedic Consultant supervision in 
response to local feedback. Since August 2018 the Trauma round is 


now 2 hours job-planned Consultant time per day, ensuring plenty of 
time for teaching and clarity of clinical plans. For the post trauma 


week the Consultant job plan has also changed to ensure they are on-
site to see the patients from the previous trauma week every day. 


Trainees have previously reported feeling unsupported in the 
management of this patient group. Consultants have also been 
advised that they need to look for trainees when doing ad-hoc 


rounds, rather than using the trauma co-ordinators to feedback to 
Foundation trainees. 


Sep-19


Stage 2: 
Implementing 


Solutions – Action 
plans/plans for 


improvement are in 
place, but are yet to 


be fully 
implemented and 


evaluated.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery
Trauma and 
orthopaedic 


surgery
Foundation Oct-18 Red GMC Pink outlier Clinical supervision out of hours


Trainees are shown the theatre complex and how to change/come 
into theatre as part of induction to break down the perceived 


barrier of senior colleagues being unavailable when in theatre out of 
hours. As part of Hospital at Night process Senior Surgeon will now 


meet surgical and medical F1s alongside AIT team and Medical 
Senior twice daily but specifically at 9pm in the evening. Plan to 


commence in November 2018 and audited by the AIT team. Business 
proposal submitted for extra band 7 nurse overnight until 2pm to 
support Foundation doctors particularly with prescribing duties. 


Sep-19


Stage 1: 
Investigation - 
Verification of 


concern is being 
undertaken and 


action plan is not 
yet in place.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


3. Supporting 
learners


General Surgery
Trauma and 
orthopaedic 


surgery
Foundation Oct-18 Red GMC Red Outlier Rota design


Overall responsibility for rota administration has now come under 
Consultant responsibility. Rota will be reviewed once personnel 


levels are confirmed ahead of the vascular move next year. There 
have been very few rota gaps, and currently the rotation is full. A 
rota co-ordinator post is now approved and advertised which will 


improve administration of filling of rota gaps. 2 Physician Associates 
have been appointed to surgical specialties at DMH. Trust is looking 


at proposal for generic medical and surgical OOH F1s from 2019.


Sep-19


Stage 1: 
Investigation - 
Verification of 


concern is being 
undertaken and 


action plan is not 
yet in place.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


Darlington 
Memorial 
Hospital


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery
Trauma and 
orthopaedic 


surgery
Foundation Oct-18 Red GMC Pink Outlier Rota Design 


There have been lots of gaps due to under filled posts and several 
DWDN’s in post requiring less than full time working. A rota co-


ordinator post is now approved and advertised which will improve 
administration of filling of rota gaps. Two Physicians Associates have 
just started in post in ortho and general surgery which will support 


the daily workload, allowing more time for education. Plans 
mentioned above are Trust-wide. 


Sep-19


Stage 2: 
Implementing 


Solutions – Action 
plans/plans for 


improvement are in 
place, but are yet to 


be fully 
implemented and 


evaluated.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery General surgery Higher Oct-18 Red GMC Red Outlier in Teamwork 
No clear issue identified on discussion with trainees. Development 


of new policy to ensure more Consultant support for CDU in 
development.


Sep-19


Stage 1: 
Investigation - 
Verification of 


concern is being 
undertaken and 


action plan is not 
yet in place.


Red


Health Education North East: Quality Reporting Framework
Trust Quality Improvement Plan (QIP) SPECIALITY, FOUNDATION & GP







County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery General surgery Higher Oct-18 Red GMC Red outlier in Supportive environment


Changes to the way we feedback from Educational supervision 
group underway to allow one to one feedback from CS following 
group discussion of trainee (response to feedback from trainees)


Feedback suggests some issues have arisen with support from 
Locum Consultant staff. Since the GMC survey, there has been a 
further permanent appointment, and a reduction in the need for 


locum staff, with a clear plan to reduce this to zero consultant locum 
staff following appointment of a new upper GI consultant. The 


current locum is longer term and there have been no reports of 
concerns.


Changes to the way we feedback from Educational supervision 
group underway to allow one to one feedback from CS following 
group discussion of trainee (response to feedback from trainees)


Feedback suggests some issues have arisen with support from 
Locum Consultant staff. Since the GMC survey, there has been a 
further permanent appointment, and a reduction in the need for 


locum staff, with a clear plan to reduce this to zero consultant locum 
staff following appointment of a new upper GI consultant. The 


current locum is longer term and there have been no reports of 
concerns.


Sep-19


Stage 2: 
Implementing 


Solutions – Action 
plans/plans for 


improvement are in 
place, but are yet to 


be fully 
implemented and 


evaluated.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery General surgery Higher Oct-18 Red
GMC red outlier Adequate experience, curriculum coverage and 


workload 


Winter beds crisis has undoubtedly impacted on trainee exposure. 
Trainees have been advised they have clear preference for lists over 


surgical practitioners. Trainees logbooks are being review more 
regularly to allow trainees to get trained in appropriate lists, and are 
upcoming cases are reviewed in the weekly meeting. Flexibility with 


zero days is also encouraged to facilitate operative experiences.  


Sep-19


Stage 1: 
Investigation - 
Verification of 


concern is being 
undertaken and 


action plan is not 
yet in place.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery General surgery Higher Oct-18 Red GMC red outlier Rota design 
Rota has been reviewed since GMC survey completed, and amended 


to maximise opportunities for training time whilst maintaining 
compliance with new contract.


Sep-19


Stage 2: 
Implementing 


Solutions – Action 
plans/plans for 


improvement are in 
place, but are yet to 


be fully 
implemented and 


evaluated.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery General surgery Higher Oct-18 Red GMC Pink outlier support Out of Hours Seems to relate to a locum who is no longer employed in the trust. Sep-19


Stage 1: 
Investigation - 
Verification of 


concern is being 
undertaken and 


action plan is not 
yet in place.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
environment 


and culture, 3. 
Supporting 


learners


General Surgery General surgery Higher Oct-18 Red GMC Pink outlier Induction


Feedback suggests more practical tips would be appreciated in the 
local induction, and this has now been incorporated into local 


induction.
Trust induction has been revamped from August 2018 to make the 


process more streamlined.


Sep-19


Stage 3a: Progress 
not yet apparent – 
there is no change 
as of yet, but there 


continuing 
monitoring and 


evaluation of 
actions.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
Environment 


and Culture 3. 
Supporting 


Learners


General Surgery General Surgery Foundation Oct-18 Red Rota design problems highlighted on the GMC. 


Issue discussed directly with trainees 10am-10pm shift has now 
been amended to 8am-8pm from August 2018 in response to 


feedback. Introduction of AI team, evenings are more supported, 
and trainees would prefer to be available for their ward based 


rounds.  


Sep-19


Stage 3a: Progress 
not yet apparent – 
there is no change 
as of yet, but there 


continuing 
monitoring and 


evaluation of 
actions.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
Environment 


and Culture 3. 
Supporting 


Learners


General Surgery General Surgery Higher Oct-18 Red
Issues identified from School visit with master rota and weekly 


colorectal rota.


Responsibility of these rotas now sits with consultant, and 
anecdotally improvements have been noted. Funding has also been 
agreed for a divisional rota administrator and as result coordination 


and gap filling should improve. 


Sep-19


Stage 1: 
Investigation - 
Verification of 


concern is being 
undertaken and 


action plan is not 
yet in place.


Red


County Durham 
and Darlington 


NHS Foundation 
Trust


University 
Hospital of 


North Durham


1. Learning 
Environment 


and Culture 3. 
Supporting 


Learners


General Surgery General Surgery Higher Oct-18 Red
Ongoing issues with rota gaps and non-training grade posts on the 


middle grade rota.


There is no easy solution for this, and Trust unsure of situation 
depending on the re-allocation of trainees following the vascular 


move (estimated May 2019). GMC survey results are to be discussed 
in trust-wide surgical directorate meeting in November.  Rota 


Administrator appointed for Surgery at UHND and DMH to help 
manage rota admin and e-rota will be rolled out in 2019.


Sep-19


Stage 1: 
Investigation - 
Verification of 


concern is being 
undertaken and 


action plan is not 
yet in place.


Red







Local Education 
Provider


Site
Standards for medical education; 


Select Theme 


Placement  / Rotation (Please 
select all OR an option from the 


post specialty list. Where an 
issue/concern impacts on an 
entire rotation please ensure 
that this is described in the 


description, column G)


Date item was 
identified / added 


to the QIP


Initial RAG 
rating 


Description of item (issue / concern or area for 
improvement) 


Actions (please list planned actions) Deadline for completion
Current 


RAG
Previous Updates Spring 2018 Autumn 2018


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 18/09/2017 Amber Identifying clinicians to help with teaching 


Reviewed the process and timeline for timetable 
planning to allow Clinicians 8-12 weeks to commit 


to teaching. Timetables are planned over the 
summer .Review of job description for Course 


leads and UGT PA's for involvement with 
education to deliver teaching and recruit 


clinicians from the care groups to teach.  Director 
of Undergrad Medical Education has been 


appointed with 4 PAs, to work across the Trust 
with an undergrad tutor on each site and course 
leads appointed with significant PAs in job plans. 


01 December 2017 Green 


Everyone is extremely busy with the winter pressures. We need to 
encourage engagement through networking and more recognition 


for input. Individual thankyou emails have been sent for every 
rotation so far and a plan to  create bulletin uploads and  excellence 


reporting.  We may consider allocating an F1 buddy but this very 
dependent upon rotas, needs more discussion.


Handover and timeline guidance has been created by teaching team 
manager and distributed to the teaching team.  DUME has written 


course lead job description and all course leads have now been 
appointed and consultant teaching hours are calculated and 


reimbursed to care groups.  Course lead job descriptions include 
dedicated teaching hours, assessment support and patient 


recruitment.   


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide


5. Developing and 
implementing curricula and 


assessments 
Academic 18/09/2017 Amber


Recruitment of assessors for summative 
assessments and exams 


Provision of additional in house MOSLER training. 
Highlighting "train the trainer sessions" emailed 
Trust wide and via Trust bulletins.  adding this to 


course lead and UGT job descriptions.


01 June 2018 Green 


In house training and University led training at UHND has taken 
place.  Finals MOSLER has been recruited to mainly with course leads 
who have it in their job description-this model should continue to be 


effective for future years.  Support from care group directors has 
allowed us to recruit assessors within medicine.  No other specialty 


has an examiner recruitment problem currently


MOSLER training has taken place and an email to all senior clinicians 
to highlight future MOSLER training has been sent by the medical 


education department.  Course lead job descriptions contain 
MOSLER assessment as a key responsibility and this meant it was 


easy to identify and recruit assessors this year.  


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide


5. Developing and 
implementing curricula and 


assessments 
Academic 18/09/2017 Amber


Recruitment of course leads to help with the 
delivery and development of curricula 


Review of job roles and provision of PA's to 
support this


01 December 2017 Green 
Only HBP medicine UHND course lead is still vacant.  LTC course lead 


at UHND has temporary cover but would benefit from a fully 
dedicated lead


All course leads have been recruited and have dedicated time in their 
job plans.  This is has been supported by medical director and care 


group directors.


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 18/09/2017 Red


Reflection of rotation feedback - Induction FOCP 
red. This was due to replication of the induction 


within 4 months to cover Base unit /Trust 
induction outcomes.


We are currently reviewing the process  where by 
Trusts are involved in the stream lining project to 


prevent duplication of training . Some of the 
hospitals within the region are involved with this  


where there are standards to be covered and 
adhered to. Our Trusts hopes to role this out from 


April 2018. 


01 December 2017 Green 
Next Academic year there will be one induction. Streamlining of 


inductions is being introduced across the Trusts. The next academic 
year   the induction is to be delivered at the Base units. 


There is now only one induction that takes place at the base unit 
(Sunderland Royal Hospital for UHND and James Cook University 


hospital for DMH).  Local induction is now specific to the site and has 
been streamlined. 


County Durham and 
Darlington NHS 


Foundation Trust


Darlington 
Memorial 
Hospital


1. Learning environment and 
culture


Academic 18/09/2017 Amber


Access to community sessions  for LTC DMH due 
to Lack of flexibility of days and availability of 


voluntary groups. Difficult to get  health service 
staff on board due to their work load. It is not 


possible to have an effective timetable if clinical 
options  are scattered across the timetable.  


Identify ways to allocate options without 
disruption to the time table by identifying a set 
day for community sessions.  Networking with 


HCP to hopefully include them within the 
timetable.


01 January 2018 Amber Actions on-going 


A course lead for LTC DMH has been appointed and is working with 
the LTC course support to develop the course.  We have already 


established a link with local hospice care but further work is required 
to increase the availability of clinical options, particularly looking 


towards the new undergraduate curriculum.


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide


1. Learning environment and 
culture


Academic 18/09/2017 Amber


Students do not always feel welcome or part of 
the wider teams -  more applicable to third years, 


often due to busy work loads and different 
student groups here for short stays  - not easy to 
build rapport and unfamiliar with the wards and 
their teams . This is the nature of the rotations.


Copy the good work of the Child Health Rotation 
and provide the wards with the photos of the 


student groups allocated on a weekly basis with a 
polite request to help to support their learning 


along with objectives and ideas on how the team 
could support their learning. Personalise. Initial 
ward tour and introduction to the department.


01 July 2018 Amber


DUME is working with base unit sub deans to try and arrange for 
student groups to attend one hospital site for either a full year or at 


least for one semester.  DUME also plans to include medical 
education information in the trust bulletin, aiming to promote 


awareness of the students to ward staff


Ward tours are now taking place for our new third year students and 
informal feedback was that this was very helpful.  Photos are being 


sent to the wards.  DUME has been raising the profile of 
undergraduate medical education within the trust by liaising with 


care group directors and by delivering an update at the annual 
medical education update.  A generic teaching poster has been 


created to raise awareness of student teaching.  A learning outcome 
poster is under development to allow the ward teams to identify 


how they might support students in their learning.  A pilot of a junior 
assistantship is going to take place at FOCP at DMH to see if this 


helps students feel integrated within the team.  DUME is working 
with base unit sub deans to try and arrange for student groups to 


attend one hospital site for either a full year or at least one 
semester.  


County Durham and 
Darlington NHS 


Foundation Trust


University 
Hospital of 


North Durham
3. Supporting learners Academic 18/09/2017 Amber


 We have Increased the community options for 
LTC UHND - OT, physio, community nurse and 


matrons on board - MDT focus  


Students are not organised and at times reluctant 
to pick up some of these sessions. Students most 
take responsibility and will be given guidance and 


checks will be undertaken to ensure they have 
taken the opportunity. 


01 July 2018 Green Actions on-going 


Nurse teaching fellow has created a business card scheme where the 
students select a card from a hat which contains contact details and 


a summary of the service.  They then attend the session and 
feedback on the experience to the rest of the group.  Formal 


feedback has been obtained which is fed back to the clinicians which 
can be used for their own appraisal/revalidation.  The attendance 


has increased dramatically.


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 28/09/2017 Red


Pastoral & Ethical concerns  poor rating for all 
rotations except HBP where students are with us 
for 16 weeks and are allocated a tutor and tutor 


group.


Raise the profile of pastoral support  introduce 
this at inductions. Provide contact information 


and university process and booklets in the 
student locker room.  Continue with one point of 


contact to liaise with the base units regarding 
student concerns.  Students can access any 
member of the team with whom they feel 


comfortable.


04 May 2018 Green 


DUME has created a first draft of a student support flier to 
summarise student support availability.  After discussion with Wear 


and Tees base unit sub deans, DUME will be having not yet 
competent meetings with students rather than students needing to 
travel to James Cook and Sunderland.  As above, working with sub 


deans to try and have students placed in the hospital for full year or 
at least full semester


No students rated disagree or strongly disagree for pastoral or 
ethical concerns for HBP UHND, HBP DMH, child health ESR UHND, 
women’s health ESR UHND, women’s health EJR UHND, women’s 


health EJR DMH, ICP UHND, child health EJR UHND, child health EJR 
DMH.  8 students overall rated disagree/strongly disagree for ethical 


concerns across the other rotations and 14 overall rated 
disagree/strongly disagree for pastoral concerns across other 


rotations.  These were small numbers with the majority of students 
feeling that this had been covered adequately.  Pastoral support 
profile improved with new pastoral support flier and information 


highlighted in inductions.  Role of pastoral lead is being reinforced.


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 4. Supporting trainers Academic 28/09/2017 Amber Need to increase MOSLER examiners. 


Developed a MOSLER video through our clinical 
simulation centre, which will be used to role out 
MOSLER examiner  training across the  Trust to 
increase numbers. including this in course lead 


and UGT job descriptions


01 May 2018 Green Actions on-going 
MOSLER examining part of course lead job descriptions.  All MOSLER 
examiners recruited in advance of the MOSLER this year.  MOSLER 


training advertised to all senior clinicians in the trust.  


Health Education North East: Quality Reporting Framework
Trust Quality Improvement Plan (QIP) UNDERGRADUATE







County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 28/09/2017 Green 


Bad day on call and High fid sim & Low fid sim 
throughout HBP


Increased delivery of simulation teaching to 
address both patient safety and MOSLER exams. 


There is a focus upon human factors weaved 
throughout the acute care simulation at the SIM 


centre to further develop the students team 
working and communication and managing 


challenging situations to help further prepare 
them for life as an F1  


01 December 2018 Green Actions on-going 


Increased delivery of simulation teaching to address both patient 
safety and MOSLER exams. There is a focus upon human factors 


weaved throughout the acute care simulation at the SIM centre to 
further develop the students team working and communication and 
managing challenging situations to help further prepare them for life 


as an F1  


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 04/12/2017 Amber


Induction process needs to be re looked at in the 
following areas - How to raise a concern, Safety 


issues, Consent, Dealing with 
bullying/undermining behaviours


Sally and Andrea to look at this process before 
next induction will take place.


01 September 2018 Green 
DUME has created a first draft of a student support flier to 


summarise student support availability as well as other issues listed 
here


A flier has been created with a summary of student support 
available.  This is emailed to all students in advance of the rotations 
and copies are available on the student notice board.   This includes 
how to raise a concern and safety issues.  All students receive a duty 
of candour leaflet prior to their placements.  FOCP induction covers 


these elements and the student induction SOP has now been 
updated to include these elements.


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 04/12/2017 Amber


Relevant learning outcomes are covered by the 
teaching timetables and that no outcomes are 


missed


DUME and Teaching Team Manager to look at 
timetables regularly and ensure outcomes are 


mapped
01 December 2018 Amber Actions on-going 


FOCP and HBP are now mapped but other rotations need to be 
completed


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 04/12/2017 Amber


Ensure that all teaching timetables have clearly 
labelled teaching sessions and tutors allocated to 


them so that we can identify tutors for GMC 
recognition


Sally and Andrea to look into this. 01 September 2018 Green 
Andrea and Claire Townsend have developed a process to capture 


this data


All teacher names are added to the timetable and this forms part of 
the training register.  The department has data of all teaching 


sessions to allow calculation of care 


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 01/10/2018 Green You said, we did bulletin


Students are asked to complete amber and green 
cards.  Green cards are completed when a session 


worked well and the students note why it has 
worked well.  Amber cards are for things that 


didn’t work so well and suggestions about how 
this could be improved.  A bulletin is then 


produced to summarise the feedback, let the 
students know how we will respond to their 
concerns and the bulletin also contains some 


informal clinical tips.


Continue Green 


County Durham and 
Darlington NHS 


Foundation Trust


University 
Hospital of 


North Durham
3. Supporting learners Academic 01/10/2018 Green FOCP UHND – “Cheers and fears” session. 


 Students are given white cards for them to write 
what they are looking forward to and what they 
are worried about.  This is done anonymously.  


The team then read the comments, look for 
common themes and address the concerns with 
the group.  This session is designed to improve 


student support and reduce anxiety.


Continue Green 


County Durham and 
Darlington NHS 


Foundation Trust


Darlington 
Memorial 
Hospital


3. Supporting learners Academic 01/10/2018 Amber


Student feedback for LTC Darlington rated red 
across a number of domains including overall 


quality, organisation, information given, access 
clinical areas, formal teaching taking place, 


teachers prepared, teaching helped learning 
outcomes, raise issues about learning and 


teaching, supervision in clinical areas, 
responsibilities appropriate to learning, accessing 


pastoral support


Nurse teaching team manager to meet with 
course lead and course support to come up with 


an action plan
01 January 2019 Amber


County Durham and 
Darlington NHS 


Foundation Trust


Darlington 
Memorial 
Hospital


3. Supporting learners Academic 01/10/2018 Amber


Deputy Director of Medical Studies (Quality and 
Curriculum) flagged concerns about red RAG 


ratings for Women’s health DMH and has 
requested an action plan


Nurse teaching team manager has met with 
course lead and course support and has come up 


with an action plan which was fed back to the 
university.  Feedback from the most recent 


rotation (EJR) was green with an overall 
satisfaction score of 98.16% which was the 


highest in the region.  To review after ESR and to 
update action plan


01 March 2019 Amber


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide


1. Learning environment and 
culture


Academic 01/10/2018 Amber


Feedback from joint Northern Foundation School 
and Newcastle University Quality visit stated that 


we needed a “clear process for informing Trust 
staff about which stage the students they are 
teaching are at, would be helpful. This may be 
supported by clear delineation of the year on 


their Trust badges”. 


As a trust we feel that this should be decided at 
University or base unit level so DUME will obtain 
an update to see if any decision has been made 


on this.


01 August 2019 Amber


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide 3. Supporting learners Academic 01/10/2018 Green Peer assessment process established


Last academic year, anyone examining final year 
HBP summative MOSLERs obtained a structured 
peer assessment.  This process will be extended 
to other rotations this year.  We are have also 


introduced peer assessment of teaching for 
undergraduate tutors, course leads and the 


teaching fellow team


Continue Green 


County Durham and 
Darlington NHS 


Foundation Trust
Trust-wide


1. Learning environment and 
culture


Academic 01/10/2018 Green Teaching fellow portfolio created


In response to national concern about lack of 
teaching fellow role recognition and progress, the 


DUME has created a teaching fellow mini-
portfolio to allow teaching fellows to gain 


feedback and evidence for their future careers 
and portfolios


Continue Green 



















Local Education Provider Site HEE Quality 
Framework 
Domains


Profession Service Area Please list the 
level of 
learners 
affected


Date item 
was 
identified / 
added to 
the QIP


Initial 
RAG 
rating 


Description of item (issue / concern or area 
for improvement) 


Actions (please list planned 
actions) 


Deadline for 
completion


Current 
Status 


Current 
RAG


County Durham and Darlington NHS Foundation Trust Trust-wide


6. Developing a 
Sustainable 
Workforce, 3. 
Supporting and 
Empowering 
Learners Pharmacists


Pharmacy 
services


Post-
Registration, 
Pre-
Registration Amber


Due to service pressures there is less time 
available to support training.  Provision of 
the student tarriff to pharmacy would allow 
training support to be ring fenced for each 
student ensuring a quality training 
experience.


Supervisors and tutors ensure 
that teaching activities,  
supervision and progress 
meetings are included on the 
rotas, but increasinglythese 
activities are postponed.  As 
funding is not held by pharmacy 
ultimatley this action is outside 
pharmacies gift to remedy. 


Stage 3c: 
Concerns 
over 
Progress - 
The action 
plan has 
fallen 
behind or 
is likely to 
fall behind. Amber


County Durham and Darlington NHS Foundation Trust Trust-wide


6. Developing a 
Sustainable 
Workforce, 3. 
Supporting and 
Empowering 
Learners Pharmacy Technicians


Pharmacy 
services Band 1-4 Amber


Due to service pressures there is less time 
available to support training.  Provision of 
the student tarriff to pharmacy would allow 
training support to be ring fenced for each 
student ensuring a quality training 
experience.


Supervisors and tutors ensure 
that teaching activities,  
supervision and progress 
meetings are included on the 
rotas, but increasinglythese 
activities are postponed.  As 
funding is not held by pharmacy 
ultimatley this action is outside 
pharmacies gift to remedy. 


Stage 3c: 
Concerns 
over 
Progress - 
The action 
plan has 
fallen 
behind or 
is likely to 
fall behind. Amber


Trust Quality Improvement action Plan (QIP) 2018/19
Multiprofessional 



























Local Education Provider Site Standards: Select Theme (as 
appropriate, or describe within 
description of issue/cocnern) 


Programme curriculum Post Specialty Please list 
the level of 
trainees 
affected


Date item 
was 
identified / 
added to the 
QIP


Initial 
RAG 
rating 


Description 
of item (issue 
/ concern or 
area for 
improvement
) 


Actions 
(please list 
planned 
actions) 


Deadline for 
completion


Current 
Status 


Current 
RAG


Previous 
Updates 
(prior to 
SEP15, 
collated)


Previous 
Updates 
(prior to 
May17, 
collated)


Autumn 
2017 
Update 
(excludes 
new items) 


Trust Quality Improvement action Plan (QIP) 2018/19
Dental 



























VALIDATION VALIDATION VALIDATION VALIDATION VALIDATION
GMC Themes RAG Status Agree, strength Run through
All Red Stage 1: Investigation - Verification of concern is be          Agree, good practice worthy of sharing     Higher
1. Learning environment and culture Amber Stage 2: Implementing Solutions – Action plans/pla               Agree, good practice worthy of sharing     Core
2. Educational governance Green Stage 3a: Progress not yet apparent – there is no c            Agree, concern and known to the SchoGP
3. Supporting learners Stage 3b: Monitoring Progress – Actions are being         Agree, concern but new / not known t    Foundation 
4. Supporting educators Stage 3c: Concerns over Progress - The action plan         Agree, concern and concerns over progress 
5. Developing and delivering curricula and assessment Stage 4: Closed – Solutions are verified, evidence that there has been sustained improvement over an appropriate time period.
Bullying and undermining


VALIDATION VALIDATION VALIDATION VALIDATION
GMC Themes Item Selection Met, and exceeds in all areas All
All Strength Met Run through
1. Learning environment and culture Good Practice Partially Met Higher
2. Educational governance and Leadership Concern Not Met Core
3. Supporting learners  GP
4. Supporting trainers  Foundation 
5. Developing and implementing curricula and assessments 
6. Developing a sustainable workforce
Patient Safety 
Bullying and undermining


VALIDATION VALIDATION Profession VALIDATION  Validation Level Validation Service Area
HEE Domains Adult Nursing All programmes within dept. Apprenticeship Cancer care
All Child Nursing All Band 1-4 Community Health 
1. Learning Environment and Culture Clinical Psychology N/A BSc Dental
2. Educational Governance and
Leadership


Community Nursing
Academic CWD Dietetics and nutrition


3. Supporting and Empowering Learners Dental Hygienists and Therapists Acute Medicine MSc Emergency Department 
4. Supporting and Empowering Educators Dental Nurses Adult mental health Other Genetics
5. Delivering Curricula and Assessments Dental technicians Allergy PhD Laboratory Medicine 
6. Developing a Sustainable Workforce Dentists Anaesthetics/Theatres/Recovery Post-Registration Maternity services
Patient Safety Dieticians Audio vestibular Pre-Registration Medical 
Bullying and undermining Estates (i.e. Clinical Engineers) Cardiology Musculoskeletal services


HCS – Clinical Bioinformatics Cardio-thoracic surgery Neurosciences
HCS – Life – Blood Chemical pathology Older People services
HCS – Life – Cellular Child and adolescent mental health Ophthalmology
HCS – Life – Genetic Child Mental Health Pharmacy services
HCS – Life – Infection Clinical genetics Radiology 
HCS – Physical – Clin Eng Clinical neurophysiology Rehabilitation 
HCS – Physical – Med Phys Clinical oncology Sexual and Reproductive Health
HCS – Physiolog – CVRS Clinical pharmacology and therapeutics Surgical
HCS – Physiolog – GI & Uro Clinical radiology Theatres and Anaesthetics
HCS – Physiolog – Neuro Community Child Health Therapy Services
Health Care Scientist (HCS) Community Sexual and Reproductive Health
Health Visitors Dermatology
Learning Disabilities Nursing Diagnostic neuropathology
Mental Health Nursing Elderly Care medicine
Midwifery Emergency Medicine







Nursing Associate Endocrinology and diabetes mellitus
Occupational Therapy Forensic histopathology
ODP Forensic Pathology
Ophthalmologists Forensic psychiatry
Orthoptists Gastroenterology
Orthotists and Prosthetists General medicine
Other apprentice General surgery
Other therapist (Art, Drama, Music, etc.) Genito-urinary medicine
Paramedics Gynaecological Oncology
Pharmacists Haematology
Pharmacy Technicians Hepatology
Physiotherapy Histopathology
Podiatry Immunology
Radiography Diagnostic Infectious diseases
Radiography Therapeutics Intensive care medicine
Sexual Health Advisor Interventional Radiology
Sonographers Liaison Psychiatry
Speech and Language Therapy Maternal and Fetal Medicine


Microbiology
Oncology
Psychotherapy
Virology
Metabolic Medicine
Neonatal Medicine
Neurology
Neuropathology
Neurosurgery
Nuclear medicine
Obstetrics and gynaecology
Occupational health
Older Persons Mental health
Ophthalmology
Oral and maxillo-facial surgery
Otolaryngology
Paediatric and perinatal pathology
Paediatric cardiology
Paediatric Clinical Pharmacology and Therapeutics
Paediatric Diabetes and Endocrinology
Paediatric Emergency Medicine
Paediatric Emergency Medicine
Paediatric Gastroenterology, Hepatology and Nutrition
Paediatric Immunology, Infectious Diseases and Allergy
Paediatric Inherited Metabolic Medicine
Paediatric Intensive Care Medicine
Paediatric Nephrology
Paediatric Neurodisability
Paediatric Neurology
Paediatric Oncology
Paediatric Palliative Medicine
Paediatric Pathology
Paediatric Respiratory Medicine
Paediatric Rheumatology
Paediatric surgery







Paediatrics
Palliative medicine
Pharmaceuticals
Plastic surgery
Learning disability 
Public health
Rehabilitation general
Rehabilitation mental health
Renal medicine
Reproductive Medicine
Respirology
Rheumatology
Sexual and Reproductive Health
Sport and exercise medicine
Stroke
Substance Misuse Psychiatry
Trauma and orthopaedic surgery
Tropical medicine
Urogynaecology
Urology
Vascular surgery





		Contact LEP info

		Specialty, Foundation and GP

		Undergraduate

		Multiprofessional

		Dental

		DO NOT USE 






 
 


Item 5 – Preface to Finance Report (Finance Committee meeting held 29th October 2018) 


Coverage of core business at this meeting 


The Committee has a planned cycle of business as outlined below. Additional business results from 
requests from the Board, from the Committee’s own scrutiny (call backs for updates on actions or more 
detailed reports) and reporting requirements at specific times of year such as seeking assurance with 
respect to the financial plans or NHSI submissions. 


Report / area  Covered this 
meeting? 


Comments  


Development of Medium-Term Financial 
Strategy  


 The Committee reviewed an updated, but still very early draft of 
the strategy prior to confirmation of national planning assumptions 
and planned solutions.  
 


Long-term capital plan   The plan has been rolled forward for years 11 to 15 to take 
account of the cessation of the PFI contracts. As is stated in the 
Board Assurance Framework and previously advised to the Board 
the Trust needs, and is actively attempting, to seek additional 
funding for some planned investments.  
 


Performance against annual financial 
plan and control total  
 


 The Trust is meeting the control total at Month 6; however, the 
plan for the second half of the year remains challenging. Further 
details are included in the Monthly Finance Report to this Board 
meeting.  
 
In addition to reviewing overall progress and forward risks, the 
Committee also scrutinised, in detail the position for the Clinical 
Specialist Services Care Group 
 


Activity, demand and impact on income  The key issue is the loss of performance-related Provider 
Sustainability Funding (PSF) for Quarters 1 and 2, because of 
performance on A&E four hour waiting times running behind the 
agreed performance trajectory. 
 


Use of resources indicator   The UoR indicator remains at 3, in line with plan.  


Cash position    The cash position is approximately £1.1m ahead of plan.  


Capital expenditure    Capital expenditure is running approximately £2.6m behind plan. 
There was some slippage in the start dates for schemes and in 
the agreement of plans for each of the three capital sub-groups at 
the start of the year. Expenditure is expected to come into line 
with plan over the year as a whole. 
 


Cost Improvement Programme   Just over 40% of the full year target has been removed from 
budgets to date. There remains a gap against the full year target. 
Additional grip and control measures, additional cost improvement 
opportunities and non-recurring schemes are being worked on 
and factored into the position. In addition, discussions are being 
held with CCGs on joint management of system pressures. 
 
In addition to reviewing overall progress and forward risks, the 
Committee also scrutinised, in detail the position for the Clinical 
Specialist Services Care Group. 
 


NHSI submission   The detail of the submission was included in the Director of 
Finance’s updates and the outcomes of meetings with NHSI were 
shared. 
 


SCL financial performance (as part of 
overall Group performance) 


 SCL is performing in line with the plan agreed with the Board.  


Board Assurance Framework – Financial 
Sustainability Objective  


 The Committee confirmed the risk assessment included in the 
BAF for both the achievement of the annual plan and the longer-
term planning position. 







 
Other reports /  areas of focus  Date due  Comments  


Progress on capital programme  November 2018 New item, moved from IQAC 


Progress against procurement strategy November 2018 As above 


Contracting with commissioners Quarter 4 In line with contracting cycle 


Key business cases  As mandated 
by Board  


As required 


Service Line Profitability February 2019 Covered twice per annum – September and February 2019 


Service decommissioning risks  See comment Addressed in Care Group presentations, phased over recent and 
future months.  


Reference costs  February 2019 Subject to data being available by the deadline. 


Patient Level Information Costing 
System  


February 2019 Covered twice per annum – September and February 2019 


Carter / Model Hospital / Benchmarking 
Opportunities  


See comment The Committee has previously reviewed reports from the 
Programme Office on potential opportunities and has sought 
assurance from Care Groups, when presenting their financial 
plans, that such opportunities are being considered.  
 


Annual budget setting February 2019 / 
March 2019 


Timing may be adjusted in line with annual planning guidance and 
internal timetable. 


Benefits realisation from major business 
cases - PIRs 


See comment Dependent on timing of investments made and roll out.  


 


Matters which the Committee would wish the Board to note  


The key issues are covered in the Board Assurance Framework, namely: 


• The challenge of meeting the financial plan for the remainder of 2018/19, given the steeper phasing of 
the cost improvement target over that period. The countermeasures being put in place – additional grip 
and control measures, additional cost improvement schemes (including non-recurring schemes) and 
joint work with CCGs on system-wide initiatives will need to come to fruition. 


• Significant uncertainties continue to exist over the longer-term planning horizon. NHSI have requested 
only a one year plan from providers at this stage.  


• As noted in the table above, the Trust has lost £1.9m of performance-related PSF income for Quarters 
1 and 2. The Board is well-versed in the detail of the action plans in place to improve A&E 
performance.  
 


Warren Edge, Senior Associate Director of Assurance and Compliance 
30th October 2018 
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BOARD OF DIRECTORS 


 
Draft Minutes of the Meeting of the Board of Directors of County Durham and Darlington 


NHS Foundation Trust held on Wednesday 25 July 2018 from 09:00hrs  
Rooms 5 to 7, Prospect House 


Part One (Open) 
Present: 
Prof Paul Keane OBE  Chairman 
Mr Michael Bretherick  Non-Executive Director 
Ms Jenny Flynn MBE  Non-Executive Director 
Mr Simon Gerry  Non-Executive Director 
Mr Paul Forster-Jones Non-Executive Director 
Mr Steve Crosland  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: CDD Services 
Mr Warren Edge  Senior Associate Director of Assurance & Compliance 
Ms Teri Colquhoun  Corporate Minute Taker 
Ms Gillian Curry  Head of Communications (Item 91/19) 
Mr Lee Mack   Associate Director of Health Improvement (Item 92/19) 
Ms Claire Mathews  Senior Health Improvement Manager (Item 92/19) 
 
Five members of the public were present as observers of the meeting.   
 


  Action 


81/19 Welcome and Apologies for Absence 
 
The Chairman welcomed Board members and others present. There 
were no apologies for absence. 
 


 


82/19 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 and Mr Forster-Jones declared their interests as 
Directors of Synchronicity Care Ltd (SCL). Mr Edge confirmed that 
there were no items on the agenda, or from the previous minutes, 
which presented a conflict of interest for either individual.  
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83/19 
 
 
(a) 
 
 
 
 
 
 
 
 
(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Minutes and Matters Arising from the Previous Meeting held on 
Wednesday 23rd May 2018 
 
Accuracy 
The minutes were agreed as an accurate record of the meeting, 
subject to the following amendments: 
Item 35/19 Action Log (page 3, (04/19e) 
Replace the second reference to ‘Ms Jacques’ with the word ‘her’ so 
that the sentence reads: “Ms Jacques advised that the job 
description for the Integration Director had been provided for 
comment to her and a further update was expected”. 
 
Matters Arising from the Minutes 
Item 35/19(b) Matters Arising from the Minutes (03/19(b) Operational 
Performance and Efficiency – remodelling of the Emergency 
Department at Darlington, for primary care streaming, was complete 
and a timescale for the ambulance handover bay was to be 
confirmed by Ms Jacques.  The new configuration for the Emergency 
Department at UHND was due to be operational from 26 July 2018. 
Item 36/19(a) County Durham Overview and Scrutiny Committees 
review of proposals around Vascular Services.  
Ms Jacques confirmed that the Joint Committee had met and 
advised that the Scrutiny Committee for County Durham would 
further consider proposals around Vascular, Stroke and Urgent Care 
provision in GP practices in September 2018. 
Item 36/19 (c) NHS Debtor 
Ms Jacques advised that the outstanding debt had not been paid; 
however, the other party was known to have generated funds from a 
sale of assets which it was hoped would be used to fund some 
repayments. In addition, the Trust could offset part of the debt 
against creditor balances for services received by the Trust from the 
other party. 
Item 36/19(e)Capital Bidding Process for Cumbria and North East –  
Ms Jacques confirmed that a bid for £25.7m for the UHND 
Emergency Care Centre had gone forward in the National Process.  
No date had been set for a decision.  Public dividend capital would 
not, however, be available until 2019. Enabling standalone works on 
the East Wing Corridor and disposal of buildings would be presented 
to Trust Board, as required, for agreement. 
Item 36/19 (f) CQC Action Plan 
Mr Edge advised that no formal feedback had been received around 
the plans but the CQC team had, in a relationship meeting, 
commended the Trust on having an action plan in place which 
included “Should Do” recommendations included rather than only 
“Must Do” actions. 
Item 38/19 Medical Directors Report (Page 10) 
Mr Bretherick confirmed his attendance at the Innovation Forum in 
June 2018 and had welcomed the discussion on ideas shared.  
Further opportunities would be provided for Non-Executive Directors 
to attend training and events.  Ms Flynn suggested triangulation with 
Charitable Funds session planned for the next seminar linked to the 


 
 
 
 
 


FTO 
 
 
 
 
 
 
 
 
 


SJ  
(Oct-18) 
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(c) 
 
 
 
 


work of the Charity and Research & Development work. 
Item 39/19 Operational Performance & Efficiency (Page 11) 
Ms Langrick advised that, at a recent quarterly review meeting, NHSI 
had confirmed that the Trust would be monitored against the 
Trajectory agreed for Provider Sustainability Funding. 
 
Action Log 
Those actions ‘greyed out’ were accepted as complete: 5 (04/19a), 6 
(04/19b), 8 (04/19e), 9 (04/19a), 10 (06/19), 12 (08/19), 13 (11/19) 
Action No.2 (228/18a) would be concluded following report submitted 
to this meeting. Action to be closed. 
Action No.3 (230/18) The update on care of patients with dementia 
had not yet been provided and Mr Scanlon agreed to formally 
request the report. Action to remain open. 
Action No. 4 ((232/18) The update on the Research and Innovation 
Strategy work was deferred until September 2018. Action to remain 
open and date revised.  
Action No.7 (04/19d) The overview of the new Community Services 
Contract was deferred until August 2018. Action to remain open and 
date revised.  
Action No.11 (07/19) Ms Langrick advised that options had been 
trialled, internally, with respect to thematic reporting; however, none 
had proved compelling.  She therefore proposed, and Board 
members, agreed that detailed commentaries would be added to the 
report on specific issues, drawing themes together in connection with 
those issues, going forwards. Action to be closed. 
Action No.14 (35/19b) The Patient Safety Report included in the 
meeting agenda pack incorporated further benchmarking information 
on never events. Action to be closed. 
Action No. 15 (36/19f) Ms Smith agreed to follow up the work carried 
out by the Kent Institute of Medicine and Surgery and bring an 
update to the next meeting. 
Action No.16 (37/19a) Mr Scanlon confirmed that the required 
corrections had been completed to the table setting out performance 
on complaints in the Patient Safety and Experience report. Action to 
be closed. 
Action No.17 (38/19a) Mr Cundall had shared further information on 
the outcomes of the GMC survey of trainees and trainers within his 
papers for the meeting. Action to be closed.  
Action No.18 (38/19b) Mr Cundall provided an update on those junior 
doctors working in Plastics who were not contract compliant and had 
not achieved sufficient rest, as outlined in the Guardian of Safe 
Working Report. There were only three trainees working in Plastics 
making it difficult to sustain rotas, but efforts were being made to 
recruit locums. A further update would be provided.   
Action No.19 (39/19) Ms Langrick advised that an update had been 
provided to the Finance Committee on repatriation of work from the 
independent sector. The Trust had largely ceased to send work out 
except for Endoscopy and Breast services where it was necessary to 
sustain the waiting list position, because of capacity issues.  There 
remained a gap with respect to forecast theatre utilisation because of 
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changes in demand since the business case was drafted and 
compensating schemes were being sought. Action to be closed and 
further monitoring to be undertaken by the Finance Committee. 
Action 20 (40/19): Ms Langrick had confirmed that the Trust would 
be monitored against the PSF trajectory for A&E waiting times 
above. 
Action 21 (41/19): Mr Edge confirmed that the register of interests 
had been updated in respect of Ms Flynn’s role with the Tow Law 
Community Association. Action to be closed. 
Action 22 (42/19): Mr Edge confirmed that requested amendments 
had been made to the Trust Board attendance matrix. Action to be 
closed.  
 


84/19 
 
 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Chief Executive’s Report 
 
Ms Jacques provided the following updates. 
 
Joint Health & Wellbeing Strategy 2016-19 Performance Report 
Ms Jacques provided updates on the priorities and outcomes set in 
the Strategy.  There were 22 actions within the delivery plan of which 
10 were complete, 8 were reported as on target and 4 were behind 
target. 
 
Ms Jacques outlined three of the priority objectives: 


 Mothers Smoking at time of delivery: A “reducing smoking in 
pregnancy” incentive scheme had been implemented by 
Durham Dales, Easington and Sedgefield (DDES) CCG 
aimed at addressing the high variance in smoking between 
DDES localities and North Durham.  Early data suggested 
good retention in the stop smoking service for women taking 
up the incentive.  The percentage of mothers who were 
smoking in pregnancy remained behind target, and out of line 
regional and national averages.  A full evaluation report 
would be carried out in due course. 


 Cancer Waiting Times - first treatment within 62 days:  It was 
reported that, between January and March 2018, neither 
DDES CCG nor North Durham CCG had met the national 
target for the proportion of patients who received first 
treatment for cancer within 62 days.  DDES CCG was below 
the national average.  CCDFT were reported as being in a 
strong position with a number of key actions being 
undertaken to maintain performance.  Cancer Navigator 
posts had commenced in January 2018 in both DMH and 
UHND to support coordination of the Upper and Lower GI 
pathways.  A further two cancer imaging coordinator posts 
had commenced working with a remit to: reduce waiting 
times; facilitate access to diagnostic imaging and to liaise 
with patients, primary care and consultants.  Ms Jacques also 
reported on an improved lung cancer pathway and weekly 
patient tracking meetings with the Cancer Services Manager 
and CCG Macmillan Cancer Lead GP. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Draft Trust Board Minutes (Part 1: Open): 25 July 2018                                                  Page 5 of 26 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 Falls and Injuries for over 65 year olds: Mr Scanlon had led 
work which was countywide and a robust strategy was in 
place. 


 
The Chairman highlighted the significant challenges being tackled in 
County Durham.  Ms Jacques added that the number of children with 
mental health issues was expected to increase and would be a 
priority agenda across the region.   
 
Questions were invited. Mr Bretherick pointed out a discrepancy 
between the narrative and the table within the document referring to 
male and female life expectancy. Ms Jacques undertook to obtain an 
explanation and advise Mr Bretherick out with the meeting.  
 
Care Quality Commission (CQC) 
Ms Jacques advised that the Trust was on track with implementing 
the action plan to address matters identified from the last CQC 
inspection.  There were two ‘Must Do’ actions running marginally 
behind initial deadlines but with interim mitigations in place:  


 Adaption of assessment rooms in both emergency 
departments and the implementation of associated operating 
procedures. Works had been approved and were expected to 
be completed by 31st August 2018. In the interim patients 
were being risk-assessed clinically and subject to supervision 
and observation.  


 The Trust was seeking to secure temporary OD support for 
the Theatres Culture Action plan, through the regional 
learning and development network. Support remained in 
place from Executive Directors in the interim.  


 
‘Should Do’ actions were outlined. Three actions were running 
behind initial deadlines. The first of these was the review and update 
of the Health Records policy to set the Trust-wide balance between 
security of patient records and availability of records for clinical 
decision making.  A full review would be done by the Information 
Governance team. Current policy requirements had been reiterated 
in the interim.  
 
The second action concerned the need for all patients arriving in the 
Trust’s Emergency Departments to be assessed within 15 minutes. 
The Executive and Clinical Leadership Committee was to review 
current performance, focusing on those patients arriving by 
ambulance, initially, in line with the national standard.  
 
The third action concerned the validation of data supplied to the 
national neonatal audit. All internal checks were in place, but a 
regional validation protocol was still awaited.     
 
Critical comments in the CQC report not resulting in actions had 
been circulated to relevant teams, to determine whether further 
action should be taken. A number concerned the layout of the A&E 
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Department at DMH and had already been addressed by primary 
care streaming.  
 
There was no significant change to the key indicators reported 
ratings in CQC’s latest Insights report on the Trust. Action plans 
were in place, or in development for all issues. The Trust appeared 
to be an outlier for turnover of non-clinical staff which was spurious, 
because it failed to take account of the transfer of staff to the Trust’s 
wholly owned subsidiary and treated such staff as though they had 
left the Trust.  
 
More generally, Ms Jacques commented that all three of the Trust’s 
local CCGs had been rated as good in their local performance 
reviews, the reports on which talked positively with respect to the 
standard of acute care in County Durham and Darlington. These 
comments reflected positively on the care provided by the Trust. 
 
Questions were invited. 
 
Mr Bretherick sought a firm date for the business case to come 
forward for additional Dietetics and Psychology resources for 
Paediatric Diabetes, noting that the absence of such resources had 
potentially contributed to the outlier status for the national audit noted 
in the summary from CQC’s Insights report. Mr Edge undertook to 
liaise with the Paediatrics Service to obtain a date.  
 
Mr Gerry noted reference from CQC’s most recent inspection reports 
to issues with the maintenance of equipment. He recalled reference 
to equipment in the CQC’s report. Mr Edge advised that the 
inspectors had, initially, been concerned that the maintenance of 
some items of equipment had not been kept up to date. This was 
because of the way in which equipment was being labelled after 
testing, which was in transition. The inspectors had been walked 
through the Backtraq system used to track equipment for 
maintenance and had been sufficiently assured not to raise any 
actions. Ms Jacques commented that, nonetheless, the Trust had 
identified opportunities to improve control over equipment and was 
working with SCL on improved processes.  
 
Mr Gerry sought assurance that compliance with Deprivation of 
Liberty Standards had improved following the inspection. Mr Scanlon 
advised that he monitored the correlation between DOLS 
applications and patients being cohorted or supervised every week 
and that an extensive round of checking and coaching had taken 
place in the Trust’s acute and community hospitals to assess and 
reinforce staff’s awareness and understanding of the requirements. 
Improvements had been made; however, to provide more resilience, 
an electronic nursing assessment tool was being piloted which 
included prompts to help nursing staff to identify patients who may 
lack capacity and to carry out an appropriate assessment.  
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(c) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Mr Gerry enquired as to progress with the development of an app to 
publish waiting times in the Trust’s Emergency Departments, and to 
encourage patients to consider alternatives when departments were 
busy. Ms Langrick advised that the Trust was looking to develop 
such functionality as part of its wider networks. Mr Forster-Jones 
questioned why the Trust needed to develop such functionality as 
part of a network. Ms Jacques advised that there was a risk that the 
Trust could divert attendances to neighbouring A&E Departments, 
therefore the aim was to develop an app which showed and reported 
the status of all departments. Ms Langrick agreed to take the Board’s 
view that the work should be expedited to the Urgent and Emergency 
Care Network Operational Group.   
 
Mr Crosland noted those actions marked as “complete subject to 
assurance” and asked when sufficient assurance would have been 
received to close those actions.  Ms Jacques responded that there 
were different checks in place for different actions; for example, 
some would be closed when relevant committees were satisfied with 
the results of monthly checks; others when the Controlled Drugs 
Officer was satisfied with the results of checks performed, on a 
weekly basis, in the A&E Departments.  
 
Finally, Ms Jacques gave an overview of the Moving to Good 
programme, onto which the Trust had enrolled, and the areas of 
outstanding practice flagged by CQC in recent reports. The 
Chairman noted that the Trust appeared to already have a number of 
similar initiatives in place. Ms Jacques concurred and noted the 
importance of flagging excellent work to CQC inspectors up front and 
through relationship management meetings.  
 
Board Assurance Framework (BAF) 
 
Ms Jacques reported that risk was being managed in line with the 
trajectories set by the Board, for all but two of the 15 objectives 
covered by the BAF.   
 
The first objective which was behind its risk trajectory was the ‘Right 
Skills’ objective. Considerable progress had been made in: 
identifying the cohorts of staff requiring each type of role-specific 
essential training; in capturing their competency requirements to the 
ESR system, and in developing reports from that system which now 
allowed compliance to be checked at the individual level. 
Nonetheless, there remained further work to do, to ensure a 
complete dataset and to embed review of the reports and remedial 
action planning into Care Groups and Executive Committees. Mr 
Scanlon assured the Board that he and Ms Smith were meeting on a 
weekly basis with relevant staff to complete the outstanding work.  
 
Ms Flynn asked whether temporary staff received robust role-specific 
essential training, noting that one of the two recent never events 
involved a temporary staff member. Mr Scanlon advised that bank 
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(d) 
 
 
 
 
 
 
 
 


staff would be subject to the same induction and training regimes as 
substantive staff and that agency staff were subject to stringent 
requirements applying to framework agencies and to local induction.  
 
Ms Jacques advised that the second objective that was off trajectory 
was the financial sustainability objective, due to work ongoing on 
finalising and commencing the roll out of pipeline schemes for the 
cost improvement programme.  The work was being led by the 
Executive Directors with a target for all plans to be in place and 
implementation of work underway by the end of July 2018.  In 
addition, there remained uncertainty on medium and longer term 
financial planning.   
 
The trajectory for the Information Systems Strategy objective 
included a targeted reduction in risk by October 2018, the original 
date by which the final business case was expected to be presented 
to Board.  The business case had been pushed back to December 
2018 and it was therefore recommended that the Board reset the 
target date to January 2019. The Board AGREED to reset this 
trajectory as requested.  
 
The trajectory for the Great Patient Environment objective was 
provisional and required Board confirmation.  The Trust Board 
CONFIRMED this trajectory. 
 
Risks outside tolerance and summary mitigations were highlighted.  
The risk register was being used dynamically with 18 risks having 
been closed or downgraded since the last report and a number of 
new risks were raised.  The risk tolerances set by the Board in March 
2018 were slightly lower than previously set and this had resulted in 
an increase in risks summarised in the table today compared to April 
2018.  An assurance was provided that all risks were being reviewed 
in Executive meetings, performance review meetings and the Risk 
Management Committee. 
 
NHSI Quarterly Relationship Meeting (QRM) Outcome / Letter 
Ms Jacques shared the letter received following the QRM on 5th June 
2018 which recorded high assurance on quality standards being met.  
The Trust was categorised in Segment 2 of the Single Oversight 
Framework (SOF) 
 
The Trust Board RECEIVED and NOTED the reports and briefings 
from the Chief Executive.  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


Patient Safety & Quality 
 


 


85/19 
 
 
 
 


Director of Nursing Reports 
 
Mr Scanlon introduced the reports included within agenda packs, 
advising Board members that there were two main areas on which 
he wished to focus: patient safety and experience, and safe staffing. 
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(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


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 position with regard to Healthcare 
Acquired Infections; and to 


 Share annual reports on: 
o Mental Health Act; 
o Risk Management; 
o Falls; 
o Director of Infection Prevention and Control; 
o Medical Devices; and 
o Tissue Viability. 


 
Mr Scanlon advised there had been one MRSA Bacteraemia case 
reported in Quarter 1, against a zero tolerance for the year, and four 
Clostridium difficile cases against an upper threshold of 18.  
 
NHSI had published provisional 2017/18 data on never events, which 
showed that 24% of Trusts, including CDDFT, had reported four or 
more never events in the year. The Trust had reported four such 
events. 
 
Two never events had been reported since the last Board meeting, 
the first involving wrong site surgery, specifically the removal of part 
of the wrong toenail, by a Podiatrist. The second had involved an 
incorrect implant, as a urological stent removed from a patient had 
been reinserted. The circumstances of each event were outlined, 
including human factors and other contributory factors. Learning from 
each event and actions taken were outlined, together with actions 
being taken to ensure that learning was disseminated widely.  
 
Mr Scanlon provided a summary of recent serious incidents, 
including early learning points and actions and drew Board members’ 
attention to benchmarking information with respect to complaints and 
incidents.  
 
Questions and comments were invited.  
 
The Chairman queried hand hygiene results as shown on page 8 of 
the report.  Mr Scanlon responded that Care Groups’ performance 
was being monitored carefully through ward visits by the infection 
control team and back to practice visits by senior nurses.  Concern 
had been raised around Family Health.  It was noted that 28 wards 
had achieved 100% and were given a certificate.  Further education 
would take place where necessary and all staff advised to abide by 
the Trust policy. 
 
Mr Gerry noted positive trends in patient experience results; in 
particular the increase in the number of compliments received.  
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Mr Foster-Jones noted that 239 incidents had been reported for staff 
assaults and asked how this issue was addressed within the Trust’s 
management systems and governance arrangements.  Mr Scanlon 
confirmed some had been serious assaults and patients had been 
arrested, he added that not all had been connected to a mental 
health issue, and that the Trust took this subject very seriously.  Mr 
Scanlon advised that the Trust had a very good relationship with the 
police and all incidents were captured in the Safeguarding Risk 
Management system.  He explained that violence and aggression 
against staff did not relate solely to emergency departments but 
sometimes involved a patient that was being treated on a ward or at 
home by the District Nursing service.  Work was ongoing on 
preventative measures and there were alerts, escalations and staff 
monitoring processes in place.  Some patients and relatives had 
been Red or Yellow card flagged.  Mr Edge confirmed that incidents 
were reviewed thematically and, for certain specific incidents, in 
detail at Health & Safety Committee and Security Group meetings 
with any matters for escalation raised via the Executive and Clinical 
Leadership Committee and or the Executive and Clinical Leadership 
Committee (ECL). Mr Edge agreed to collate key information for the 
Board.  
 
Mr Bretherick informed the Board that he had met with the Associate 
Director of Nursing (Patient Safety) to review, in some detail, the way 
in which: incidents were reviewed and assessed for learning, actions 
were agreed and implemented, and wider learning was 
disseminated. He had been taken through the reports provided to, 
and minutes of, the Safety Committee meetings and had been 
assured on the underlying process. He did not consider that the full 
detail should be shared with the Integrated Quality and Assurance 
Committee (IQAC) but would ask for regular updates on specific 
incidents to assure the Committee that those processes continued to 
be operated.  
 
Ms Flynn referred to that serious incident in which a patient with a 
polyp identified from a routine surveillance procedure had been lost 
to follow up.  Mr Scanlon advised that he had initiated a look back 
audit to ensure no further patients were affected by requests not 
being processed. Other incidents of patients not being called for 
surveillance procedures had been reported from the audit, which had 
been investigated independently.  Any patients with delayed reviews 
were being recalled but, to date, no harm had been identified. All 
other systems dependent on manual surveillance had been carefully 
reviewed and no similar risks had been identified. The Chairman 
noted that PALS data included reference to delays in appointments 
and questioned whether the two issues were linked. Mr Scanlon 
advised that appointment delays flagged by PALS would relate to 
issues of capacity and patient expectations rather than follow up 
processes.  
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(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


The Chairman sought assurances around the training and 
competency of midwives following issues identified in one particular 
team. Mr Scanlon responded that one midwife had been removed 
from practice and a detailed review had been undertaken to ensure 
that competency issues were not widespread. The midwives within 
the team had been through a programme of training and education. 
 
Nursing and Midwifery Ward Staffing Report 
Mr Scanlon introduced the report, which was for the purpose of 
informing the Board of monthly key themes around safe staffing and 
agency and bank expenditure. The report provided an explicit 
assurance that the procedures in place were sufficient to ensure that 
all wards were safely staffed to meet demand.  
 
Mr Scanlon took Board members through the key issues outlined in 
the report.  There were 148.85 Registered Nurse (RN) vacancies 
and 24.09 Health Care Assistant (HCA) vacancies. Fill rates of over 
90% were, however, being achieved for both day and night shifts, 
taking account of bank and agency staffing.  
 
A safer staffing audit was planned and would cover all adult acute 
and community areas.  Both paediatric wards would continue to be 
reviewed.  Figures showed that RN and HCA overtime usage 
remained negligible for a third month in a row.   Mr Scanlon advised 
that recruitment and return to practice schemes were ongoing. A 
business case was also being prepared to look at overseas 
recruitment. 
 
Questions and comments were invited.  
 
Mr Gerry noted that this had been the third month in a row that 
Registered Nurse (RN) agency costs had increased.  Mr Scanlon 
advised there were 40 agency shifts required per week and most of 
the RN gaps were in Theatres.  It was also explained that HCA’s 
were in more demand and the Trust was looking at best practice 
models of servicing the increasing need for patients to be cohorted 
or supervised.  Unplanned and unfunded beds were also highlighted 
as a reason for increased agency usage and Ms Smith noted an 
upturn in absence had caused higher demand on a more long term 
basis. 
 
Mr Gerry noted there had been a change in leadership on some 
wards and observed that some ward managers appeared to be more 
proactive than others in managing staffing pressures on their wards.  
Mr Bretherick acknowledged there were hotspots. He noted that 
IQAC had received a presentation from a ward manager which had 
highlighted the impact of staffing pressures on performance, but had 
equally provided assurance that actions had been taken to 
successfully fill vacancies.  
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(c) 
 
 
 


Falls Annual Report 2017-18 
Mr Scanlon advised that patient falls remained the highest reported 
incident and, due to the types and age of patients treated, continued 
to prove a challenge for the organisation.  Focused work was 
ongoing in line with the falls prevention strategy.   
 
Funding for a full time Falls Lead had been allocated by the 
Executive Directors and had been shared between three staff, 
employed on a part-time basis, working as part of a multi-disciplinary 
team.  The initial focus has been on mapping what is in place and 
identify work that is required to implement the agreed strategy across 
the Trust. 
 
Key Priorities were outlined as: 


 Education, awareness and training around falls prevention; 
 Improved partnership working between community and acute 


to streamline services; 
 Increased accuracy of identifying those at risk; and 
 Development of a clear pathway for falls and fragility services 


in acute and community settings. 
 


Mr Scanlon outlined a number of achievements in falls prevention 
during 2017-18: 


 A dedicated and motivated multidisciplinary team was now in 
place with a plan to reduce falls and the resulting harm in 
acute hospitals and community settings by 10% every year 
over three years; 


 Risk assessments and target patient rounds were taking 
place routinely; 


 Good and consistent access to Mental Health Liaison 
Services was in place;  


 Red Zimmer frames used on Ward 5 were being piloted for 
wider use and results were being collated.  Positive results 
would encourage wider availability; and 


 Implementation of “Fallsafe” on ward 14 at UHND with an 
audit and evaluation to follow and good outcomes shared 
trustwide. 


 
Mr Gerry referred to the Falls Report and the averages displayed on 
page 10.  Mr Scanlon advised that Incidents at Richardson 
Community Hospital (RCH) had levelled off since March, mainly due 
to increased training and implementation work.  It was noted that 
RCH was an outlier for quality improvement work.  The Chairman 
commented that, during a visit he had made to RCH he found that 
staff had been up to date with the Trust’s falls prevention strategies. 
 
Mr Crosland requested clarity on the action plans and lessons 
learned from fall incidents and reporting.  Mr Scanlon advised that 
the standard timescale was for completion of root cause analysis and 
action planning within 60 days. Considering the overall falls action 
plan, a number of actions had required development work, such as 
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use of sensors or re-examination of training but most actions had 
been completed. 
 
Infection Prevention and Control 
Mr Scanlon shared key issues from the report including: 


 Clostridium Difficile year end performance of 21 cases of CDI 
against an annual upper threshold of 19, with two cases 
successfully agreed as unavoidable on appeal 


 There were four MRSA Bacteraemia cases exceeding the 
Trust’s zero tolerance. 


 CDDFT had achieved a 23% reduction in E Coli Bacteraemia 
Trust apportioned cases with much of this success due to the 
work of the continence and catheter group 


 Awards had been made to 16 Inpatient areas with a 
certificate to acknowledge a full year of 100% compliance 
with Hand Hygiene and two areas achieved 100% for 2 
years. 


 The Antimicrobial Team continued to support Outpatient 
Antibiotic Therapy (OPAT) pathways, despite no additional 
funding being secured. 


 
No questions were raised. 
 
Medical Devices Report 2017-18 
Mr Scanlon advised that the Medical Devices Group met on a bi-
monthly basis to promote safe and effective management and use of 
medical devices in order to ensure the safety of patients and third 
parties.  The group had inter-departmental and multi-disciplinary 
membership including clinical and non-clinical staff from various 
geographical locations within the Trust. 
 
As part of the new Trust Sharps Strategy and the requirement for 
sharps risk assessments, each ward or department was required to 
ensure that suitable and sufficient risk assessments were completed 
for every sharp.   
 
From January 2017 to December 2017 the reports reviewed 
contained 743 incidents 
 
Ms Flynn noted disappointment in the number of items of equipment 
which had been purchased and damaged.  Mr Scanlon advised that 
movement around departments could be a factor and quoted Bladder 
Scanners as an example.  It was agreed that staff needed to be 
trained in the appropriate care of equipment. Procedures were in the 
process of being strengthened to ensure that equipment was located 
in the correct place. 
 
Mental Health 
A contract was in place between CDDFT and Tees, Esk and Wear 
Valleys (TEWV) NHS FT for the provision of responsible clinical 
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services and expertise and to ensure that any detained patients were 
allocated to an approved clinician. 
 
Mr Gerry asked whether the responsibility for overseeing the contract 
and for mental health issues, would remain with the Lead Infection 
Prevention and Control Nurse, questioning whether there was a 
better fit with the lead on Mental Capacity taken by the Associate 
Director of Nursing for Safeguarding. Mr Scanlon advised that the 
safeguarding workload was significant and noted that it was 
important to distinguish mental health issues, which affected specific 
patients, and the question of mental capacity, which needed to be 
considered, when indications were present, for all patients. The two 
were different and the legislation involved was complex.  
Nonetheless, it was appropriate to review where the leadership of 
mental health matters would sit within the Trust.  
 
Mr Gerry commented that only 37 staff members had been trained, 
which appeared a low number. Mr Scanlon advised that the training 
in question was provided only to those staff that might need to serve 
documents under the Mental Health Act and was not generic training 
in the Act for all staff. In 2016/17, the annual report highlighted 
issues around lack of awareness and responsibility for the 
completion, and forwarding to TEWV, of appropriate documentation, 
thereby highlighting the need for education and training on 
processes.  Tees, Esk and Wear Valley NHS FT’s Mental Health 
Liaison Team had therefore delivered training around the Mental 
Health Act during 2017-18 with five educational sessions.  The 
training was aimed at Managers On Call, Patient Flow Teams and 
Medical and Nursing staff; however, not all invitees had been able to 
attend it.  
 
Mr Scanlon advised that five patients had been placed under Section 
2 of the Mental Health Act; one patient placed under Section 3; 15 
patients were placed under Section 5; and five patients had been 
brought to the Trust’s Emergency Departments as a place of safety 
under Section 136. 
 
Risk Management 
Mr Scanlon summarised the key points from the report which 
covered the work of the Patient Safety and Governance Team.  The 
team had appointed a new Systems Manager for the Safeguard 
System and had made significant changes to the department 
structure to better support three key areas of activity: Systems, 
Training and Audit.  The team had streamlined all standard operating 
procedures and implemented a three-stage plan for the review of the 
Ulysses Risk Management System. 
 
Through 2017/18 the Trust continued improvement work with key 
initiatives and workstreams.  Excellence reporting had been 
embedded and had provided staff with the opportunity to reflect and 
learn from the positive events and good practice. 
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Reporting from the National Reporting and Learning System showed 
the Trust to be in the mid-pack for the numbers of incidents reported; 
however the number of incidents reported by the Trust were in line 
with the highest reporting NHS Trusts within the North East region. 
 
All 28 Local Safety Standards for Invasive Procedures (LocSSIPs) 
identified as part of Phase 1 had been completed.  Full plans for 
deployment, training, audit and review were in place.   
 
Ms Jacques referred to the Safety Thermometer table on page 50 of 
the report, in particular the red areas around catheters/UTIs.  Mr 
Scanlon advised that these results were monitored by the Catheter 
Surveillance Group, and explained that the results appeared to 
reflect a misunderstanding of the criteria for reporting a new 
infection, rather than any underlying issues of practice.  
 
The Chairman noted that the excellence reporting system 
implemented from September 2016 had been very successful with 
reporting in 2017/18 increasing from 60 incidents to 248 reports 
being made a month and showed that staff were more confident in 
reporting good performance.  The Care Groups received details of 
the incidents and shared these with their teams. 
 
Tissue Viability 
The Trust provided a Tissue Viability service to TEWV under a 
service level agreement which commenced in February 2016 and the 
contract had been extended for a further two year period, from 
February 2018 to February 2020.   
 
Mr Scanlon outlined the key outcomes of the work of the Trust’s 
Tissue Viability team for the period to April 2018 and noted the 
following: 


 One  inpatient acquired Grade 3 avoidable pressure ulcer 
 Three avoidable Grade 3 and 4 pressure ulcers in patients 


under the care of the District Nursing team; 
 100 AtmosAir mattresses installed as part of the standard 


prevention strategy; 
 700 patient armchairs installed across all Inpatient areas with 


standard pressure reduction cushions; and 
 TEWV reported zero inpatient pressure ulcers for two years 


consecutively. 
 
The Trust Board RECEIVED and NOTED the reports from the 
Executive Director of Nursing. 
 


86/19 
 
(a) 
 
 


Medical Director’s Report 
 
Medical Directors’ Report 
Mr Cundall presented the report, which provided an overview of 
areas within the Medical Director’s portfolio.   
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Innovative approaches were being undertaken to strengthen the 
medical workforce, particularly at junior grades where traditional 
models were no longer viable. One example of such an approach 
was the use of Physicians Associates. Four such staff members had 
been appointed, on two year courses, which would allow them to 
undertake a number of the activities traditionally performed by junior 
doctors.  
 
Mr Cundall outlined the Trust’s arrangements for Medical Staff 
Revalidation and Appraisal; in particular, how the Trust considered 
quality markers for medical staff as part of that process. He advised 
that the statement of compliance submitted for Trust Board approval 
was underpinned by assurance from the Annual Organisational Audit 
(AOA) report was submitted to NHS England in May 2018. Moreover, 
a recent internal audit had provided substantial assurance with 
respect to the process. On this basis the Board APPROVED the 
compliance statement.  
 
Mr Cundall informed the Board that the Trust was fully engaged with 
the national “Get it Right First Time” programme with recent visits 
having taken place in General Surgery, Obstetrics, Gynaecology and 
Ophthalmology.  The Deputy Medical Director for Professional 
Standards, Governance and Patient Safety was working with the 
Project Management Office to ensure the smooth delivery of this 
programme and the development of action plans in response to any 
recommendations, which would be reviewed by the Clinical 
Effectiveness Committee.  
 
Mr Cundall then provided an update on Mortality, advising that his 
report had been reviewed in some detail by IQAC. The headline 
ratios were both in line with statistical expectations. One negative 
alert had been received relating to pneumonia and a case review 
was being undertaken which would be reported through the Mortality 
Reduction Committee. With respect to the review of deaths for 
learning, typically there was a lead time to complete reviews and the 
Trust was reviewing around 15% of deaths, which was similar to 
others, as was the percentage of deaths reviewed which were 
considered avoidable, at two per cent. The Clarity system, used by 
Trusts across the region was not yet fit for purpose and 
improvements in functionality were being pursued at a regional level. 
In addition, further work was needed to elicit concerns from families 
for inclusion in reviews, with key role envisaged for the Medical 
Examiner once appointed.  
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Draft Trust Board Minutes (Part 1: Open): 25 July 2018                                                  Page 17 of 26 


 
 
 
 
 
 
 
 
 


Mr Cundall advised that the Trust was committed to improving 
medical staff engagement and the following Work-streams were 
highlighted as follows: 


 Workforce planning: with monthly meetings exploring 
Consultant and middle grade recruitment, locum and bank 
usage, rota co-ordination and innovative posts.   


 The Medical Education Strategy: which had been updated to 
better support recruitment and retention of junior doctors. 


 Innovative Posts: the Trust was supporting the training of 
Physicians Associates and had appointed a number across 
all specialities.  Joint appointments had also been successful 
between primary care and elderly medicine. 


 Education and delivery of the business model: all Care Group 
Directors had attended the Strategic Leadership 
Development Programme with modules that incorporated the 
business model for Finance, Performance management and 
high performing organisations.  Bespoke training and North 
East Leadership Academy training was also made available. 


 Temporary Medical Staffing (Locums): the Trust had engaged 
and rolled out a medical bank using an app based system 
which would provide more complete oversight of the 
temporary medical workforce. 


 Efficient Ways of Working/Income Generation: looking at 
ways to capitalise on ideas within the organisation linking with 
Research & Innovation to capitalise on any intellectual 
property. 


 Recruitment and Selection: supporting dedicated recruitment 
campaigns, aimed at filling ‘hard to recruit’ posts for a number 
of specialties. 


 
Questions and comments were invited.  
 
Ms Flynn questioned whether the use of the Medical Examiner to 
support the mortality review process would create a conflict of 
interest. Mr Cundall advised that different models were being piloted 
in different parts of the country and it would depend upon which 
model was adopted. However, it was not unusual for senior medical 
staff to have responsibilities beyond the Trust which could potentially 
create a conflict of interest; for example, his own responsibilities as 
the Trust’s registered officer for the GMC. 
 
The Chairman asked Mr Bretherick for his views, as the Trust’s Non-
Executive Lead for Mortality. Mr Bretherick confirmed that the policy, 
review team and processes were all in place and improving; 
however, a key focus now needed to be on securing wider 
engagement with the mortality review process. He asked whether the 
percentage of deaths reviewed had dropped in 2017/18. Mr Cundall 
responded that, allowing for the lead time, 29% of deaths had been 
reviewed for April 2018, which would be in line with the prior year 
and other Trusts. Mr Bretherick then drew the Board’s attention to 
the absence of any reviews for the Emergency Department in 
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Quarter 4 of 2017/18. Mr Cundall explained that the consultant 
leading on the review process for A&E had left the Trust and there 
had been a delay in picking up his workload which had since been 
addressed.  


 
Trust Board Members NOTED the contents of the Medical Director’s 
Report and Appendices.  
 


Compliance and Performance Management 
 


 


87/19 Operational Performance & Efficiency  
 
Ms Langrick introduced the report, which outlined the key risks and 
mitigating actions under each of the Trust’s four touchstones, 
commenting on indicators rated as ‘red’. She summarised the 
headline performance messages: 


 
 Two Never Events had been reported, as covered by Mr Scanlon 


earlier in the meeting 
 The performance trajectory for the 4-hour waiting times’ standard, 


for A&E Departments, continued to present a significant 
challenge.  The Trust had not achieved the trajectory in Quarter 1 
and had lost PSF income as a result.  Performance in May 2018 
had showed improvement but the redistribution of beds around 
the deep cleaning and decant had not gone as smoothly as was 
hoped and created some initial pressures on patient flow at 
UHND.   


 Cost improvement targets for all Care Groups and corporate 
areas had shortfalls in several areas. 


 Shortages of substantive medical staff continued to make some 
specialities vulnerable: in particular, Paediatrics, Breast Surgery, 
Radiology and Rheumatology. 


 
The Transforming Emergency Care Programme continued to be the 
main vehicle to drive improvements with respect to A&E waiting 
times, with a range of actions being taken as outlined on page 10 of 
the report.  
 
Ms Langrick outlined a thematic analysis of transfers of patients 
between wards after 10 p.m. explaining that the data only included 
transfers of adult medical and surgical patients and not new 
admissions overnight from A&E or expectant mothers in labour – 
these being outside the control of the Trust and driven by clinical 
need.  Ms Langrick added that the out of hours transfers were not 
captured by any electronic systems so were all manually recorded by 
Patient Flow Nurses.  On average, around 600 patients were moved 
overnight each month between April 2017 and May 2018, of which 
80% were moved because of clinical need and 20% moved because 
of high levels of bed occupancy and the need to accommodate 
patients in the A&E department requiring beds.  The ‘Plan for Winter’ 
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would require a below 90% bed occupancy. 
 
Cancer two week wait performance in May had improved to 93.53%; 
however, because of dip in performance during April 2018, it was 
unlikely that 93% target would be achieved over the quarter as a 
whole. The main challenge was workforce capacity. 
 
Performance on two week waits for breast symptomatic patients also 
fell short of the target but Ms Langrick noted that most breaches had 
been related to patient choice around appointments.  The Trust was 
expected to under-perform for the Quarter 1.  Capacity in the service 
was also affected by the loss of one of the breast radiologists.  The 
Care Group was preparing a position paper for the Executive 
Directors in July and discussions were continuing with 
Commissioners and local screening centres at North Tees and the 
QE in Gateshead to develop both short and long term plans. 
 
The main 62 day cancer treatment target was achieved with 
performance reported at 85.83% in May.  Ms Langrick explained that 
the majority of breaches had been associated with diagnostic delays 
involving tertiary centres and patients not deemed fit for procedures 
or treatment.  The situation continued to be monitored through the 
weekly RTT Assurance meeting. 
 
Ms Langrick reported that a number of patients had experienced 
Appointment Slot Issues (ASIs) and the Trust continued to 
significantly exceed the 4% target.  Ms Langrick was meeting with 
General Managers, Associate Directors and members of the 
Outpatient Project Group to require more robust plans to be put in 
place. The reasons for ASIs were multi-factorial, involving the 
location of clinics, availability of medical and nursing capacity, on call 
arrangements and job planning.  
 
Questions and comments were invited. 
 
Mr Scanlon highlighted that 90% of patient were now being screened 
for dementia had significantly improved to 90% and 100% of required 
onward referrals were being completed, both of which demonstrated 
significant improvements on previous reporting periods.  
Performance on completion of the AMTS test had slipped back; 
however, the issue was the need to ensure that the assessment 
score completed on paper was correctly input into the ISOFT 
system, rather than a failure to completely the test.  
 
Mr Bretherick welcomed the focus on ASIs and commented that it 
implied that the Trust was not efficient in the management of 
outpatient clinics.  Ms Langrick explained that the Choose and Book 
system was dependent upon the clinic being electronically visible 
and appointment slots being available and if no slots were available 
in a six week period the patient had to telephone the appointments 
office who would have to manually select an appointment at a future 
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date, escalating to the Care Group and Consultant if there was a 
need for an additional clinic to be put on.   
 
The Chairman queried the capacity of CT scanners at BAH, given 
that the Trust appeared unable to move the lung cancer clinic held at 
DMH on a Tuesday afternoon, which often contributed to delays in 
scans being carried out for A&E patients.  Ms Langrick advised that 
there was sufficient scanning capacity but the clinical leads for both 
Radiology and Respiratory Medicine considered that the clinics could 
not be moved without further changes to pathways. 
 
Mr Foster-Jones asked what could be done to improve the 4-hour 
A&E target, and whether the Trust was doing everything in its power 
to do so, given the numbers of patients waiting longer this year than 
last year and bearing in mind that £800k of funding had been lost to 
the Trust. It appeared that the difficulties arising from the loss of 
beds at UHND, as part of the deep cleaning programme, had 
contributed to a failure to achieve the PSF performance trajectory, 
incurring a loss of £700k. In addition, penalties had been incurred for 
ambulance diverts and, most importantly, there had been an adverse 
impact on patient experience.  Ms Jacques advised that a change in 
leadership was expected to bring improvements; however, a purpose 
built department was needed at Durham to deliver sustainably good 
performance at that site. Figures were better at DMH due to the 
additional space available at that site. In the interim, Executive 
Directors and Clinical Leaders had repeatedly, with advice from 
NHSI’s Emergency Care Intensive Support Team and in conjunction 
with partners in the Local A&E Delivery Board (LADB), revisited 
action plans to seek to act on and embed every element of good 
practice.  
 
The LADB was to review the urgent care model for County Durham. 
The Trust’s performance on A&E waiting times had been adversely 
affected by changes under which more patients were given booked 
appointments with GPs. Other Trusts operated a model where urgent 
care patients were encouraged to attend at their local A&E 
Department. Because urgent care patients generally had less 
complex needs, Trusts with higher numbers of such patients 
benefited in terms of their A&E waiting times performance.  Ms 
Langrick would report back in October 2018. 
 
The Chairman advised that, at the recent Council of Governor 
meeting, a public governor had noted there was not enough 
emphasis on Community data as the focus was on acute issues.  Ms 
Langrick noted and agreed to review this as metrics were developed 
for the Adult Community Services contract.  
 
Mr Gerry queried whether there was any correlation between 
discharge letters and readmissions.  Ms Langrick advised there had 
been a small percentage of patients who had not received a 
discharge letter in the agreed 96 hours.  Mr Cundall advised there 
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(Oct-18) 
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was no evidence from the most recent audit of readmissions, carried 
out jointly with commissioners: that these patients had returned 
because of a lack of discharge information. 
 
The Trust Board RECEIVED and NOTED the Operational 
Performance Report. 
 


88/19 Finance Report 
 
Mr Brown presented the report, which was contained within the 
agenda pack and outlined the financial position of the Group for 
Month 3 as at 30th June 2018. The report had been considered in 
some detail by the Board’s Finance Committee on 23rd July 2018. 
 
In line with the requirements from NHSI the Trust submitted a group 
operational plan which set out how it would achieve a surplus of 
£8.01m and secure the £18.091m Provider Sustainability Fund (PSF) 
available, subject to achieving performance trajectories. 
 
Mr Brown explained that Synchronicity Care Limited (SCL), a wholly 
owned subsidiary of the Trust, commenced trading as CDD Services 
on 1st April 2017; therefore the report summarised the group position 
on a consolidated accounting basis. 
 
The CDDFT group was £62k ahead of the control total agreed with 
NHS Improvement, before taking PSF funding into account. The 
Trust had accessed 70% of the available funding for Quarter 1, but 
had lost 30% due to failure to meet the PSF trajectory for A&E 
waiting times as previously advised.    
 
Cost Improvement Plans (CIP) for the 2018/19 financial year totalled 
£33.4m. Some £3.274m had been delivered with a full year effect of 
£11.4m. . 
 
The cash balance of £8.354m was £4.022m higher than planned, 
due in part to the timing of invoices paid in July. 
 
The Use of Resources  Risk Rating was noted as level 3, in line with 
the plan 
 
Income was behind target due to the loss of PSF funding and 
penalties for ambulance diverts.  It was also noted that anticipated 
income for bowel screening appeared to have been overstated, but 
was offset by a reserve.  
 
Overall spend on Medical staffing had increased following the 
introduction of the new medical staff bank, which was under 
investigation.  
 
Mr Brown advised that NHSI had written to the Trust confirming a 
total agency cap would be set at £17.960m which represented a 
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reduction of £2.736m.  The Trust remained well within the cap set. 
 
Non Pay expenditure was over budget by £0.528m. The Trust had 
ceased contracting for general surgery from the independent sector 
and renegotiation of the contract with Medica was hoped to bring 
savings within Radiology.  The pressure was partially offset by 
underspends throughout several expense categories including 
supplies, education, training and transport.   
 
The Chairman invited Mr Forster-Jones to comment, as the Chair of 
the Board’s Finance Committee. Mr Forster-Jones advised that Mr 
Brown had accurately captured the key points. In addition, the 
Committee had received a presentation on financial and cost 
improvement plans in Surgery and had a greater degree of 
confidence in those plans than previously, whilst noting that there 
remained a great deal of work to be done.  
 
The Trust Board NOTED the update on the financial position as at 
30th June 2018. 
 


Other Business 
 


 


89/19 Register of Sealings 
 
Mr Edge presented the report, the purpose of which was to advise 
the Board of any documents sealed, under the authority delegated 
by the Board to Mr Edge, during the previous quarter. One document 
had been sealed, a deed of variation to the PFI contract for Bishop 
Auckland Hospital, to allow works to the Pathology Department, 
which were necessary to facilitate relocation of staff from 
administration buildings and estates rationalisation, to take place.  
 
The Trust Board RECEIVED the report and RATIFIED the use of the 
seal. 
 


 
 
 
 


 


90/19 
 
 
 


Non-Executive Director Training Log 
 
Mr Edge presented the Non-Executive Directors’ Training and 
Development log for the Board’s review. CQCs review of the Well 
Led domain within the Trust had indicated that the reporting of 
training and development activities of Non-Executive Directors 
required strengthening.  It was agreed that a quarterly report would 
be provided to the Trust Board on such activity. 
 
Details of courses and events held in May and June 2018 and those 
who had attended were shared on page 3.  It was further noted that 
additional Board Development sessions facilitated by Anne 
Cuthbertson were planned for September 2018, November 2018 and 
February 2019. 
 
Mr Edge reported that the Non-Executives’ specific portfolios had 
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been confirmed and the Foundation Trust Office would support Non-
Executives in securing appropriate training. 
 
The Trust Board RECEIVED the report. No amendments were 
advised.  
 


91/19 Communications Report 
 
Ms Curry was welcomed to the meeting and outlined her report on 
communications and engagement activity during Quarter 1 (April, 
May and June 2018).  The report was a new approach to presenting 
an overview of activity at a glance and included a number of new 
corporate publications for information. 
 
Two new Dashboards were available showing performance and 
providing baselines which could be measured against: 


 Social Media and Digital Activity 
 Press/PR and Engagement Activity 


 
These would be assessed quarterly and be more robust in 
evaluation. 
 
Ms Curry advised that the engagement rate on Twitter had increased 
to over 1%, which was regarded as good performance in the 
industry. 
 
Corporate literature had been redesigned and Communications had 
worked with Learning & Development around induction which would 
be built into the handbook.  There was also work ongoing with 
Medical Education on improved communications for Junior Doctors. 
 
The Trust Board RECEIVED the report and APPROVED the 
information 
 


 
 
 


 


92/19 Smokefree NHS 
 
Mr Mack and Ms Matthews were welcomed to the meeting.  Mr Mack 
advised that he was seeking endorsement for the strategy and action 
plan for the Trust to be Smokefree by April 2019.   
 
Mr Mack presented key points from Public Health England’s Tobacco 
Control Delivery Plan including why a Smokefree NHS was 
strategically important. He provided benchmarking information, 
noting good long term progress having been County Durham and 
Darlington. Data on admissions to local smoking cessation services 
was also presented.  
 
Mr Mack then outlined the proposed communication approach, which 
would involve a joint campaign with Northumbria Healthcare NHS FT 
under a single brand in order to increase reach and impact. 
However, the campaign would still include individualised trust 
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identities and tailored messages.  Good engagement had been 
noted from patients and staff. 
 
CDDFT had committed to implementing public health guideline PH48 
from the National Institute for Health and Care Excellence for 
Smoking, Acute services, Maternity and Mental Health services.  
This standard was being adopted nationally. 
 
The Trust Board was asked to formally sign the NHS Smokefree 
Pledge and to communicate its commitment to reducing the harm 
caused by tobacco.  The delivery of the action plan would be 
overseen by a small group led by Ms Langrick and a team of 
Smokefree NHS Champions from across the organisation. 
 
Questions and comments were invited 
 
Mr Scanlon noted that he felt that marketing had been weak and 
there was confusion within nursing staff. Ms Langrick advised that 
Champions had been identified including a Matron on a Respiratory 
ward.  She added that the ideal situation would be to have one 
Champion for every ward. 
 
Ms Smith suggested graphics and “Challenge” branding at the 
entrance to the hospitals would be helpful.  Mr Mack noted that the 
issue of smoking on site had always been difficult to manage, 
particularly control of smoking outside in the grounds with a regular 
congregation of smokers at building entrances.  Mr Scanlon added 
that he was aware that some staff had been the subject of abuse 
when asking individuals to put out a cigarette in the grounds of the 
hospital. 
 
Mr Foster Jones asked whether the programme was linked to 
Primary Care.  Ms Matthews confirmed that it was.  Mr Mack added 
that all stakeholders needed to be involved.  Each CCG had a lead 
officer as had both local authorities. 
 
The Chairman advised that the Trust Policy would be updated as 
part of the action plan and work would start now and be implemented 
by 1st April 2019. 
 
Mr Foster Jones asked whether commercial organisations could 
provide help for marketing.  Mr Scanlon advised that the Trust could 
not be seen to dispense items such as nicotine patches in favour of a 
third party.   
 
It was proposed and agreed that Ms Langrick would be the Trust 
Board Champion and Ms Flynn would be the NED Champion. 
 
The Trust Board AGREED to support the programme and SIGNED 
the pledge. 
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93/19 Other Business 
 
No other business was raised. The Chairman provided the 
opportunity for members of the public present to raise any questions.   
 
A member of the public commented that she found the discussions 
hard to hear and requested that microphones be used, together with 
information on overhead screens and paper copies of documents.  
She added that she felt members mumbled during items which were 
more confidential or sensitive. The Chairman said he regretted the 
perception but assured the individual that there had been no 
deliberate attempt to hide any information, and acknowledged that 
the acoustics in the room could make it difficult to hear the 
discussion. He noted the suggestion of the use of microphones.  
 
A member of the public read out a series of questions as to the 
actions taken by the Trust in response to requirements set out, by 
the then Health Minister, Norman Lamb, in a letter following the 
national review of the Liverpool Care Pathway, issued in 2013.  Ms 
Jacques agreed with the member of the public that a photocopy of 
their written questions would be taken to enable all those questions 
to be responded to in appropriate detail outside of the meeting.  Mr 
Scanlon advised the Board that the member of the public was a 
vexatious complainant and that care would therefore need to be 
taken should any of the questions relate to the individual’s case 
covered by the relevant complaint. Ms Jacques noted that the 
questions could be answered if they were of a general nature, 
however. The member of the public voiced their objection to be being 
described as vexatious and to information which was personal to 
them having been publicly disclosed without their authority1.  
 
A member of the public asked why the agency spend outlined by Mr 
Brown was different to that which was reported and published in the 
Northern Echo Newspaper.  Mr Brown advised that the information 
reported in the newspaper may have related to a specific area and 
therefore could be misleading.  Mr Brown agreed to check 
information if the specific details could be shared with him.  
 


 


94/19 Announcement of Next Public Meetings 
 
Annual General Meeting 
Date: Wednesday 12 September 2018 
Time: from 15:00hrs 
Venue: The Dolphin Centre, Darlington 
 
Open Trust Board Meeting 
Date: Wednesday 31 October 2018 


 


                                                 
1
 Subsequent to the meeting, Mr Scanlon provided a written apology to the member of the public, for the 


statement having been made in a public meeting and for their personal data having been divulged without 


their authority 
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Time: From 09:00hrs 
Venue: Prospect House, Durham 
 


95/19 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. 
 


 


96/19 Close 
 
There being no further business, the Chairman declared the meeting 
closed at 13:00hrs. 
 


 


 
 
Chair – Prof Paul Keane OBE  ……………………………. 
 
 
 
Date:  …………………………………………………..  2018 
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TRUST BOARD ACTIONS AT 25 July 2018 (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)  31/01/18 228/18(a) 


Provide an analysis of numbers of complaints for the Trust compared with a regional 
peer group 
 
25.04.18 Update: regional data not yet available – analysis to be provided once 
available. 


March 2018 Complete NS 


2)  31/01/18 230/18 


Provide a report to the Board on actions being undertaken to address the 
performance in respect of dementia onward referrals 
 
25.04.18 Update: Piece of work underway to improve performance in respect of 
dementia onward referrals.  Update to be provided in due course. 
 
25.7.18 update:  Dementia Report had not been provided and Mr Scanlon agreed to 
formally request the report. 


March 2018 
 
 
 
October 2018 


To action NS 


3)  31/01/18 232/18 
Bring an update on the Research and Innovation Strategy work undertaken  
 
25.7.18 Update:  The update was deferred until September 2018 


July 2018 
 
September 2018 


To action JC/JL 


4)  25/04/18 04/19(d) 


Arrange for presentations to the Board from TAPs to provide an overview of work 
planned in respect of the Community Contract 
 
25.7.18 Update:  TAPS overview around the Community Contract was deferred until 
August 2018 


June 2018 
 
August 2018 


To action SJ 


5)  25/04/18 07/19 Provide a mock-up of an Integrated Performance report to include a thematic 
overview, to facilitate Exec discussion and agreement June 2018 Complete CL 


6)  23/05/18 35/19(b) Include in the Patient Safety Report the national picture for Never Events when 
available July 2018 Complete NS 


7)  23/05/18 36/19(f) 


Review the work carried out by the Kent Institute of Medicine and Surgery on staff 
engagement and relationship with the Board as an example of best practice and bring 
a subsequent report to the Board 
 
25.7.18 Update:  Ms Smith agreed to follow up the work carried out by the Kent 
Institute and bring a report to the next meeting 


July 2018 
 
 
October 2018 


To action MS 
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No. Meeting Item Action Point Timescale Status Lead 


8)  23/05/18 37/19(a) Correct the percentages in the complaints performance table within the Patient Safety 
Report June 2018 Complete NS 


9)  23/05/18 38/19(a) Provide more detail to the Board on the context of the Trust’s current statistics in 
respect of the GMC Survey for Trainees and Trainers July 2018 Complete JC 


10)  23/05/18 38/19(b) 
Provide further information on the issue of junior doctors working in Plastics who were 
not contract compliant and had not achieved sufficient rest, as outlined in the 
Guardian of Safe Working Report 


July 2018 Complete JC 


11)  23/05/18 39/19 Review the plan to bring private sector work in house to enable achievement of the 
theatre efficiency target July 2018 Complete CL 


12)  23/05/18 40/19 Pursue the agreement in respect of the A&E Four Hour Wait trajectory and report 
back to the Board June 2018 Complete SJ 


13)  23/05/18 41/19 Update the Directors’ Register of Interests in respect of Ms Flynn’s involvement with 
Tow Law Community Association June 2018 Complete HR 


14)  23/05/18 42/19 Amend the Trust Board Attendance Matrix in respect of Ms Flynn’s attendance at the 
August 2018 Board meeting June 2018 Complete HR 


15)  25/07/18 83/19(b) Confirm the timescale for the ambulance handover bay at DMH October 2018 To action SJ 


16)  25/07/18 83/19(c) Provide a further update on the compliance of junior doctors rotas in Plastics October 2018 To action JC 


17)  25/07/18 84/19(b) 


Take to the Urgent and Emergency Care Network Operational Group, the Board’s 
view that the work on the app to publish waiting times in Emergency Departments, 
which was being developed as a network, should be expedited. 
 


October 2018 To action CL 


18)  25/07/18 85/19 Collate key information for the Board on incidents relating to staff assaults October 2018 To action WE 


19)  25/07/18 87/19 Report to the Board on the LADB review being carried out on patients needing urgent 
care.   October 2018 To Action CL 


 


 








Learning from Deaths Dashboard


Organisation


Financial Year


Month


Co Durham and Darlington NHS Foundation Trust


2018-19


September







Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2018-19 September


No. % No. % No. % % No. % No. % No. %


Apr-18 Provisional 204 44 22% 43 98% 81 40% 1 1% 77 95% 64 79% 7 9%


May-18 Provisional 158 19 12% 17 89% 51 32% 0 0% 51 100% 50 98% 1 2%


Jun-18 Provisional 152 30 20% 26 87% 59 39% 0 0% 57 97% 54 92% 1 2%


Jul-18 Provisional 163 26 16% 21 81% 42 26% 0 0% 41 98% 29 69% 2 5%


Aug-18 Provisional 147 30 20% 7 23% 7 5% 0 0% 7 100% 6 86% 0 0%


Sep-18 Provisional 135 18 13% 4 22% 4 3% 0 0% 3 75% 3 75% 0 0%


Oct-18


Nov-18


Dec-18


Jan-19


Feb-19


Mar-19


Q1 18/19 Provisional 514 93 18.1% 86 92.5% 191 37.2% 1 0.2% 185 96.9% 168 88.0% 11 5.8%


Q2 18/19 Provisional 445 74 16.6% 32 43.2% 53 11.9% 0 0.0% 51 96.2% 38 71.7% 2 3.8%


Q3 18/19 0 0 0 0 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0 0


No. % No. % No. % No. % No. % No. % No. % No. %


Apr-18 Provisional 1 1 100% 1 100% 0 0% 0% 0% Apr-18 Provisional 13 8 62% 8 100% 0 0%


May-18 Provisional 2 2 100% 2 100% 0 0% 0% 0% May-18 Provisional 16 16 100% 15 94% 0 0%


Jun-18 Provisional 2 1 50% 1 100% 0 0% 0% 0% Jun-18 Provisional 14 14 100% 14 100% 0 0%


Jul-18 Provisional 0 Jul-18 Provisional 10 0 0%


Aug-18 Provisional 2 0 0% 0% 0% Aug-18 Provisional 3 0 0%


Sep-18 Provisional 1 0 0% 0% 0% Sep-18 Provisional 16 0 0%


Oct-18 Oct-18


Nov-18 Nov-18


Dec-18 Dec-18


Jan-19 Jan-19


Feb-19 Feb-19


Mar-19 Mar-19


Q1 18/19 Provisional 8 4 50.0% 4 100.0% 0 0.0% 0 0.0% 0 0.0% Q1 18/19 Provisional 72 38 52.8% 37 97.4% 0 0.0%


Q2 18/19 3 0 0.0% 0 0 0 0.0% 0 0.0% Q2 18/19 Provisional 29 0 0.0% 0 0


Q3 18/19 0 0 0 0 0 0 Q3 18/19 0 0 0 0


Q4 18/19 0 0 0 0 0 0 Q4 18/19 0 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. 


Month of 


Death
Data 


Deaths reviewed 


where care during 


last admission was 


graded as excellent, 


very good or good


Data 
Month of 


death


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)


Deaths meeting 


inclusion criteriaTotal No. of 


deaths


Deaths reviewed 


meeting inclusion 


criteria


No. of 


deaths


Number of deaths 


reviewed


ED Death Reviews


Deaths reviewed 


where care during 


last admission was 


graded as poor or 


very poor


Deaths reviewed 


where care was graded 


as excellent or v.good


Deaths reviewed 


where care was graded 


as poor or very poorMonth of 


Death
Data 


Total Number of  


Deaths reviewed


No. of 


deaths


Deaths judged as 


avoidable (>50% 


likelihood of 


avoidability


LeDer reviews in 


Progress


Learning Disability Review


Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable 


Deaths judged as 


definitely not 


avoidable or slight 


evidence of 


avoidability


No.


Deaths reviewed 


under PRISM II 


methodology


Deaths judged as 


definitely not 


preventable


Deaths judged as 


avoidable (>50% 


likelihood of 


avoidability)


Completed LeDer 


reviews


1% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 
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Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19


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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No. % No. % No. % No. % No. % No. %


Apr-18 Provisional 130 24 18% 24 100% 48 37% 2% 46 96% 37 77% 5 10%


May-18 Provisional 96 12 13% 12 100% 36 38% 0% 36 100% 35 97% 1 3%


Jun-18 Provisional 94 12 13% 12 100% 34 36% 0% 34 100% 31 91% 1 3%


Jul-18 Provisional 105 18 17% 17 94% 29 28% 0% 28 97% 20 69% 1 3%


Aug-18 Provisional 99 18 18% 6 33% 6 6% 0% 6 100% 5 83% 0 0%


Sep-18 Provisional 97 12 12% 4 33% 4 4% 0% 3 75% 3 75% 0 0%


Oct-18


Nov-18


Dec-18


Jan-19


Feb-19


Mar-19


Q1 18/19 Provisional 320 48 15.0% 48 100.0% 118 36.9% 0.0% 150 127.1% 128 108.5% 8 6.8%


Q2 18/19 Provisional 301 48 15.9% 27 56.3% 39 13.0% 0.0% 37 94.9% 28 71.8% 1 2.6%


Q3 18/19 0 0 0 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0


No. % No. % No. % No. % No. % No. % No. % No. % No. %


Apr-18 Provisional 13 8 62% 8 100% 0 0% 15 7 47% 4 57% 1 14% Apr-18 18 7 39% 6 86% 1 14%


May-18 Provisional 16 16 100% 15 94% 0 0% 8 6 75% 5 83% 1 17% May-18 16 6 38% 6 100% 0 0%


Jun-18 Provisional 14 14 100% 14 100% 0 0% 5 2 40% 2 100% 0 0% Jun-18 14 6 43% 6 100% 0 0%


Jul-18 Provisional 10 0 0% 0 0 6 3 50% 1 33% 0 0% Jul-18 13 2 15% 2 100% 0 0%


Aug-18 Provisional 3 0 0% 0 0 7 0 0% Aug-18 13 1 8% 1 100% 0 0%


Sep-18 Provisional 16 0 0% 0 0 16 1 6% 1 100% 0 0% Sep-18 6 0 0%


Oct-18 0 0 0 0 Oct-18


Nov-18 0 0 0 0 Nov-18


Dec-18 0 0 0 0 Dec-18


Jan-19 0 0 0 0 Jan-19


Feb-19 0 0 0 0 Feb-19


Mar-19 0 0 0 0 Mar-19


Q1 18/19 Provisional 43 38 88.4% 37 97.4% 0 0.0% 28 19 67.9% 11 57.9% 2 10.5% Q1 18/19 48 22 45.8% 20 90.9% 1 4.5%


Q2 18/19 Provisional 29 0 0.0% 0 0 29 4 13.8% 2 50.0% 0 0.0% Q2 18/19 32 3 9.4% 3 100.0% 0 0.0%


Q3 18/19 0 0 0 0 0 0 0 0 Q3 18/19 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0 0 Q4 18/19 0 0 0 0


0


0


0


0


Oct-18


Nov-18


Q4 18/19


Jan-19


Feb-19


Mar-19


Q1 18/19


Q2 18/19


Q3 18/19


Dec-18


Deaths reviewed 


where care was 


graded as poor or very 


poor


Apr-18


May-18


Month of 


Death


No. of 


deaths


No. of 


deaths


Jul-18


Deaths reviewed 


where care was 


graded as poor or 


very poor
Month of 


Death


Aug-18


Sep-18


Jun-18


Respiratory Death ReviewsED Death Reviews Cardiology Death Reviews


Month of 


Death
Data 


No. of 


deaths


Number of deaths 


reviewed


Deaths reviewed 


where care was 


graded as excellent, 


v.good or good


Number of deaths 


reviewed


Deaths reviewed 


where care was 


graded as excellent or 


good


Deaths reviewed 


where care was 


graded as poor or very 


poor


Number of deaths 


reviewed


Deaths reviewed 


where care was 


graded as excellent, 


v.good or good


1


0


0


0


0


Acute & Emergency 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


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


% No.


2% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 
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70%


80%


90%


100%


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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No. % No. % No. % % No. % No. % No. %


Apr-18 Provisional 48 7 15% 7 100% 16 33% 0 0% 16 100% 12 75% 1 6%


May-18 Provisional 44 3 7% 3 100% 11 25% 0 0% 11 100% 11 100% 0 0%


Jun-18 Provisional 36 8 22% 7 88% 14 39% 0 0% 14 100% 13 93% 0 0%


Jul-18 Provisional 40 1 3% 1 100% 7 18% 0 0% 7 100% 7 100% 0 0%


Aug-18 Provisional 32 1 3% 0 0% 0 0%


Sep-18 Provisional 25 2 8% 0 0% 0 0%


Oct-18


Nov-18


Dec-18


Jan-19


Feb-19


Mar-19


Q1 18/19 Provisional 128 19 14.8% 18 94.7% 48 37.5% 0 0.0% 48 100.0% 43 89.6% 1 2.1%


Q2 18/19 Provisional 97 4 4.1% 1 25.0% 7 7.2% 0 0.0% 7 100.0% 7 100.0% 0 0.0%


Q3 18/19 0 0 0 0 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0 0


No. % No. % No. % No. % No. % No. %


Apr-18 Provisional 11 3 27% 1 33% 0 0% Apr-18 Provisional 42 14 33% 10 71% 1 7%


May-18 Provisional 11 3 27% 3 100% 0 0% May-18 Provisional 37 11 30% 11 100% 0 0%


Jun-18 Provisional 14 1 7% 1 100% 0 0% Jun-18 Provisional 32 12 38% 11 92% 0 0%


Jul-18 Provisional 14 0 0% Jul-18 Provisional 34 4 12% 4 100% 0%


Aug-18 Provisional 11 0 0% Aug-18 Provisional 27 0 0%


Sep-18 Provisional 2 0 0% Sep-18 Provisional 20 0 0%


Oct-18 Oct-18


Nov-18 Nov-18


Dec-18 Dec-18


Jan-19 Jan-19


Feb-19 Feb-19


Mar-19 Mar-19


Q1 18/19 Provisional 36 7 19.4% 5 71.4% 0 0.0% Q1 18/19 Provisional 111 41 36.9% 32 78.0% 1 2.4%


Q2 18/19 27 0 0.0% 0 0 Q2 18/19 81 4 4.9% 4 100.0% 0 0.0%


Q3 18/19 0 0 0 0 Q3 18/19 0 0 0 0


Q4 18/19 0 0 0 0 Q4 18/19 0 0 0 0


No.


Data 
No. of 


deaths


Integrated Adult 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


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


Number of deaths 


reviewed


Deaths reviewed 


where care was 


graded as excellent 


or good


Elderly Care Death Reviews


Deaths reviewed 


where care was 


graded as poor or 


very poor


Stroke Death Reviews


Deaths reviewed 


where care was 


graded as poor or 


very poor
Month of 


Death


Month of 


Death
Data 


No. of 


deaths


Number of deaths 


reviewed


Deaths reviewed 


where care was 


graded as excellent 


or good


0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 
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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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No. % No. % No. % No. % No. % No. %


Apr-18 Provisional 25 13 52% 12 92% 17 0% 15 88% 15 88% 1 6%


May-18 Provisional 16 3 19% 1 33% 3 0% 3 100% 3 100% 0 0%


Jun-18 Provisional 21 10 48% 7 70% 11 0% 9 82% 10 91% 0 0%


Jul-18 Provisional 17 7 41% 3 43% 6 0% 6 100% 2 33% 1 17%


Aug-18 Provisional 16 11 69% 1 9% 1 0% 1 100% 1 100% 0 0%


Sep-18 Provisional 13 4 31% 0 0% 0


Oct-18


Nov-18


Dec-18


Jan-19


Feb-19


Mar-19


Q1 18/19 Provisional 62 26 41.9% 24 92.3% 38 0.0% 33 86.8% 30 78.9% 2 5.3%


Q2 18/19 Provisional 46 22 47.8% 4 18.2% 7 0.0% 7 100.0% 3 42.9% 1 14.3%


Q3 18/19 0 0 0 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0


No. % No. % No. % No. % No. % No. % No. % No. % No. %


Apr-18 Provisional 20 13 65% 11 85% 1 8% 5 4 80% 4 100% 0 0% Apr-18 21 10 48% 9 90% 0 0%


May-18 Provisional 15 3 20% 3 100% 0 0% 1 0 0% May-18 11 5 45% 5 100% 0 0%


Jun-18 Provisional 17 9 53% 8 89% 0 0% 5 3 60% 3 100% 0 0% Jun-18 16 7 44% 7 100% 0 0%


Jul-18 Provisional 9 3 33% 1 33% 0 0% 5 2 40% 0 0% 1 50% Jul-18 16 5 31% 4 80% 0 0%


Aug-18 Provisional 12 0 0% 3 1 33% 1 100% 0 0% Aug-18 16 3 19% 3 100% 0 0%


Sep-18 Provisional 10 0 0% 3 0 0% Sep-18 11 0 0%


Oct-18 Oct-18


Nov-18 Nov-18


Dec-18 Dec-18


Jan-19 Jan-19


Feb-19 Feb-19


Mar-19 Mar-19


Q1 18/19 Provisional 52 28 53.8% 23 82.1% 1 3.6% 11 10 90.9% 8 80.0% 1 10.0% Q1 18/19 48 30 62.5% 21 70.0% 0 0.0%


Q2 18/19 Provisional 31 3 9.7% 1 33.3% 0 0.0% 11 3 27.3% 1 33.3% 1 33.3% Q2 18/19 43 8 18.6% 7 87.5% 0 0.0%


Q3 18/19 0 0 0 0 0 0 0 0 Q3 18/19 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0 0 Q4 18/19 0 0 0 0
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0
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ITU Death Reviews


61.3%


15.2%


General Surgery Death Reviews Trauma & Orthopaedic Death Reviews


68% 0


19% 0


52% 0


35% 0


6% 0


0%


Surgery


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


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


% No.
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0%


10%


20%


30%


40%


50%


60%


70%


80%


90%


100%


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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No. % No. % No. % % No. % No. % No. %


Apr-18 Provisional 1 0 0% 0 0 0%


May-18 Provisional 2 1 50% 1 100% 1 50% 0 0% 1 100% 1 100% 0 0%


Jun-18 Provisional 1 0 0% 0 0 0%


Jul-18 Provisional 1 0 0% 0 0 0%


Aug-18 Provisional 0 0


Sep-18 Provisional 0 0


Oct-18


Nov-18


Dec-18


Jan-19


Feb-19


Mar-19


Q1 18/19 Provisional 4 1 25.0% 1 100.0% 1 25.0% 0 0.0% 1 100.0% 1 100.0% 0 0.0%


Q2 18/19 Provisional 1 0 0.0% 0 0 0.0% 0 0 0 0


Q3 18/19 0 0 0 0 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0 0


Family Health


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


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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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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No. % No. % No. % No. % No. % No. %


Apr-18 Final 204 50 25% 50 100% 1 0% 48 96% 42 84% 3 6%


May-18 Final 160 38 24% 38 100% 0 0% 37 97% 36 95% 1 3%


Jun-18 Provisional 153 37 24% 36 97% 0 0% 36 100% 33 92% 0 0%


Jul-18 Provisional 163 33 20% 21 64% 0 0% 21 100% 14 67% 2 10%


Aug-18 Provisional 149 32 21% 1 3% 0 0% 1 100% 1 100% 0 0%


Sep-18


Oct-18


Nov-18


Dec-18


Jan-19


Feb-19


Mar-19


Q1 18/19 Provisional 517 158 30.6% 145 91.8% 1 0.2% 121 83.4% 125 86.2% 6 4.1%


Q2 18/19 Provisional 312 65 20.8% 22 33.8% 0 0.0% 22 100.0% 15 68.2% 2 9.1%


Q3 18/19 0 0 0 0 0 0 0


Q4 18/19 0 0 0 0 0 0 0


YTD Provisional 829 223 26.9% 167 74.9% 1 0.1% 143 85.6% 140 83.8% 8 4.8%


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


 Readmissions within 30 days Trust Deaths


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 Trust 


deaths


Readmission deaths
Total Number of  


Deaths reviewed


Deaths judged as 


avoidable (>50% 


likelihood of 


avoidability
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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)  


Total Number of  Deaths reviewed


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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Total deaths
Priority 


reviews


Priority 


review 


complete


Total deaths 


reviewed
Total deaths


Priority 


reviews


Priority 


review 


complete


Total deaths 


reviewed
Total deaths


Priority 


reviews


Priority 


review 


complete


Total deaths 


reviewed
Total deaths


Priority 


reviews


Priority 


review 


complete


Total deaths 


reviewed
Total deaths


Priority 


reviews


Priority 


review 


complete


Total deaths 


reviewed


Apr-17 204 44 98% 40% 130 24 100% 37% 48 7 100% 33% 25 13 92% 68% 1 0 0%


May-17 158 19 89% 32% 96 12 100% 38% 44 3 100% 25% 16 3 33% 19% 2 1 100% 50%


Jun-17 152 30 87% 39% 94 12 100% 36% 36 8 88% 39% 21 10 70% 52% 1 0 0%


Jul-17 163 26 81% 26% 105 18 94% 28% 40 1 100% 18% 17 7 43% 35% 1 0 0%


Aug-17 147 30 23% 5% 99 18 33% 6% 32 1 0% 0% 16 11 9% 6% 0 0


Sep-17 135 18 22% 3% 97 12 33% 4% 25 2 0% 0% 13 4 0% 0% 0 0


Oct-17 0 0 0 0 0 0 0 0 0 0


Nov-17 0 0 0 0 0 0 0 0 0 0


Dec-17 0 0 0 0 0 0 0 0 0 0


Jan-18 0 0 0 0 0 0 0 0 0 0


Feb-18 0 0 0 0 0 0 0 0 0 0


Mar-18 0 0 0 0 0 0 0 0 0 0


Q1 17/18 514 93 92.5% 37.2% 320 48 100.0% 36.9% 128 19 94.7% 37.5% 62 26 92.3% 61.3% 4 1 100.0% 25.0%


Q2 17/18 445 74 43.2% 11.9% 301 48 56.3% 13.0% 97 4 25.0% 7.2% 46 22 18.2% 15.2% 1 0 0.0%


Q3 17/18 0 0 0 0 0 0 0 0 0 0


Q4 17/18 0 0 0 0 0 0 0 0 0 0


YTD 959 167 70.7% 25.4% 621 96 78.1% 25.3% 225 23 82.6% 24.4% 108 48 58.3% 41.7% 5 1 100.0% 20.0%


Month of death


Dashboard Summary


TRUST Acute & Emergency Care Integrated Adult Care Surgery Family Health
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A meeting of County Durham and Darlington NHS Foundation Trust Board of Directors 
held in the Seminar Rooms 5, 6 & 7 at Prospect House on Wednesday 31st October 2018 


at 09.00hrs – 12:30hrs 
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 
09.00hrs 


Minutes, Matters Arising and Action Log – From the Trust Board meeting(s) held on: 
 3a. Open Trust Board Meeting – 25 July 2018 
 3b. Action Log –  25 July 2018 


Item 4 
09.10hrs 


Chief Executive’s Report  
 4a. CQC Update 
 4b. Board Assurance Framework 
 4c. Update on Key Matters 


 


S Jacques 


 
 


Attached 
Attached 
Attached 
 


For information 
and assurance  


 
Patient Safety & Quality 


 


Item 5 
09.50hrs 


Preface from IQAC M Bretherick Attached 


For information 
and assurance 


 


Item 6 
10.00hrs 


Director of Nursing Reports  
 6a. Patient Safety & Experience Report 
 6b. Safe Staffing Report 
 6c. Flu Vaccination Programme 


 


N Scanlon Attached 


Item 7 
10.40hrs 


Medical Director’s Report 
 Self-Assessment Review and Quality 


Improvement Plan  
J Cundall Attached 


 
Compliance & Performance Management 


 


Item 8 
11.10hrs 


Operational Performance & Efficiency Report 
 Integrated Performance Report  
 Update on community services contract 


mobilisation 


C Langrick Attached For 
information 


and assurance 
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Item No Title of Item 
 


Presented By / Status 
 


Item 9 
11.50hrs 


Preface from Finance Committee 
P Forster-


Jones 


To 


follow/to 


be tabled For 
information 


and assurance 
Item 10 
11.55hrs 


Finance Report  D Brown Attached 


 
Other Business 


   


Item 11 
12.20hrs 


Register of Sealing’s W Edge Attached For 
information 


and assurance 


Item 12 Non-Executive Director Training Register W Edge Attached To agree 


Item 13 
12.25hrs 


 
Communications Report 
 


G Curry Attached For 
information 


and assurance 


Item 14 Any Other Business    


Item 15 


Announcement of Next Public Meeting(s): 
Open Trust Board Meeting: 
Date: Wednesday 19 December 2018  
Time: from 09:00hrs 
Venue: Executive Boardroom, Darlington Memorial Hospital 


Item 16 


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. 


 








 


www.cddft.nhs.uk 
 


Trust Board: October 23rd, 2018 


 


Item 5b (i) Nursing and Midwifery Ward Staffing Report – September 2018 


Author Brian Nicholson e-Rostering Matron; Noel Scanlon Executive Director of Nursing 


Reason for 


Submission 


Tick all that 


apply 


If none of 


the above, 


please 


provide 


rationale for 


submission 


Standing item                                             


  


Development / approval or update on strategy                        


   


Decision reserved for Board                                


  


Statutory / regulatory requirement                                  


    


Oversight of significant risks                                


    


Update on action log item                                                    


   


Requires Board approval e.g. policies or business cases     


  


Core performance information         


  


Other rationale, please state below: 


Strategic 
Aim: 
 


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 & deliver best efficiency             


 
To attract, support, engage and develop our staff to provide care they are proud of –  
best employer    


Purpose of 


Report 


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


Key Issues 
 September 2018 workforce reports show there were 106.67 RN (WTE) vacancies (taking account of 


frozen posts and appointments under process) and 37.48 HCA (WTE) vacancies. The NRC group 


continues to meet on a monthly basis (p.10). 


 


 A further safer staffing audit has been carried out over July 2018.This covered all adult acute and 


community in-patients areas. Both the paediatric wards continued to review their captured data this July 


and it is hoped they will join the trust twice annual audit in January 2019. This audit will be reported to 


the Board and the SNMAHPLG in October 2018. This took place between 2nd July 2018 and the 27th July 


2018(item 5b (ii)).  


 


 In relation to the planned against actual, the Trust had understaffed by 9836 Registered hours, but 


overstaffed by 10359 unregistered hours; with has led to a net overstaffing of just 523 hours in total. 


Overall substantive hours have increased by 95hrs in September when compared to August, but there 


was a substantial reduction of 5555hrs in August when compared to July and this has not yet recovered. 


This looks like a seasonal change but we need to see a marked increase next month as we head into 


Winter pressures (p.6).  


  


Figures show that RN and HCA overtime usage over the 41 identified areas in this report remains 
negligible for the sixth month running and now fully complies with the December 2018 plan. This is a 
major achievement for the trust. RN bank coverage has decreased a further 2464hrs and RN agency 
increased by 34hrs. For all intent and purpose, RN agency has now plateaued at this approximate value 
for the last 6 months now. HCA agency has increased by 1668hrs on last month’s requirement and 
456hrs over the past two months. HCA bank usage has decreased this month by a 254hrs and 737hrs 
over the last two months. From data received over the last two months, it would appear our own 
substantive and bank staff has been less available over August and September than any other time this 
year, with a rise in agency usage as a result. I can only conclude this is due to the summer holidaying 
period. Next month, we need to see all these figures reverse as we move into winter and introduce an 
hourly pay rate deduction of 50p per hour to our bank RN’s and reduce the bank shift lengths. These 
figures also appear to be corroborated in  Adam Watson’s bank fill report with RN and HCA bank fill rates 
falling well below 85%, whilst both RN and HCA agency fill rates are both on the increase (p.6). 
 


 Overall, the total Trust overtime usage reduced by a further 144hrs for September 2018 when compared 


with July, whilst total Trust additional hour’s usage also decreased by 232hrs. Although this is the 


cheapest form of organising additional staffing it also transfers the pressures of additional work hours on 


to part-time staff only. 
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Summary of 


Key Issues 
 This month, 23 out of the 41 in-patient areas had completely stopped using agency and 9 of those left 


used less than 50hrs a month. (4 areas used 1 x agency shift a month this time around, when previously 


they had not used any and we need to identify why assumed last minute agency requests have restarted 


in these areas) Ward 1 UHND, Ward 3 AMU, Ward 6 UHND, Ward 16 UHND, Ward 12 UHND, Ward 14 


UHND, NE Vascular Centre UHND, ITU UHND and Ward 52 DMH continue as the identified areas of 


concern for a marked increase in agency. Notably, 8 out of 9 of these top areas are from one hospital 


site, UHND. Ward 1 UHND, Ward 12 UHND and Ward 52 DMH are known to be heavily involved in 


cohorting duties (p.7). 


 This month again sees ward 21 DMH take the title of model ward of the month, utilising only 12hrs RN 


bank hours and 12hrs of HCA bank and no overtime or agency usage. An excellence report had been 


previously submitted highlighting ward 21 DMH continued efficiencies (p.7). 


 The system is now utilising maximum usage of current cloud licences due to the rapid growth of the 


temporary nursing bank system. This will impact on plans to roll out E-rostering to Medical staff. Trust 


Allocate leads have now submitted a paper to discuss the various options open to the trust at ED’s for 


discussion and agreement on further action. It was agreed to bring forward contractual negotiations for 


the whole system from the original planned date of November 2018 to the present time. This will ensure 


the trust obtain the best possible efficiencies from the system over the next 4 years. Brian Nicholson and 


interested stakeholders will attend ED’s on Monday 29
th


 October to update with a paper (p.16). 


 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 has 


started rolling out Junior Doctors in e-Rostering, with ED and UCC medical areas moving over first. 


HealthRoster has recently been upgraded to manage this new transition. However, Senior medical staff 


have concerns around the system being “fit for purpose”. Brian Nicholson is currently working closely 


with senior medical staff to offer a solution. The contract with Allocate is currently being reviewed and a 


paper is to be produced at ED committee on Monday 29
th


. October (p.11). 


 A paper to standardise bank shift times within the ward environment has been approved to commence 


on 5
th


 November 2018. It is anticipated this initiative should save the trust £250,000 per year. 


Compliance will be monitored through HealthRoster and Bank Staff systems (p.10). 


 The executive has also authorised a 50p reduction in the registered nurse bank hourly rate wef 6
th


 


November 2018 (p.11). 


 A business case has now been submitted and approved that will allow a new substantive HCA enhanced 


care team driving quality care of cohorted patients whilst aiming to ban remaining HCA agency usage in 


this area. This 30 x HCA team approach would achieve and maintain total staffing cost efficiencies for the 


remainder of the new financial year. Although progress has been made, It is anticipated the new 


Enhanced Nursing Care Team Phase 1 (ENCT) will not be active until the new year. Band 6 and Band 2 job 


descriptions are currently going to AfC panel for review (p.12). 


78 new nursing (adult & child branch), midwifery & operating department practice graduates joined the 
trust in September. A breakdown of attrition from local graduates programmes and recruitment from 
other universities is illustrated in the report. 71 offers were made to the January 2019 graduating class 
from Teesside university at the graduate recruitment event this month (p.7-9).  


 Another business case for the recruitment of a further cohort of up to 30 EU nurses within placements 


around the trust has now been approved. The structure of interview, costing and employment 


contracting has changed to ensure a smoother and quicker transition of this new cohort into registered 


nurse positions. It is hoped this next cohort will be in place by March 2019 (p.10). 


 We currently have 7 HCA apprentices on placement with the trust at UHND, DMH and BAGH. A further 5 


HCA apprentices will take up their employment in early September 2018 (p.10). 


 A bi-directional interface between ESR and HealthRoster also needs setting up at a yearly cost to ensure 


the auto rostering process has the latest data input to ensure quality results. However, as a result of the 


weekly nurse bank going weekly and outsourced to a different trust, it would be extremely difficult to 


implement as the automatic interface between two different ESR payrolls and HealthRoster. This would 
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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) 


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 & Midwifery  


Ward Staffing – September 2018 
Noel Scanlon – Executive Director of Nursing 


Brian Nicholson – Matron: eRostering Lead 


 


 


 


Prepared for Trust Board meeting:  October, 2018  
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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:  


 September 2018 workforce reports show there were 106.67 RN (WTE) vacancies (taking 
account of frozen posts and appointments under process) and 37.48 HCA (WTE) vacancies. 
The NRC group continues to meet on a monthly basis. 


 A further safer staffing audit has been carried out over July 2018.This covered all adult acute 
and community in-patients areas. Both the paediatric wards continued to review their captured 
data this July and it is hoped they will join the trust twice annual audit in January 2019. This 
audit will be reported to the Board and the SNMAHPLG in October 2018. This took place 
between 2nd July 2018 and the 27th July 2018.  


 In relation to the planned against actual, the Trust had understaffed by 9836 Registered hours, 
but overstaffed by 10359 unregistered hours; with has led to a net overstaffing of just 523 
hours in total. Overall substantive hours have increased by 95hrs in September when 
compared to August, but there was a substantial reduction of 5555hrs in August when 
compared to July and this has not yet recovered. This looks like a seasonal change but we 
need to see a marked increase next month as we head into Winter.  


 Figures show that RN and HCA overtime usage over the 41 identified areas in this report 
remains negligible for the sixth month running and now fully complies with the December 2018 
plan. This is a major achievement for the trust. RN bank coverage has decreased a further 
2464hrs and RN agency increased by 34hrs. For all intent and purpose, RN agency has now 
plateaued at this approximate value for the last 6 months now. HCA agency has increased by 
1668hrs on last month’s requirement and 456hrs over the past two months. HCA bank usage 
has decreased this month by a 254hrs and 737hrs over the last two months. From data 
received over the last two months, it would appear our own substantive and bank staff has 
been less available over August and September than any other time this year, with a rise in 
agency usage as a result. I can only conclude this is due to the summer holidaying period. 
Next month, we need to see all these figures reverse as we move into winter and introduce an 
hourly pay rate deduction of 50p per hour to our bank RN’s and reduce the bank shift lengths. 
These figures also appear to be corroborated in Adam Watson’s bank fill report with RN and 
HCA bank fill rates falling well below 85%, whilst both RN and HCA agency fill rates are both 
on the increase. 


 Overall, the total Trust overtime usage reduced by a further 144hrs for September 2018 when 
compared with July, whilst total Trust additional hour’s usage also decreased by 232hrs. 
Although this is the cheapest form of organising additional staffing it also transfers the 
pressures of additional work hours on to part-time staff only. 
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 This month, 23 out of the 41 in-patient areas had completely stopped using agency and 9 of 
those left used less than 50hrs a month. (4 areas used 1 x agency shift a month this time 
around, when previously they had not used any and we need to identify why assumed last 
minute agency requests have restarted in these areas) Ward 1 UHND, Ward 3 AMU, Ward 6 
UHND, Ward 16 UHND, Ward 12 UHND, Ward 14 UHND, NE Vascular Centre UHND, ITU 
UHND and Ward 52 DMH continue as the identified areas of concern for a marked increase in 
agency. Notably, 8 out of 9 of these top areas are from one hospital site, UHND. Ward 1 
UHND, Ward 12 UHND and Ward 52 DMH are known to be heavily involved in cohorting 
duties. 


 Overall, the total Trust overtime usage reduced by a further 144hrs for September 2018 when 
compared with July, whilst total Trust additional hour’s usage also decreased by 232hrs. 
Although this is the cheapest form of organising additional staffing it also transfers the 
pressures of additional work hours on to part-time staff only. 


 This month again sees ward 21 DMH take the title of model ward of the month, utilising only 
12hrs RN bank hours and 12hrs of HCA bank and no overtime or agency usage. An 
excellence report had been previously submitted highlighting ward 21 DMH continued 
efficiencies. 


 The system is now utilising maximum usage of current cloud licences due to the rapid growth 
of the temporary nursing bank system. This will impact on plans to roll out E-rostering to 
Medical staff. Trust Allocate leads have now submitted a paper to discuss the various options 
open to the trust at ED’s for discussion and agreement on further action. It was agreed to bring 
forward contractual negotiations for the whole system from the original planned date of 
November 2018 to the present time. This will ensure the trust obtain the best possible 
efficiencies from the system over the next 4 years. Procurement are involved and that process 
is nearing its end. Brian Nicholson and interested stakeholders will attend ED’s on Monday 
29th October to update with a paper. 


 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 has started rolling out Junior Doctors in e-Rostering, with ED and 
UCC medical areas moving over first. HealthRoster has recently been upgraded to manage 
this new transition. However, this rollout does not appear to be moving along smoothly. Senior 
medical staff have concerns around the system being “fit for purpose”. Brian Nicholson is 
currently working closely with senior medical staff to offer a solution. The contract with Allocate 
is currently being reviewed and a paper is to be produced at ED on Monday 29th. October. 


 A paper to standardise bank shift times within the ward environment has been approved to 
commence on 5th November 2018. It is anticipated this initiative should save the trust 
£250,000 per year. Compliance will be monitored through HealthRoster and BankStaff 
systems. 


 The Trust has authorised a 50p reduction in the registered nurse bank hourly rate. This is to 
come into operation on Monday 6th November 2018. 


 A business case has now been submitted and approved that will allow a new substantive HCA 
enhanced care team driving quality care of cohorted patients whilst aiming to ban remaining 
HCA agency usage in this area. In view of data already reported on earlier, this 30 x HCA 
team approach would achieve and maintain total staffing cost efficiencies for the remainder of 
the new financial year. Although progress has been made, It is anticipated the new Enhanced 
Nursing Care Team Phase 1 (ENCT) will not be active until the new year. Jason Cram and the 
Dementia specialist nurse Janet Mortimer are leading the steering group with matrons Emma 
Coates and Brian Nicholson giving close support. Band 6 and Band 2 job descriptions are 
currently going to AfC panel for review. 
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 78 new graduates joined the trust in September. A breakdown of attrition from local graduates 
programmes and recruitment from other universities – notably Northumbria, Leeds and 
Manchester is illustrated above.  


 71 offers were made to the January 2019 graduating class from Teesside university at the 
graduate recruitment event this month.  


 Another business case for the recruitment of a further cohort of up to 30 EU nurses within 
placements around the trust has now been approved. The structure of interview, costing and 
employment contracting has changed to ensure a smoother and quicker transition of this new 
cohort into CDDFT workforce positions. It is hoped this next cohort will be in place by March 
2019. 


 We currently have 7 HCA apprentices on placement with the trust at UHND, DMH and BAGH. 
A further 5 HCA apprentices will take up their employment in early September 2018. 


 A bi-directional interface between ESR and HealthRoster also needs setting up at a yearly 
cost to ensure the auto rostering process has the latest data input to ensure quality results. 
This project has been added to the overall staff matters plan for 2018/19. However, as a result 
of the weekly nurse bank going weekly and outsourced to a different trust, it would be 
extremely difficult to implement as the automatic interface between two different ESR payrolls 
and HealthRoster would mean that the system monitored EWTD rules would no longer work 
correctly. 


 This safe staffing report only relates to permanent established wards and does not take full 
account of escalation beds that continue to be opened during the course of 2018. However, 
increased usage of staffing to cover this extremely prolonged escalation surge can still be 
clearly seen in the monthly returns to the NHSI and reported to the board monthly in this 
paper. 


 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 September 2018 


In-patient 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 41 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 (41 Wards – Ward 5 UHND presently decanted and 
Ward11/CCU UHND now combined as Acute Cardiac Unit, UHND)  


 In relation to the planned against actual, the Trust had understaffed by 9836 Registered hours, 
but overstaffed by 10359 unregistered hours; with has led to a net overstaffing of just 523 
hours in total. Overall substantive hours have increased by 95hrs in September when 
compared to August, but there was a substantial reduction of 5555hrs in August when 
compared to July and this has not yet recovered. This looks like a seasonal change but we 
need to see a marked increase next month as we head into Winter.  


 Figures show that RN and HCA overtime usage over the 41 identified areas in this report 
remains negligible for the sixth month running and now fully complies with the December 2018 
plan. This is a major achievement for the trust. RN bank coverage has decreased a further 
2464hrs and RN agency increased by 34hrs. For all intent and purpose, RN agency has now 
plateaued at this approximate value for the last 6 months now. HCA agency has increased by 
1668hrs on last month’s requirement and 456hrs over the past two months. HCA bank usage 
has decreased this month by a 254hrs and 737hrs over the last two months. From data 
received over the last two months, it would appear our own substantive and bank staff have 
been less available over August and September than any other time this year, with a rise in 
agency usage as a result. I can only conclude this is due to the summer holidaying period. 
Next month, we need to see all these figures reverse as we move into winter and introduce an 
hourly pay rate deduction of 50p per hour to our bank RN’s and reduce the bank shift lengths. 
These figures also appear to be corroborated in  Adam Watson’s bank fill report with RN and 
HCA bank fill rates falling well below 85%, whilst both RN and HCA agency fill rates are both 
on the increase. 


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 September 2018: 


Additional Hours 1992.75 


Overtime 446.67 


 
Overall, the total Trust overtime usage reduced by a further 144hrs for September 2018 when 
compared with July, whilst total Trust additional hour’s usage also decreased by 232hrs. Although this 
is the cheapest form of organising additional staffing it also transfers the pressures of additional work 
hours on to part-time staff only. 


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, 23 out of the 41 in-patient areas had completely stopped using agency and 9 of those left 
used less than 50hrs a month. (4 areas used 1 x agency shift a month this time around, when 
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previously they had not used any and we need to identify why assumed last minute agency requests 
have restarted in these areas) Ward 1 UHND, Ward 3 AMU, Ward 6 UHND, Ward 16 UHND, Ward 
12 UHND, Ward 14 UHND, NE Vascular Centre UHND, ITU UHND and Ward 52 DMH continue as 
the identified areas of concern for a marked increase in agency. Notably, 8 out of 9 of these top areas 
are from one hospital site, UHND. Ward 1 UHND, Ward 12 UHND and Ward 52 DMH are known to 
be heavily involved in cohorting duties. 


Overall 38 out of 41 in-patient areas have now completely stopped using overtime with the remaining 
areas all using less than 15hrs of overtime per month. The author is pleased to report that overtime 
usage within the 41 identified areas is, for all intent and purpose, now marginalised.  


This month again sees ward 21 DMH take the title of model ward of the month, utilising only 12hrs RN 
bank hours and 12hrs of HCA bank and no overtime or agency usage. An excellence report had been 
previously submitted highlighting ward 21 DMH continued efficiencies. 


3.  Staffing management actions 


In September 2018 the Board should note that plans to improve the consistency of ward 
staffing continues through: 


Recruitment: 
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 Graduate recruitment: September 2018 Cohort – Trust Disposition 
 
Teesside 
  


Field  


Did not 
apply  


Applied  Declined  Withdrew  Failed Hired  


Adult  8 52 2 7 0 43 


Midwifery 2 9 0 2 0 7 


Paediatric 0 4 0 1 0 3 


Operating department 
practice 


0 14 0 0 0 14 


 


 
 


Field  Hired  Declined  Withdrew  Failed 


Adult  58 2 15 0 


Midwifery 13 0 6 4 


Paediatric 3 0 1 0 


Operating department 
practice 


14 0 0 0 
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All University 
 


Field  


Did not 
apply  


Applied  Declined  Withdrew  Failed Hired  


Adult  14 68 2 15 0 51 


Midwifery 0 21 0 5 4 13 


Paediatric 2 4 0 1 0 3 


Operating department 
practice 


0 14 0 0 0 14 


 


 
 


Field  Hired  Declined  Withdrew  Failed 


Adult  51 2 15 0 


Midwifery 13 0 5 4 


Paediatric 3 0 1 0 


Operating department 
practice 


14 0 0 0 
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 78 new graduates joined the trust in September. A breakdown of attrition from local graduates 
programmes and recruitment from other universities – notably Northumbria, Leeds and 
Manchester is illustrated above.  


 71 offers were made to the January 2019 graduating class from Teesside university at the 
graduate recruitment event this month.  


 Active local recruitment abroad – Noel Scanlon and Julie Race are currently taking the lead 
with the Global Learners Education (GLE) Package. HEE has developed approaches to 
‘ethical’ international recruitment. The ethos of this is to ensure that clinicians are not taken 
away from low and middle income countries without also giving something back to that 
country. In this instance, this ‘giving back’ will be the offer of a flexible education package for 
those who come to work in the NHS in England for a three year period and then return to their 
country of origin as an enhanced practitioner. This programme is entitled the Global Learners 
Programme and is based on the principles of Earn, Learn and Return. The Nursing 
directorate aims to prepare a business case for up to 20 GLE recruits though this is not without 
complications and they will only arrive in instalments of no more than 4 recruits at a time. 
Discussions have also begun with other potential suppliers who may be able to source larger 
numbers of recruits. The migration levy, OSCE and CBT (NMC pre-registration competency 
tests) as well as language competence will be limiting factors. However, the procurement 
process itself is predicted to take up to nine months. 


 Another business case for the recruitment of a further cohort of up to 30 EU nurses within 
placements around the trust has now been approved. The structure of interview, costing and 
employment contracting has changed to ensure a more smoother and quicker transition of this 
cohort into CDDFT registered nurse workforce positions. It is hoped this next cohort will be in 
place by March 2019. The first round of interviews are scheduled in Italy this month.  


 A paper to standardise bank shift times within the ward environment has been approved to 
commence on 5th November 2018. It is anticipated this initiative should save the trust 
£250,000 per year. Compliance will be monitored through HealthRoster and BankStaff 
systems. 


 14 Nursing Associate Apprentices officially took up their new Band 3 roles in April across the 
three care groups with the majority working within Acute and Emergency Care settings. As 
mentioned last month, they started to show in Mays safer staffing figures under the HCA 
percentages so the Trust needs to closely monitor and ensure they see reduced HCA 
bank/agency usage from these areas over the coming months.  


 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. In the September 2018 Return to Practice cohort, only 1 x 
candidate has been identified for the Trust pilot (salaried) route, being allocated to Ward 52 
DMH. 


 September 2018 workforce reports show there were 106.67 RN (WTE) vacancies (taking 
account of frozen posts and appointments under process) and 37.48 HCA (WTE) vacancies. 
The NRC group continues to meet on a monthly basis. 


 We currently have 7 HCA apprentices on placement with the trust at UHND, DMH and BAGH. 
A further 5 HCA apprentices will take up their employment in early September 2018. This is 
the breakdown: 
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 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 are to be further 
reduced on 5th November 2018 by a 50p per hour on basic hourly rate. 


 Plans to move medical staff onto a similar “neutral vendor” process ( similar to the 
arrangement nurses currently adhere to ) for agency and locum use have now gone live. The 
pilot scheme is already seeing large financial savings to the Trust over the last three months of 
the Circular Wave scheme and further in-roads are currently being finalised to award an 
official contract. 


 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 has started rolling out Junior Doctors in e-Rostering, with ED and 
UCC medical areas moving over first. HealthRoster has recently been upgraded to manage 
this new transition. However, this rollout does not appear to be moving along smoothly. Senior 
medical staff have concerns around the system being “fit for purpose”. Brian Nicholson is 
currently working closely with senior medical staff to offer a solution. The contract with Allocate 
is currently being reviewed and a paper is to be produced at ED committee on Monday 
October 29th. 


 More intensive support of nurses on sick leave is planned. Sickness reporting reasons have 
recently been enhanced in HealthRoster by the E-roster bureau who have been discussions 
with Human Resources to ensure HealthRoster data interfaced to ESR increases efficiency in 
accurate sickness reporting to the Department of Health. Trust sickness rates are now being 
identified as an outlier percentage within the Model Hospital numerics as you will see later in 
this report 


 Maternity leave in its current form is not involved in the 21% uplift calculation but backfilled 
centrally in part into Ward budgets. The back fill for maternity is now being covered by less 
expensive and more reliable substantive and temporary staffing usage than previous fixed 
term agency and substantive agency arrangements. 


Staffing management  


 The trust standardised shift start and end times introduced Trust wide went Live on 
14/11/2016. EWTD is now fully embedded and being constantly monitored through the 
electronic rostering system to assure adherence. This seems to be going well overall. There 
have been a very small number of breaches reported to the Executive Director of Nursing 
whom has sole authority to override and allow payment. 


During the period July to September 2018, the system recorded only one breach of the 
minimum rest period between shifts rule. This is the main rule that has been problematic in the 
past, requiring Noel Scanlon’s personal intervention, investigation and approval. 


Name Instances Grade Valid Date Start TimeEnd TimeWork TimeRest TimeAssigned By


Endoscopy UHND [0023] Global WTD Min Rest Per Day Band 4 A/P 11/09/2018 08:00 21:00 12:00 01:00 Manual Manager Assignment  


This will be reported on a three monthly basis to the board. 


 Ulysses (Safeguard incident risk management system) Reported Staffing issues for 
September 2018 are appended at Appendix 1. These are escalated weekly to Executive & 
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Clinical leaders and managers troubleshoot these in real time and remedy any emerging 
trends as required.  


 E-Rostering, safer staffing and temporary staffing Policies support and advise in promoting 
overall better management of staffing within the trust. There continues to be variable practice 
within the Trust when it comes to rostering staff and we need to ensure all the policies are re-
enforced. To this end, the author 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 was completed in December 2017. 


 The E-roster bureau 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 December 2016. It was then anticipated that 
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. However, further 
opportunities to reinvest balances or eradicate these accumulating are currently still under 
review. 


 The Nursing directorate, Nurse bank, E-roster bureau and Dementia Clinical nurse specialist 
have had recent discussions around the introduction of an Enhanced care HCA pool. This 
would potentially increase the ready supply of HCA’s at the required times and further drive 
down Agency and overtime costs. The Nursing directorate has discussed enhancing the 
notion to introduce a pool of HCA nurses trained in supervising (specialing) and cohort duties. 
This has been successful in other trusts and produced cost savings. A site visit to East and 
North Hertfordshire NHS Trust has just been conducted by a Trust working group. A group 
under ADN Sharon Morgan have been developing a pilot project called the Enhanced care 
collaborative and reported back to NHS Improvement on May 9th. A site visit from the Deputy 
Director of Nursing, NHSI on July 4th evaluated the project which was very well received. 
Both groups have now fed back to the Executive Director of Nursing. A pilot Enhanced Care 
scheme continues on Ward 1 UHND, with initial results looking very promising.  


 A business case has been approved that will allow a new substantive HCA enhanced care 
team driving quality care of cohorted patients whilst aiming to ban remaining HCA agency 
usage in this area. In view of data already reported on earlier, this HCA team approach would 
achieve and maintain total staffing cost efficiencies for the remainder of the new financial year. 
Although progress has been made, it is anticipated the new Enhanced Nursing Care Team 
(ENCT) will not be active until the new year. Jason Cram and the Dementia specialist nurse 
Janet Mortimer are leading the steering group with matrons Emma Coates and Brian 
Nicholson. Band 6 and Band 2 job descriptions are currently going to AfC panel for review. 


 The Centralised Matrons roster went live on February 1st with 27 matrons from all the care 
groups’ rostering their duties electronically. This will help ensure adequate matron coverage, 
recording of Bronze Command shifts and Back to the Floor Friday attendance. Back to the 
floor Friday was relaunched on April 20th.  
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 A bi-directional interface between ESR and HealthRoster also needs setting up at a yearly 
cost to ensure the auto rostering process has the latest data input to ensure quality results. 
This project has been added to the overall staff matters plan for 2018/19. However, as a result 
of the nurse bank going over to a weekly payroll outsourced to a different trust, it would be 
extremely difficult to implement as the automatic interface between two different ESR payrolls 
and HealthRoster would mean that the system monitored EWTD rules would no longer work 
correctly. This is currently the subject of intense development work. 


 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 they continue 
to assist in filling staffing gaps with agency as and when required. If the Trust was able to 
achieve a total ban on HCA Agency through the use of a HCA bank pool, then De Poel’s input 
would become marginalised. 


 All nurse fill for general wards is at current agency capped rates with the exception of 
Operating Theatres and Occupational Health where an escalated rate is being paid 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 was reviewed in July 2018 alongside RN 
enhanced bank rates. The e-Rostering lead has met with senior nursing leads for theatres to 
review progress made with staffing issues and costs. Work continues to ensure Theatre 
services are brought into line with the rest of the trust. A further review is planned towards the 
end of the year. 


 The trust has also successfully secured a place on the NHS Employers retention support 
programme Flexible working, including flexible retirement network. The first meeting took 
place in Leeds in July.  


Bank and Agency Fill Rate 


 Bank and Agency fill rates for the financial year to date are above 80%. 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 


April 2018 30,758 233 26,239 507 28,506 216 23,689 1,861 85.31% 1.65% 83.10% 6.53% 


May 2018 29.177 221 24,911 593 27.053 205 22,931 969 85.38% 2.03% 84.76% 3.58% 


June 2018 28,479 216 24,211 652 26,354 199 22,498 1,198 85.01% 2.29% 85.37% 4.55% 


July 2018 32,160 243 26,510 472 30,246 229 25,152 1,218 82.74% 1.47% 83.16% 4.03% 
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August 2018 33,640 255 27,422 561 30,400 230 25,651 1,297 81.52% 1.67% 84.38% 4.27% 


September 2018 32,642 247 26,147 812 29,792 225 24,287 1,576 80.10% 2.49% 81.52% 5.29% 


RN Bank Pay Rate 


In December 2017 the Trust introduced enhanced rates for band 6 and band 7 nurses as part of a 
strategy to tackle agency and overtime use in Urgent Care Centres as well as general ward areas. 


Current rates of pay 


The table below details the current bank rates of pay for Registered Nurses. 


 Day Sat/Night Sun/BH 


Band Rate to worker Cost to trust Rate to Worker Cost to Trust Rate to Worker Cost to Trust 


5 £18.00 £23.04 £23.40 £29.95 £28.80 £36.86 


6 £21.29 £27.25 £27.68 £35.43 £34.06 £43.60 


7 £25.77 £32.99 £33.50 £42.88 £41.23 £52.78 
 


Agenda for Change Pay Increase 


In Spring 2018, the government announced a pay increase for all workers on Agenda for Change pay 
points. This will be implemented by CDDFT on the July 2018 payroll. As bank HCAs are on Agenda 
for Change pay points they will receive the pay rate increase. As bank RNs are on locally agreed pay 
points they will not receive the increase. The rise for substantive RNs however will close the gap 
between the rates for substantive workers and bank RNs in the Trust. The impact of the changes is 
demonstrated in the table below. 


Mid Point Substantive 
Substantive Rates 


CDDFT Bank 
Rate 


Differential pre 
Increase 


Differential Post 
Increase Impact on a 7.5 hour shift 


Worked (pre Deductions) 
Pre Increase Post Increase 


Band 5 £13.07 £13.26 £18.00 £4.93 £4.74 -£1.43 


Band 6 £15.68 £15.91 £21.29 £5.61 £5.38 -£1.73 


Band 7 £18.72 £19.00 £25.77 £7.05 £6.77 -£2.10 
 


Regional Position 


All nurse banks in the region with the exception of CDDFT pay bank rates that are aligned with AFC 
pay points. Soft intelligence strongly indicates that Trusts in the region are however considering 
increasing their bank rates in direct competition to the rates paid by CDDFT.  


Rates Moving Forward 


The Trust must consider its position carefully before making any changes to the current RN bank 
rates. The agenda for change pay award has brought regional rates closer to those paid by CDDFT 
and other Trusts are considering a cost increase. Making a decision to reduce rates at this time would 
potentially deliver a cost saving however there is a risk that doing this at a time when regional rates 
are aligning could cost the Trust in the medium to long term. If a rate reduction is considered then it 
should be a minimal decrease and the rates and financial impact from a £0.50 rate reduction are 
provided below. 


Band Current Rate Day Sat/Night Sun/BH 


5 £18.00 £17.50 £22.75 £28.00 


6 £21.29 £20.79 £27.03 £33.26 


7 £25.77 £25.27 £32.85 £40.43 
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The table below demonstrates the predicted financial impact from a £0.50 decrease in Registered 
Nurse bank rates (including OPD).  The calculations assume that volume and fill rate remain constant. 


Decrease 
Average Demand 
18/19 Financial Impact PA 


Financial Impact to 
FYE 


£0.50 30663 -£183,978 -£113,217 


 


The proposed decrease of £0.50 per hour would therefore realise a reduction of £113,217 from 
introduction to FYE. This has now be authorised at board level and comes into effect on 5th November 
2018 


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 since August 2017. If Theatres plan to continue to use agency 
staff 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 December 
2018. A Safe staffing study of operating theatres was mooted by Operating theatres when they 
presented to board in August and is due to report back to Board in late 2018.     


Overtime 


 Overtime is currently available as an option for RNs working hours above 37.5 per week. It 
was proposed that overtime should only be 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 e-Rostering matron Brian Nicholson have 
introduced an overtime matrix that should ensure overtime remains the last choice for 
employee additional payment. This has now been introduced into policy and the matrix 
activated. As a result, overtime usage is now reported to be at an all-time low cost for the 
Trust. 


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. Agency usage is reported to NHS 
Improvement weekly and monitored at the weekly 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 event that a drop 
in fill rates resulted in an unacceptable level of risk then the Trust could reverse its decision. 
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 


 A further safer staffing audit has been carried out over July 2018.This covered all adult acute 
and community in-patients areas. Both the paediatric wards continued to review their captured 
data this July and it is hoped they will join the trust twice annual audit in January 2019. This 
Adult inpatient area audit will be reported to the Board and the SNMAHPLG in October 2018   
( see Item 5b (ii) ). This took place between 2nd July 2018 and the 27th July 2018. Paediatrics 







Trust Board Report: Ward Staffing. September 2018  23/10/18 


   
P a g e | 20 


 


have been testing a new scoring tool over the past two audits and it is anticipated they will join 
the bi-annual audit in January 2018. 


 The NHSI are currently looking at draft guidance resources which are expected to be 
published in October 2018 on Emergency department nursing.  ED from UHND and DMH are 
currently participating in a SNCT Beta test organised by the NHSI on London and any further 
updates on the results will be added to this report. Brian Nicholson and Claire Beckwith are 
the Trust attendees for beta testing and it is hoped the new ED SNCT will be ready for 
January 2019.  


     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 was 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 in 2018. However, 
the system is now utilising maximum usage of current cloud licences due to the rapid growth 
of the temporary nursing bank system. This will impact on plans to roll out E-rostering to 
Medical staff. Trust Allocate leads have now submitted a paper to discuss the various options 
open to the trust at ED’s for discussion and agreement on further action. It was agreed to bring 
forward contractual negotiations for the whole system from the original planned date of 
November 2018 to the present time. This will ensure the trust obtain the best possible 
efficiencies from the system over the next 4 years. Procurement are involved and that process 
is nearing its end. Brian Nicholson and interested stakeholders will attend ED’s on Monday 
29th October to update with a paper. 


Maternity Services UHND and DMH 


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


 


Data collection compliance: UHND: 100% DMH: 99% 
(For the above data to have true value compliance needs to be above 85%) 


 


Maternity UHND (September 2018) 


 Data captured over a 4 week month – there are a small number of gaps in the acuity 
completion. 


 The monthly acuity data captured, & averaged over the monthly period demonstrates that the 
acuity staffing had improved in the green, amber & red zones. 


Hospital Acuity met Up to 2 x M/W short Greater than 2 x M/W short 


UHND (September) 64.25% 29.75% 6% 


DMH (July) 52% 34% 14% 
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 A staffing ratio project across trust has been undertaken, and a report formulated by Jo 
Crawford General Manager HOM. This is to be shared with staff across trust and 
demonstrates UHND are working on a ratio of 1:43. There has been some movement of staff 
but not full allocation of 7 WTE. In September we have had 7 x new midwives start (currently 
supernumerary). UHND increased numbers on maternity leave – staff will be returning to duty 
from January onwards. 


 


IDENTIFIED SHIFT SHORTAGES: (in episodes) over the 4 week period: 
 Sudden sickness      14                      


 M/W scrubbed in theatre    30 


 Shifts not covered 12 (staff will have been redeployed from Ward 10 to increase midwifery 
numbers) 


 Delay in commencing Induction of labour 30 episodes (planned work) 


 Redeployment of staff from Ward 10: 20 times – this would result in Ward 10 
antenatal/postnatal falling below the allocated staffing levels at heightened levels of activity 
within the unit. 


 Staff redeployed to ward 10 to support during their high level of work load from delivery suite – 
7 times 


 Delay in C/S   1 times – (UHND) have x 2 dedicated theatre sessions in main theatre, therefore 
over x 3 days where elective C/S are planned there has been x delays. 


     
            Total UHND deliveries for June 2018 = UHND 239    Trust = 393                


 
This data needs to be captured more robustly to ensure the reasons for staff shortages and 
actions take are identified, and can be flagged closely. Delivery suite coordinators have been 
requested to improve data capture re Red Flags. 
 
Co-Ordinator NOT Supernumerary: Number of episodes 15 
 
Proposed new staffing model: 
 
Ward 8 (delivery suite) 
 


AM      7 6 7 6 7 6 6 


PM      6 6 6 6 6 6 6 


ND      6 6 6 6 6 6 6 


 


Ward 10 A/N and P/N: 
 


AM     5 5 6 5 6 5 5 


PM     4 4 5 4 5 4 4 


ND     4 4 4 4 4 4 4 


 
          PAU: 


 


AM    3 3 3 3 3 2 2 


PM    2 2 2 2 2 2 2 


ND    2 2 2 2 2 2 2 
                         
 


The GRID works Monday to Friday 
 


Due to current staffing levels this is not always achievable - this has been escalated. Staffing is to be 
added to risk register  


 


 







Trust Board Report: Ward Staffing. September 2018  23/10/18 


   
P a g e | 22 


 


Maternity DMH (July 2018) 


Trends with timings of green / amber / red (staffing) 
 


 
                  


             IDENTIFIED SHIFT SHORTAGES: (in episodes) 
 
Sudden sickness                     8 
Unable to fill shifts                   16 
M/W scrubbed in theatre         13 
Redeployment                           2 
 
The monthly acuity data captured and averaged over the monthly period demonstrates that 
the acuity staffing meets the agreed establishment just 52% of the time. Plausible reasons for 
this are: 


 


 Midwives scrubbed in theatre with elective surgery – sometimes x2 which would explain the 
higher demand between the hours of 10:00 and 14:00. Many of these women will stay in 
recovery for up to four hours. Action: This has been added to the Risk Register and options 
for an elective theatre list in main theatres are being explored. Staff encouraged to book no 
more than one LSCS per day where achievable to even out the workload. Pilot pathway to 
commence utilising ward 61 staff - awaiting commencement of new staff to enable 
implementation.  
 


 Acuity levels can in some way be accounted for due to induction timing and the times women 
are admitted i.e. 2pm onwards, some of these women would have spontaneously laboured at 
varying times thus spreading the work load more evenly. A substantial amount of these 
women receive their medication for induction shortly after admission and therefore, potentially 
require 1:1 care from 6pm onwards which in turn pushes the acuity more readily to amber/red 
after 10pm. From 3.30pm until 07.30am the staffing model reduces by 1 WTE further 
impacting on demand. Action: Work is underway to look at changes to pathways for elective 
work that could reduce the impact in these hours. Alternative method of induction being 
explored across the service.  


 The establishment is currently 5.13WTE short due to vacancy rate and increased level of 
maternity leave. 5.13WTEs have been appointed and are awaiting start dates. The above 
actions are proving difficult to embed until establishment is back to quota. 


Co-Ordinator NOT Supernumerary: Number of episodes recorded      67 = 32% 
 
Delays to IOLs:     39 
Delays to ElLSCS:  4 
Unable to provide 1:1 care: 4 


 


 







Trust Board Report: Ward Staffing. September 2018  23/10/18 


   
P a g e | 23 


 


THE MODEL HOSPITAL (https://model.nhs.uk ) 


Model Hospital Vision  


The overall vision for the Model Hospital is to provide a nationally available data information system 
relating to metrics of productivity, efficiency and quality of care.  


The Model Hospital will provide information in support of trusts developing a greater understanding of 
their performance and how it compares nationally as well as with smaller peer groups.  


The aim of each compartment of the Model Hospital will be to provide areas of the hospital with 
information from which decisions can be made as to how they might improve productivity and 
efficiency, whilst ensuring quality outcomes are met.  


As good practice, services and structures change to provide new models of care, it will be critical that 
the Model Hospital can adapt to these and therefore a structured review and revise programme will be 
set in place.  


It is envisaged that the achievement of this vision will provide acute trusts with a common platform by 
April 2017 through which they are able to:  


 Review their Trust level data against the most important metrics in relation to productivity and 
efficiency and understand their progress against plan or target;  


 Understand how they perform in comparison to their peers;  


 Understand how they perform in comparison to ‘what good looks like’ nationally;  


 Access to case studies and guides of good practice that provide detail of how other acute trusts 
have achieved levels of performance and good practice in line with ‘what good looks like’;  


 Review unwarranted variation in order to understand where efficiencies can be made.  


Numerics relevant to this staffing report will be added and updated here on a monthly basis: 



https://model.nhs.uk/
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NHSI Carter e-Rostering Review 


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


2018-2019 Nursing Budgets 


April 2017 saw the introduction of the 2017-2018 nursing budgets. These had been updated to reflect 
the ever changing nature of the nursing environment and included new services, increased/decreased 
services and ultimately, some closures. Some establishments had been amended utilising the SNCT 
process and this will remain a twice yearly process. The e-Rostering 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. It is hoped a similar process can be followed for the 2018-2019 nursing budgets. 
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3.1 September 2018 Unify Staffing Submission 


Sep-18


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 Unit BAGH (0248) 1678.76 1159.30 1426.40 1540.00 720.00 708.00 720.00 780.00 69.1% 108.0% 98.3% 108.3%


Ward 16 BAGH [0249] 1447.60 1275.67 1616.97 2246.00 1080.00 1046.50 900.00 1140.00 88.1% 138.9% 96.9% 126.7%


Ward 18 BAGH [1409] 906.19 715.00 488.90 394.62 600.00 468.00 430.00 360.00 78.9% 80.7% 78.0% 83.7%


Ward 6 BAGH [0243] 1371.41 1099.48 1112.94 1867.50 860.00 699.00 720.00 960.00 80.2% 167.8% 81.3% 133.3%


Ward 1 C-L-S [0307] 1188.65 1155.75 804.88 1466.00 720.00 722.50 406.45 1418.67 97.2% 182.1% 100.3% 349.0%


AMU DMH (1203) 2281.37 2124.42 1488.58 1457.00 1927.74 1908.92 1186.45 1208.00 93.1% 97.9% 99.0% 101.8%


CCU DMH [0202] 1002.32 854.50 371.90 288.50 820.00 713.75 0.00 0.00 85.3% 77.6% 87.0% -


Critical Care DMH (1619) 3246.99 2998.00 394.47 344.50 2922.58 2747.00 248.39 237.00 92.3% 87.3% 94.0% 95.4%


Ward 42 DMH [0206] 1284.28 1372.41 320.10 299.00 720.00 735.00 0.00 0.00 106.9% 93.4% 102.1% -


SCBU DMH [2203] 822.86 828.00 0.00 0.00 720.00 768.00 0.00 0.00 100.6% - 106.7% -


Ward 21 DMH [2201] 3162.34 3115.83 650.85 612.00 1420.00 1416.00 280.00 264.00 98.5% 94.0% 99.7% 94.3%


Ward 31 DMH (1204) 1367.96 1350.50 989.42 1008.00 720.00 732.00 720.00 684.00 98.7% 101.9% 101.7% 95.0%


Ward 32 DMH (1205) 1665.47 1721.03 670.27 1263.67 720.00 735.00 661.94 984.00 103.3% 188.5% 102.1% 148.7%


Orthopaedic Unit DMH (1402) 1807.55 1689.55 1439.68 1461.50 1080.00 996.00 720.00 792.00 93.5% 101.5% 92.2% 110.0%


Ward 41 DMH [0205] 1617.66 1298.17 1511.41 1473.50 720.00 719.00 720.00 863.67 80.2% 97.5% 99.9% 120.0%


Ward 43 DMH [0207] 1726.52 1586.75 1174.81 1112.75 1080.00 972.00 894.19 842.50 91.9% 94.7% 90.0% 94.2%


Ward 44 DMH [0208] 1644.81 1467.00 1216.54 1332.00 1260.00 1091.50 720.00 704.00 89.2% 109.5% 86.6% 97.8%


Ward 51 DMH (0233) 1657.51 1561.50 1175.36 1222.17 720.00 720.00 720.00 771.50 94.2% 104.0% 100.0% 107.2%


Ward 52 DMH (0211) 1877.99 1236.75 1272.33 1598.50 720.00 726.00 720.00 1078.75 65.9% 125.6% 100.8% 149.8%


Ward 61 DMH [0706] 1372.35 1210.25 751.94 702.50 1080.00 1025.00 720.00 684.00 88.2% 93.4% 94.9% 95.0%


Ward 62 DMH [0705] 685.26 775.42 658.80 620.00 720.00 718.75 0.00 0.00 113.2% 94.1% 99.8% -


C-Hosp. RCH 1188.65 877.50 851.33 868.00 720.00 720.00 360.00 372.00 73.8% 102.0% 100.0% 103.3%


Ward 2 SBH [0304] 818.07 780.00 409.04 420.50 720.00 708.00 360.00 360.00 95.3% 102.8% 98.3% 100.0%


C-Hosp Sedgefield Wards 1188.65 902.75 851.33 1205.00 720.00 720.00 360.00 624.00 75.9% 141.5% 100.0% 173.3%


ITU UHND (1505) 3514.07 2761.58 449.69 374.00 3322.26 2736.00 116.13 48.00 78.6% 83.2% 82.4% 41.3%


NEONATAL UHND (0606) 1077.00 1171.50 0.00 0.00 1080.00 1027.00 0.00 0.00 108.8% - 95.1% -


Ward 12 Orthopaedic Unit UHND (1303) 2068.55 1776.25 1074.43 1553.50 910.65 917.75 720.00 1096.83 85.9% 144.6% 100.8% 152.3%


SAU UHND [1106] 1006.62 826.75 231.10 392.50 440.00 360.83 270.97 407.83 82.1% 169.8% 82.0% 150.5%


TREETOPS UHND [0602] 1884.16 1958.42 719.20 600.58 1354.84 1415.27 360.00 360.00 103.9% 83.5% 104.5% 100.0%


Ward 6 UHND (0006) 2299.12 2027.00 1524.37 1589.92 1401.29 1440.00 1161.29 1174.25 88.2% 104.3% 102.8% 101.1%


Ward 10 UHND [0603] 1696.76 1737.33 501.77 479.58 1371.77 1262.17 290.32 421.50 102.4% 95.6% 92.0% 145.2%


Ward 1 UHND (0001) 1511.35 1397.92 1696.64 2141.67 1080.00 1068.00 1600.00 1978.50 92.5% 126.2% 98.9% 123.7%


NE Vascular Centre UHND [1104] 856.60 691.92 582.25 820.33 720.00 686.50 185.81 227.00 80.8% 140.9% 95.3% 122.2%


Ward 14 UHND [0005] 1450.26 1391.25 1662.14 1719.25 1080.00 972.00 900.00 1003.50 95.9% 103.4% 90.0% 111.5%


Ward 15 UHND [1305] 1726.57 1527.42 462.16 759.25 720.00 720.50 360.00 360.00 88.5% 164.3% 100.1% 100.0%


WARD 16 UHND [1105] 1411.79 1325.17 1047.91 1490.50 720.00 720.00 360.00 704.75 93.9% 142.2% 100.0% 195.8%


Ward 2 UHND [0002] 2217.97 1688.50 1023.62 1299.50 1080.00 1058.50 632.67 886.00 76.1% 127.0% 98.0% 140.0%


Ward 3 AMUSS UHND (0003) 5176.83 4404.25 2791.90 3147.67 3087.34 2777.67 2120.00 2534.42 85.1% 112.7% 90.0% 119.5%


Ward 5 UHND (0300) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 - - - -


Acute Cardiac Unit, UHND (0004) 2265.73 1962.58 1596.16 1553.17 1440.00 1443.00 1254.19 1211.50 86.6% 97.3% 100.2% 96.6%


Ward 9 UHND [0605] 874.25 892.75 956.31 781.00 720.00 720.00 0.00 0.00 102.1% 81.7% 100.0% -


Weardale Community Hospital (5001) 1188.65 895.25 766.45 934.50 720.00 708.00 553.55 563.00 75.3% 121.9% 98.3% 101.7%


69,237.50   61,591.36   38,734.37   44,440.12   44,738.47   42,549.10   23,452.35   28,105.17   89.0% 114.7% 95.1% 119.8%


Ward name


Registered Care Staff Registered Care Staff


Day Night


Average fill 


rate - care 


staff (%)


Average fill 


rate - 


registered 


nurses/mid


wives  (%)


Average fill 


rate - care 


staff (%)


Average fill 


rate - 


registered 


nurses/mid


wives  (%)
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3.2 Care Hours per Patient Day (CHPPD) –September 2018 


Ward name Cumulative 
count / month / 


patients at 23:59 
ea. day 


Registered 
midwives/ 


nurses 


Care Staff Overall 


Ward 4 Stroke Rehab Unit BAGH (0248) 617 3.0 3.8 6.8 
Ward 16 BAGH [0249] 837 2.8 4.0 6.8 
Ward 18 BAGH [1409] 151 7.8 5.0 12.8 
Ward 6 BAGH [0243] 654 2.7 4.3 7.1 
Ward 1 C-L-S [0307] 641 2.9 4.5 7.4 
AMU DMH (1203) 630 6.4 4.2 10.6 
CCU DMH [0202] 189 8.3 1.5 9.8 
Critical Care DMH (1619) 208 27.6 2.8 30.4 
Ward 42 DMH [0206] 235 9.0 1.3 10.2 
SCBU DMH [2203] 55 29.0 0.0 29.0 
Ward 21 DMH [2201] 280 16.2 3.1 19.3 


Ward 31 DMH (1204) 564 3.7 3.0 6.7 
Ward 32 DMH (1205) 737 3.3 3.0 6.4 
Orthopaedic Unit DMH (1402) 735 3.7 3.1 6.7 
Ward 41 DMH [0205] 780 2.6 3.0 5.6 
Ward 43 DMH [0207] 851 3.0 2.3 5.3 
Ward 44 DMH [0208] 743 3.4 2.7 6.2 


Ward 51 DMH (0233) 728 3.1 2.7 5.9 
Ward 52 DMH (0211) 774 2.5 3.5 6.0 
Ward 61 DMH [0706] 464 4.8 3.0 7.8 
Ward 62 DMH [0705] 236 6.3 2.6 9.0 


C-Hosp. RCH 376 4.2 3.3 7.5 
Ward 2 SBH [0304] 267 5.6 2.9 8.5 
C-Hosp Sedgefield Wards 362 4.5 5.1 9.5 


CCU UHND [0022] 212 25.9 2.0 27.9 
ITU UHND (1505) 91 24.2 0.0 24.2 
NEONATAL UHND (0606) 859 3.1 3.1 6.2 
Ward 12 Orthopaedic Unit UHND (1303) 211 5.6 3.8 9.4 
SAU UHND [1106] 319 10.6 3.0 13.6 
TREETOPS UHND [0602] 870 4.0 3.2 7.2 
Ward 6 UHND (0006) 639 4.7 1.4 6.1 
Ward 10 UHND [0603] 589 4.2 7.0 11.2 
Ward 1 UHND (0001) 388 3.6 2.7 6.3 
NE Vascular Centre UHND [1104] 918 2.6 3.0 5.5 
Ward 14 UHND [0005] 515 4.4 2.2 6.5 
Ward 15 UHND [1305] 647 3.2 3.4 6.6 


WARD 16 UHND [1105] 489 5.6 4.5 10.1 
Ward 2 UHND [0002] 1205 6.0 4.7 10.7 
Ward 3 AMUSS UHND (0003) 915 3.7 3.0 6.7 


Ward 5 UHND (0300) 304 5.3 2.6 7.9 


Acute Cardiac Unit UHND (0004) 413 3.9 3.6 7.5 


Ward 9 UHND [0605] 617 3.0 3.8 6.8 
Weardale Community Hospital (5001) 837 2.8 4.0 6.8 
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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 10359hrs in September 2018, a 
30 day month, above the required planned hours compared to July which was 14869hrs. This is a 
marked reduction in the last couple of months of 4510hrs a reverse in the recent mark-up of 145% 
reported recently. As already reported, this would appear to a holiday period reduction on the 
availability of substantive and bank staff, leading to an increase in the utilisation of agency. This trend 
must be closely monitored to ensure the move back to agency usage does not become the new trend. 
This will further effect the watering down of RN to HCA ratio mix for safe staffing and quality of care. 
We are fast approaching the winter pressures period which will then blur the reasons behind the 
current trend. Introducing SafeCare – LIVE would assist in real time monitoring of safe staffing and 
assist in reducing peaks and troughs. 
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Registered and Unregistered combined 
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Areas identified as over staffing – the threshold is set at 120% of budgeted establishment.  
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There remain no areas where the RN’s are identified as over the threshold limit of 120% 
 
 
 
 
There were three wards where RN’s are identified as under the threshold of 80%.  
 


 
 
As with previous months a number of areas exceeded the 120% in relation to unregistered staff, 
although the number of areas and numbers of hours required had started to fall. 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 marked increase in HCA usage 
over recent months as already discussed. 1:1 and Cohort Care remains a dominant factor in recent 
months. This increase of HCA hours is also set against a current 1 x ward reduced trust whilst a 
current decant is completed. Last July there were 15 wards overstaffed with HCA’s. This month that 
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figure has decreased to 13 wards. This would help explain the reduced number of HCA hours 
available this month. Areas of note are Ward 1 at Chester-le-Street Community hospital, Ward 1 and 
12 at UHND and Ward 52 DMH. All four are currently and heavily cohorting etc.. 
Community services are currently looking at ways to resolve the current increase in HCA demand 
through the Enhanced Care Consortium but there are a number of other reasons for this increase as 
well. 
 


 
 
Areas identified as understaffed with HCA’s - the threshold was set at 80% of budgeted 
establishment. 
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There was only two area with HCA staffing recorded below 80% this month. ITU UHND  and CCU 
DMH run on a small number of HCA’s and having one HCA off on holiday or sickness can make a big 
difference in normal statistics without the ward being identified as unsafe. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reasons for over and under staffing in September 2018 
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Ward 4 Stroke Rehab Unit BAGH [0206] 6910.0% 108.0% 98.3% 108.3%


Jane Jones - We have 4 x RN vacancies and we have 1 x RN on maternity leave on Ward 4 BAH. 2 x posts have been 


filled. 1 x RN starts in July and we have a newly qualified RN starting in September. The shifts that need covering are 


going out to bank and if they are not filled with bank, we are covering with HCA's.


Ward 16 BAGH [0249] 88.1% 138.9% 96.9% 126.7% Louise West - Currently have RN vacancies back filled with HCA's - rolling program of recruitment.


Ward 18 BAGH [1409] 78.9% 80.7% 78.0% 83.7%


Kathryn Burn - staff work flexibly to cover periods of increased pressure and flexible workforce who work to meet the 


capacity requirements – over summer months due to consultant annual leave this will remain a slight issue but should be 


less noticeable after the summer months.


Ward 6 BAGH [0243] 80.2% 167.8% 81.3% 133.3%
Alison Ridley - We have appointed 1 x Band 5 RN who is currently going through the recruitment process and a student 


nurse has been appointed into the other post. Staff from Ward 5 are also included in our staffing levels.


Ward 1 C-L-S [0307] 97.2% 182.1% 100.3% 349.0% Alison Bottoms - They have some cohorting patients and there was some short term sickness to cover.


CCU DMH [0202] 85.3% 77.6% 87.0% NIL


Diane Clark - The unit currently has 3.0wte RN's on maternity leave and a further 1.0wte RN on sick leave from 5-29th 


July 2018. Whilst Claire has appointed 2.0wte RN's she agreed to honour their annual leave which added to staffing 


concerns in July.


Ward 32 DMH [1205] 103.3% 188.5% 102.1% 148.7%


Melanie Anderson - Period of escalation beds being open leading to questions of capacity but we have tailed off last 


couple of weeks. Acuity of patients, particularly with ITU step downs led to requests for additional coverage to special 


patients as a safety measure.


Ward 52 DMH [0211] 65.9% 125.6% 100.8% 149.8%
Louise West - RN vacancies and holidays - 2 x B6 staff to commence 20/8/2018, new B5 post from 6/8/2018, advert 


out to recruitment for 1.5wte B5's - Shortlisting and interviews in next 2 weeks.


C-Hosp. RCH 73.8% 102.0% 100.0% 103.3% No feedback at present


C-Hosp Sedgefield Wards 75.9% 141.5% 100.0% 173.3% Louise West - Sickness and vacancies - interviewing the next 2 weeks for B5 RN's x 2


ITU UHND (1505) 78.6% 83.2% 82.4% 41.3%


Kay Stewart - UHND ITU have had a difficult 2 months. We have had 4 x RN staff on maternity leave, 2 x RN's on long 


term sickness and 1 x qualified member of staff suspended going through investigation process. On top of that, we have 


vacancies and supernumerary staff just coming into post. I also have a B4 Italian nurse (currently sitting in B5 budget). 


Thankfully he has just got his exam. The fill for bank has been poor, it is mainly my own staff doing bank shifts. I also 


have one agency nurse (capped rate). We have had to honour holidays for new staff who are joining us. Having said all 


that, recruitment is slow but successful and vacancies are going down, we remain within budget.


Ward 12 Orthopaedic Unit UHND [1303] 85.9% 144.6% 100.8% 152.3%


Kathryn Burn - this is a result of backfill for day shift HCA posts, there has been increased pressure for cohorts over 


the last month or so, additional staff were required to facilitate the moves for the deep clean and decant, furthermore – 


Donna provided staff across 2 areas until her move to rejoin her staff on ward 14 which was as a result of putting the 8 


additional beds in the system.  Whilst the additional beds were supported by IAC on ward 12, Donna’s pressure was to 


provide staff within an alternative footprint.


SAU UHND [1106] 82.1% 169.8% 82.0% 150.5% Melanie Anderson - We had an unusual period of having to cohort a number of gentlemen.


Ward 10 UHND [0603] 102.4% 95.6% 92.0% 145.2%


Louise De Luen - Maternity leave cover is never like for like and we can only get cover on a cost neutral basis. UHND 


currently have 7 HCAs not available to work, due to a mixture of LTS, Mat leave and phased returns from LTS hence 


why there is utilisation over the 120% level.


Ward 1 UHND (0001) 92.5% 126.2% 98.9% 123.7% Louise West - Escalation beds and cohort patients.


NE Vascular Centre UHND [1104] 80.8% 140.9% 95.3% 122.2% Melanie Anderson - Similar themes as SAU and Ward 16 UHND.


Ward 15 UHND [1305] 88.5% 164.3% 100.1% 100.0%


Kathryn Burn - long term RN sickness in dressing clinic, cover provided from ward 15 and those staff back filled with 


HCA staff. The ward moves for decant and deep clean plus one patient who required 24 hours 1:1 for 10 days will 


account for some of these numbers, there have been some approval issues that Jane has discussed with Karen and this 


should not happen in future.  Karen will look into further and will provide information back to Brian and copy to Jane.


Ward 16 UHND [1105] 93.9% 142.2% 100.0% 195.8%
Melanie Anderson - Short notice sickness. RN bank staff short notice cancellation then unable to source further RN so 


mitigated with HCA back fill.


Ward 2 UHND [0002] 76.1% 127.0% 98.0% 140.0% Michelle Matthew - This is due to RN vacancies and HCA increase is due to escalation beds being open.


Weardale Community Hospital [5001] 75.3% 121.9% 98.3% 101.7% Louise West - Cohorting and vacancies - 3 x new starters August and September, all RN and 1 x HCA.


Ward name <80% or >120% - RemarksUnreg Days %RN Days % RN Nights % Unreg Nights %
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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 6 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 (see Appendix 1). 


 


 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 proportions remained stable with the same total as reported in July (83%) 
Temporary staffing also remained level with July (17%). Although the percentages remained constant, 
the number of nursing hours were reduced greatly. 
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Breakdown of substantive hours by month 


 
 


 
 







Trust Board Report: Ward Staffing. September 2018  23/10/18 


   
P a g e | 43 
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Breakdown of temporary worker hours by month 
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This month, 23 out of the 41 in-patient areas had completely stopped using agency and 9 of those left 
used less than 50hrs a month. (4 areas used 1 x agency shift a month this time around, when 
previously they had not used any and we need to identify why assumed last minute agency requests 
have restarted in these areas) Ward 1 UHND, Ward 3 AMU, Ward 6 UHND, Ward 16 UHND, Ward 
12 UHND, Ward 14 UHND, NE Vascular Centre UHND, ITU UHND and Ward 52 DMH continue as 
the identified areas of concern for a marked increase in agency. Notably, 8 out of 9 of these top areas 
are from one hospital site, UHND. Ward 1 UHND, Ward 12 UHND and Ward 52 DMH are known to 
be heavily involved in cohorting duties 
 
Backfilling vacant hours for September 2018 
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5.1  Outstanding Planning Activities 


Re-Audit of HealthRoster System (July 2017) 


The HealthRoster system was re-audited 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. Since July 2017, BN has followed the recommendations set out in the final audit report and 
updated ARC with the results. 


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 30 months now. The above graphs have now been formatted to a 
consistent formula over the past 24 months and now show the positive results of the previous 30 
months work as well as indicating where the trust staffing process currently is as we again come into 
a new financial year. 


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 
continues and at some point could be recommended to the board but this would require some 
additional investment and further benefits costs analysis is required. 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 
continues to be ongoing 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             October 19th, 2018 
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Appendix 1: Ulysses ( Safeguard incident risk management system ) Reported Staffing 
issues for September 2018.  
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Requires Board approval e.g. policies or business cases    


Core performance information        


Other rationale, please state below: 


Purpose of 


Report 


6 monthly report summary to highlight staffing audit issues and recommendations 


Summary of 


Key Issues 


 The review of Community hospitals should continue as this has been shown to have 
previously increased efficiencies throughout most of the care group to date. All 
recommendations of previous reports had been carried out with effect. The pending 
new community contract should assist in this respect. 


 Previous discussion around community wards and outlying community hospitals shows 
there is a large disparity in the occupancy of those areas. Better identification of 
suitable clientele to utilise these services will assist occupancy and reduce overheads. 
A recent visit to Weardale identified two patients being specialed/cohorted in two 
separate bays. 


 Critical Care services are governed by specialist local and national protocols and are 
heavily staffed by specialist nurses and the occupancy could be in some way due to the 
limited supply of required nurses. It is noticeable that ITU UHND continues to 
underutilise its current budget by 9.0 WTE staff. It would therefore seem prudent to 
review the currently segregated services between UHND and DMH to see if any 
efficiency can be made. Both theatres and ITU services utilise specialised nurses and 
perhaps an increase in cross cover co-operation between services could be utilised at 
times of low critical services bed occupancy and result in reduced agency usage. 


 Continue to monitor Acute and Emergency Care services to ensure sickness/absence 
does not increase over the coming 12 months. There is constant bed occupancy 
pressure greater than 90% in this care group area and we need to ensure we monitor 
sickness, incident recording and staff attrition to continually ensure safe staffing. 







 
Summary of 


Key Issues 


 The Trust wide review of the ward budget model on a ward by ward basis utilising the 
1:8 safe staffing alongside new systems technology and the introduction of new 
standardised shifts. Collaborative approach between care groups and finance and the 
new CHPPD measurement. This audit and discussions shows there is a need to 
identify increased acuity, staffing and bed occupancy pressures in real time to ensure 
excessive hospital pressures are minimised. The introduction of SafeCare – LIVE will 
assist in this endeavour. This paper should evidence the SafeCare – LIVE business 
case and the author suggests the immediate submission of the business case and its 
approval. 


 Review of “guest” patient flow processes within the surgical care group wards or a re-
alignment of budgets to match current bed occupancy. As part of this effort, papers are 
being prepared for submission around orthopaedic services at DMH and SAU, NEVU 
and Ward 16 at UHND A movement of cohorting duties away from Ward 12 UHND as 
already discussed would also resolve that areas current over usage of HCA’s.  


 Much has been done since the last report within Maternity Services and Paediatrics. 
Maternity is now better utilising the BirthRate + system to measure staffing and acuity 
levels and Paediatrics have piloted the SNCT adapted for their services. It is now 
hoped both areas will be able to join the bi-annual process and independently report to 
the board every January and July commencing January 2019. 


 Currently, ED Services within the trust are not included in this audit but work is 
underway within the NHSI to evaluate a SNCT that could be utilised within that 
environment. The trust is actively taking part in evaluating and testing the Beta. It is 
hoped the results of the testing will be known shortly and that ED departments join the 
bi-annual audit in either January or July 2019. 
HCA utilisation has increased over the previous 4 or 5 months on such things as bed 
escalation, cohorting of bays and 1:1 specialing of confused patients. This is evident in 
the current overspend in established budgets and through recent bank usage request 
review. It is recommended that the identification of specialised cohorting areas at both 
main hospitals are instigated as stated. 
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NURSING AND MIDWIFERY ESTABLISHMENTS REPORT (Summary) 


July 2018 


1. PURPOSE OF THIS REPORT 


The previous January 2018 report summary on this topic was presented to the Trust 
Board in April 2018.  That report advised the Trust Board of the latest developments in 
relation to the National Quality Board’s1 Ten Expectations for nursing and midwifery 
staffing levels, specifically expectations 7 and 1.   
The purpose of this July 2018 report summary is to confirm on-going compliance with 
the requirements to:  


 publish monthly aggregated nursing and care assistant staffing levels, in 
accordance with NHS England’s, The NQB’s and the CQC’s requirements; and  


 Evaluate Nursing establishments in Adult wards twice each year and report 
these findings to the Trust board. 


At its meeting in January 2015, the Trust Board approved uplifts to nursing 
establishments.  An update on the impact of this uplift is provided in the report.   


2. EXPECTATION 1 


The National Quality board set out an expectation that Boards request and 
receive papers on establishment reviews.   Carried out at least every six months, 
establishment reviews are critical to ensuring that the right people, with the right skills, 
are in the right place at the right time. They provide the opportunity to evaluate staffing 
capacity and capability over the previous six months, and to forecast the likely staffing 
requirements of wards for the next six months, based on the use of evidence based 
tools, and a discussion with ward, service and team leaders. Boards should sign off 
establishments for all clinical areas, articulate the rationale and evidence for agreed 
staffing establishments, and understand the links to key quality and outcome 
measures. 


3. INTRODUCTION 


As part of Expectation 1, the Trust holds SCNT audits a minimum of every six months 
in January and July. This 4 weekly review, twice yearly, covers two distinctly different 
periods in the Trust calendar. The summer period, where one would assume the trust 
caters for clients in a lighter climate over the summer holiday months against the 
colder, more hazardous winter climate with the traditional winter pressures. 
 
The audit currently covers 35 Adult In-patient areas within the whole Acute and 
Community sphere and this has changed since July 2016 with the introduction of ITU 
services, but the Trust has now seen the amalgamation of Ward 11 with CCU UHND. 
As part of this audit, the author will make limited comparisons between the current July 
2018 audit and the audit from January 2018. The audit approach has changed 
considerably since the July 2016 audit. The scoring tool used within the community 
settings has been adapted for use with that clientele and the Acute admission and 
specialised areas are now audited three times daily utilising a separate assessment 
formula. The trust is also now piloting and adapted scoring tool for use within the 
Paediatric Service. The results are promising and it is hoped this new tool will see both 
Paediatric wards fully joining the next audit due in January 2019. This is to ensure 
more accurate results within the admission and highly specialised areas of the trust.  


                                                
1
 National Quality Board 2013 - How to ensure the right people, with the right skills, are in the 


right place at the right time - A guide to nursing, midwifery and care staffing capacity and 
capability 
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During the course of this audit Ward 5 UHND was closed and various wards were 
decanted during this period at UHND. This obviously makes it more difficult to compare 
with previous results but most individual wards remain comparable.  


4. BUDGETED AND ACTUAL WHOLE TIME EQUIVALENT STAFF 


As part of the overall audit, the established and actual budgets for each of the 35 areas 
are recorded and totalled. They are then compared against the SNCT’s recommended 
WTE budget once data from each area’s bed occupancy and in-patient acuity are 
recorded and input on a daily basis. Comparing the overall totalled budgets required to 
currently run the 35 identified areas against the total budget required to run the same 
areas last January. The overall available established budget reduced by 88.44 WTE. 
However, this is generally due to the Ward 5 closure and subsequent ward decant 
process as well as Treetops being removed from the figures. The trust has managed to 
streamline and consolidate areas to increase efficiency with an overall drop in a further 
40 available beds. However, this is generally set against Ward 5 and Treetops and is 
mostly compensated by temporary bed openings on various wards of the trust during 
the decant that do not play a part in this established in-patient ward report. 
 
When reviewing the SNCT recommended WTE totals against the total Trust 
Established budget WTE, they now mirror each other more than previously recorded. 
The author believes this is due to the audit data quality becoming much more accurate, 
the tweaking of the audit tool for application in community areas and the more 
enhanced reporting of activity/acuity in admission/specialist areas within the trust. 
Individually, 20 of the 35 areas report lower recommended SNCT WTE totals against 
their current department budgets, with a further 5 out of 35 areas being borderline. This 
is a very close comparison to the results of the previous audit. Of the 9 areas over 
reported, the author believes traditional ward bias continues to lead to potential over 
scoring of their own patient acuity. Again, being constantly in that pressurised 
environment over the whole year may, perhaps make the ward feel heavier than 
actual. However, a newly adapted scoring mechanism within the community 
environment had led to a marked rise in their individual patient acuity scoring levels. 
However, this has since been recently adjusted with senior nurse authorisation. 
However, we have seen a marked increase in the acuity of patients and the increased 
number of staff required to care for them due to an increase in cohorting and 1:1 
specialing. Ward 1 Chester-le-Street ran on 100% occupancy throughout the audit and 
was identified as a main cohorting area. Ward 1 UHND and Ward 12 UHND also ran 
higher actual weighted budgets than allocated. Like Chester-Le-Street, they were also 
involved in cohorting duties.  
 
In summary, as mentioned in the January 2018 report, there seems to be sufficient 
evidence to warrant a continuing review of individual established budgets and this 
continues to be  corroborated within the monthly staffing report to board. This would 
require a collaborative approach between the Executive Team, Care Group leaders 
and Finance staff. Anecdotal evidence shows this has improved following feedback 
from the monthly staffing reports, especially within surgery, but more impetus is still 
required. The author argues the fact that more work is still needed on an on-going 
basis to make budgeting freer flowing and in alignment with the free flowing changes 
occurring within the Trust and this will become clearer when the author discusses 
number of beds and bed occupancy later in the report. One last point is very noticeable 
within this particular review. During this audit, the actual budget required to run the 
hospital during the traditional summer period was comparable to January 2018’s actual 
required budget. HCA usage over the Nov 2017/Oct 2018 continues to see a 
remarkable increase. This would appear to be against a back drop of opening 
escalation beds, cohorting bays and 1:1 care of confused patients as previously 
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discussed. Overall 23 out of the documented 35 areas overspent on their established 
budget this summer. The author would argue the evidence shows there has been no 
reduction in hospital pressures since the last audit and the traditional lines between 
peaks and troughs of summer and winter period pressures are blurring more and more.  


5. BEDS AND BED OCCUPANCY 


In January 2018, the number of beds available to the 37 areas was 812 compared to 
this audits total of 790 beds available to 35 areas. Again, total bed occupancy with 
those previous 812 beds was 92.97% compared to the 87.72% occupancy of this audit. 
Unremarkably, the bed occupancy of January 2018 was higher than July 2018 bed 
occupancy, but this only goes to show the dynamics of hospital pressures as a whole 
have moved increasingly towards measuring acuity levels and higher care needs 
demand rather than just traditional bed occupancy pressures. This is a measure we 
are still not good at being able to monitor on a real time basis and lag behind other 
trusts in this respect. 
 
Both AMU areas at UHND and DMH areas identified as one of the pivot points in 
identifying increased hospital pressures, both relaxed their bed occupancy 
percentages slightly. This is also evident with their current budget spend. Having 
previously discussed the new phenomenon of acuity, the author would argue that once 
AMU bed occupancy start to flex to their full capacity with this added increased acuity 
phenomenon, extreme pressure will commence and it is advisable for the Trust to be 
able to monitor that increase on a daily basis  As mentioned, only 3 out of 11 surgical 
areas managed to achieve greater than 90% bed occupancy in July 2018, whilst 7 out 
of the 11 community wards and hospitals achieved greater than 90% occupancy. As 
previously mentioned, it would still appear the use of “Guest” facilities could be better 
managed within the surgical ward areas. Bed occupancy within the medical ward areas 
never fell below 93% at all, except for Ward 3 AMU UHND. 
 
It would appear from the evidence that efficient WTE numbers of staff against numbers 
of beds within the community areas has vastly improved. Much work has been done in 
this area over the last 6-12 months and refinement work still continues. 
 
The author would argue that the Trust now has the technology to better utilise the 1:8 
bed ratio in a more efficient and accurate manner and approach each departments bed 
situation individually. On a daily basis and involve care hour per patient day (CHPPD). 
This would ensure accurate bed occupancy reporting, patient acuity and staffing 
numbers on a daily basis and negate the need for 6 monthly manual retrospective 
audits.  


6. FAMILY HEALTH 


Obstetrics and Gynae Services at Ward 62 DMH had been improving dramatically with 
a bed occupancy of 97.92% recorded in the previous audit, but neither Ward UHND or 
Ward 62 DMH managed to sustain that level of occupancy during July 2018 with the 
best percentage being recorded at only 89.58%. Both areas, in differing hospitals, are 
both 12 bedded in-patient areas.  
 
Paediatrics have now piloted the newly adapted SNCT on their paediatric wards at 
UHND and DMH over the past year. Preliminary results are very promising. I 
understand service reviews between Treetops UHND and Ward 21 DMH are 
continuing. Ward 21 DMH was piloting the new scoring tool during July 2018 and it is 
recommended to the board that both wards will now fully participate in the next audit 
scheduled for January 2019. 
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7. INTEGRATED ADULT CARE 


As previously stated, bed occupancy in the community areas had dramatically 
improved in all areas over the past year or two. Better utilisation and a more aligned 
budget/staffing ratio/bed numbers to NICE’s staffing guidelines has arguably been at 
the centre of this remarkable turnaround of fortunes. However, the majority of those 
areas SNCT recommended budgets compare favourably to current established 
budgets, but financial advantage and efficiencies are lost to some of these areas when 
bed occupancy only ranges between 81.5% at Weardale through to 85.63% at Ward 6 
BAGH. It is hoped the work already done in this care group continues once the well-
deserved new community contract is awarded. A change in the identification of 
clientele needed to utilise the streamlined integrated services may substantially 
increase occupancy whilst reducing staffing costs at the same time. The author would 
argue that cohorting/specialing of patients is something that should not be managed in 
outlying in-patient community placements. These patients have the potential to be 
returned to acute sites with their families as the author will later recommend.  


8. SURGERY 


As previously stated, bed occupancy within the surgical care group could be much 
better utilised. Budget anomalies within that care group in areas such as Ward 12 
Orthopaedics again remain prominent and “guest” patient flow could be reviewed. 
Ward 12 UHND bed occupancy to only 84.24% and Ward 18 BAGH has an extremely 
poor 34.32% bed occupancy. ITU services are being reported this time around for the 
fourth time and again, surprisingly, neither of the two units achieved greater than 
78.33% bed occupancy over the summer months. Critical Care services are governed 
by specialist local and national protocols and are heavily staffed by specialist nurses 
and the occupancy could be in some way due to the limited supply of required nurses. 
It is noticeable that ITU UHND continues to underutilise its current budget by 9.0 WTE 
staff. It would therefore seem prudent to review the currently segregated services 
between UHND and DMH to see if any efficiency can be made.  
 


9. ACUTE AND EMERGENCY CARE 


As previously stated, the majority of acute and emergency care beds are always 
greater than 90 percent utilised. As previously stated, this could be a double edged 
sword as the occupancy seems to continue throughout the year and long shifts with 
little respite could lead to increases in sickness and avoidable errors. Currently,  
ED Services within the trust are not included in this audit but work is underway within 
the NHSI to evaluate a SNCT that could be utilised within that environment. The trust is 
actively taking part in evaluating and testing the Beta tool but the results have not yet 
been published. It is anticipated the results will be known shortly with perhaps ED 
services joining the trust wide staffing audit in January or July 2019. 


10. RECOMMENDATIONS 


The key recommendations relate to:  
 


 The review of Community hospitals should continue as this has been shown to 
have previously increased efficiencies throughout most of the care group to 
date. All recommendations of previous reports had been carried out with effect. 
The pending new community contract should assist in this respect. 


 Previous discussion around community wards and outlying community 
hospitals shows there is a large disparity in the occupancy of those areas. 
Better identification of suitable clientele to utilise these services will assist 
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occupancy and reduce overheads. A recent visit to Weardale identified two 
patients being specialed/cohorted in two separate bays. 


 Critical Care services are governed by specialist local and national protocols 
and are heavily staffed by specialist nurses and the occupancy could be in 
some way due to the limited supply of required nurses. It is noticeable that ITU 
UHND continues to underutilise its current budget by 9.0 WTE staff. It would 
therefore seem prudent to review the currently segregated services between 
UHND and DMH to see if any efficiency can be made. Both theatres and ITU 
services utilise specialised nurses and perhaps an increase in cross cover co-
operation between services could be utilised at times of low critical services 
bed occupancy and result in reduced agency usage. 


 Continue to monitor Acute and Emergency Care services to ensure 
sickness/absence does not increase over the coming 12 months. There is 
constant bed occupancy pressure greater than 90% in this care group area and 
we need to ensure we monitor sickness, incident recording and staff attrition to 
continually ensure safe staffing. 


 The Trust wide review of the ward budget model on a ward by ward basis 
utilising the 1:8 safe staffing alongside new systems technology and the 
introduction of new standardised shifts. Collaborative approach between care 
groups and finance and the new CHPPD measurement. This audit and 
discussions shows there is a need to identify increased acuity, staffing and bed 
occupancy pressures in real time to ensure excessive hospital pressures are 
minimised. The introduction of SafeCare – LIVE will assist in this endeavour. 
This paper should evidence the SafeCare – LIVE business case and the author 
suggests the immediate submission of the business case and its approval. 


 Review of “guest” patient flow processes within the surgical care group wards 
or a re-alignment of budgets to match current bed occupancy. As part of this 
effort, papers are being prepared for submission around orthopaedic services 
at DMH and SAU, NEVU and Ward 16 at UHND A movement of cohorting 
duties away from Ward 12 UHND as already discussed would also resolve that 
areas current over usage of HCA’s.  


 Much has been done since the last report within Maternity Services and 
Paediatrics. Maternity is now better utilising the BirthRate + system to measure 
staffing and acuity levels and Paediatrics have piloted the SNCT adapted for 
their services. It is now hoped both areas will be able to join the bi-annual 
process and independently report to the board every January and July 
commencing January 2019. 


 Currently, ED Services within the trust are not included in this audit but work is 
underway within the NHSI to evaluate a SNCT that could be utilised within that 
environment. The trust is actively taking part in evaluating and testing the Beta. 
It is hoped the results of the testing will be known shortly and that ED 
departments join the bi-annual audit in either January or July 2019. 


 HCA utilisation has increased over the previous 4 or 5 months on such things 
as bed escalation, cohorting of bays and 1:1 specialing of confused patients. 
This is evident in the current overspend in established budgets and through 
recent bank usage request review. It is recommended that the identification of 
specialised cohorting areas at both main hospitals are instigated as stated. 


 


11. ACTION REQUESTED OF THE TRUST BOARD 


The Trust Board is requested to: 
 


 Receive this report, and;  


 Decide if any if any further actions and/or information are required. 
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Noel Scanlon 
Executive Director of Nursing  
October 2018 
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Trust Board – 31st October 2018 


Item 4b – Board Assurance Framework 


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: 
 


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 provide 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). Movements are 
based on the underlying level of assurance;  


• 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). 
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Positive performance 
/ developments within 
this report   
 


Positive matters  Page 


Six objectives have improved their risk scores during the month, 
in line with planned risk management trajectories: minimising 
avoidable death; clinical outcomes; patient experience, right 
capacity; stakeholder relations and meeting fundamental care 
standards. The first five of these have now met their target risk 
scores. No risk scores have deteriorated.  


Pages 6 to 8 
Section 2 


 There are now seven objectives meeting their target scores: the 
five noted above, plus the objectives concerning strategy and 
provider licence compliance.   


Pages 6 to 8 


Of the 15 objectives, 12 remain in line with their risk 
management trajectories. 


Page 4 


Board members are asked to note the assurance outcomes in 
the quarter, which provide the underlying evidence supporting 
the reductions in risk noted above. The latest assurance position 
for each objective is summarised in Section 1 and is set out in 
the detailed tables in Section 2.  


Pages 6 to 8 
and Section 


2 


 The risk registers continue to be used dynamically with 23 risks 
being closed in the last quarter and 12 new risks being added. 


Page 25 


Key issues and 
actions within this 
report  


 


Issue and actions Page 


Three objectives are not in line with their risk management 
trajectories as summarised below.  


 


Right Place, Right Time: 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. Whilst there is evidence that the Trust is 
undertaking the right actions to address these challenges, in the 
form of validation through the Local A&E Delivery Board and 
Emergency Care Intensive Care Team, the Trust has not yet 
been able to restore and sustain performance in meeting the 
agreed trajectory.  The A&E Improvement Plan was presented to 
Board in September 2018 with action dates during October and 
November 2018. It will, if implemented successfully, allow the 
risk score to be revised downwards in line with the trajectory by 
December 2018 


Pages 6 and 
12 


Right Skills: The new process for role specific training is now 
operational, with reporting, escalation and action starting to be 
implemented through Care Group governance meetings and the 
two Clinical Executive Committees. Of the 39 competencies, 
over three quarters are expected to hit annual trajectories based 
on current data. However, further Executive intervention is 
required in the remaining areas.  Executive Directors have 
therefore determined that the risk score should not be adjusted 
pending these interventions which are, however, expected to 
bring risk back in line with the trajectory over the next quarter.   


Pages 7 and 
18 
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 Financial Sustainability: The current risk score reflects the 
impact of system pressures on the Trust’s finances and the 
position with respect to the cost improvement programme, both 
of which put the current year forecast at risk before the impact of 
mitigating actions. It is expected that the impact of mitigating 
actions, including joint actions with commissioners, will be 
capable of being quantified more fully in the short-term. 
Uncertainty with respect to the long-term remains pending 
greater clarity on plans for the long-term from the region-wide 
work and capital bids, with which the Trust is involved 


Pages 7, 20 
and 21 


Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 
identified (if any) 


As noted above and outlined in the attached.   


Action / decision 
required from the 
Board 


The Board is asked to note the attached report and to seek any further 
information required for the purpose of assurance.  


 


  







 
 


Board Assurance Framework (Board report – October 2018)  Page 4 


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). 
Movements are based on the underlying level of assurance;  


• 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 2018 to 31st March 2020, showing when and how planned mitigation is expected to take effect. These trajectories were agreed by the Board in March 2018. 


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. In making this judgment, Board members should consider the level of assurance available for each of the 15 principal objectives, as captured in the detailed tables in Section 2 and the summary 
table in Section 1.  


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, by the Executive Directors as a whole and by the Board Assurance Committees (for the objectives relevant to their remits). Each objective has been mapped to the relevant objective within the Trust’s 
overall corporate strategy. Trajectories and target risk scores have been reset as agreed with the Board in March 2018. All but three objectives are tracking in line with its risk management trajectory. Details are 
provided overleaf.  


 


 


 


  


 


 
 
 
 


RAG rating October 
2018 


July 
2018 


Red 1 1 


Amber 9 13 


Yellow 5 1 


Total  15 15 


 


Movement Indicator Number  


Improving risk 
score  


6 


No change  9 


Deterioration 
 


0 


 


Trajectory comparison  Number  


In line with planned trajectory 12 


Behind trajectory (planned risk score) 0 


Behind planned RAG rating 3 
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The two objectives running behind trajectory are: 


• Right Place, Right Time: - 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. 
Whilst there is evidence that the Trust is undertaking the right actions to address these challenges, in the form of validation through the Local A&E Delivery Board and Emergency Care Intensive Care Team, 
the Trust has not yet been able to restore and sustain performance in meeting the agreed trajectory for patients to be seen and treated within four hours  The risk management trajectory assumes that the 
Trust is able to move to, and sustain, performance in line with the agreed (lower than 95%) trajectory for the current year.  The A&E Improvement Plan was presented to Board in September 2018 with action 
dates during October and November 2018. It will, if implemented successfully, allow the risk score to be revised downwards in line with the trajectory by December 2018. 


• Right Skills: – A key determinant of the current risk score is the need to address weaknesses in monitoring of role-specific essential training. This was expected to be addressed by the new process agreed by 
Executive Directors in the first quarter of 2018/19. The new process is now operational, with reporting, escalation and action starting to be implemented through Care Group governance meetings and through 
the Executive Patient Safety and Experience Committee and the Clinical Effectiveness Committee. Of the 39 competencies, over three quarters are expected to hit annual trajectories based on current data. 
However, further Executive intervention is required in the remaining areas.  Executive Directors have therefore determined that the risk score should not be adjusted pending these interventions which are, 
however, expected to bring risk back in line with the trajectory over the next quarter.   


• Financial Sustainability: - The current risk score reflects the impact of system pressures on the Trust’s finances and the position with respect to the cost improvement programme, both of which put the current 
year forecast at risk before the impact of mitigating actions. It is expected that the impact of mitigating actions, including joint actions with commissioners, will be capable of being quantified more fully in the 
short-term. Uncertainty with respect to the long-term remains pending greater clarity on plans for the long-term from the region-wide work and capital bids, with which the Trust is involved. However, the 
agreements for three years (acute –block) and five years (community) with CCGs provides greater certainty in the medium term. 


 
Five objectives have improved their risk score and are now meeting their trajectory and target risk score: minimising avoidable death; clinical outcomes; patient experience; fundamental care standards and 
stakeholder relations. The ‘right capacity’ objective risk score has also improved in line with the planned trajectory.  


Section 1 overleaf summarises the assurance and evidence on which the above judgments have been based.   


 


4. SIGNIFICANT OPERATIONAL RISKS 


Section 3 includes a summary of operational risks. The risk register is being used dynamically, with 23 risks having been closed or reduced in line with tolerance in the last quarter and a number of new risks added 
to risk registers by Care Groups. The majority of the risks in Section 3 have been reviewed by Risk Management Committee; however, several have been added since the Committee met in September and have not 
yet, therefore, been subject to full review by Executive Directors.  There are mitigation plans in place for all risks reported.    


The highest scoring operational risks have been captured, in summary form, against the BAF objective to which they relate, so that the Board is aware not only of the level of assurance over the principal inherent 
risks to the achievement of the objective, but the ‘live’ risks being managed by Executive Directors and Care Groups.  


 
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 
23rd October 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)  


Assurance position / commentary  On Trajectory? 


 


1) Minimise avoidable 
death 


5 10 5 


 


October 18 


HSMR is in line with expectations. SHMI remains within statistical tolerances but between the upper and lower limits. Both indicators 
have remained within statistical expectations for over 12 months.  
Mortality alerts (VLADs) have been investigated and no substantive issues with care / clinical practice have been identified.  The one 
substantive issue from previous investigations, relating to community acquired pneumonia has been addressed with significant 
improvements in the use of CURB scores.  
CRAB data shows mortality and complications in line with expectations.  
There remain a number of areas of further work to fully implement the Trust’s Learning from Deaths Policy, in particular securing the 
involvement of families, resolving functionality issues with CLARITY, increasing the numbers of reviews and recruiting the medical 
examiner. Progress is generally in line with national and regional developments 


ON 


 
 
 
 
 
 
 
 
 
 
 
 
Quality 


2) Minimise avoidable 
harm 


9 9 6 


 


January 19 


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 and 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 and never events per 1,000 bed days were rated ‘about the same’ as others in the 
latest CQC Insights publication, in spite of the two recent events.  Sustaining the improvements from this work remains a high priority for 
the Board. The CQC inspection 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 improving but has further to go and learning needs to be further 
embedded. CQC’s findings suggest a similar need to reinforce consistent application of policies for medicines management, 
administration and record-keeping.  For these reasons the Trust has not yet achieved its ambition of reducing the risk of avoidable harm 
due to failures in systems to within a tolerance of 6 (low likelihood of moderate or major harm) but is making progress against the aim of 
implementing all actions by October and to begin to see risk reductions by that time; however, the Board will want to see evidence that 
improvements are sustained and embedded over a subsequent quarter – to January 2019 – prior to reducing the risk score.  This will 
also depend on the number of never events – the qualitative nature of them – including remaining at national averages per CQC 
Insights. 


ON 


 


3) Right First Time 9 9 6 


 


October 18 


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. Whilst there is evidence that the Trust is undertaking the right actions to address these 
challenges, in the form of validation through the Local A&E Delivery Board and Emergency Care Intensive Care Team, the Trust has not 
yet been able to restore and sustain performance in meeting the agreed trajectory for patients to be seen and treated within four hours 
(and sub targets for assessment and treatment) pending the delivery of the new Emergency Care Centre at Durham. The risk 
management trajectory assumes that the Trust is able to move to, and sustain, performance in line with the agreed (lower than 95%) 
trajectory for the current year.  The A&E Improvement Plan was presented to Board in September 2018 with action dates during 
October and November 2018. It will, if implemented successfully, allow the risk score to be revised downwards in line with the trajectory 
by December 2018.  


The Trust is achieving the majority of the remaining access targets, notwithstanding demand pressures in some areas, such as breast 
services.  


OFF 


 


4) Best Clinical 
Outcomes 


6 9 6 


 


October 18 


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 well-established and tracked through the 
governance process. All services were rated as ‘Good’ for effectiveness from the most recent CQC inspection with the exception of 
Medicine at UHND, which related to Deprivation of Liberty Standards rather than clinical practice, and end of life care which was based 
on the 2015 inspection. A range of audit and effectiveness data is now in place to demonstrate the effectiveness of that service. Most 
specialties can now demonstrate specialty governance processes in place and Clinical Effectiveness Committee is to review the latest 
position in November 2018. There are some specific services with ‘worse’ or (in one case) ‘much worse’ indicators per the latest CQC 
Insights report. However, the underlying issues are understood and action plans are in place.  


ON 


 


5) Great Patient 
Experience 


6 9 6 


 


October 18 


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. The main areas for improvement are with respect to improving the experience patients with mental capacity 
issues or mental health conditions as reported by CQC. All actions in the CQC action plan, re mental capacity, have been taken (the last 
of these is the roll out of prompts and assessment tools in nerve centre) including a significant increases in resources for the 
Safeguarding Adults Team. Work is well underway towards PLAN accreditation, and the Trust has self-assessed that it meets two thirds 
of standards already. 


ON 
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Domain Objective Current risk 
rating /score 


Previous risk 
rating / score 


Target risk 
rating / score 


(target date)  


Assurance position / commentary  On Trajectory? 


 


6) Great Patient 
Environment  


9 9 6 


 


April 19 


Overall there is good assurance with respect to patients’ experience of the patient environment through the PLACE inspection results 
which benchmark well nationally and regionally   There remain, however, a number of backlog maintenance risks which cannot be fully 
mitigated during the year. These will not compromise safety but potentially impact on the patient experience.    
 


ON 


Clinical Strategy  


1) Strategy  8 8 8 


 


July 18 


 


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 there is now clarity re community services and 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.  


The longer-term strategy (beyond two years now) for acute services will, in particular, be influenced by the outcomes of work being 
undertaken by the Cumbria and North East Partnership and the sub-regional integrated care partnerships.  


ON 


Workforce 


1) Right capacity 9 12 6 


 


July 19 


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. Taking account of appointments made for January, there are now less than 100 Registered 
Nurse vacancies in the Trust and fill rates for bank staff exceed 80%, with further fill from agencies. Substantial growth in the medical 
workforce continues (a reduction in the effective shortfall from 8 to 4%) with fewer specialties with key staff shortages. 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.  


ON 


2) Right skills 9 9 6 


 


July 18 


A key determinant of the current risk score is the need to address weaknesses in monitoring of role-specific essential training. This was 
expected to be addressed by the new process agreed by Executive Directors in the first quarter of 2018/19. The new process is now 
operational, with reporting, escalation and action starting to be implemented through Care Group governance meetings and through the 
Executive Patient Safety and Experience Committee and the Clinical Effectiveness Committee. Of the 39 competencies, over three 
quarters are expected to hit annual trajectories based on current data. However, further Executive intervention is required in the 
remaining areas.  Executive Directors have therefore determined that the risk score should not be adjusted pending these interventions 
which are, however, expected to bring risk back in line with the trajectory over the next quarter. .  Overall, there is evidence that the 
Trust is now able to access reliability and quality in its temporary workforce supply which is reducing risk in this area, in addition to 
increasing its substantive workforce.  


OFF 


3) Great engagement 9 9 6 


 


January 19 


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 show that the Trust remains 
below average although not worsening in line with the national trend. The Board will only consider risks to this objective mitigated when 
there is confidence of an improvement in the engagement score – from the NHS Staff Survey – in line with national and regional 
averages. The Staff Friends and Family Test will provide some important evidence of the rate of progress during the year.  It should be 
noted that there is some risk to the January 2019 trajectory as it is not certain that Staff Survey data will be available by then and it is 
likely to be embargoed. 


ON 


Resources and 
stakeholders 


1) Financial Sustainability 
(current year plan) 


16 16 8 


 


October 18 


The current risk score reflects the impact of system pressures on the Trust’s finances and the position with respect to the cost 
improvement programme, both of which put the current year forecast at risk before the impact of mitigating actions. It is expected that 
the impact of mitigating actions, including joint actions with commissioners, will be capable of being quantified more fully in the short-
term.  


Uncertainty with respect to the long-term remains pending greater clarity on plans for the long-term from the region-wide work and 
capital bids, with which the Trust is involved. However, the agreements for three years (acute –block) and five years (community) with 
CCGs provides greater certainty in the medium term.  


OFF 


2) Strong stakeholder 
relationships 


8 9 8 


 


October 18 


The new contract with CCGs and the new community contract provide real opportunities to continue to strengthen relationships with 
commissioners and co-providers of services and the Trust now has the strategies, plans and monitoring tools in place to support more 
effective communications and engagement. The outcome of the community contract tender, comments received from CCGs on 
mobilisation, the standing down of the Quality Improvement Board  and joint work on system-wide pressures through the Financial 
Recovery Group provide positive assurance that the Trust has reduced in line with the target score by October 2018. Further 
assurances will be received over the next quarter, with respect to a survey of Trust stakeholders, being undertaken jointly with CCGs 
and the outcome of the well-led follow up review which included stakeholder interviews. 


ON 


3) IS Strategy 9 9 6 


January 19 


The trajectory was updated following review of the Outline Business Case. It retains the original assumption that it will take until the 
Final Business Case to have certainty around the Trust’s capability to fund and deliver the developments in the Information Systems 
Strategy but this is not now expected until December 2018, along with high priority actions from the internal audit of cyber-security. The 
risk score cannot therefore be reduced at the present time. Assurance processes are built into the preparation of the business case for 
EPR and will be reported to the Board when the case is presented. Overall, assurance from the Trust’s specialist IM&T auditors is 
positive with only one outstanding high risk issue, around testing of the Trust’s plans to respond to a cyber-security incident.  
 


ON 
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Domain Objective Current risk 
rating /score 


Previous risk 
rating / score 


Target risk 
rating / score 


(target date)  


Assurance position / commentary  On Trajectory? 


Regulatory 
compliance 


1) Comply with Provider 
Licence 


6 6 6 


April 18 


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. The Trust is, however, working closely with the NHSI regional team to provide ongoing assurance on risks with 
respect to quality and finance.  
 


ON 


2) Meet CQC Fundamental 
Standards  


6 9 6 


October 18 


All Must Do actions from the last inspection will have been implemented by 31st October 2018, based on management updates which, in 
most cases, have further validation through back to practice checks, checks by Pharmacy (controlled drugs and patient’s medications in 
A&E), board scrutiny, improvement performance metrics (e.g. never events in theatres and safeguarding adults training) as well as a 
recent peer review in theatres. The majority of ‘should do’ actions have also been implemented with the small number of remaining 
actions expected to be closed – other than where the Trust always panned longer deadlines, in November 2018. It is important to note 
that ‘must do’ actions relate to a risk of a breach of regulations, whereas ‘should do’ actions relate to best practice.  


The balance of positive and negative indicators in Insights has also improved over the quarter and the Trust has in place a number of 
practices similar to some of those highlighted as ‘outstanding practices’ in recent CQC reports. Assurance processes have been 
strengthened with the introduction of checklists of CQC enquiries and Quality Matters (now in final testing) for the Emergency 
Departments.  


 


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 (OCTOBER 2018) 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


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


5 5 25 1 5 5 1 5 5 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG HSMR is in line with expectations. SHMI remains within statistical tolerances but between the upper and lower limits. Both indicators have 
remained within statistical expectations for over 12 months.  
Mortality alerts (VLADs) have been investigated and no substantive issues with care / clinical practice have been identified.  The one 
substantive issue from previous investigations, relating to community acquired pneumonia has been addressed with significant 
improvements in the use of CURB scores.  
CRAB data shows mortality and complications in line with expectations.  
Given the positive assurance above, the objective is assessed as on trajectory. 
There remain a number of areas of further work to fully implement the Trust’s Learning from Deaths Policy, in particular securing the 
involvement of families, resolving functionality issues with CLARITY, increasing the numbers of reviews and recruiting the medical 
examiner. Progress is generally in line with national and regional developments 
ON TRAJECTORY 


Apr-18 10 (2x5) Apr-19 5 (1x5, target) 


Jul-18 10 (2x5) Jul-19 5 (1x5, target) 


Oct-18 5 (1x5,target) Oct-19 5 (1x5, target) 


Jan-19 5 (1x5, target) Jan-20 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. 


• Core Mortality Review team fully established and 
completing reviews of priority cases with learning 
captured and results and trends captured to the 
CLARITY system. 


• 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.  


• 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 to further 
embed its new mortality 
review process. There is a 
backlog of cases to be 
reviewed and an expected 
time delay before the all 
eligible cases are routinely 
reviewed on a timely basis. 
Whilst not out of line with 
peer Trusts, there is more to 
do to meet national 
expectations. 


• Engagement in mortality 
review is limited in some 
specialties. 


• Whilst work is in train, there 
are no embedded 
procedures in place to 
identify and take into 
account the concerns of 
families of the bereaved in 
the review process.  
 


 


Gaps 
• None 
 
Positive outcomes 
• Hospital Standardised Mortality Ratio – 98  within 


expected confidence limits 
• CRAB data provides positive indications with 


respect to mortality and complication rates within 
Surgery (within expectations). Both have been in 
line with or below expectation for over 12 months.  


• The Trust has achieved a 46% reduction in Cardiac 
Arrests over six years, benchmarking well nationally.  


• 100% of Inpatients and patients in ED screened for 
Sepsis. Over 80% receiving antibiotics in the first 
hour in ED (higher in inpatient settings) and 
continuing to improve.  


• Positive improvements in CURB65 scores and 
treatment of AKI from pilot of care bundles.  


 
Other outcomes 
• Ongoing VLADs for coronary heart failure, sepsis 


and community acquired pneumonia. Internal 
investigations concluded and on-going work to 
embed improvements  


• Mortality Review outcomes reported to IQAC.  
• Improvements in prevention of AKI required – 


triggered by CRAB – and new care bundle being 
piloted. 


• SHMI – currently 108. Between inner and outer 
confidence limits due to a spike for the latest month 
available (December 2017). Thought to be related to 
patients placed into short stay beds in A&E 
departments – a better understanding of the nature 
of these patients is required.  


 


1. Further embed the mortality review process, clearing 
backlogs of reviews  and ensuring sustainable ability to 
review all cases meeting the criteria (JC, on-going) 


2. Establish Task and Finish Group to appoint the medical 
examiner and establish the ME’s role in the review 
process and with respect to learning from families 
(NS/JC, January 2019) 


3. Conclude investigation into uplift in SHMI (JC, 
December 2018). 


4. Resolve outstanding issues with the functionality of 
CLARITY with the North East Quality Observatory. 


5. Conclude pilot of CURB-65 scoring tool and work with 
Pharmacy to build Antibiotic prescribing protocol into 
EPMA (JC – on-going, in place at DMH and BAH) 


6. Learning from pilot and roll out AKI care bundle, to be 
monitored and directed by Resuscitation and 
Deteriorating Patient Committee (JC on-going) 


7. Continued audits by the Cardiac Arrest Prevention 
Team and education of clinical teams re the DNAR 
process. Escalate shortfalls in compliance in Care 
Groups through the Executive Performance Review 
meetings (JC – on-going).  


8. Implement actions from gap analysis against good 
practice agreed with ECL, to elicit the views of families 
and carers and to feed them into review processes  (NS 
– January 2019) 
 


Section 3 provides more detail of the actions being taken for 
the specific risks included in the risk register. 


Risks above board 
tolerance from risk 
register: 
• There remains a risk of 


non-compliance with the 
Trust’s DNACPR 
procedure. 
 


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. 


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


• Never Events’ trend 
continues to suggest 
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. A beta version is 


in place for A&E and Paediatrics is to be included.   
• Full roll out of observational audits for LocSSIPs is in progress but 


the audits are not yet embedded.  


Positive outcomes 
• The 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 of 6.6 per 1,000 bed days for Community Hospitals, well 
within national benchmark. Falls per 1,000 bed days of 5.6 for 
Acute Hospitals, in line with the national benchmark. 


• VTE targets (for assessment and action) being exceeded, with 
over 96% of patients being assessed appropriately.  


• Very low prevalence of high grade pressure ulcers in Trust 
hospitals for over 18 months. In Quarter 1 of 2018/19, only one 
avoidable Grade 3 or 4 ulcer in an acute setting and only one in a 
community setting. 


• Trust considered an exemplar re Sepsis screening module in 
Nerve Centre. 100% of inpatients and 99% of ED patients are 
screened for Sepsis. 


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


• Well led review – Board’s promotion of a Quality-focused culture 
rated as ‘Amber-Green’ by external reviewer. Similar comments 
from CQC re quality focus and learning culture. 


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


• Fluid balance audits now achieving high scores and template now 
in Nerve Centre. 


• NHS Staff Survey 2017 – Trust is above average for scores 
relating to the learning culture.  


• No Regulation 28 notices for over 12 months.  
• Substantial improvements in risk ratings in the most recent Quality 


Risk Profile document produced by stakeholders.  
• Nine c-diff cases in 2018/19 compared to an annual limit of 18. 


Performance still strong nationally when benchmarked using data 
per 1,000 bed days 


Other outcomes 
• Trust in mid-pack for reporting based on NRLS data but needs to 


report more no harm incidents. Most recent data suggests an 
improving trend in reporting of no harm / near miss incidents but 
benchmarked data not yet available. 


• Two cases of MRSA compared to a zero tolerance. 
• Two further never events in August and September 2018 relating 


to a blood transfusion given to the wrong patient and withdrawal of 
insulin from a pen for administration via a syringe. Four never 
events in the financial year to date. 


• Internal Audit of Incident Reporting – Reasonable Assurance  
• CQC inspection report highlighted risks to patients within MH 


issues relating to compliance with PLAN. Trust meets around 
2/3rds of the recommendations of PLAN with an action plan to 
achieve full compliance and accreditation in 2019. 


• CQC noted additional issues re medicines management, record-
keeping and covert medicines administration – actions being 
taken. 


• Joint Targeted Area Inspection concluded that safeguarding 
practices in the Trust’s A&E Departments and in one maternity 
team in the South needed strengthening. 
  


1. Implement actions to strengthen the Trust’s 
culture of reliability and safety, following the 
trend in Never Events in 2016/17 including 
Full roll out 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 LocSSIPs, monitored through 
CEC and ECL (JC, on-going; however 
LocSSIPs 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 ongoing from 
April 2018) 


4. Increase intensity of work with areas 
identified as falls hotspots and ensure all 
ward sisters have attended workshops. Roll 
out new falls leaflets (NS, Nov 18). 


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


6. Clinical Effectiveness Committee to review 
clinical governance at specialty level and 
oversee residual actions (JC/WE – 
November 2018 for review and on-going for 
actions) 


7. Extend Quality Matters to Paediatrics and 
Emergency Departments (NS, Quarter 3, 
2018) 


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


9. Remedial actions re MH issues working with 
TEWV as part of the Treat As One Action 
plan working with NTH, STH and TEWV 
(NS, Project Plan July 2018, roll out in line 
with plan). 


10. Seek assurance that actions in CQC Action 
plan re covert medications, medicines 
management and record-keeping have been 
fully embedded (NS/ WE November and 
December 2018) 


11. Actions in Internal Audit report re incident 
reporting (NS, December 2018). 


12. Implement actions in response to Joint 
Targeted Area Inspection report (NS, 
November 2018 with evaluation by January 
2019). 


 
 
Section 3 provides more detail on those risks 
included in the risk register including the actions 
being taken to address them.  


Risks above Board tolerance  
from risk register: 
• Never events in theatres and 


incidents in ophthalmology, 
although both much improved. 


• There has been a recent cluster 
of falls with harm triggering 
intensive analysis of any 
hotspots or shortfalls in practice. 
Due to the types of patients 
seen in the Trust and the high 
incident of falls, this area 
remains an operational risk 
subject to on-going focus. 


• Medical equipment supplied for 
children, under external contract 
let by the CCG is sometimes 
inappropriate or unsafe. 


• The majority of the remaining 
risks are workforce related and 
covered under Domain 3, 
Objective 1, or relate to 
equipment and IT for which 
specific mitigations are in place. 


• Risk of increasing spread of 
multi-drug resistant organisms   


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 
• Internal audits of medical 


devices management, 
incident reporting (both in 
progress)  and audit 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 and 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 and never events per 1,000 bed days 
were rated ‘about the same’ as others in the latest CQC Insights publication, in spite of the two recent events.  
Sustaining the improvements from this work remains a high priority for the Board. The CQC inspection 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 improving but has further to go and learning needs to 
be further embedded. CQC’s findings suggest a similar need to reinforce consistent application of policies for 
medicines management, administration and record-keeping.  For these reasons the Trust has not yet achieved 
its ambition of reducing the risk of avoidable harm due to failures in systems to within a tolerance of 6 (low 
likelihood of moderate or major harm) but is making progress against the aim of implementing all actions by 
October and to begin to see risk reductions by that time; however, the Board will want to see evidence that 
improvements are sustained and embedded over a subsequent quarter – to January 2019 – prior to reducing 
the risk score.  This will also depend on the number of never events – the qualitative nature of them – including 
remaining at national averages per CQC Insights. 


ON TRAJECTORY 


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


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


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


Jan-19 6 (2x3, target) Jan-20 6 (2x3, target) 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Previous quarter risk score 


AMBER – 9 (3x3) 
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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). 


• ‘Teams Around Patients’ (Co. Durham) and 
Community Hubs (Darlington) becoming embedded. 


• Project Board in place and starting to meet for the 
UHND Emergency Care Centre extension and 
embodied in Community Contract as means to reduce 
demand. 


• Local A&E Delivery Board, chaired by the Trust in 
place to assure system-wide delivery  


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 at UHND. 


• Need to sustain and 
further consolidate earlier 
discharges from base 
wards, although much has 
been achieved in reducing 
length of stay and 
increasing timely 
discharge at BAH and in 
community hospitals 


• Backlogs for elective 
services in some areas 
and list size exceeding 
sustainable levels, 
exposing weaknesses in 
demand and capacity 
management. Related 
Appointment Slot Issues. 


• Staffing pressures on 
some services undermine 
capacity to maintain 
service responsiveness, 
although pressures are 
reducing.  


• 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.  
 


Gaps 
• None 
 
Positive outcomes 
• ECIST review supportive of short and long-term 


actions being taken to improve A&E 
performance, with no significant omissions in 
the Trust’s procedures.  


• RTT targets being met during Quarter 1. 
• No 52 week waits or 12-hour trolley waits in 


2017/18. 
• Cancer 62 day target met in the year to date.  
• Diagnostic metrics met for the year to date. 
• Readmissions audit – only 11% of readmissions 


declared avoidable based on availability of 
schemes in primary care and in the community.  


• Internal Audit: (i) follow-up audit of cancelled 
operations- substantial assurance (ii) cancer 
two week waits – substantial assurance (iii) 
diagnostic waits – good assurance 


Neutral outcomes 
• Reasonable assurance IA reports re 


ambulance handover times, 62-day pathways 
and SAFER and DTOC. 


Other outcomes 
• PSF A&E trajectory for Quarters 1 and 2 failed.  
• Ambulance handover times continue to be 


flagged as outlying; however, it is recognised 
that data is imperfect and the trend re 
handovers in 30 minutes is improving. 


• RTT target (92% within 18 weeks) met for April 
to August but expected to be missed in 
September. 


• Cancer two week waits performance at 92.2% 
YTD performance against target of 93%. For 
breast cancer, 92.8% compared to the target of 
93%.  


• Appointment slot issues of 24.8%.   
 


1. Implementation of all 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. A&E Improvement Plan presented to 
the Board in September 2018 to be 
implemented as a subset of the above (CL, to 
November 2018) 


2. Complete planning for winter, through the 
LADB, with a joint focus on measures to reduce 
bed occupancy to 90% where feasible (CL- 
October 2018) 


3. November ‘Perfect Month’ initiative (CL – 
November 2018). 


4. Joint NEAS / CDDFT Group in place to oversee 
implementation of joint action plan for 
ambulance handover improvements (CL, on-
going) 


5. Participate in NHS-Led System-wide A&E Task 
Force on Discharge Management targeting 
length of stay reductions for medically fit 
patients – ‘Project Margaret’(CL, on-going) 


6. Establish ambulance handover bays (CL, 
November 2018). 


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


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


9. Continued implementation of cancer services 
strategy and action plan (CL on-going). 


10. Continued optimisation of Teams Around 
Patients / Community Hubs as part of the 
mobilisation of the Community Contract (CL on-
going). 
 


Section 3 provides more detail of the actions being 
taken for the specific risks included in the risk 
register. 


Risks beyond Board tolerance from 
risk register: 
• Unscheduled care demand can lead to 


cancelled elective operations 
impacting on 18 week waits. 


• Difficulty in sustaining services which 
can meet two week and diagnostic 
waiting times targets (breast and 
endoscopy). 


• Rheumatology service at risk of being 
unable to meet demand for new and 
follow up appointments due to staff 
shortages. 


• Increases in demand for dermatology, 
making it difficult to sustain sufficient 
capacity without locum support. 


• Lack of clinical assessment rooms in 
the A&E Department at UHND, 
impacting on flow in the department 
and ability to meet targets for time 
assessment and treatment.  


 


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 review (report 


awaited) 
• Internal Audit follow up audit 


of clinical handover 


 


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. Whilst there is evidence that the Trust is 
undertaking the right actions to address these challenges, in the form of validation through the Local A&E Delivery 
Board and Emergency Care Intensive Care Team the Trust has not yet been able to restore and sustain 
performance in meeting the agreed trajectory for patients to be seen and treated within four hours (and sub targets 
for assessment and treatment) pending the delivery of the new Emergency Care Centre at Durham. The risk 
management trajectory assumes that the Trust is able to move to, and sustain, performance in line with the agreed 
(lower than 95%) trajectory for the current year.  The A&E Improvement Plan was presented to Board in September 
2018 with action dates during October and November 2018. It will, if implemented successfully, allow the risk score 
to be revised downwards by December 2018.  


OFF TRAJECTORY. 


Apr-18 9 (3X3) Apr-19 6 (2x3, target) 


Jul-18 9 (3X3) Jul-19 6 (2x3, target) 


Oct-18 6 (2x3 target Oct-19 6 (2x3, target) 


Jan-19 6 (2x) target Jan-20 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 
Clinical Effectiveness Committee (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, 
Rheumatoid 
Arthritis, Prenatal 
testing, and catheter 
insertion (also 
Critical Care 
Rehabilitation but 
that is an agreed 
position with 
commissioners). 


• Outlier status for 
National Paediatric 
Diabetes Audit 
(NPDA).  


• GIRFT reports have 
identified 
opportunities to 
improve productivity 
and effectiveness.  


Gaps 
• Two Care Groups have not yet assured Clinical Standards Committee on their 


catalogue of local guidelines.  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 fully 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 Audit of NICE Compliance – Good Assurance. 
• GIRFT reports for all specialties (Orthopaedics, Obstetrics, Vascular Surgery) flag 


improvements but no significant shortcomings 
• Seven Day Service Audit results – Trust is meeting standards and benchmarks well 


compared to the average). 
• 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 
• Six NICE guidelines where not complaint (of over 600) and 77 with partial compliance. 


All with plans and risk mitigation discussed and agreed with commissioners. 
• Clinical Audits – risks highlighted with respect to National Paediatric Diabetes Audit 


(HbA1c indicator – significant outlier) and National Vascular Registry (waiting times for 
‘Triple A’ operations).  


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


• PROMS – Trust is flagged as worse than others in Insights, however, investigation has 
shown that a key factors is patients not acknowledging co-morbidities when 
completing the forms.  


1. CEC to review medical specialty 
governance in November 2018 
and follow actions to be reviewed 
thereafter (JC/WE – on-going to 
March 2019) 


2. AEC and Surgery local guidelines 
management to be reviewed by 
Clinical Standards Committee 
(WE/ JC – October 2018)  


3. Follow through action plans for 
specific clinical audits, especially 
NPDA – WE/JC (as per dates in 
plans). 


4. CEC to monitor and escalate 
where required non-compliance 
with NICE guidelines (on-going). 


5. Review of Care Group plans to 
respond to GIRFT 
recommendations through CEC. 
Rolling programme commenced 
from October 2018 and to 
continue to March 2018 (JC – as 
stated). 


 
Note: All non-compliant NICE 
guidelines have actions in place 
captured within the risk register or 
reporting to CEC. 
 
Section 3 provides more detail of the 
actions being taken for the specific 
risks included in the risk register. 


Risks beyond Board 
tolerance in risk register : 
• National Paediatric 


Diabetes Audit – trust is 
an outlier. 


• Staffing pressures on 
the Rheumatology 
service leave the Trust 
at risk of not meeting 
NICE-recommended 
new and follow up 
appointments 


• Absence of dedicated 
lists for elective 
caesarean procedures 


• Delayed discharges 
from ITU due to site 
capacity issues 


• Need to identify and 
furnish suitable rooms 
for MDT meetings 
(cancer) 
 
 


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 (Q4, 
2018/19)  


• 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 2 3 6 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 well-established and tracked through the governance process. All services 
were rated as ‘Good’ for effectiveness from the most recent CQC inspection with the exception of Medicine at 
UHND, which related to Deprivation of Liberty Standards rather than clinical practice, and end of life care which 
was based on the 2015 inspection. A range of audit and effectiveness data is now in place to demonstrate the 
effectiveness of that service. Most specialties can now demonstrate specialty governance processes in place 
and Clinical Effectiveness Committee is to review the latest position in November 2018. 


ON TRAJECTORY 


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


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


Oct-18 6 (2x3, target) Oct-19 6 (2x3, target) 


Jan-19 6 (2x3, target) Jan-20 6 (2x3, target) 


Lead:  Jeremy Cundall              Committee: IQAC CQC Domain: Effective 


Previous quarter risk score 


AMBER - 9 (3X3) 
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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. 


• Failure to comply with 
Human Rights Legislation re: 
the Mental Capacity Act, 
Best Interests and 
Deprivation of Liberty 
Standards (DOLS) 
. 


 


• Patient Experience Strategy in place. 
• Patient Experience Forum in place to 


agree and direct interventions to improve 
experience. 


• 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 wards 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 


• Monitoring of DOLS applications where 
patients are specialed or cohorted and 
lack capacity 


Management assurance 
• Scrutiny of patient experience 


feedback by Patient Experience 
Forum and Integrated Quality 
Assurance Committee. 
 


• Lack of systematic 
approach to the 
assessment of mental 
capacity, including 
absence of appropriate 
prompts in nursing 
assessment 
documentation and 
deficiencies in policy, 
awareness and training. 
Also, lack of ability to 
track DOLS applications 
in real-time.  


• Need to engender greater 
awareness of the need for 
parity of care re physical 
and mental health needs 
 


 


Gaps 
• Governance and assurance structures for Mental Health 


and Mental Capacity issues developing but not yet fully 
in place.  


 
Positive outcomes 
• Friends and Family Test results – all three areas well 


above national average. For Inpatients and A&E, results 
are better than those for the majority of peer Trusts 
selected by NHSI. 


• Complaints turnaround times have improved. Now 33 
days for the Trust as a whole, an improvement of over 
10 days on over 12 months ago. 


• Good assurance from Internal Audit with respect to the 
complaints process. 


• National Inpatient Survey 2017 – Trust ‘about the same 
as’ peers, no outliers. Five questions improved on the 
prior year. All Quality Accounts key patient experience 
measures improved and there were no responses in the 
bottom 20% (compared to 14 for the 2016 survey – 
hence significant improvement) 


• Trust post-discharge survey scores all above the 
benchmarking and general trend in recent quarters has 
been upwards. 


• CQC rate all Trust services as Good for caring. 
• National End of Life Care Audit shows significant 


improvements in documentation and care compared to 
the previous audit. 


• Positive feedback from surveys of end of life patients as 
reported to IQAC. 


 
Neutral outcomes 
• CQC report includes ‘Must Do’ actions with respect to 


MCA and patients with mental health conditions. Recent 
DOLS reporting showing improved correlation between 
co-hording and DOLS applications.  


1. Implement actions from national cancer 
patient survey and incorporate them as 
appropriate in the cancer strategy being 
brought to ECL (CL, on-going). 


2. Implement actions within the CQC Action plan 
to address MCA and DOLS issues (NS): 
a. Roll out of new universal nursing 


assessment framework including relevant  
b. Weekly monitoring of compliance post roll 


out, migrating eventually to Quality 
Matters audits (November 2018). 


c. Ongoing delivery of revised training and 
education (on-going). 


d. Repeat PISAT audit (November 2018) 
3. Agree and roll out ‘Treat As One’ action plan 


(jointly with Tees, Esk and Wear Valleys 
Mental Health Trust)  through the Project 
Board now being established (NS, from May 
2018) 


4. Implement remaining actions from national 
inpatient survey report (NS, ongoing to March 
2019). 


5. Continue to provide feedback and learning 
points from Healthwatch review of 
anonymised complaints to staff responsible for 
overseeing investigations (NS, on-going). 
 


 
 


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. 
• Weekly reports on DOLs 


applications correlated by specialty 
and ward 


 
Independent / semi-independent 
• National In-Patient Survey (due May 


each year) 
• Friends and Family Test. 
• CQC visit reports 
• Commissioner assurance visits 
• Internal Audit of complaints handling  
• National Palliative Care Audit 
• End of Life Care VOICES survey 


(stakeholder feedback event next 
month) 


• National Dementia Audit (Carer 
Feedback) 


• Thematic review of patient stories 
through IQAC. 


 
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. The main areas for improvement are with respect to improving the experience patients with 
mental capacity issues or mental health conditions as reported by CQC. All actions in the CQC action 
plan, re mental capacity, have been taken (the last of these is the roll out of prompts and assessment 
tools in nerve centre) including a significant increases in resources for the Safeguarding Adults Team. 
Work is well underway towards PLAN accreditation, and the Trust has self-assessed that it meets two 
thirds of standards already. 


ON TRAJECTORY  


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


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


Oct-18 6 (2x3, target) Oct-19 6 (2x3, target) 


Jan-19 6 (2x3, target) Jan-20 6 (2x3, target) 


Lead:  Noel Scanlon      Committee: IQAC CQC Domain: Caring 


Previous quarter risk score 


AMBER – 9 (3X3) 
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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 
• 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 PFI providers and CDD Services (monthly contract 
monitoring meetings and escalation process) 


• Cleaning schedules and rotas and Monitoring Officer 
regime. 


• Prioritisation of backlog schemes through Estates 
Capital Sub-Group, Investment Planning and 
Appraisal Group and Executive Directors’ 


• 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 monitors compliance 


with H&S standards relating to the patient 
environment. 


• CDDS Fire and Health and Safety Sub-Group 
monitors safety on the DMH site 


• Decontamination Safety Group reporting to ICC, 
setting policy, monitoring training and outcomes of 
audits, checks and inspections 


• 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) 
• M&SE Capital managed against current available 


resources.  
• Systems in place to plan capacity against demand and 


to allocate cleaning and portering resources to support 
required tasks. 


 
* Included in controls as essentially these are frequent 
management checks on compliance 


Management assurance 
• Checks on PFI provider soft FM and in-


house services) and on SCL by Trust PFI 
Contract Manager and Monitoring Officer 


• Scrutiny of patient environment feedback by 
Integrated Quality and Assurance 
Committee. 


• Internal Cleaning audits. 
• DH Premises Assurance Model 


(Self-assessment). Consists of annual 
assessment and quarterly tracking against 
actions 


• Monitoring Officer being appointed for SCL 
to undertake internal checks on QE 
Facilities’ contract delivery similar to CDDFT 
checks on PFI partners. 


• Waste audits 
 


• Backlog 
Maintenance 
funding does not 
meet required level 
to address all risks 
identified, requiring 
prioritisation. 


• UHND A&E is not 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 management 
controls have 
several gaps: policy 
is out of date, no 
asset management 
function is in place 
and no physical 
verification. 


 


Gaps 
• Premises Assurance Model – 


results of first exercise subject to 
validation before can be relied on. 


 
Positive outcomes 
• PFI providers and CDDS meeting 


KPIs. 
• PLACE scores for 2018/19 are 


above national average and 
benchmark well within the region for 
all areas.  


• 5-star rating from most recent LA 
food hygiene inspections. 


• 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 
Northumbria – compliant.  


•  ‘Green’ rating from commissioner 
assurance visit. 


• Good Assurance from Internal Audit 
on follow up of Portering audit for 
SCL 
 


Other outcomes 
• UHND ED cleanliness audit scores 


of 92%, below internal target of 95% 
The internal target may need 
revision pending the expansion of 
the UHND ECC as the result – 
which is ‘pre remediation’ is 
impacted by the space restrictions 
and busy activity in the department. 


• Medical Devices Management 
Internal Audit – reasonable 
assurance 
 


1. STEM - roll-out of remaining refurbishment works 
(AM, to December 2018).  


2. Specific actions, tracked through the risk register in 
respect of key risks associated with backlog 
maintenance and continuous prioritisation (AM, on-
going).  


3. 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).  


4. Finalise and report initial assessment under Premises 
Assurance Model for all sites, to enable benchmarking 
across sites and with other Trusts, and associated 
action plans (SJ/AM, November 2018) 


5. Obtain design for and implement improvements to the 
Category 3 Room in the Laboratory at Durham (AM – 
March 2019) 


6. CDDS restricting in progress, one objective being to 
allow Procurement to take over management of asset 
registers with issues to be escalated through the 
Senior Operational Leaders Group (AM – from April 
2019).  


7 . Complete Phase 1 fire compartmentation works in 
2018/19 plan (AM – in line with capital programme). 
Phase 2 and 3 works planned for 2019/20 and 
2020/21. 


8.  Co-ordinate action plan for PFI provider, Trust 
domestics and nursing staff to address shortfall in 
cleanliness scores for UHND ED (AM, from October 
2018). 


9. Complete agreed actions with Internal Audit re 
Medical Devices Management (AM, December 2018). 


10. Roll out improved software for portering and cleaning 
(AM, March 2019). 
 


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. Section 3 provides more detail of the 
actions being taken for the specific risks included in the 
risk register. 


Risks beyond Board tolerance in 
risk register: 
• Delay / cost overrun for the 


Surgical Theatres and 
Enhanced Mortuary (STEM) 
project 


• Section 3 includes a number of 
risks relating to backlog 
maintenance for: 
• Medical gas pipework 
• Booster pumps being in a 


location liable to flooding 
• Air Handling Units in 


Sterile Services at DMH 
• UHND Category 3 Room 


(Pathology Laboratory) 
• Fire compartmentation at 


DMH 
• UPS power supplies in 


A&E, ITU and the special 
care baby units 


• The Pharmacy Robot 
• Autoclaves used by 


Sterile Services 
• Decontamination units 


Metrics 
• SCL KPI reporting and KPIs for PFI 


providers 
• Model Hospital / Carter metrics 
• ERIC data. 


 
Independent / semi-independent 
• Accreditations under STS with external 


validation for food hygiene. 
• Local authority inspections 
• PLACE inspections (supported by public 


and governors) 
• CQC inspection 
• ISO9001: 2015 accreditation for Clinical 


Engineering and Sterile Services 
• Scrutiny of audit compliance schedules and 


results through Health & Safety Committee. 
• Internal Audits of SCL: KPI reporting, 


portering (completed), medical device 
management, contracted out services 


• Commissioner assurance visits 
• Authorising engineer compliance audits 
• Environmental health inspections including 


re waste 


 


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 


Overall there is good assurance with respect to patients’ experience of the patient environment through the 
PLACE inspection results which benchmark well nationally and regionally   There remain, however, a number of 
backlog maintenance risks which cannot be fully mitigated during the year. These will not compromise safety but 
potentially impact on the patient experience.    


ON TRAJECTORY  


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


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


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


Jan-19 9 (3x3) Jan-20 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. This now includes monitoring of 
the mobilisation plan and, later, the transformation plan, for Adult Community 
services.  


• Vision and Mission defined, agreed with staff in prior years. 
• Values agreed with staff in 2014 Focus Groups. 
• 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), Clinical Services, Improvement 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 poster in place for the Trust providing 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) joint work 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)) The wider integrated care 
system for Cumbria and the North East and sub-regional Integrated Care 
Partnerships. 


• Programme Manager and senior Executives and Clinical Leaders engaged in 
work-streams for the ‘South ICP’ (work with North and South Tees) reporting 
into SCB and ECL. Head of Communications also appropriately engaged. 


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 long-term clinical 
services strategy for all 
Trusts in the North East is 
dependent on a patch-wide 
strategy. As a result, there 
is some unavoidable 
uncertainty impacting on the 
long-term clinical services 
strategy for the Trust. 
However, the Trust is able 
to articulate and plan for the 
key initiatives over the next 
two to three years (five 
years in the case of 
community services given 
the contract period). 


• Need to ensure that all staff 
understand the strategy (as 
relevant to their roles) and 
are able to enact local plans 
and actions in support of it. 
Feedback from 
communications panel 
suggests that there is some 
uncertainty re the Trust’s 
future direction in some 
areas. This has been 
explored through recent 
staff listening events.  


 
Short-term service plans  
• Service strategies and plans 


require further development 
for some vulnerable 
services, especially re 
Paediatrics.  
 


Gaps 
 
Longer-term planning: 
• Lack of assurance on strategy beyond 


a two to five year horizon reflecting 
the absence of locality, region-wide 
and national strategies at the present 
time. There is a dependence on the 
ICS/ICPs to help shape the longer-
term vision. 
  


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. However, a lack of 
consistent understanding / articulation 
of the strategy by senior managers 
was noted. 


• Internal Audit of Well Led Actions– 
Substantial assurance 


 


1. Continue to ensure Trust involvement 
in 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). 


2. Finalise and implement plans to 
sustain services (primarily 
Paediatrics) – (SJ/JC on-going). 


3. 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 joint 
working streams (JC, on-going). 


4. Ensure NED visibility of work at the 
local and regional level and seek 
follow through on the promise of NED 
involvement in any regional 
‘governance’ structures (Chair / WE – 
on-going).  


5. Review strategy handbook, mission 
and communication in the light of the 
feedback from the ‘listening events’ 
held between Executive Directors and 
staff during August and September 
2018 (SJ, November 2018). 


6. Continue work with fellow providers, 
CCGs and local authorities to roll out 
the local visions including that 
underpinning the three year contract 
agreement and– the Community 
Services Contract (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: 
• See section 3 – risks to the 


sustainability of particular 
services due to workforce 
pressures (for which 
recruitment and 
collaborative solutions are 
in place / actively being 
worked on). 


     


Independent / semi-
independent 
• KPMG review of 


strategy domain as part 
of well-led review. 


• CQC well-led review 
• Internal Audit of Well 


Led.  
 


 
Inherent risk level Current risk level Target risk position 


Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 


5 5 25 2 4 8 2 4 8 


 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG 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 there is now clarity re community services and 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.  


The longer-term strategy (beyond two years now) for acute services will, in particular, be influenced by the 
outcomes of work being undertaken by the Cumbria and North East Partnership and the sub-regional integrated 
care partnerships.  


ON TRAJECTORY 


Apr-18 9 (3x3) Apr-19 8 (2x4, target 


Jul-18 8 (2x4, target Jul-19 8 (2x4, target 


Oct-18 8 (2x4, target Oct-19 8 (2x4, target 


Jan-19 8 (2x4, target Jan-20 8 (2x4, target 


 


Lead:   Sue Jacques     Committee: Board 


Previous quarter risk score 


AMBER - 8 (2x4) 


• 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  







 
 


Board Assurance Framework (Board report – October 2018)  Page 17 


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 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 annual action plans 
being monitored and triangulated into business planning. 


• Workforce Planning and Monitoring through HRBPs for each 
Care Group 


• 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, incentives). 


• Medical Workforce Review meetings with each Care Group 
with senior staff from the Medical Directorate held on a 1, 2 or 
3-monthly cycle based on the MD’s review of risk.  


• 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. 


• 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 Bank in place and being built up. 
• Master Vendor in place to meet requests for agency and 


locum medical staff 
• Agreed rates and Circular Wave bank payments system in 


place for extra-contractual sessions (all managed through the 
bank) 


• Process for escalation of short-term needs (including 
authorisation to ‘break the glass’ re NHSI caps). 


• Nursing Associate / Apprenticeship qualification 
• Return to practice scheme for nurses 
• 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.  


• 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.  


• Bi-annual safe staffing 
reviews (nursing) for all 
adult wards, A&E 
Departments, Paediatrics, 
Maternity and Community 
nursing. 


• Regional or national 
shortages of 
medical staff 
impacting on some 
services, now 
subject to 
collaborative 
working with 
neighbouring 
Trusts.  


• Despite higher 
numbers of nursing 
recruits, the long-
term (historical) 
trend in the nursing 
workforce has been 
static due to attrition 
in line with the 
national trend of 
36,000 nurses 
leaving the 
profession in recent 
years.  


• Extended lead times 
for overseas nursing 
staff to gain 
registration due to 
language testing 
requirements, which 
also impacts on 
attrition in this group 
 


Gaps 
• None. 


Positive outcomes 
• Overall effective staffing shortfall 4.4%  
• Effective shortfall for Medical Staff now 4 to 5% 


compared to 8% previously. Net increase of 18 medical 
staff since January 2018 (4%). 


• Master Vendor filling over 80% of requests for 
temporary medical staffing and evaluated by the Staff 
Bank as improving the quality of supply.  


• Overall turnover in medical staff has reduced by 4%.  
• Taking account of start dates agreed with consultants, 


and NHS Locums, consultant staffing has been 
strengthened in Ophthalmology, Stroke, Palliative Care, 
Gastroenterology and Obstetrics.   


• Bank fill rates for RNs at 82% on latest data (August 
2018) with additional 2% fill from agency. For HCAs 
bank fill rate was 84% and agency provided a further 
5% Effective shortfall for nursing staff is approximately 
8.3% as at August 2018. 


• Over 80 overseas nurses recruited (retention over 80%) 
and agreements in place with Universities as per 
controls 


• Voluntary turnover at 6.9% Year to Date (below target)) 
• Good assurance for the Internal Audit of Junior Doctors’ 


contract implementation and E-Rostering reports. 
• Job Planning approach regarded stated as good 


practice by NHSI.  


Other outcomes 
• Staff absence averaging around 4.4% Year to Date 


(above target and worse than prior year) 
• Reasonable assurance internal audit reports on 


recruitment / retention and temporary staffing (however, 
key issue in the latter was local induction rather than 
recruitment and vetting). 


• Reasonable assurance Internal audit report on Medical 
Staff Job Planning 


• Remaining services with shortfalls in medical staff (all 
have plans to keep safe). Paediatrics, Rheumatology, 
Radiology and A&E.  


1. Continued tailored recruitment solutions and 
collaborative work for vulnerable services 
managed through Medical Workforce Review 
Groups  (JC/ CL on-going) 


2. Drive through completion of outstanding job 
plans and implement new approach whereby 
the job plan is derived from service planning 
for 2018/19 (JC, on-going to March 2019) 


3. Require job plans for 2019/20 (aligned to Roll 
out of e-rostering for medical staff (annual 
leave management and study leave 
management) (JC, on-going) 


4. service need) to be in place from April 2019 
(JC) 


5. Implement initiatives under nursing staffing 
plan agreed through EC (NS, on-going to 31 
March 2019): 
a. Overseas recruitment campaign 
b. Establishing an Enhanced Care Team 


6. Secure more intense support for language 
training for overseas students from 
Sunderland University including moving to the 
OET occupational English test (NS, on-going) 


7. Roll out plan to sustain Paediatric Services – 
taking account of Royal College 
recommendations - beyond the short-term, 
(SJ/JC, on-going). 


8. Trust-wide overarching retention strategy 
including follow through on the work of the 
High Impact Task Groups in specific (MS, 
November 2018). NB. Local actions are on-
going.  


9. Continue regional collaborative work on 
Clinician Passport / Streamlining and roll out 
in CDDFT (JC, on-going). 


 
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 – see Section 3.  


Risks beyond Board 
tolerance in Board risk 
register: 
• Medical workforce 


shortfalls particularly in 
Paediatrics, Obstetrics, 
Rheumatology, 
Dermatology and 
Radiology 


• Nursing workforce 
shortfalls in respiratory 
medicine, neonates, 
orthopaedics 


• Staffing pressures on 
acute and community 
midwifery services  


• Shortages of staff in the 
Aseptic Unit (Pharmacy) 


Metrics 
• Workforce reporting (staff 


numbers, turnover, 
agency staff, sickness 
absence) 


 


Independent / semi-
independent 
• Internal audits of: 
 Temporary Workers 


Follow- Up (Quarter 1, 
2018/19) 


 Recruitment and 
Retention (completed 
2017/18) 


 Medical Staff Job 
Planning  


 


 


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 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 of reducing risk to the target score 
in July 2019. 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. Substantial growth in the 
medical workforce continues with fewer specialties with key staff shortages. 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.  


ON TRAJECTORY  


Apr-18 12 (3x4) Apr-19 9 (3x3) 


Jul-18 12 (3x4) Jul-19 6 (2x3, target) 


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


Jan-19 9 (3x3) Jan-20 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 ESR. 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). 


• Streamlining / Clinical Passport put in place regionally allows 
transfer of clinicians between Trusts 


• Role specific essential training – competencies required 
defined in the Training Needs Analysis and monitored at 
individual level, with reporting to Policy Leads, Care Groups 
and Executive Committees.  


• Board and Executive Directors’ Development programmes in 
place.  


• Role-specific essential training – agreed trajectories in place, 
competencies identified and monitored via ESR and regular 
reporting to Care Groups and Executive Committees.  


• Succession planning approach and Talent Management 
Strategy in place.  


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 


 


• Gaps in records to 
evidence local 
induction of nursing 
and medical agency / 
bank staff. 


• New arrangements for 
monitoring and 
escalation of gaps in 
role specific essential 
training, together with 
reporting and 
governance 
processes, are not yet 
embedded in Care 
Groups and Executive 
Committee and some 
trajectories are not 
presently being met. 


• Need to roll out Talent 
Management 
Strategy. 
 
 


Gaps 
• Reporting and monitoring processes for Role Specific Training 


are now in place and being overseen by Executive Directors. 
However, Care Group and, to some extent, committee review 
of training data and remediation of gaps needs to become 
further embedded. Several areas are in escalation, largely due 
to lack of course attendance.  


Positive outcomes 
• 96% of staff completed essential training during 2017/18  
• Over 95% 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 97%.  


• Internal Audit of Medical Staff Revalidation and Appraisal – 
substantial assurance given. 


• Nursing Directors’ reports to the Board have provided 
assurance on revalidation of nursing staff.  


• NHS Improvement complimentary re leadership development 
programme. Over 160 senior managers have  gone through 
the programme with 52 having been trained since April 2018 


• One of the best regional performers for apprenticeship levy 
utilisation. 


• Trust participation in Shadow Board (now concluded) and 
Building Leadership for Inclusion Pilots.  


• Successful development of Talent (‘grow your own’) re local 
graduate trainees, who have obtained management posts in 
the Trust. Talent Management Strategy agreed with Executive 
Directors. 


• Positive evaluation of Board and Executive Directors’ 
development sessions. 


Other outcomes 
• Internal Audit of Temporary Workers provided reasonable 


assurance with gaps in local induction records being a key 
issue. 


• Gaps in assurance and escalation process for Role Specific 
Training identified in CQC inspection report.  


• GMC Survey flagged red indicators for Junior Doctors training 
in particular in AMU (UHND) and Surgery at DMH.  


1. Embed monitoring of role specific 
essential training, by individual, within 
Care Groups, reinforced through the 
performance review process (CL/MS, 
January 2019). 


2. Embed escalation to, and review of 
reporting on, role specific essential 
training within Executive Committees 
(MS, JC, NS – January 2019). 


3. Address known issues with training 
shortfalls against agreed trajectories, 
in particular Safeguarding and Life 
Support (JC, NS, MS – January 
2019). 


4. Embed escalation of gaps in local 
induction records in Care Group 
performance review meetings (MS, 
on-going). 


5. Roll out of succession planning 
approach and Talent Management 
Strategy (MS, to March 2019). 


6. Approval and roll out of action plans 
to address GMC survey issues (QIP 
and SAR to Board October 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 
• Shortfalls in training rates 


for safeguarding of adults 
and children 


• Potential loss of the Trust’s 
ARSAC licence holder (skill 
set required for radiation 
safety in nuclear medicine).  
 


  


Metrics 
• Percentage completion of 


essential training including 
breakdown by area. 


• Appraisal rates. 
• ESR reports on training rates 


prospective and retrospective 
 


Independent / semi-independent 
• Planned (2017/18) internal 


audits of: 
• Temporary Workers 


(Quarter 1, 2018/19) 
• Medical staff revalidation 


and appraisal (completed) 
• Nursing staff revalidation 


(Q1, 2018) 
• GMC survey  
• HENE monitoring visits – 


October / November 2018 
• CQC inspection report 


 
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 A key determinant of the current risk score is the need to address weaknesses in monitoring of role-specific essential training. 
This was expected to be addressed by the new process agreed by Executive Directors in the first quarter of 2018/19. The new 
process is now operational, with reporting, escalation and action starting to be implemented through Care Group governance 
meetings and through the Executive Patient Safety and Experience Committee and the Clinical Effectiveness Committee. Of 
the 39 competencies, over three quarters are expected to hit annual trajectories based on current data. However, further 
Executive intervention is required in the remaining areas.  Executive Directors have therefore determined that the risk score 
should not be adjusted pending these interventions which are, however, expected to bring risk back in line with the trajectory 
over the next quarter. .  Overall, there is evidence that the Trust is now able to access reliability and quality in its temporary 
workforce supply which is reducing risk in this area, in addition to increasing its substantive workforce.  
OFF TRAJECTORY 


Apr-18 12 (3x4) Apr-19 6 (2x3, target) 


Jul-18 6 (2x3, target) Jul-19 6 (2x3, target) 


Oct-18 6 (2x3, target) Oct-19 6 (2x3, target) 


Jan-19 6 (2x3, target) Jan-20 6 (2x3, target) 


 


Lead:  Morven Smith       Committee: IQAC 


Previous quarter risk score 


AMBER – 9 (3x3) 
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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, and linked 
cascade process 


• Annual Staff Awards. 
• 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 and Paul’ meetings. 
• Progress on Staff Matter actions reviewed and reported 


quarterly.  
• Engagement through Staff Governors. 
• Programme of six-monthly leadership conferences 
• 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 


• Weekly Care Group Directors meetings chaired by 
Medical Director 


• Junior Doctor Forums, including meetings with the 
Guardian of Safe Working. 


• Speak in Confidence – anonymous reporting system in 
place. All reports answered and acted on as necessary by 
Executive Directors. 


• Freedom to Speak Up Guardian and 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.  Routinely reported 
through ECL. 


• W&OD provide a ‘Teams in need of support programme’.  
 


Management assurance 
• Review, co-ordination and 


reporting on staff 
engagement initiatives 
through the Workforce and 
OD Senior Management 
Team 


 


• Staff survey feedback 
highlighted inconsistency 
in the quality of staff 
appraisals and training. 


• The Trust needs to 
maintain and further 
increase the level of 
Clinical Engagement in 
addressing quality and 
business challenges. This 
is partly a reflection of 
capacity and continues to 
improve quarter on 
quarter. 


• Staff Survey suggests 
communication and 
engagement is not always 
reaching staff on the 
ground / in peripheral 
areas 


• Key roles in SHWB will 
become vacant (Physio 
and Psychologist). 


 
 


Gaps 
• Limited workforce (and engagement) reporting 


into the governance structure.  
 
Positive outcomes 
• Over 95% of staff received an appraisal in 


2017/18 
• The external reviewer for the well-led review 


rated the Trust as ‘Amber-Green’ for 
stakeholder (including staff) engagement. 


• Voluntary turnover at 6.9% (better than target) 
• Staff absence at 4.4% (within target) 
• Effective staffing shortfall 4.4%  
• Year on year improvement in staff 


recommending the Trust from the Staff FFT.  
• Substantial assurance for the Internal Audit 


report on Appraisals – Data Quality. Good 
assurance for Whistleblowing Arrangements. 


• Nomination for HSJ award on excellence 
reporting.  


 
Adverse outcomes 
• GMC Survey results – Trust relative position 


remained the same but red outliers flagged in 
particular for AMU at UHND and Surgery at 
DMH.   See previous objective for actions.  


• For the staff survey questions focused on 
engagement, the Trust has largely maintained 
its score, whilst the national trend shows 
some deterioration. However, the Trust 
remains below average.  
 


1. Workforce Group and quarterly reporting to be 
reinstated. Quarterly reports to include engagement 
metrics. Group to review excellence reporting also 
(MS, November 2018). 


2. Support, and evaluate the roll out of the agreed 
appraisal process during 2018/19 in line with Trust 
values and team focus, to aid in ensuring consistently 
high quality appraisals are performed. Provide 
supporting training to line managers on delivery of a 
quality appraisal (MS– on-going). 


3. Roll out Equality, Diversity and Inclusion Strategy 
drawing on national support for engagement across 
different groups under the Building Leadership for 
Inclusion Initiative (including Workforce Race Equality 
Standard Compliance), (MS, NS,JC - roll out from 
October 2018). 


4. Retention Plan and associated work-streams (MS, 
ongoing). 


5. Monitor delivery of local actions for engagement / to 
address the staff survey within updated Staff Matter 
Action Plans, through SCB, including the response to 
areas identified from the ‘Heat Maps’ produced 
following the NHS Staff Survey (MS, on-going). 


6. Evaluate outcomes from Executive listening events 
with teams over summer 2018 and feedback to staff 
(SJ, November 2018). 


7. Roll out of the Moving to Good programme, including 
quality improvement methodology and training, culture 
toolkit and Board seminars (NS,MS on-going), 


8. New AD of Workforce and OD (Workforce and 
Experience) to identify workforce experience metrics 
for routine reporting and additional actions (MS, 
February 2019).  
 


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 the specific risks 
identified in the first column. 


Risks beyond Board 
tolerance in risk register 
 
Surgery trainees- poor 
experience relating to rotas at 
DMH 
 


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  
• Staff Friends and Family 


Test 
• Internal audit of Appraisals 


(17/18), Whistleblowing 
arrangements 
 
 


 
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.  


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 show that the Trust remains 
below average although not worsening in line with the national trend. The Board will only consider risks to this objective mitigated when 
there is confidence of an improvement in the engagement score – from the NHS Staff Survey – in line with national and regional 
averages. The Staff Friends and Family Test will provide some important evidence of the rate of progress during the year.  It should be 
noted that there is some risk to the January 2019 trajectory as it is not certain that Staff Survey data will be available by then and it is 
likely to be embargoed.  ON TRAJECTORY 


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


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


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


Jan-19 6 (2x3, target) Jan-20 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 
2018/19 annual plan.  


• Consequent deterioration 
in  Use of Resources Risk 
Rating  (UoRR) 


• Inability of commissioners 
to manage demand 
impacting on achievement 
of plan 


• Failure to meet the 
conditions required to 
secure Provider 
Sustainability Funding 


• Failure to meet loan 
repayment obligations  


 
Risks beyond Board 
tolerance in risk register: 
• Specific risks re de-


commissioning of services  
• Pause to initiatives being 


progressed by 
subsidiaries pending 
consultation exercise by 
NHS Improvement – this 
will impact on the UHND 
ECC and other schemes 
under consideration. 


• Risk overspending re both 
A&E departments in order 
to safely and sustainably 
deal with demand 


• Pressures from reductions 
in rates payable under 
local authority contracts 


• Other specific, local and 
trust-wide financial 
pressures.  


 


Cost control and ownership 
• Budgets and  CIP for 2018/19 – agreed with Care Groups through ECL and 


ratified by Finance Committee and Board 
• Care Groups continuing to operate cost controls locally.  
• Joint CIP and QIPP programme board with CCGs to explore joint 


opportunities, reporting into the Financial Recovery Group. 
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, taking account of working capital from loan finance 
and related obligations. 


Operational financial control (income and cost control) 
• Care Group plans required to identify and profile income aligned to forecast 


activity, capacity and workforce and PMO / Finance reporting formally 
monitoring delivery of these aspects of the plans, with escalation through the 
Performance Review process. 


• Established systems for monthly monitoring of performance and reporting to 
the Finance Committee, Board and to NHS Improvement. Care Groups may 
also be required to report to Finance Committee for triangulation and 
scrutiny. 


• CIP plans and trajectories in place for 2018/19 (however, with a number of 
gaps and high risks). These are independently tested and validated through 
review by Executive Directors.  


• PMO function in place, monitoring granular CRT delivery and trajectories 
with weekly reporting to Executive Directors (including providing detailed 
support and challenge to corporates and Care Groups in developing 
schemes and long lists for future years.  


• Escalation process in place for issues with Care Groups’ delivery of their 
financial plans through the Executive Directors meeting 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. 


• Draft 2018/19 plan submitted to NHSI, final plan following contract 
agreement being updated and budget aligned to plan. 


• 2018/19 contract agreed with commissioners and Heads of Terms agreed to 
manage income reductions in line with releasing of costs, as part of a three 
year deal. 


• Chief Officers and FDs meet monthly to review financial position and 
dedicated officers working on implementation of joint financial strategy within 
the terms of the contract agreement. 
 


Note – Use of Resources Indicator reflects delivery in line with plan, cash 
and capital servicing therefore covered by above controls 
 
Medium / longer-term planning 
• Contract agreement provides greater certainty of income expectation and 


secures commitment to joint strategy and working with CCGs to reduce 
activity and cost in line with available funding 


• 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. 


• Collaborative working with North and South Tees to sustain and improve 
local services whilst addressing financial challenges, and broader similar 
work through NHS England and across Cumbria and the North East.  


Management assurance 
• Tracking and 


reporting of financial 
performance including 
performance against 
cost improvement 
targets in monthly 
Finance Committee / 
Board reports. 
 


 


Current year (2018/19) 
• There remains a shortfall in 


identified cost improvement 
schemes, comprising both a 
gap in schemes and risk 
adjustments, against the 
CIP target. Whilst 
compensated for, to date, 
with run rate suppression, 
the risk-adjusted gap is now 
putting pressure on forecast 
performance for the 
remainder of the year. 


• Identified schemes include 
pipeline schemes requiring 
further definition and 
commencement as soon as 
possible. Additional 
schemes are required to 
address the gap, some of 
which may be identified 
from joint work with CCGs 
through the Joint CIP/QIPP 
Programme Board. 


• PSF for A&E performance 
now lost for Quarters 1 and 
2 (subject to NHSI offering a 
possible ‘catch up’ scheme 
later in the year and the 
Trust’s ability to make good 
lost performance). 


• Cash flow forecasting into 
2018/19 shows pressures at 
specific points in the year 
which need to be alleviated 
by cash-releasing 
efficiencies within the plan.  


 
Medium-term planning  
• 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 at the 
regional and national 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 
 
None 
 
Positive outcomes 
• Provider Sustainability Funding 


(PSF) financial trajectory met in 
quarter one and performance 
on plan at Month 6.  


• Internal Audit of Financial 
Planning and Budgeting – 
Substantial Assurance 


• Good assurance from Internal 
Audit on key financial systems. 


• Cash management – positive 
variance reducing the need for 
loan funding support 


 
Other outcomes 
• Results to Month 6 are in line 


with control total but profile has 
been set in line with risk to CIP 
in the earlier part of the year 


• NHSI undertaking closer 
monitoring of Trust financial 
performance – meeting with 
regional director due December 
2018. 


• Forecast for remainder of year 
requires an uplift in CIP plans 
and delivery 


• UoRR of 3 (Target position is 
3).  


• Income shortfall primarily 
because A&E performance fell 
short of the trajectory required 
for PSF funding during Quarters 
1 and 2.  


• Pressure on medical staff bank 
spend risking loss of forecast 
savings from Circular Wave and 
putting pressure on the financial 
forecast 


• 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 and the 
data centre infrastructure. 
Financing strategies are in 
development. 


• Internal Audit of cash 
management – reasonable 
assurance. 
  


Delivery of 2018/19 plan 
1. Conclude discussions with CCGs on joint actions to 


manage system pressures and factor expected 
outcomes into the forecast position (DB, October/ 
November 2018). 


2. Reinstate FSP or alternative vehicle to give focus to 
realisation of cost improvement schemes, and run rate 
savings, and the application of financial control, (SJ 
/CL, November 2018). 


3. Opportunities from Model Hospital data identified by 
the PMO require scrutiny and firm plans – to be 
coordinated through relevant committees 
(WE/JC/SJ/CL, from November 2018). 


4. Agreement of additional grip and control measures 
through ECL and implementation (SJ/DB, from 
November 2018). 


5. Information, Performance and Finance to introduce 
and roll out effective systems to monitor management 
of demand, activity, capacity and related financial 
targets at service level. Similar requirement at system-
wide level (DB/CL, on-going). 


6. On-going monitoring to deliver the PSF (DB/ CL, from 
April 2018). 


7. Review of sixteen point nursing productivity and 
efficiency plan – roll out of additional actions agreed 
via ECL including cut in bank rates, maximum shift 
length and recruitment to an enhanced care team (NS, 
ongoing). 


8. Implement remaining actions from the Medical Staffing 
13 point plan (job planning, rostering, annual and 
study leave management – JC, on-going). 


9. Secure savings from planned medical staff bank rate 
reviews, evaluate and address issues with Circular 
Wave and embed the system (MS/JC, on-going from 
September 2018).  


10. Implement remaining actions from Internal Audit of 
cash management (DB, December 2018) 


 
Medium and longer-term 
11. Identify changes required through clinical strategy 


work-streams for medium and long-term sustainability 
and work collaboratively across the local health 
economy and wider North East and Cumbria system 
to propose and take forward agreed changes (SJ/JC – 
on-going, next review October 2018).  


12. Quantify expected benefits from SCL beyond initial 
financial model, and shared services including back 
office functions over the medium and long-term 
subject to the impact of the pause on subsidiary 
developments and NHSI consultation exercise (AM/ 
DB – on-going) 


13. Update Medium-Term Financial Strategy, including full 
Financial Sustainability Plan based on expectations 
from 1 and 2 above (DB – next iteration to Committee, 
October 2018). 


14. Maintain and update 10 year capital plan, including 
projecting finances beyond the end of the Trust’s PFI 
contracts (DB on-going). 


15. Track the impact of current performance on longer-
term cash flow and develop long range planning (DB, 
on-going iterations to Finance Committee) 


16. Explore potential for additional sources of funding for 
capital works e.g. local authorities (SJ / DB– on-
going). 


 


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 ED, Finance 
Committee and Board 
meetings). 


• NHSI’s Continuity of 
Services Risk Rating 


• Monitoring of costs 
versus agency cap 


• Income and activity 
trends monitoring and 
reporting 
 


Independent / semi-
independent 
• NHSI review of annual 


plan  
• Internal Audits in 


place in covering Key 
financial systems 
including budgeting, 
core processing 
systems, and financial 
management in care 
groups 
  


 


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 4 8 
 
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 4 8 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The current risk score reflects the impact of system pressures on the Trust’s finances and the position with 
respect to the cost improvement programme, both of which put the current year forecast at risk before the 
impact of mitigating actions. It is expected that the impact of mitigating actions, including joint actions with 
commissioners, will be capable of being quantified more fully in the short-term.  


Uncertainty with respect to the long-term remains pending greater clarity on plans for the long-term from the 
region-wide work and capital bids, with which the Trust is involved. However, the agreements for three years 
(acute –block) and five years (community) with CCGs provides greater certainty in the medium term.  


OFF TRAJECTORY 


Apr-18 12 (3x4) Apr-19 8 (2x4, target) 


Jul-18 12 (3x4) Jul-19 8 (2x4, target) 


Oct-18 8 (2x4, target) Oct-19 8 (2x4, target) 


Jan-19 8(2x4, target) Jan-20 8 (2x4, target) 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Previous quarter risk score 


RED – 16 (4x4) 
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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. 


 


• Communication and Engagement Strategy in place and being rolled out 
• Reporting to the Board on Communication metrics 
• Board review of Stakeholder Relations built into 2018/19 Board Business 


Programme. 
• 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) 
• 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 


• Contract for 2018/19 is part of a three year deal with commissioners 
predicated on a joint vision for reducing activity and cost in line with 
affordability, building on implementation of an Integrated Care System 
(through the Integration Board) for County Durham and Darlington 2020 
vision. 


• Representation in Local Authority Integration Board, and Health and Wellbeing 
Boards, and accountability reporting to their Overview and Scrutiny 
Committees 


• Chairing / co-chairing of LHE forums e.g. Local Accident and Emergency 
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 system-wide collaborative working both locally 


with North and South Tees (Trust CEO and MD leading CDDFT input) and at 
the wider North East and Cumbria level (CEO leading for the Trust). 


• 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. 


• Committees in Common in place for collaborative working with neighbouring 
trusts and CEO and Executives aligned to region-wide (North East and 
Cumbria) developments.  


• Patient Experience and Community Engagement Strategy in place.  
• Proactive social media communications with impact monitored and reported to 


the Board using analytics.  


Management assurance 
• Informal views on stakeholder 


relationships taken by the 
Chairman in meetings with 
stakeholders and reported 
informally to Board. 
 


 


• Adverse perceptions 
and relationships 
apparent in some 
quarters (evident in 
feedback to both 
KPMG and CQC for 
their well-led reviews). 
The Trust believes 
that these have been 
addressed but is 
awaiting the outcome 
of a follow up well-led 
review to confirm this 
view before closing 
this gap formally.   


• Need to refresh the 
Trust’s internet site to 
address feedback 
from users (as 
planned in the 
Communications 
Strategy) 
 
 


Gaps 
• Core reporting takes place to Board / 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. 


• Community Contract award evidences 
positive commissioner perceptions of 
their ability to work with the Trust on the 
integration agenda, in line with other 
informal positive indicators. Most 
recently, CCGs have commented 
positively on the Trust’s contribution to 
the community contract mobilisation 
and there is informal evidence of 
improved relationships, e.g. joint work 
on system pressures, and the standing 
down of the Quality Improvement 
Board. 


• Likewise the three year block contract 
agreement has also enabled closer 
collaboration. 


• Quality Improvement Board has been 
stood down evidencing improved 
stakeholder confidence in the Trust and 
joint working. 


• Communications Dashboard indicators 
positive, especially Twitter and social 
media indicators. 
 


Other outcomes 
• Council of Governors effectiveness 


assessment flagged a need to increase 
member engagement. 
 


1. Stakeholder Relationship Map to be 
brought back to the Board showing 
updated positions after well-led 
review and NECS Stakeholder 
Survey, desired positions and plans 
to move towards them (SJ, 
November 2018). 


2. Refresh member engagement 
programme as agreed with the 
Council of Governors (WE on-
going).  


3. Close monitoring of joint working 
with CCGs in line with the new 
contract and with respect to the 
Community Contract to realise 
opportunities to strengthen working 
relationships / manage risks to them 
(SJ / CL, on-going).  


4. Chairman and CEO to meet with 
CCG counterparts to review 
relationships, and agree local 
strategies to capitalise on the 
opportunity now provided by the 
three year contract agreement for 
acute services and five year 
agreement for community services 
(PK, SJ – from May 2018). 


5. Roll out the refresh of the Trust’s 
internet site in line with the project 
timetable (SJ (GC) – March 2019). 
 


Risks beyond Board 
tolerance in risk register  
No specific risks. 


 


Metrics 
• Metrics in place for 


communications through the 
media, social media and the 
Trust’s website.  
 


Independent / semi-independent 
• ‘Perceptions’ survey undertaken 


with key stakeholders. 
• Follow-up well led review by 


KPMG due to report October / 
November 2018. 


• Stakeholder survey being 
facilitated by NECS. Trust 
stakeholders are being asked 
for their perceptions of the Trust 
against a number of dimensions 
(underway as of October 2018). 
 


 


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


4 5 20 2 4 8 2 3 8 
 


Planned Trajectory (next two years) Commentary 


Month Score/ RAG Month Score/ RAG The new contract with CCGs and the new community contract provide real opportunities to continue to 
strengthen relationships with commissioners and co-providers of services and the Trust now has the strategies, 
plans and monitoring tools in place to support more effective communications and engagement. The outcome of 
the community contract tender, comments received from CCGs on mobilisation, the standing down of the 
Quality Improvement Board  and joint work on system-wide pressures through the Financial Recovery Group 
provide positive assurance that the Trust has reduced in line with the target score by October 2018. Further 
assurances will be received over the next quarter, with respect to a survey of Trust stakeholders, being 
undertaken jointly with CCGs and the outcome of the well-led follow up review which included stakeholder 
interviews. 


ON TRAJECTORY 


Apr-18 9 (3X3) Apr-19 8 (2x4, target) 


Jul-18 9 (3X3) Jul-19 8 (2x4, target) 


Oct-18 8 (2x4, target) Oct-19 8 (2x4, target) 


Jan-19 8 (2x4, target) Jan-20 8 (2x), 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. 


• Cyber-security breach  


• 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 strategy 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.  


• Capital allocation in place for key IT 
replacement schemes, which has been 
flexed for the current year to address 
additional demand. Core requirements for 
2018/19 are now covered. 
 


Management assurance 
• ISSC reports into SCB and 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  


• Monitoring and reporting of compliance with 
the 10 key steps for cyber security through 
the IG Toolkit and drawing on regional and 
national programmes including “CareCERT” 
validation of patching for key systems. 


• Implementation plan for 
agreed strategy remains 
contingent on funding, both 
for EPR and other elements. 


• Some systems are priorities 
for replacement but sit 
outside of the strategic 
solution (although it is now 
thought EPR will address 
more requirements than 
originally).  


• Final timetable and delivery 
plan for EPR contingent on 
decision on joint working 
with another Trust, which is 
still subject to risk 
assessment and evaluation. 


• Outstanding action from 
PWC review of cyber-
security – need for incident 
management text / exercises 
to be undertaken 


• Board cyber-security risk 
appetite requires formal 
review and articulation. 
 


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).   


• Suppliers have indicated in 
discussions that the benefits 
required from the EPR case 
should be deliverable, however 
funding required will exceed 
benefits in the earlier years. 
Discussions ongoing with 
supplier regarding a back-ended 
payment profile in line with 
benefits realisation. 


• 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 and 
implementation of the McAfee 
suite is expected to provide for 
this for 2018.  


• High risk-rated report for Cyber 
security and IT General Controls 
from PWC (IM&T Internal Audit) 
reports. 
 


1. Progression of OBC for Health Informatics 
Strategy and EPR system through to FBC, 
(NS, through to December 2018).  


2. Decision on single versus joint 
procurement (NS/ SJ, on-going).  


3. Implement proposals to replace systems 
which will not be covered by the Electronic 
Patient Record (system-solution) as part of 
the capital plan for 2019/20 and beyond 
(NS – February 2019). 


4. Continued exploration of funding sources 
once selection process has been 
completed e.g. status and access to 
national IT and STP capital funds 
(Executive Directors – on-going). 


5. EPR Project Board to engage with primary 
care to understand their requirements from 
roll out of EPR (NS, on-going). 


6. Develop and commence roll out of cyber-
security continuity tests / exercises (NS, 
December 2018). 


7. Formal Board risk appetite review re cyber 
security (NS, WE – November 2018).  


 
 
Section 3 provides more detail of the actions 
being taken for the specific risks included in the 
risk register. 


Metrics 
• None at present. 
 


Risks beyond Board tolerance in risk 
register: 
 
• Risks relating to EPR: funding, 


stakeholder support, internal and 
external engagement, delay to the 
timetable due to a potential partnership 
bid, PAS functionality 


• Risks relating to specific IT replacement 
programmes, now largely catered for in 
the current year 


• Risks relating to specific IT systems and 
their functionality  


• Funding pressures re replacement of 
systems not covered by EPR. 


Independent / semi-independent 
• PWC (IT internal auditors) review of IS 


strategy and programme of IT Audits (16/17 
& planned for 18/19).  


• PWC review of IS governance (16/17 & 
planned for 18/19). 


• PWC review of Cyber Security (17/18 and 
planned for 18/19).  


• External Assessment of Cyber Security 
(Deloitte on behalf of national programme) 


• IQAC scrutiny of programme reports. 
• External assurance being sought on the 


business case and roll out plan for EPR, 
including the benefits case. 


 


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 The trajectory was updated following review of the Outline Business Case. It retains the 
original assumption that it will take until the Final Business Case to have certainty around 
the Trust’s capability to fund and deliver the developments in the Information Systems 
Strategy but this is not now expected until December 2018, along with high priority actions 
from the internal audit of cyber-security. The risk score cannot therefore be reduced at the 
present time.  


 


ON TRAJECTORY 


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


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


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


Jan-19 6 (2x3, target) Jan-20  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 


• Board Development Programme and NED 
training register now in place. 


 


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 


 
 


• IA identified 
improvements required in 
governance at the group 
level (i.e. over subsidiary 
companies).  


• Some areas for 
improvement identified 
from CQC well-led review 
relating to staff and 
training and refining of 
key information reported 
to the Board are on-going. 
Actions on engagement 
are covered under 
Domain 3, Objective 3 
above.  
 
 
 


Gaps 
• None.  
 
Positive outcomes 
• Positive performance against Financial Control Total in 


the year to date(see Domain 4, Objective 1)  
• External well-led reviewer rated the Trust ‘Amber-Green’ 


for 9 out of 10 Domains and action plan complete. 
Substantial assurance from internal audit on 
implementation of actions. 


• CQC Well-Led review rated the Trust ‘Good’.  
• Board reviewed sources of assurance and outcomes in 


support of the year end and June 2018 self-certification 
statements and confirmed those statements (including 
arrangements in place to review and provide reasonable 
assurance of licence compliance) in May 2018.  


• Unmodified external audit opinion for value for money for 
2017/18. 


• Substantial assurance for the Internal Audit report on Risk 
Management. 


• No fundamental control weaknesses per Head of Internal 
Audit Opinion and Annual Governance Statement for 
2017/18.  


• NHSI have placed the Trust in Single Oversight 
Framework Segment 2 in all Quarterly Review Meetings in 
2018/.19. i.e. no mandated support. Additional support 
has been offered and accepted, and additional assurance 
provided to NHSI re the Trust’s capability to move to a 
CQC rating of Good. 
 


Neutral outcomes 
• Areas to improve for quality governance under the well-led 


framework (although good overall). 
• NHSI holding additional meetings to monitor the Trust’s 


governance arrangements with respect to healthcare 
standards. 


• NHSI exercising closer monitoring of quality and finance 
with meetings due with Regional Director on both late in 
Quarter 3.  
 


1. Receipt of NHSI Targeted Support to 
move to an overall rating of Good from 
CQC (NS, ongoing). 


2. Implement remaining actions with 
respect to IA report on SCL 
governance (AM, SJ, WE – December 
2018). 


3. Oversee follow up review from KPMG 
LLP on well-led (WE, to November 
2018). 


4. Monitor action plan for well-led 
improvements in the CQC inspection 
report and oversee delivery (SJ/WE 
on-going October 2018). 


5. Embed formal consideration of CQC 
standards in Care Group and Trust 
Governance meetings (WE, November 
2018) 
 


Risks beyond Board tolerance 
in risk register 
• No specific risks noted. 


There are, as noted 
elsewhere, financial 
pressures, risks to the 
achievement of NHS 
Constitution and healthcare 
standards.  


 


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. (Follow up 


review under way). 


 


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-18 6 (2x3 target) Apr-19 6 (2x3, target) 


Jul-18 6 (2x3, target) Jul-19 6 (2x3, target) 


Oct-18 6 (2x3, target) Oct-19 6 (2x3, target) 


Jan-19 6 (2x3, target) Jan-20 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 Executive Directors (through 
Committees) to 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  


• 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.  


• Quarterly reporting on CQC Insights and 
intelligence / outstanding practice from CQC 
reports and publications. 


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. 
 


• CQC inspection found:  
• Gaps in identification of 


patients requiring 
Deprivation of Liberty Orders 
and understanding and 
application of the Mental 
Capacity Act 


• Issues with medicines 
management, record-
keeping and covert 
medications 


• Need to embed learning 
from never events and 
theatre culture action plans  


Residual actions and 
embedding of actions required. 


• Staffing versus Royal College 
and similar standards (Theatres, 
A&E consultants, nursing shift 
patterns vs demand in A&E and 
children’s nurses in A&E). 


• CQC have challenged the rigour 
of support for patients with 
indications of Mental Health 
issues in A&E and the 
subsequent management plans 
(ligature points and 
observations). 


• Whilst Care Group and Board 
Committees do cover CQC 
standards, consideration of 
implications for Fundamental 
Standards of Care needs to be 
explicit in all settings. 


 


Gaps 
• Board reporting does not fully expose all key indicators 


monitored by CQC. 
• Assurance processes are largely internal – further independent 


challenge needed. 
• Quality Matters not yet in place for our A&E Departments and 


source of assurance required re implementation of actions and 
key lines of enquiry in the meantime.  


• Committee structures alignment to CQC Fundamental 
Standards requires further definition and embedded. 


 
Positive outcomes 
• Evidence collated of implementation of all actions from previous 


inspection. CQC confirmed that their inspection raised very few 
‘repeat issues’ 


• Substantial assurance - previous 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’. 


• Good ratings for well-led (Trust level), Caring and 
Responsiveness and for Medicine and Maternity Services 


• Positive peer review of Theatres by Newcastle Hospitals.  
• All Must Do actions from 2017 inspection now compete / 


expected to be complete by 31st October 2018. Majority of 
should do actions completed.  


• Quality Matters ward and community team audits showing 
month on month improvement with few red or amber areas. 


Other assurances 
• Internal Audit of Duty of Candour – reasonable assurance 


1. Action plan continues to be monitored monthly 
via Exec Patient Safety and Experience 
Committee with reporting in from Care Groups 
and tracking / evidence checking by ARC and 
through Back to Practice Fridays (NS/JC/ WE, 
ongoing to November 2018).  


2. Action progress to be scrutinised by IQAC 
every month and reported to the Board in full 
(WE on-going) 


3. Through NHSI’s Moving to Good programme 
to continue to secure independent challenge 
and support for developments and assurance, 
including from buddy and mentor Trust (NS 
on-going 


4. Key staff members attending to Moving to 
Good Seminars (national) and programme of 
four Board seminars in place (NS, on-going). 


5. Quality Matters to be rolled out to A&E 
departments and compared to checklist of 
CQC requirements to ensure full coverage of 
CQC KLOEs in Quality Matters or Back to 
Practice checks (NS, October 2018) 


6. Further checklists to be developed for 
remaining services and mapped to Quality 
Matters (WE, NS, December 2018). 


7. Board reports continuing to be redeveloped to 
cover CQC insights and intelligence from 
CQC publications and inspections (WE, on-
going). 


8. Implement actions agreed with Internal Audit 
to strengthen monitoring of compliance with 
Duty of Candour (NS, December 2018).  


9. Ensure Committee agendas provide sufficient, 
timely coverage and assurance of all CQC 
Fundamental Standards of Care (WE, NS, 
November 2018). 


Risks beyond Board 
tolerance in risk 
register 
Risks captured under 
Domain 1 (Quality). 
 
Section 3 includes risks 
re compliance with the 
Falsified Medications 
Directive. 


 


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 


• IA review of Quality Matters 
planned for 2018/19 


• Peer reviews e.g. theatres, 
secured to Moving to Good 
programme. 


• Follow-up well-led review. 
• NHSI independent review of 


Trust assessment re 
Paediatric services (planned 
for December 2018). 


  
 


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 All Must Do actions from the last inspection will have been implemented by 31st October 2018, based on management 
updates which, in most cases, have further validation through back to practice checks, checks by Pharmacy (controlled drugs 
and patient’s medications in A&E), board scrutiny, improvement performance metrics (e.g. never events in theatres and 
safeguarding adults training) as well as a recent peer review in theatres. The majority of ‘should do’ actions have also been 
implemented with the small number of remaining actions expected to be closed – other than where the Trust always panned 
longer deadlines, in November 2018. It is important to note that ‘must do’ actions relate to a risk of a breach of regulations, 
whereas ‘should do’ actions relate to best practice.  


The balance of positive and negative indicators in Insights has also improved over the quarter and the Trust has in place a 
number of practices similar to some of those highlighted as ‘outstanding practices’ in recent CQC reports. Assurance 
processes have been strengthened with the introduction of checklists of CQC enquiries and Quality Matters (now in final 
testing) for the Emergency Departments. ON TRAJECTORY 


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


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


Oct-18 6 (2x3, target) Oct-19 6 (2x3, target) 


Jan-19 6 (2x3, target) Jan-20 6 (2x3, target) 


Lead: Warren Edge / Noel Scanlon    Committee: IQAC 


Previous quarter risk score 


AMBER – 9 (3X3) 
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SECTION 3 – RISKS BEYOND TOLERANCE AND SUMMARY MITIGATIONS 
The risk register is being used dynamically, with some 23 risks above tolerance being closed during the last quarter. Twelve new risks, above tolerance, have been added.  


Risk summary Care Group / 
Directorate 


Reference Current score Summary of risk mitigation 


Risks relating to the EPR system – potential non-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 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. Bidders have expressed the view that the benefits in the business case are achievable and discussions 
are taking place with a view to structuring a deal where payments are aligned to benefits realisation. . 
 
Current IT systems are closely monitored for resilience and reliability. The age of some systems does increase 
the risk with respect to those systems.  Immediate needs have been identified to Executive Directors and met for 
the current year.  


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 Medical 
Specialties 


2010 20 The Medical Director has reduced the commitments of the two Clinical Leads to enable them to focus on 
developing a sustainable service delivery model for the service. In addition, new skill mix models are being 
established to maximise the use of nursing, Pharmacy and Physiotherapy staff for triage and follow up 
appointments. The Trust’s commissioners are also working the primary care colleagues to manage demand and 
discussions are taking place with neighbouring Trusts. The Medical Director has presented updates on the action 
plan to the Trust Board. 


Insufficient capital available in the 10 year Health Informatics (HI) Capital Programme to 
deliver the HI Strategy Delivery Programme including Do Minimum. 


Health Informatics  2030 20 Review of funding requirements for systems not covered by EPR to be undertaken following finalisation of the 
EPR specification and business case. Current year requirements have been funded, despite exceeding the 
allocation for the Health Informatics sub-programme and the long-term capital plan recognises the need for 
additional systems replacement, over and above systems subsumed within the planned EPR development. 


Gaps in middle grade rotas for Paediatrics, impacting on the long-term sustainability of the 
service on two sites 


Family Health 1728 16 The change to the service model agreed by the Board from 1st September 2018 is now in place and is monitored 
on a daily and weekly basis. Discussions are taking place with stakeholders and neighbouring trusts on a longer-
term model, taking account of the recommendations made by the Royal College of Paediatrics and Child Health.  


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 The system has been built and is currently subject to user acceptance testing, with issues being resolved.    


Potential for non-completion of the refurbishment of theatres at DMH on time as some 
slippage has already been experienced  


Surgery  1970 16 Progress is being monitored through the Project Board and reported monthly to the Strategic Change Board. The 
Trust Board has been made aware of a potential claim from the Trust’s contractors which is subject to a full 
forensic review.  The project remains on track to conclude by 31st December 2018. 


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 A draft options paper has been reviewed by Executive Directors. Executive Directors identified a further option 
providing better value for money, linked to future plans for sterilisation services.   


At times of pressure on acute beds from non-elective demand, elective operations can be 
cancelled impacting on RTT performance  


Surgery  1985 16 Close scrutiny is in place of specialties where the list size is not sustainable, to seek to ensure best use of 
available capacity. Continued use of extra sessions and independent sector where appropriate is allowing the 
RTT backlog target to be met. The Board is aware of plans to move the majority of Orthopaedic procedures to 
Bishop Auckland Hospital from early in 2019 to protect elective operations from the impact of surges in demand 
for unscheduled care. 


The Trusts PC replacement programme is an annual rolling programme which replaces end 
of life devices. Full costs of replacement are £375k. Due to capital demands for IT exceeding 
the total capital allocation, the replacement programme for PCs and similar devices has been 
re-profiled and reduced by a total of £150k. There is a risk that the PC estate cannot support 
clinical services which rely on IT equipment to perform their duties. 


Health Informatics 
(Nursing) 


2098 16 Executive Directors have reviewed and determined that the allocation is adequate. Should additional devices 
require replacement to enable continuity of clinical services and / or on patient safety grounds, these could be 
authorised.  


The iPod touches that are currently used within the eObservations system are now end of life, 
with users reporting significant issues regarding battery life and reliability. There is a risk that 
Nervecentre can no longer be used in CDDFT. 


Health Informatics / 
Nursing) 


2099, 2130 16 The replacement business case was agreed through Executive Directors and Board.  New devices have been 
received and tested and are about to be rolled out.  


Patients referred with a suspicion of breast cancer and for endoscopy services 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 2126, 2072 16 The regional cancer alliance is leading work to find a solution for breast cancer services across the North East. 
The Medical Director has formally advised commissioners of pressures on this service and the risk to their 
sustainability from 2019.  The Trust continues to use the independent sector to support endoscopy provision and 
continues to recruit to provide a six-day service.  
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Risk summary Care Group / 
Directorate 


Reference Current score Summary of risk mitigation 


IRMER regulations require that responsibility for the administration of radioactive substances 
to human beings for nuclear medicine services is taken by an ARSAC practitioner licence 
holder.  The current licence holder has signalled his intention to reduce his hours and then to 
leave the Trust. A reduction in hours may cause the licence to be revoked ahead of 
retirement.   
 
Training to become an ARSAC licence holder is a lengthy process, taking at least 1 year of 
full time clinical practice and study in order for a comprehensive diagnostic licence, as 
required for the Trust's nuclear medicine service, to be issued to a consultant radiologist or 
physician in a substantive post.  A national shortage of ARSAC licence holders means 
recruitment of a consultant holding a licence could well be challenging (ADDED THIS 
QUARTER) 


Clinical Specialist 
Services 


2133 16 A potential future licence holder has been identified. The Medical Director is in discussion with neighbouring 
trusts with respect to any interim support needs which may be required and the Trust is contributing to a longer-
term scheme to develop licence holders across the North East. This is a challenge for a number of Trusts in the 
region not just CDDFT.  


Risk of failure of Air Handling Unit (AHU) in the Sterile Services Department at DMH. The 
AHU controls the temperature, humidity and air pressures required to meet the 
pharmaceutical standard for the integrity of the room where the disinfected instruments are 
packed and prepared for sterilisation. When the AHU has failed temperatures reached 34°C, 
positive pressure was lost and humidity rose this coupled with the PPE the staff are required 
to wear made the working conditions, at times, unbearable. The AHU is old and replacement 
parts are specialist and more difficult to source (ADDED THIS QUARTER) 


CDD Services 2139 16 Executive Directors have agreed, in principle, plans for the development of Sterile Services which will address 
this issue. There are procedures in place to monitor the operation of the unit on a daily basis with defects being 
reported to CDD Services for rectification and a business continuity plan is in place.  


The 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. 


Clinical Specialist 
Services  


1948 15 The Board has approved an upgrade to the room and design works are proceeding, with work expected to start 
in January or February 2019. In the interim, daily inspections are carried out and any cracks resealed. Work can 
be transferred to Darlington during the period of refurbishment. 


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).  


Surgery 1962 15 A review is being undertaken by the Service Manager, including options to scale back services at peripheral 
sites. The service continues to be supported by locum staff and recruitment activity continues. A short-term 
support package, using the independent sector, was authorised by Executive Directors to address a surge in two 
week wait referrals.  


Booster pumps to the main site cold storage tanks are located below ground level and the 
location could be liable to flooding. 


Estates (CDD 
Services) 


2084 15 Funding has been allocated from the 2018/19 capital allocation for feasibility works to move the pumping station 
and tanks. A sump pump is in place to deal with water ingress and a temporary pump is located in the plant room 
to be used in an emergency should the main pump fail.  


By February 2019, all healthcare providers must be compliant with the EU Falsified Medicines 
Directive. This requires Trusts to examine all medicines coming into the organisation to 
ensure the security seal is in place, and to scan the barcode to ensure it is marked as 
"decommissioned" from the World-Wide database. Delays in the UK-based database being 
made available and in the software specification have put compliance by February 2019 at 
risk. There are likely to be space implications due to the need to quarantine drugs prior to 
scanning and additional costs for new technology and, potentially, staffing (ADDED THIS 
QUARTER).  


Clinical Specialist 
Services  


2125 15 There is a programme of active engagement with suppliers for the Pharmacy system and the Pharmacy robot to 
request the changes required to enable the Trust to become compliant. Costs relating to the Pharmacy system 
itself are project to be minimal. Discussions re the robot are on-going  


Overspend in the Emergency Departments DMH and UHND, putting the achievement of 
Trust and Care Group financial targets at risk, because of the need to continue to maintain a 
safe, reliable service whilst absorbing activity pressures within the local system (ADDED 
THIS QUARTER).. 


Integrated Medical 
Specialties 
 


2150, 2148 15 The Trust Board and Finance Committee are aware of the financial pressures affecting the department and the 
Trust as a whole, with mitigation plans being discussed at each Board meeting when the Finance Report is 
presented. The service has implemented grip and control measures and fortnightly finance review meetings.  


Experience of falls causing harm in the year to date suggests a heightened risk of further 
avoidable falls 


Nursing 937 12 A falls strategy is in place, overseen by a multi-disciplinary falls leadership reporting to the Director of Nursing, 
which is being monitored by IQAC. Falls have reduced since the risk was raised.  Further workshops have been 
held for all ward sisters following a further cluster of falls with harm.  


Failure to comply with the Trust’s policy in respect of DNACPR forms. Patients may receive 
inappropriate CPR or not be consulted appropriately.  


Nursing 1756 12 Results of audits, down to the individual level are being reported to Care Groups and compliance will now be 
monitored through monthly performance review meetings.  Care Groups will be asked to agree an overall action 
plan to address areas of non-compliance. Compliance has improved in recent months.  


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 on a regular basis. New consultants 
have been inducted, and a number of residential and traditional consultants are acting down to support the 
middle grade rota. Two MTI appointments have been made, one for each site. 


Medical Equipment required by children, following assessment by Children’s Physio and 
Occupational Therapy Services (provided by outsourced supplier contracted by the CCG) 
may be inadequate, inappropriate, or incorrect. A number of incidents have occurred. 


Family Health 1901 12 Joint meetings being held with CCGs to agree actions to reduce the risk, including discussions on the possibility 
of appointing a Product Advisor. A working group was established, which has agreed a specialist equipment 
ordering process. This is being put forward to commissioners for approval. This group is also agreeing a joint 
policy with the supplier. 
 
In addition, buffer stores are now in place to help prevent delays when ordering equipment. Incidents continue to 
be monitored and raised with CCGs through the Clinical Quality Review Group.  


Never Events experience has highlighted an increased risk of patient safety incidents in the 
operating theatres environment 


Surgery  1946 12 Local Safety Standards and WHO checklists in place and now being reinforced through observational (as well as 
quantitative checks). There has been only one never event in Surgery in almost 12 months, in a service that has 
transferred to a neighbouring trust.    
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Risk summary Care Group / 
Directorate 


Reference Current score Summary of risk mitigation 


Shortfalls in training rates for Safeguarding of Adults and Children  Nursing 1971 12 Covered by the role specific training process with shortfalls escalated to Care Groups for follow up with relevant 
staff through their governance and, as necessary, monthly performance review meetings. The Safeguarding 
Lead continues to monitor training rates and raise issues into the performance review process. Rates for 
Safeguarding Adults are in line with trajectory. Further work is being carried out to assess the latest position with 
respect to training rates for Safeguarding Children. 


The Pharmacy Robot will reach the end of its life in 2020. There is a risk that the 
manufacturer will not provide a maintenance contract. 


Clinical Specialist 
Services 


2017 12 The risk is covered by a maintenance contract at present. The risk increases as the contract end date 
approaches. A business case to replace the robot is in the development but Pharmacy are exploring whether 
stores solutions elsewhere in the region may negate the need for replacement. 


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 
(Nursing) 


2025 12 Health Informatics have issued communications to clinical teams on the need to refresh screens to ensure that 
dictation files have uploaded and on any issues reported to them. Updated / alternative system being sourced.  


Microsoft ‘s stance on licences may require some elements of the Trust’s Microsoft platform 
to be relicensed in year at increased cost / there is a risk that the Trust’s Microsoft operating 
systems may require update to maintain software and hardware updates. 


Health Informatics 
(Nursing) 


2026, 2081 12 A potential residual investment requirement has been identified and reported to senior management.  


Impact on clinical services due to extended log in times for some clinical systems Health Informatics 
(Nursing) 


2039 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.  


EPR: Poor engagement from internal and external stakeholders and inability to manage 
expectations 


Health Informatics 
(Nursing) 


2049, 2061 12 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.  
 


From January 2018, a tariff will be charged for attendances at out of area Sexual Health 
Clinics. In 2016/17 around 40% of County Durham residents had to visit clinics out of the 
county. The Local Authority has significantly cut the funding allocated to out of area visits for 
2017/18 with a financial risk therefore to the Trust.  


Family Health 2059 12 The matter has been raised with the Council as an issue requiring a transition plan and the Trust is seeking to 
identify suitable premises.  


EPR: Risk of delay to the CDDFT EPR Procurement timeline due to proposed implementation 
partnership. 


Health Informatics 
(Nursing) 


2082 12 The Board has sanctioned a delay of two to three months in view of the potential benefits of a joint approach, 
and support has been provided to the potential co-purchaser (on a consultancy basis) to expedite their business 
case and minimise delay.  


Video-conferencing facilities for Cancer Multidisciplinary Team discussions are not fully 
capable of meeting the Trust’s requirements. Equipment is not completely compatible with the 
Trust’s central system for running video-conferencing and suitable locations have yet to be 
identified. 


Operations  2086 12 Cancer Services have identified a suitable location and a funding source is being explored for adaptations. 


Unable to fully staff rotas and clinics are uncovered at both UHND and DMH. Unable to 
achieve national standards in community for a 1:96 ratio. The staffing levels within community 
midwifery are due to vacancies, increased safeguarding and identified training 
needs/suspension. Staffing issues on acute sites are due to high levels of maternity leave (13 
at UHND and 5 a DMH). 


Family Health 2101 12 The risk is being mitigated by using bank staff and existing staff working additional hours at present. The staffing 
position is reviewed every week by the Head of Midwifery to ensure that it is kept safe. A bespoke recruitment 
campaign has been undertaken and new staff are now coming into post.  


There is a risk that the Trust is unable to provide medical photography for clinics due to 
staffing levels at Sunderland who provide the service under an SLA. The Trust has previously 
had a recent never event involving medical photography and lesion removal. 


Surgery  2102 12 The Care Group has reported that the issue was that City Hospital Sunderland was not meeting the SLA for 
photography due to the absence of key staff which has since been alleviated. 


Nursing staffing issues within in Orthopaedics. There have been difficulties in recruiting to 
vacancies despite repeated attempts. Maternity leave vacancies may result in reliance being 
placed on staff nurses with little orthopaedics experience. 


Surgery  2104 12 The risk continues to be managed with no need to close beds, following appointments commencing work in 
September. Further new starters will commence work in January 2019.   


Non-compliant with standards (national outlier) for some aspects of the National Paediatrics 
Diabetes Audit. 


Family Health 2108 12 The Care Group is to bring forward an action plan and a business case to access additional dietetics and 
psychological support resources from Best Practice Tariff in order to close the gaps. A detailed action plan is 
being monitored by the Clinical Effectiveness Committee.  


Gaps in neonatal staffing rotas for nursing due to inability to recruit and high sickness. This is 
at both sites although a higher risk at DMH where there are only 2 neonatal nurses. Currently 
trying to recruit to 5 vacancies 


Family Health 2109 12 Some 3.6 WTE nurses have been recruited since the risk was added to the risk register, offset by a resignation 
and an internal promotion. A further recruitment campaign has been undertaken which is now in the shortlisting 
stage. 


Lack of available clinical assessment rooms in ED, UHND, resulting in the inability to identify 
and assess patients, especially those who are critically ill, in a timely fashion.  This also 
impacts on ED performance with time to initial assessment being greater than 15 minutes, 
time for ED clinician to be greater than one hour, and decreased performance against the 
four hour ED standard. 


Integrated Medical 
Specialties 


2110 12 The long-term mitigation will be the new Emergency Care Centre once built. GP Streaming works have assisted 
in providing some additional capacity in the meantime and the Transforming Emergency Care programme has a 
number of actions - including embedding of the Bristol ED checklist, use of the urgent care centre space, 
provision of ambulance handover bays and streaming of patients to AMU for assessment which will help to 
manage flow within the department.   


Potential for decommissioning of a health promotion / improvement service from 31 March 
2019 


Clinical Specialist 
Services  
 


2111 12 Dialogue continues with the local authority and contingency plans are in place. .  


The absence of an adequate personalised care plan comes with the risk of increased length 
of stay in hospital (ADDED THIS QUARTER) 


Community 2129 12 A formal teaching programme is to be undertaken by December 2018, to train staff in enhanced healthcare 
planning, best interest decisions and good practice in personalised care planning.  
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Risk summary Care Group / 
Directorate 


Reference Current score Summary of risk mitigation 


Experience of FY1 doctors in Surgery at DMH has continued to deteriorate with lack of 
perceived supervision and support on ward areas, including the planning of rota gaps. 
Trainees have been working above their contracted hours, and some trainees report the lack 
of exception reports being due to a perception of "what's the point?"  (ADDED THIS 
QUARTER) 


Surgery 2136 12 Two staff have been appointed to support rota coordination within Surgery, one at DMH. Proposals have been 
brought forward to develop a Hospital at Night rota for junior doctors working overnight at DMH. This will provide 
more resilience to the rota, with less pressure on the junior doctors involved.  


The Pharmacy Aseptic Unit supply chemotherapy to four sites across the Trust. Currently 
there are significant supplier problems, resulting in a number of products that are normally 
purchased pre-made having to be made in-house. This will result in those products having 
shorter expiry, affecting the ability of pharmacy to prepare chemotherapy in advance (ADDED 
THIS QUARTER). 


Clinical Specialist 
Services 


2137 12 Vital aseptic work is being prioritised (long-life) batch products. Staff are being released from weekend 
commitments to be able to support the workload in aseptics as necessary. Plans to develop the Pharmacy 
Outpatient dispensing service in SCL would also help to address, but these are on hold due to the ‘pause’ 
instituted by NHSI. Pharmacy are liaising closely with the chemotherapy units to and medical day units to 
schedule patients with care. 


Ambiguity concerning bank workers entitlements, relating to continuous service and/or 
employment rights (ADDED THIS QUARTER) 


Workforce and OD 2138 12 Detailed assessment being led by Workforce and OD. 


The Special Care Baby Units at Darlington Memorial Hospital and The University Hospital of 
North Durham are using non-compliant GS infusion pumps for enteral feeding in neonates. In 
February 2016 it was highlighted to the Care Group by the Trust's Medical Devices Nurse 
that the pumps being used for enteral feeding within the Special Care Baby Unit were not 
licensed for this type of use. There have been delays in introducing a suitable alternative 
feeding pump (ADDED THIS QUARTER). 


Family Health 2144 12 An hourly monitoring regime is in place and there is control of the volume of feed used in each pump. 
Procurement have been asked to firm up a timescale for a contract with a supplier to replace the pumps and the 
situation is being monitored at monthly Safety Committee meetings.  


Breaches in fire compartmentation may undermine the ability to contain a fire from spreading 
in line with regulatory requirements (DMH) 


Estates (CDD 
Services) 


2077 10 One hour fire compartmentation is being reinstated for the whole DMH site in high priority in-patient (sleeping) 
areas. Capital funding has been approved by Executive Directors and the first phase of works is scheduled.  


Pathology system contract expires in March 2020. CDDFT IT are concerned that a 
replacement project delay will cause CDDFT pathology to be outwith contract terms and 
unsupported. A regional replacement project is being explored but funding has not yet been 
confirmed.  The current version of Winpath will not be subject to service development after 
2021 and will be supported on a maintenance only model (ADDED THIS QUARTER). 


Clinical Specialist 
Services 


2149 10 The regional option is preferred and is being supported by Executive Directors.   


Clinical policies and procedures can go out of date without the authorisation of the relevant 
governance committee. Central monitoring of compliance with standards for local guidelines 
is still developing.  


Assurance, Risk 
and Compliance 


1424 9 Clinical Standards and Therapeutics Committee has reviewed the local clinical guidelines schedules for four 
Care Groups. One, IMS, has been asked to return to the Committee later in the year to update on outstanding 
work. Surgery Care Group are scheduled to provide their local guidelines in October 2018. The intranet site has 
been reorganised to make clinical guidelines more easily accessible and reports are provided to Executive 
Directors flagging policies due for review.  Work will be undertaken with the Nursing and Medical Directors to 
ensure that guidelines are in place for all high risk conditions (identified from trends in incidents). 


Risk to patient safety from Medical Gases system and pipework at DMH which is out of line 
with current HTM standards. Old pipework does not meet desired flow rates. 


Estates (CDD 
Services) 


1490 9 Plans being developed to improve resilience in specific areas, in particular Special Care Baby Unit requires a 
dual circuit and at present has only a single circuit. Also ITU and Resus areas. Local pressure alarms are to be 
installed after pressure boxes in ward areas. The work will require decant programmes to be in place, which can 
only be implemented where it is safe to do so. 


Risk that Diagnostic Results Acknowledgment may not be implemented via the electronic 
system, timeously or effectively due to constraints on Care Group resource and / or lack of 
engagement and ownership. 


Health Informatics 
(Nursing) 


1763 9 A solution is in place with respect to inpatient tests (particularly for communication of urgent test results) and 
ECL has agreed training packages to support this. Clinical Directors are close to confirming a process for 
acknowledgment of results, to be communicated using paper for outpatient tests, which is expected to be 
brought to ECL for agreement during November 2018.  


Shortages of substantive nurses to sustain rotas for patients in respiratory care on Ward 6 at 
UHND. 


Integrated Medical 
Specialties  


1892 9 The ward has recruited three new graduates and has two full-time bank staff. Once the new graduates start the 
number of vacancies, taking account of bank staff, will have reduced by 70%.   


Over-reliance on bank and agency medical staff to fill gaps in rotas for certain services which 
are difficult to recruit to, increasing cost and providing a less desirable staffing model with 
respect to patient safety. 


Medical 1907 9 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.  The medical staffing shortfall has reduced by 50% in the last 12 
months and a range of specific recruitment / collaborative solutions are being worked on for those services with 
hard to recruit posts. Staffing for those services is subject to ongoing review to confirm that the services remain 
safe.  


Absence of an electronic system for CTG monitoring and storage of traces. Manual systems 
are potentially more prone to error and manual records are at risk of fading over time, with 
limited readable information available for an investigation or claim.  


Family Health 1926 9 A business case is in development. EPR will include the required functionality, however, the risk in the meantime 
is being assessed alongside the likely timelines for implementation of, and value for money of, purchasing a 
specific CTG storage system.  Paper copies are being taken of CTG traces required for RCA meetings and 
confirmation is being sought that CTG functionality will be delivered at an early phase of EPR implementation. 
Staff continue to be trained in the interpretation of CTG scans within the Maternity Service.  


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 Medical 
Specialties  


1960 9 The business case has been agreed by Executive Directors and will ensure current service provision is 
maintained. Additional staff and bank staff are now in post and further facilities, such as PCs to enable discharge 
letters to be produced, are in place, thereby facilitating greater use of the Discharge Lounges  


Historic lack of robust processes and procedures in Ophthalmology increasing the risk of a 
patient safety incident. 


Surgery  2008 9 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. A 
number of new medical staff appointments to the service have recently been made and are shortly to take up 
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Risk summary Care Group / 
Directorate 


Reference Current score Summary of risk mitigation 


their posts. The number and severity of incidents has reduced over the last 12 months.  


Potential for lack of full compliance with the General Data Protection Regulation by the 
deadline of 25th May 2018 due to the tight deadline, work required and dependence on 
national guidance from the Department of Health 


Health Informatics 
(Nursing) 


2009 9 Senior Information Asset Owners have overseen implementation of required changes to asset registers and 
other procedural changes. Monthly reporting to ECL has been stood down following confirmation from the Head 
of Information Governance of overall compliance. Monitoring will continue to take place via the Data Security and 
Protection Committee.   


There is a risk that the Trust is over-reliant on bank and agency staff to fill gaps in nursing 
rotas due to difficulty to recruit. 


Nursing 2012 9 A further business case is in development for international recruitment, nursing apprenticeships are in place and 
a return to practice scheme has been started, all with the aim of increasing substantive recruits. Bank and 
agency fill rates are generally well over 80%. The nursing vacancy rate continues to reduce over time.  


Isolated Power supplies (IPS) at UHND, BAH & SBH are not all supported by Uninterruptable 
power supplies (UPS). Some areas have neither IPS or UPS 


Estates (Trust) 2032 9 Funding has been allocated for IPS / UPS supplies to be installed on a priority basis in the 2018/19 capital 
programme.   


50% of posts within the IAC Care Group are not filled substantively, particularly in 
Rheumatology and Palliative Care 


Integrated Medical 
Specialties  


2040 9 Middle Grade medical staff members have been recruited which have strengthened the Palliative Care Service 
and both the Trust and the Hospice have made recent consultant appointments. There are now six medical staff 
in the service. The Trust continues to recruit Rheumatology Consultants.  


Age and operation of ventilation system within ITU2 at DMH could lead to deterioration of 
medications   


Surgery 2043 9 ITU2 is not used for intensive care, but high dependency patients. The risk relates to the limitation in the use of 
the facility rather than safety of the patient environment.  Pharmacy supplies are being limited to maintain the 
efficacy of medicines.  


Risk of failure of Sterile Services and Decontamination autoclaves at DMH due to age. Estates (CDD 
Services) 


2068 9 Sterilisers have been placed on the Estates, Capital and Facilities replacement programme and plans are in 
place to optimise the use of the resources on both sites, subject to the overall plan for sterile services. See 
above.  


Lack of a substantive clinical lead for the Diabetic Eye Screening Services, impacting upon 
quality of medical governance and escalation 


Surgery 2073 9 The Care Group is undertaking a service review and funding has been approved to appoint a Clinical Lead. 
Collaborative working options are being discussed with the Royal Victoria Infirmary. In addition, the escalation 
process for Diabetic Eye Screening into Ophthalmology is being reviewed.  


A significant increase in delayed elective caesarean sections is being experienced. DMH do 
not have an elective list and all elective surgery is performed in the labour ward theatre. This 
presents a risk should an emergency occur on the labour ward, an issue identified from Root 
Cause Analyses. 


Family Health 2074 9 The Care Group is working with Surgery to put in place an elective theatre list for caesarean sections.  
The Safety Committee is monitoring the risk. 


DMH Pharmacy Aseptic Unit experiencing demand at 150% of capacity (two members of 
Pharmacy staff)  


Clinical Specialist 
Services  


2079 9 Accountable Pharmacist to determine whether additional products could be purchased as pre-made outsourced 
products. A business case for an outsourced outpatient pharmacy is in development, which will include 
dispensing of oral chemotherapy and chemotherapy-supportive medication, however this impacted by the NHSI 
‘pause’ on activities being transferred to subsidiary companies. Recruitment to vacancies is also underway. 


There is a risk of inadequate support for junior nursing staff due to a lack of funding for 
supernumerary co-ordinator, particularly at UHND. This is a core standard that is not currently 
being met and the Trust is currently an outlier. 


Surgery  2105 9 The issue is primarily non-compliance with recommended best practice rather than patient safety or harm.  The 
business case was not previously supported by Executive Directors and the Care Group has been asked to 
review it. 


The Trust currently experiences high rates of delayed discharges in ITU at both sites due to 
site capacity issues. This has been identified through audits highlighting the issue.  


Surgery  2106 9 Repatriation delays from ITU to the wards are reviewed at each command and control call (three times) during 
each day. Where possible Patient Flow will repatriate the patient. ITU are to monitor incidents of delays and 
collect data with a view to more precisely quantifying the risk. 


Theatre Consignment Stock (hips, knees and trauma) being moved/added to/removed 
without Procurement's knowledge 


Estates (CDD 
Services) 


2107 9 A programme of education and awareness training is taking place with staff in theatres, so that Procurement are 
involved in any movement of consignment stock. In addition, there is an ongoing review of theatre consignment 
stocks involving clinical staff and suppliers.  


Risk that the Cerner solution does not fully meet the requirements of the business specifically 
in relation to PAS (ADDED THIS QUARTER). 


Nursing 2124 9 The Trust’s requirements have been identified and specified. Should Cerner not be able to meet them, 
workaround solutions (potentially involving additional staff) have also been identified.   


The Trust currently uses topical negative pressure devices used across both acute and 
community areas.  There is a potential financial risk if these devices become lost or damaged 
as the current contract is a zero balance (ADDED THIS QUARTER). 


Nursing 2145 9 RMC has not yet reviewed the risk. There are 30 devices in use at a unit cost of £6,500. Procurement are 
seeking to negotiate a reduction in liability with the supplier.  


Uncontrolled growth of storage from departments for document storage across the Trust. 
Users are not routinely deleting old data and therefore there is a risk of over retention. 
Problematic areas are retinal screening and general ophthalmology. For retinal screening, no 
capital replacement was provided as part of TCS and therefore no planned capital 
replacement. 


Health Informatics 
(Nursing) 


1992 8 Sufficient server space exists for the present; however, space available for PACS may be used requiring a 
business case for further capacity in future.  The risk is being monitored by ISSC and messages have been 
provided to staff with respect to deleting and archiving of old material.  


DMH Pharmacy Aseptic Unit given urgent actions from quality inspection, including a need to 
improve Quality Management, training records, and recording the introduction of sporadic-use 
cleaning products and re-sheathing blocks (in line with the EU sharps directive). 


Clinical Specialist 
Services  


2080 8 The Accountable Pharmacist is to be given time to undertake required quality management work. A full 
remediation programme is in place with actions to be completed during November 2018.  


Risk of increasing incidence and spread of multi drug resistant organisms.  Nursing 2092 8 Mitigations have been outlined in the Director of Nursing's papers to the Board including the decant and 
decontamination programme for all wards on the second floor at UHND.  


There is a risk that babies can be removed from restricted units including maternity and 
neonatal wards by pressing the green break-glass button situated beside the doors to 
override the locked doors. An incident was reported on the Maternity ward at UHND, however 
all restricted areas will have the same weakness. 


Family Health 2114 8 This risk has been flagged by a recent incident and has been reviewed within the Care Group as part of the RCA 
process. Security / CDD Service are looking at alternative solutions which would reduce the risk but ensure that 
Fire Safety Regulations are met. Maternity, Safety and Security teams. 
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Open Session √ Private & Confidential Session  


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: 


 


Strategic Aim: 


 


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  Report the financial position of the Group as at 30th September 2018 


 Report the 2018/19 CIP delivery. 


 Report performance against the NHSI Use of Resources indicator. 


 Report performance against the Provider Sustainability Fund (PSF). 


 Report the Month 06 reporting arrangements to NHSI. 


 Note the Level 1 FFF accreditation awarded to the Trust 


Positive performance 


/ developments within 


this report   


 


Positive matters  Page 


Delivery of the quarter 2 NHSI control total, allowing access to 


the financial component (70%) of the PSF funding. 


3 


Performance against the NHSI Agency Cap 6 


Future Focused Finance Level 1 Accreditation 8 
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Key issues and 


actions within this 


report  


 


Issue and actions Page 


Loss of Quarter 1 & Quarter 2 PSF A&E funding.  3 


Gap on 2018/19 CIP plan 7 


  


  


  


Regulatory 


compliance 


implications 


Tick all that apply 


 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


Significant risks 


identified (if any) 


Risk to cash balances from lost A&E PSF income. 


Action / decision 


required from the 


Board 


The Board is asked to:  


 Note the Month 06 financial position.  


 Note the 2018/19 CIP performance. 


 Note the performance against the NHSI Use of Resources indicator. 


 Note the Reported PSF position. 


 Note the Month 6 position reported to NHSI. 


 Note the Level 1 FFF accreditation awarded to the Trust. 
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FINANCIAL REPORT FOR THE PERIOD ENDING 30th September 2018 
 


1. Purpose  
 
The purpose of the paper is to;  
 


 Report the financial position of the Group as at 30th September 2018 


 Report the 2018/19 CIP delivery 


 Report performance against the NHSI Use of Resources indicator. 


 Report performance against the Provider Sustainability Fund (PSF). 


 Advise on the Month 06 financial monitoring submission to NHSI. 


 Note the Level 1 FFF accreditation awarded to the Trust. 
 
 


2. Background 
 


In line with the requirements from NHS Improvement (NHSI) for all FT’s, the Trust 
submitted a group operational plan for 2018/19 on the 30th April 2018, which set out how it 
would achieve its control total of £8.019m surplus and so secure the £18.091m Provider 
Sustainability Fund (PSF) available to it, subject to achieving the performance trajectories.  
The salient features of the agreed group plan are;  
 


 It records a planned surplus of £8.019m 


 It is based upon planned cost improvement targets of £33.352m 


 It assumed receipt of the full £18.091m PSF 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 30th September 2018 the Group is reporting an operational deficit of £8,664k which 
is £9,411k behind its budgeted position. The Cost Improvement Plans (CIP) within this 
position have been phased to a more challenging trajectory to ensure that pace of delivery 
is maintained and visible. 
 
The £8,664k deficit is made up (Pre Consolidation) of £8,930k deficit relating to CDDFT 
and (£266k) surplus in SCL. 
 
 
NHSI Operational Plan Position: 
The Trust is £15k ahead of its planned control total as at 30th September 2018 excluding 
PSF.   PSF performance is however £1,900k behind plan due to both Q1 and Q2 A&E 
performance not meeting the targeted trajectory.  Overall performance inclusive of PSF is 
therefore £1,884k behind the planned level. 
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 Key Issues 
 


 Summary Financial Position 
 


 


 


 


 


 


 


 


 


 


 


 
 
 


Planned level = 3


NHSI - Use of 
Resources Risk 


1


2


3


4


Forecast level = £8.963m


Month 06 Cash 
Balance


1st Dashboard Dial Configuration


Dial Main Title


Dial Units


Actual Value


Planned level = £11.800m


Capital Spend


Planned level = £11.800m


Capital Spend


As at 30th September 2018 the trust is reporting 


a year to date deficit of £8.664m compared to 


the planned £0.747m surplus.  The trust is 


therefore £9.411m behind the live plan. 


As at 30th September 2018 the trust is reporting 


a use of resources risk rating of 3 in line with 


plan. 


Cost improvement plans for the 2018/19 financial 


year total £33.4m. 


As at 30th September 2018 £7.361m has been 


delivered against a profiled target of £15.014m which 


is £7.653m below the accelerated CIP trajectory. 


In total £13.730m (41%) has been removed from 


budgets over the entire 2018/19 financial year.  


As at the 30th September 2018 the cash balance is 


£10.109m which is £1.146m higher than the planned 


cash balance of £8.963m.   


The 2018/19 planned capital programme is 


£23.534m. 


As at 30th September 2018 the Trust has spent 


£9.245m of the planned £11.800m which is 


£2.555m behind the planned spend. 
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4.2 Overall Surplus/Deficit for the Period to September 2018 
 


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 September deficit position of £8.664m against the live budgetary position 
shows that the trust is £9.411m behind its planned month 06 surplus of £0.747m as 
detailed in the below table; 
 


 
 
 


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 434,523 217,504 216,340 -1,164 -0.5%


Other operating income 41,385 18,668 16,366 -2,302 -12.3%


Total Income 475,908 236,172 232,706 -3,466 -1.5%


Expenditure


Pay Costs


Substantive staff including on-costs -303,140 -151,731 -136,398 15,333 -10.1%


Bank staff including on-costs -2,138 -1,082 -11,381 -10,299 951.7%


Agency / contract -3,814 -1,891 -4,968 -3,077 162.7%


Total Pay Costs -309,093 -154,704 -152,746 1,957 -1.3%


Non Pay Costs -132,456 -74,322 -75,545 -1,223 1.6%


CIP 19,668 7,653 0 -7,653 -100.0%


Reserves -20,319 -1,350 0 1,350 -100.0%


Total Expenditure -442,199 -222,723 -228,291 -5,569 2.5%


EBITDA 33,709 13,450 4,415 -9,035 -67.2%


Depreciation & Amortisation -9,304 -4,658 -5,090 -432 9.3%


Surplus / (Deficit) from Operations 24,405 8,792 -675 -9,466 -107.7%


Profit / (Loss) on Asset Disposals 0 0 9 9  - 


Interest Recievable -275 -137 31 168 -122.3%


Interest Payable -13,869 -6,929 -7,092 -163 2.4%


PDC Dividend -1,957 -978 -937 41 -4.2%


Misc. Other Non-Operating expenses 0 0 0 0  - 


Donated Asset Income 0 0 0 0  - 


Corporation Tax -224 0 0 0  - 


Trial Balance Surplus/(Deficit) 8,081 747 -8,664 -9,411 -1259.6%


Remove capital donations/grants I&E impact [NHSI Return Exclusion] 0 0 59 59  - 


Performance against control total Inc STF - Surplus/(Deficit) 8,081 747 -8,604 -9,352 -1251.7%


Less sustainability & transformation fund (STF) - Core -18,091 -6,332 -4,432 1,900 -30.0%


Performance against control total Exc STF - Surplus/(Deficit) -10,010 -5,585 -13,037 -7,452 133.4%


Use of Resources Risk Rating 3 3 3


September 2018/19
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4.3 Income 
 


Income is reported as £3.466m under-recovered against the live budget position as 
detailed in the table below; 


 
 


 Contractual Income contributes £3.270m of the reported under recovery which is 
driven by 3 key factors; 


o £1.900m - Q1 and Q2 failure regarding PSF A&E trajectory 
o £0.320m – Ambulance Divert Penalties 
o £1.050m – Performance Related, the majority of which relates to NHSE 


commissioned services with underperformance within Secondary Care 
Dental and Bowel Screening being the main areas of deficit and Sunderland 
Prime Contract underperformance of £0.095m resultant from the assessed 
impact of the Belmont Centre. 


 


 Care Group / Corporate Income Performance is generating net deficit of £0.196m 
made up of three main areas; £0.147k RTA income, £0.096m Educational and 
Training Income and £0.075m Catering Income. 
 


4.4 Pay Costs 
 
Pay costs are under budget by £1.957m as at Month 06.  This relates to underspends of 
£15.333m on substantive staff due to vacancies being offset by overspends on bank of 
(£10.299m) and agency staffing of (£3.077m).  
 
4.5 Agency Cap 


 
The table below provides the actual and forecast 2018/19 financial performance against 
the NHSI agency cap.  
 


  


04.01 


Operating 


income from 


patient care 


activities


04.02 Other 


operating 


income


Grand Total


Ambulance Divert Penalties £320,079 £320,079


Q1 and Q2 PSF Failure re A&E Trajectory £1,899,600 £1,899,600


Performance £909,988 £140,479 £1,050,468


Total Income Division £1,230,067 £2,040,079 £3,270,146


Care Group / Corporate Income -£65,891 £261,770 £195,879


Total Care Group / Corporate Income -£65,891 £261,770 £195,879


Grand Total £1,164,176 £2,301,849 £3,466,025


Month 6, 2018/19


Control Total to 


Month 06


2018/19


Expenditure as 


at Month 06


2018/19


Variance 2018/19 


Control Total


2018/19 


Forecast 


Outturn


Variance


£000's £000's £000's £000's £000's £000's


AEC 2,663 2,677 13 5,327 5,015 -312


Surgery 2,329 1,257 -1,072 4,658 2,055 -2,603


CSS 1,062 610 -452 2,124 817 -1,307


Family Health 1,350 632 -717 2,699 1,081 -1,618


Community 1,342 187 -1,155 2,684 288 -2,396


CEO 12 10 -3 24 10 -15


Commercial 54 0 -54 107 0 -107


Finance 25 35 10 50 35 -15


HR 77 66 -11 155 76 -79


Nursing 2 54 52 4 54 51


Ops 13 10 -3 26 10 -16


E&F 51 0 -51 102 0 -102


Medical 0 11 11 0 11 11


SCL 0 29 29 0 29 29


8,980 5,579 -3,401 17,960 9,481 -8,479
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4.6 Non Pay Costs 
 
Non pay expenditure is over budget by £1.223m at Month 06. 
 
Within this position, the Purchase of Health Care Services pressure remains at the 
significant adverse variance which equates to £2.107m at Month 06.  This relates primarily 
to £0.815m relating to Medica expenditure within Radiology and £1.562m regarding 
Surgery Divisions usage of the Independent Sector. 
 
The pressure summarised above is however partially offset by underspends throughout 
several expense categories including Supplies and Services (£0.222m), Establishment 
(£0.337m), Education / Training (£0.275m) and transport (£0.179m). 
 
 
4.7 Cost Improvement 
 
The trust’s cost improvement target (CIP) is set at £33.352m in the budget setting papers 
in order to achieve the requisite level of clinical efficiency and financial surplus expected 
by the board.   
 
As at Month 06 the actual CIP delivery for the full year amounts to £14,282m having being 
removed from budgets (42.8% of the £33.351m target set). 
 
 
4.8 Cash Management  


 
The trust’s consolidated cash position stands at £10.109m as at 30th September 2018, 
which is £1.146m ahead of the planned cash position.   
 
 


5 Capital 
 
The Trusts 2018/19 capital programme was forecast at £23.534m within the annual 
 plan submitted to NHSI. Capital Expenditure at month 6 is £9,245m which is £2.555m 
(21.7%) below plan. The forecast position has been assessed as being on-plan with 
variation in trajectory of scheme deliveries being the factor driving the YTD position. 


  
 


6 NHSI Month 06 Return & Updated Position 
 
The Month 06 NHSI Return was submitted to NHSI on the 15th October 2018 as detailed 
below; 
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7 Future Focused Finance (FFF) Accreditation – Level 1 


 
The Trust applied to FFF for level 1 accreditation on 21 September 2018.  The 
accreditation system is designed to allow the NHS Finance Leadership Council (FLC) to 
give due recognition to those NHS organisations that have the very best finance skills, 
development culture and practices in place.  
 
The overarching principle of accreditation is that the organisation is fully signed up to 
Future-Focused Finance’s aim of ensuring that everyone connected with NHS Finance 
can influence decision making in support of high quality patient services.  
 
We are very proud to announce that on Friday, 28th September 2018 – CDDFT Finance 
were the first provider trust in the North East to be awarded, Level 1 Accreditation. 


 
 
 
 
 
 
 
 
 
 
 
 


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 433,530 216,497 216,340 -157 -0.1%


Other operating income 39,259 16,916 16,366 -550 -3.3%


Total Income 472,789 233,413 232,706 -707 -0.3%


Expenditure


Pay Costs


Substantive staff including on-costs -267,024 -138,306 -136,398 1,908 -1.4%


Bank staff including on-costs -17,649 -8,764 -11,381 -2,617 29.9%


Agency / contract -10,423 -5,365 -4,968 397 -7.4%


Total Pay Costs -295,096 -152,435 -152,746 -311 0.2%


Non Pay Costs -143,642 -74,840 -75,545 -705 0.9%


Total Expenditure -438,738 -227,275 -228,291 -1,016 0.4%


EBITDA 34,051 6,138 4,415 -1,723 -28.1%


Depreciation & Amortisation -9,297 -4,734 -5,090 -356 7.5%


Surplus / (Deficit) from Operations 24,754 1,404 -675 -2,079 -148.0%


Net Non-Operating -16,735 -8,159 -7,989 170 -2.1%


Trial Balance Surplus/(Deficit) 8,019 -6,755 -8,664 -1,909 28.3%


Remove capital donations/grants I&E impact [NHSI Return Exclusion] 62 35 59 24 69.5%


Performance against control total Inc PSF - Surplus/(Deficit) 8,081 -6,720 -8,604 -1,884 28.0%


Less provider sustainability fund (PSF) -18,091 -6,332 -4,432 1,900 -30.0%


Performance against control total Exc PSF - Surplus/(Deficit) -10,010 -13,052 -13,037 15 -0.1%


Financial Risk Rating 3 3 3


September 2018/19
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8 Recommendations 
 


The Trust Board is asked to:- 
  


 Note the financial position of the trust as at 30th September 2018. 


 Note the 2018/19 CIP delivery. 


 Note the Trusts performance against the Use of Resources indicator. 


 Note the trusts performance against the Provider Sustainability Fund (PSF) criteria. 


 Note the Month 06 submission to NHSI. 


 Note the Level 1 FFF accreditation awarded to the Trust. 


 
 
 
 
 
 
 
 
 
David Brown 
Executive Director of Finance 
October 2018 
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Care Group (All)


Unit Size (All)


Row Labels Budgeted WTE's Actual WTE's SNCT's Average WTE's SNCT's Recommended WTE's 


Acute Cardiac Unit UHND 49.36 48.31 46.21 49.20


AMU DMH 51.83 57.56 46.94 50.92


AMU UHND 98.96 97.76 67.58 76.88


CCU DMH 16.52 16.89 12.92 13.83


CH Chester-le-Street 23.49 30.44 24.20 24.20


CH Richardson 23.49 23.06 14.55 14.55


CH Sedgefield 23.49 24.98 17.02 20.29


CH Weardale 15.87 23.6 10.91 12.96


Critical Care DMH 52.28 53.87 27.32 32.60


ITU UHND 55.73 45.57 27.33 30.92


NE Vascular Unit 17.66 18.16 22.51 24.50


SAU UHND 14.67 15.58 13.64 16.38


Ward 01 UHND 43.25 48.67 43.04 44.04


Ward 02 SBH 17.37 17.31 10.62 18.17


Ward 02 UHND 37.3 39.09 33.76 34.10


Ward 04 BAGH 34.22 33.35 32.01 32.23


Ward 06 BAGH 30.6 29.71 26.61 30.44


Ward 06 UHND 48.08 50.33 44.11 46.54


Ward 09 UHND 16.2 17.87 12.73 15.37


Ward 12 UHND 35.94 41.83 36.39 43.62


Ward 14 UHND 38.34 42.31 43.06 43.89


Ward 15 UHND 25.29 30.06 18.64 24.27


Ward 16 BAGH 37.98 42.8 31.02 33.07


Ward 16 UHND 26.65 29.19 33.03 34.77


Ward 18 BAGH 20.84 19.53 9.79 30.16


Ward 31 DMH 28.59 31.22 31.89 39.48


Ward 32 DMH 27.99 29.75 39.22 42.21


Ward 33 DMH 37.87 41.36 33.70 43.92


Ward 41 DMH 34.4 34.08 41.33 42.02


Ward 42 DMH 19.07 20.33 8.93 9.00


Ward 43 DMH 36.7 35.59 40.88 42.83
Ward 44 DMH 36.45 35.73 37.15 37.85


Ward 51 DMH 32.17 32.5 26.55 27.94


Ward 52 DMH 34.56 36.28 28.97 34.30


Ward 62 DMH 16.77 16.28 12.89 14.63


Grand Total 1159.98 1210.95 1007.45 1132.08
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Row Labels Budgeted WTE's Actual WTE's SNCT's Average WTE's SNCT's Recommended WTE's 


CCU DMH 16.52 16.89 12.92 13.83


AMU DMH 51.83 57.56 46.94 50.92


AMU UHND 98.96 97.76 67.58 76.88


CH Chester-le-Street 23.49 30.44 24.20 24.20


CH Richardson 23.49 23.06 14.55 14.55


CH Sedgefield 23.49 24.98 17.02 20.29


CH Weardale 15.87 23.6 10.91 12.96


SAU UHND 14.67 15.58 13.64 16.38


Ward 01 UHND 43.25 48.67 43.04 44.04


Ward 02 UHND 37.3 39.09 33.76 34.10


Ward 04 BAGH 34.22 33.35 32.01 32.23


Ward 12 UHND 35.94 41.83 36.39 43.62


Ward 14 UHND 38.34 42.31 43.06 43.89


Ward 15 UHND 25.29 30.06 18.64 24.27


Ward 16 BAGH 37.98 42.8 31.02 33.07


Ward 16 UHND 26.65 29.19 33.03 34.77


Ward 18 BAGH 20.84 19.53 9.79 30.16


Ward 31 DMH 28.59 31.22 31.89 39.48


Ward 32 DMH 27.99 29.75 39.22 42.21


Ward 33 DMH 37.87 41.36 33.70 43.92


Ward 41 DMH 34.4 34.08 41.33 42.02


Ward 42 DMH 19.07 20.33 8.93 9.00


Ward 43 DMH 36.7 35.59 40.88 42.83


Ward 44 DMH 36.45 35.73 37.15 37.85


Ward 51 DMH 32.17 32.5 26.55 27.94


Ward 52 DMH 34.56 36.28 28.97 34.30


Ward 62 DMH 16.77 16.28 12.89 14.63


Ward 06 BAGH 30.6 29.71 26.61 30.44


Ward 06 UHND 48.08 50.33 44.11 46.54


Ward 09 UHND 16.2 17.87 12.73 15.37


ITU UHND 55.73 45.57 27.33 30.92


Critical Care DMH 52.28 53.87 27.32 32.60


Ward 02 SBH 17.37 17.31 10.62 18.17


NE Vascular Unit 17.66 18.16 22.51 24.50


Grand Total 1110.62 1162.64 961.24 1082.88
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Care Group (All)


Unit Size (All)


Row Labels


Budgeted WTE's 


Compared to Actual 


WTE's


Budgeted WTE's 


Compared To SNCT's 


Average 


Budgeted WTE's 


Compared to SNCT's 


Recommended WTE's 


Actual WTE's Compared 


To SNCT's Average WTE's 


Sum of Actual WTE's 


Compared To SNCT's 


Recommended WTE's


CCU DMH 0.37 3.60 2.69 3.97 3.06


AMU DMH 5.73 4.89 0.91 10.62 6.64


AMU UHND -1.20 31.38 22.08 30.18 20.88


CH Chester-le-Street 6.95 -0.71 -0.71 6.24 6.24


CH Richardson -0.43 8.94 8.94 8.51 8.51


CH Sedgefield 1.49 6.47 3.20 7.96 4.69


CH Weardale 7.73 4.96 2.91 12.69 10.64


SAU UHND 0.91 1.03 -1.71 1.94 -0.80


Ward 01 UHND 5.42 0.21 -0.79 5.63 4.63


Ward 02 UHND 1.79 3.54 3.20 5.33 4.99


Ward 04 BAGH -0.87 2.21 1.99 1.34 1.12


Ward 12 UHND 5.89 -0.45 -7.68 5.44 -1.79


Ward 14 UHND 3.97 -4.72 -5.55 -0.75 -1.58


Ward 15 UHND 4.77 6.65 1.02 11.42 5.79


Ward 16 BAGH 4.82 6.96 4.91 11.78 9.73


Ward 16 UHND 2.54 -6.38 -8.12 -3.84 -5.58


Ward 18 BAGH -1.31 11.05 -9.32 9.74 -10.63


Ward 31 DMH 2.63 -3.30 -10.89 -0.67 -8.26


Ward 32 DMH 1.76 -11.23 -14.22 -9.47 -12.46


Ward 33 DMH 3.49 4.17 -6.05 7.66 -2.56


Ward 41 DMH -0.32 -6.93 -7.62 -7.25 -7.94


Ward 42 DMH 1.26 10.14 10.07 11.40 11.33


Ward 43 DMH -1.11 -4.18 -6.13 -5.29 -7.24


Ward 44 DMH -0.72 -0.70 -1.40 -1.42 -2.12


Ward 51 DMH 0.33 5.62 4.23 5.95 4.56


Ward 52 DMH 1.72 5.59 0.26 7.31 1.98


Ward 62 DMH -0.49 3.88 2.14 3.39 1.65


Ward 06 BAGH -0.89 3.99 0.16 3.10 -0.73


Ward 06 UHND 2.25 3.97 1.54 6.22 3.79


Ward 09 UHND 1.67 3.47 0.83 5.14 2.50


ITU UHND -10.16 28.40 24.81 18.24 14.65


Critical Care DMH 1.59 24.96 19.68 26.55 21.27


Ward 02 SBH -0.06 6.75 -0.80 6.69 -0.86


NE Vascular Unit 0.50 -4.85 -6.84 -4.35 -6.34


Grand Total 52.02 149.38 27.74 201.40 79.76
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Care Group (All)


Row Labels Budgeted WTE's Actual WTE's SNCT's Average WTE's SNCT's Recommended WTE's 


AMU DMH 51.83 57.56 46.94 50.92


AMU UHND 98.96 97.76 67.58 76.88


CCU DMH 16.52 16.89 12.92 13.83


CH Chester-le-Street 23.49 30.44 24.20 24.20


CH Richardson 23.49 23.06 14.55 14.55


CH Sedgefield 23.49 24.98 17.02 20.29


CH Weardale 15.87 23.6 10.91 12.96


Critical Care DMH 52.28 53.87 27.32 32.6


ITU UHND 55.73 45.57 27.33 30.92


NE Vascular Unit 17.66 18.16 22.51 24.5


SAU UHND 14.67 15.58 13.64 16.38


Ward 01 UHND 43.25 48.67 43.04 44.04


Ward 02 SBH 17.37 17.31 10.62 18.17


Ward 02 UHND 37.3 39.09 33.76 34.10


Ward 04 BAGH 34.22 33.35 32.01 32.23


Ward 06 BAGH 30.6 29.71 26.61 30.44


Ward 06 UHND2 48.08 50.33 44.11 46.54


Ward 09 UHND 16.2 17.87 12.73 15.37


Ward 12 UHND 35.94 41.83 36.39 43.62


Ward 14 UHND 38.34 42.31 43.06 43.89


Ward 15 UHND 25.29 30.06 18.64 24.27


Ward 16 BAGH 37.98 42.8 31.02 33.07


Ward 16 UHND 26.65 29.19 33.03 34.77


Ward 18 BAGH 20.84 19.53 9.79 30.16


Ward 31 DMH 28.59 31.22 31.89 39.48


Ward 32 DMH 27.99 29.75 39.22 42.21


Ward 33 DMH 37.87 41.36 33.70 43.92


Ward 41 DMH 34.4 34.08 41.33 42.02


Ward 42 DMH 19.07 20.33 8.93 9.00


Ward 43 DMH 36.7 35.59 40.88 42.83


Ward 44 DMH 36.45 35.73 37.15 37.85


Ward 51 DMH 32.17 32.5 26.55 27.94


Ward 52 DMH 34.56 36.28 28.97 34.30


Ward 62 DMH 16.77 16.28 12.89 14.63


Grand Total 1110.62 1162.64 961.24 1082.88
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Care Group (All)


Unit Size (All)


Row Labels Budgeted WTE's Compared to Actual WTE's


CH Weardale 7.73


CH Chester-le-Street 6.95


Ward 12 UHND 5.89


AMU DMH 5.73


Ward 01 UHND 5.42


Ward 16 BAGH 4.82


Ward 15 UHND 4.77


Ward 14 UHND 3.97


Ward 33 DMH 3.49


Ward 31 DMH 2.63


Ward 16 UHND 2.54


Ward 06 UHND 2.25


Ward 02 UHND 1.79


Ward 32 DMH 1.76


Ward 52 DMH 1.72


Ward 09 UHND 1.67


Critical Care DMH 1.59


CH Sedgefield 1.49


Ward 42 DMH 1.26


SAU UHND 0.91


NE Vascular Unit 0.5


CCU DMH 0.37


Ward 51 DMH 0.33


Ward 02 SBH -0.06


Ward 41 DMH -0.32


CH Richardson -0.43


Ward 62 DMH -0.49


Ward 44 DMH -0.72


Ward 04 BAGH -0.87


Ward 06 BAGH -0.89


Acute Cardiac Unit UHND -1.05


Ward 43 DMH -1.11


AMU UHND -1.2


Ward 18 BAGH -1.31


ITU UHND -10.16


Grand Total 50.97
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Care Group (All)


Unit Size (All)


Row Labels Budgeted WTE's Compared To SNCT's Average 


AMU UHND 31.38


ITU UHND 28.4


Critical Care DMH 24.96


Ward 18 BAGH 11.05


Ward 42 DMH 10.14


CH Richardson 8.94


Ward 16 BAGH 6.96


Ward 02 SBH 6.75


Ward 15 UHND 6.65


CH Sedgefield 6.47


Ward 51 DMH 5.62


Ward 52 DMH 5.59


CH Weardale 4.96


AMU DMH 4.89


Ward 33 DMH 4.17


Ward 06 BAGH 3.99


Ward 06 UHND 3.97


Ward 62 DMH 3.88


CCU DMH 3.60


Ward 02 UHND 3.54


Ward 09 UHND 3.47


Acute Cardiac Unit UHND 3.15


Ward 04 BAGH 2.21


SAU UHND 1.03


Ward 01 UHND 0.21


Ward 12 UHND -0.45


Ward 44 DMH -0.70


CH Chester-le-Street -0.71


Ward 31 DMH -3.30


Ward 43 DMH -4.18


Ward 14 UHND -4.72


NE Vascular Unit -4.85


Ward 16 UHND -6.38


Ward 41 DMH -6.93


Ward 32 DMH -11.23


Grand Total 152.53
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Care Group (All)


Unit Size (All)


Row Labels Budgeted WTE's Compared to SNCT's Recommended WTE's 


ITU UHND 24.81


AMU UHND 22.08


Critical Care DMH 19.68


Ward 42 DMH 10.07


CH Richardson 8.94


Ward 16 BAGH 4.91


Ward 51 DMH 4.23


CH Sedgefield 3.20


Ward 02 UHND 3.20


CH Weardale 2.91


CCU DMH 2.69


Ward 62 DMH 2.14


Ward 04 BAGH 1.99


Ward 06 UHND 1.54


Ward 15 UHND 1.02


AMU DMH 0.91


Ward 09 UHND 0.83


Ward 52 DMH 0.26


Ward 06 BAGH 0.16


Acute Cardiac Unit UHND 0.16


CH Chester-le-Street -0.71


Ward 01 UHND -0.79


Ward 02 SBH -0.80


Ward 44 DMH -1.40


SAU UHND -1.71


Ward 14 UHND -5.55


Ward 33 DMH -6.05


Ward 43 DMH -6.13


NE Vascular Unit -6.84


Ward 41 DMH -7.62


Ward 12 UHND -7.68


Ward 16 UHND -8.12


Ward 18 BAGH -9.32


Ward 31 DMH -10.89


Ward 32 DMH -14.22


Grand Total 27.9
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Care Group (All)


Unit Size (All)


Row Labels Actual WTE's Compared To SNCT's Average WTE's 


AMU UHND 30.18


Critical Care DMH 26.55


ITU UHND 18.24


CH Weardale 12.69


Ward 16 BAGH 11.78


Ward 15 UHND 11.42


Ward 42 DMH 11.40


AMU DMH 10.62


Ward 18 BAGH 9.74


CH Richardson 8.51


CH Sedgefield 7.96


Ward 33 DMH 7.66


Ward 52 DMH 7.31


Ward 02 SBH 6.69


CH Chester-le-Street 6.24


Ward 06 UHND 6.22


Ward 51 DMH 5.95


Ward 01 UHND 5.63


Ward 12 UHND 5.44


Ward 02 UHND 5.33


Ward 09 UHND 5.14


CCU DMH 3.97


Ward 62 DMH 3.39


Ward 06 BAGH 3.1


Acute Cardiac Unit UHND 2.1


SAU UHND 1.94


Ward 04 BAGH 1.34


Ward 31 DMH -0.67


Ward 14 UHND -0.75


Ward 44 DMH -1.42


Ward 16 UHND -3.84


NE Vascular Unit -4.35


Ward 43 DMH -5.29


Ward 41 DMH -7.25


Ward 32 DMH -9.47


Grand Total 203.5
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Item 5b ii Board 311018 Adult Ward Staffing review SNCT Jul 2018 Appendix Data graphs Actual v Recommended


Care Group (All)


Unit Size (All)


Row Labels Sum of Actual WTE's Compared To SNCT's Recommended WTE's


Critical Care DMH 21.27


AMU UHND 20.88


ITU UHND 14.65


Ward 42 DMH 11.33


CH Weardale 10.64


Ward 16 BAGH 9.73


CH Richardson 8.51


AMU DMH 6.64


CH Chester-le-Street 6.24


Ward 15 UHND 5.79


Ward 02 UHND 4.99


CH Sedgefield 4.69


Ward 01 UHND 4.63


Ward 51 DMH 4.56


Ward 06 UHND 3.79


CCU DMH 3.06


Ward 09 UHND 2.50


Ward 52 DMH 1.98


Ward 62 DMH 1.65


Ward 04 BAGH 1.12


Ward 06 BAGH -0.73


SAU UHND -0.80


Ward 02 SBH -0.86


Acute Cardiac Unit UHND -0.89


Ward 14 UHND -1.58


Ward 12 UHND -1.79


Ward 44 DMH -2.12


Ward 33 DMH -2.56


Ward 16 UHND -5.58


NE Vascular Unit -6.34


Ward 43 DMH -7.24


Ward 41 DMH -7.94


Ward 31 DMH -8.26


Ward 18 BAGH -10.63


Ward 32 DMH -12.46


Grand Total 78.87
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Item 5b ii Board 311018 Adult Ward Staffing review SNCT Jul 2018 Appendix Data graphs Bed Occupancy


Care Group (All)


Unit Size (All)


Row Labels Sum of Bed Occupancy


CH Chester-le-Street 100.00%


CH Richardson 100.00%


Ward 42 DMH 99.38%


Ward 04 BAGH 99.23%


Ward 02 UHND 98.96%


Ward 41 DMH 98.21%


Ward 14 UHND 98.13%


Ward 44 DMH 98.08%


Ward 01 UHND 97.50%


Ward 51 DMH 96.15%


Ward 43 DMH 95.33%


Ward 16 UHND 94.57%


Ward 06 UHND 94.53%
Ward 16 BAGH 93.83%


Acute Cardiac Unit UHND 93.48%


CCU DMH 93.13%


Ward 32 DMH 92.80%


NE Vascular Unit 92.14%


AMU DMH 92.00%


Ward 62 DMH 89.58%


AMU UHND 88.33%


Ward 52 DMH 85.81%


Ward 06 BAGH 85.63%


Ward 12 UHND 84.24%


Ward 09 UHND 84.17%


SAU UHND 83.50%


CH Sedgefield 81.56%


CH Weardale 81.50%


Ward 31 DMH 80.97%


Ward 15 UHND 79.75%


ITU UHND 78.33%


Ward 33 DMH 76.29%


Critical Care DMH 71.06%


Ward 02 SBH 57.81%


Ward 18 BAGH 34.32%


Grand Total 3070.30%
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Item 5b ii Board 311018 Adult Ward Staffing review SNCT Jul 2018 Appendix Data graphs Budgeted WTE Staff Per Bed Rati


Care Group (All)


Unit Size (All)


Row Labels Budgeted WTE's Per Bed Ratio 


ITU UHND 5.57


Critical Care DMH 4.75


Ward 42 DMH 2.38


CH Richardson 2.35


CCU DMH 2.07


AMU UHND 2.06


AMU DMH 1.73


CH Weardale 1.59


Ward 02 UHND 1.55


Ward 06 UHND 1.50


Acute Cardiac Unit UHND 1.50


CH Sedgefield 1.47


SAU UHND 1.47


Ward 44 DMH 1.40


Ward 62 DMH 1.40


Ward 09 UHND 1.35


Ward 04 BAGH 1.32


Ward 06 BAGH 1.28


Ward 16 BAGH 1.27


Ward 15 UHND 1.26


NE Vascular Unit 1.26


Ward 51 DMH 1.24


CH Chester-le-Street 1.24


Ward 41 DMH 1.23


Ward 43 DMH 1.22


Ward 33 DMH 1.22


Ward 01 UHND 1.20


Ward 14 UHND 1.20


Ward 31 DMH 1.19


Ward 16 UHND 1.16


Ward 32 DMH 1.12


Ward 52 DMH 1.11


Ward 12 UHND 1.09


Ward 02 SBH 1.09


Ward 18 BAGH 0.95


Grand Total 56.77
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Item 5b ii Board 311018 Adult Ward Staffing review SNCT Jul 2018 Appendix Data graphs Actual staff per bed


Care Group (All)


Unit Size (All)


Row Labels Budgeted WTE's Per Bed Ratio Actual WTE's Per Bed Ratio 


ITU UHND 5.57 4.56


Critical Care DMH 4.75 4.90


Ward 42 DMH 2.38 2.54


CH Richardson 2.35 2.31


CCU DMH 2.07 2.11


AMU UHND 2.06 2.04


AMU DMH 1.73 1.92


CH Weardale 1.59 2.36


Ward 02 UHND 1.55 1.63


Ward 06 UHND 1.50 1.57


Acute Cardiac Unit UHND 1.50 1.46


CH Sedgefield 1.47 1.56


SAU UHND 1.47 1.56


Ward 44 DMH 1.40 1.37


Ward 62 DMH 1.40 1.36


Ward 09 UHND 1.35 1.49


Ward 04 BAGH 1.32 1.28


Ward 06 BAGH 1.28 1.24


Ward 16 BAGH 1.27 1.43


Ward 15 UHND 1.26 1.50


NE Vascular Unit 1.26 1.30


Ward 51 DMH 1.24 1.25


CH Chester-le-Street 1.24 1.60


Ward 41 DMH 1.23 1.22


Ward 43 DMH 1.22 1.19


Ward 33 DMH 1.22 1.33


Ward 01 UHND 1.20 1.35


Ward 14 UHND 1.20 1.32


Ward 31 DMH 1.19 1.30


Ward 16 UHND 1.16 1.27


Ward 32 DMH 1.12 1.19


Ward 52 DMH 1.11 1.17


Ward 12 UHND 1.09 1.27


Ward 02 SBH 1.09 1.08


Ward 18 BAGH 0.95 0.89


Grand Total 56.77289338 58.91171188
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Item 5b ii Board 311018 Adult Ward Staffing review SNCT Jul 2018 Appendix Data graphs Patient Flow


Care Group (All)


Unit Size (All)


Row Labels Sum of Total Patient Flow Activity


AMU UHND 949


AMU DMH 770


Ward 31 DMH 279


Ward 62 DMH 249


Acute Cardiac Unit UHND 228


SAU UHND 210


Ward 02 UHND 209


Ward 06 UHND 204


Ward 14 UHND 204


Ward 41 DMH 203


Ward 12 UHND 191


Ward 43 DMH 191


Ward 51 DMH 187
Ward 33 DMH 184


Ward 32 DMH 184


Ward 16 UHND 166


Ward 15 UHND 152


Ward 44 DMH 132


Ward 52 DMH 125


Ward 01 UHND 123


Ward 18 BAGH 114


NE Vascular Unit 110


Ward 16 BAGH 90


CCU DMH 83


ITU UHND 83


CH Sedgefield 78


CH Richardson 78


Ward 06 BAGH 74


CH Chester-le-Street 60


Critical Care DMH 52


Ward 42 DMH 49


Ward 04 BAGH 47


CH Weardale 43


Ward 02 SBH 23


Ward 09 UHND 7


Grand Total 6131
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Ward Care Group Speciality Unit Size
SNCT's 


Average 


WTE's


SNCT's 


Recommen


ded WTE's


Actual 


WTE's 


Budgeted 


WTE's


Budgeted WTE's 


Compared To SNCT's 


Average


Budgeted 


WTE's 


Compared to 


SNCT's 


Recommend


ed WTE's


Budgeted 


WTE's 


Compared to  


Actual WTE's


Actual WTE's 


Compared To 


SNCT's Average 


WTE's


Actual WTE's 


Compared To 


SNCT's 


Recommended 


WTE's


No. of Beds Bed Occupancy Admissions Discharges
Transfers 


in


Transfers 


Out


Ward 


Attenders
Deaths Escorts


Total Patient 


Flow Activity


Budgeted 


WTE's Per 


Bed Ratio


Actual 


WTE's Per 


Bed Ratio


AMU DMH Acute and emergency Care Admissions Unit Average 46.94 50.92 57.56 51.83 4.89 0.91 5.73 10.62 6.64 30 92.00% 594 140 36 0 0 0 0 770 1.73 1.9


AMU UHND Acute and emergency Care Admissions Unit Large 67.58 76.88 97.76 98.96 31.38 22.08 -1.2 30.18 20.88 48 88.33% 493 261 195 0 0 0 0 949 2.06 2.0


ITU UHND Surgery Intensive Therapy Small/Specialist 27.33 30.92 45.57 55.73 28.40 24.81 -10.16 18.24 14.65 10 78.33% 22 25 36 0 0 0 0 83 5.57 4.6


Critical Care DMH Surgery Intensive Therapy Small/Specialist 27.32 32.60 53.87 52.28 24.96 19.68 1.59 26.55 21.27 11 71.06% 14 10 28 0 0 0 0 52 4.75 4.9


CCU DMH Acute and emergency Care Cardiac Small/Specialist 12.92 13.83 16.89 16.52 3.60 2.69 0.37 3.97 3.06 8 93.13% 22 25 36 0 0 0 0 83 2.07 2.1


CH Chester-le-Street Integrated Adult Care Community Hospitals Average 24.20 24.20 30.44 23.49 -0.71 -0.71 6.95 6.24 6.24 19 100.00% 2 29 29 0 0 0 0 60 1.24 1.6


CH Richardson Integrated Adult Care Community Hospitals Community Hospital 14.55 14.55 23.06 23.49 8.94 8.94 -0.43 8.51 8.51 10 100.00% 37 40 1 0 0 0 0 78 2.35 2.3


CH Sedgefield Integrated Adult Care Community Hospitals Community Hospital 17.02 20.29 24.98 23.49 6.47 3.20 1.49 7.96 4.69 16 81.56% 33 42 3 0 0 0 0 78 1.47 1.6


CH Weardale Integrated Adult Care Community Hospitals Community Hospital 10.91 12.96 23.60 15.87 4.96 2.91 7.73 12.69 10.64 10 81.50% 20 21 2 0 0 0 0 43 1.59 2.4


SAU UHND Surgery Admissions Unit Small/Specialist 13.64 16.38 15.58 14.67 1.03 -1.71 0.91 1.94 -0.80 10 83.50% 117 47 46 0 0 0 0 210 1.47 1.6


Ward 01 UHND Integrated Adult Care Elderly Care & Rehabilitation Large 43.04 44.04 48.67 43.25 0.21 -0.79 5.42 5.63 4.63 36 97.50% 4 63 56 0 0 0 0 123 1.20 1.4


Ward 02 SBH Integrated Adult Care Community Hospitals Community Hospital 10.62 18.17 17.31 17.37 6.75 -0.80 0 6.69 -0.86 16 57.81% 0 12 11 0 0 0 0 23 1.09 1.1


Ward 02 UHND Integrated Adult Care Stroke Average 33.76 34.10 39.09 37.30 3.54 3.20 1.79 5.33 4.99 24 98.96% 91 87 31 0 0 0 0 209 1.55 1.6


Ward 04 BAGH Integrated Adult Care Stroke Average 32.01 32.23 33.35 34.22 2.21 1.99 -0.87 1.34 1.12 26 99.23% 0 23 24 0 0 0 0 47 1.32 1.3


Acute Cardiac Unit UHND Acute and emergency Care General Medicine Average 46.21 49.20 48.31 49.36 3.15 0.16 -1.05 2.10 -0.89 33 93.48% 27 98 103 0 0 0 0 228 1.50 1.5


Ward 12 UHND Surgery Trauma & Orthopaedics Average 36.39 43.62 41.83 35.94 -0.45 -7.68 5.89 5.44 -1.79 33 84.24% 61 69 61 0 0 0 0 191 1.09 1.3


NE Vascular Unit Surgery General Surgery Small 22.51 24.50 18.16 17.66 -4.85 -6.84 0.5 -4.35 -6.34 14 92.14% 2 42 66 0 0 0 0 110 1.26 1.3


Ward 14 UHND Acute and emergency Care General Medicine Average 43.06 43.89 42.31 38.34 -4.72 -5.55 3.97 -0.75 -1.58 32 98.13% 35 76 93 0 0 0 0 204 1.20 1.3


Ward 15 UHND Surgery Trauma & Orthopaedics Small 18.64 24.27 30.06 25.29 6.65 1.02 4.77 11.42 5.79 20 79.75% 33 68 51 0 0 0 0 152 1.26 1.5


Ward 16 BAGH Integrated Adult Care Elderly Care & Rehabilitation Average 31.02 33.07 42.80 37.98 6.96 4.91 4.82 11.78 9.73 30 93.83% 2 45 43 0 0 0 0 90 1.27 1.4


Ward 16 UHND Surgery General Surgery Small 33.03 34.77 29.19 26.65 -6.38 -8.12 2.54 -3.84 -5.58 23 94.57% 3 68 95 0 0 0 0 166 1.16 1.3


Ward 18 BAGH Surgery Trauma & Orthopaedics Small 9.79 30.16 19.53 20.84 11.05 -9.32 -1.31 9.74 -10.63 22 34.32% 45 44 25 0 0 0 0 114 0.95 0.9


Ward 31 DMH Surgery General Surgery Small/Specialist 31.89 39.48 31.22 28.59 -3.30 -10.89 2.63 -0.67 -8.26 24 80.97% 106 99 74 0 0 0 0 279 1.19 1.3


Ward 32 DMH Surgery General Surgery Average 39.22 42.21 29.75 27.99 -11.23 -14.22 1.76 -9.47 -12.46 25 92.80% 3 71 110 0 0 0 0 184 1.12 1.2


Ward 33 DMH Surgery Trauma & Orthopaedics Average 33.70 43.92 41.36 37.87 4.17 -6.05 3.49 7.66 -2.56 31 76.29% 59 87 38 0 0 0 0 184 1.22 1.3


Ward 41 DMH Acute and emergency Care General Medicine Average 41.33 42.02 34.08 34.40 -6.93 -7.62 -0.32 -7.25 -7.94 28 98.21% 3 92 108 0 0 0 0 203 1.23 1.2


Ward 42 DMH Acute and emergency Care Haematology Small/Specialist 8.93 9.00 20.33 19.07 10.14 10.07 1.26 11.40 11.33 8 99.38% 11 19 19 0 0 0 0 49 2.38 2.5


Ward 43 DMH Acute and emergency Care General Medicine Average 40.88 42.83 35.59 36.70 -4.18 -6.13 -1.11 -5.29 -7.24 30 95.33% 3 66 122 0 0 0 0 191 1.22 1.2


Ward 44 DMH Acute and emergency Care General Medicine Average 37.15 37.85 35.73 36.45 -0.70 -1.40 -0.72 -1.42 -2.12 26 98.08% 7 60 65 0 0 0 0 132 1.40 1.4


Ward 51 DMH Acute and emergency Care General Medicine Average 26.55 27.94 32.50 32.17 5.62 4.23 0.33 5.95 4.56 26 96.15%
0 63 124 0 0 0 0 187 1.24 1.3


Ward 52 DMH Integrated Adult Care Elderly Care & Rehabilitation Average 28.97 34.30 36.28 34.56 5.59 0.26 1.72 7.31 1.98 31 85.81% 0 60 65 0 0 0 0 125 1.11 1.2


Ward 06 BAGH Integrated Adult Care Community Hospitals Average 26.61 30.44 29.71 30.60 3.99 0.16 -0.89 3.10 -0.73 24 85.63% 1 30 43 0 0 0 0 74 1.28 1.2


Ward 06 UHND Acute and emergency Care General Medicine Average 44.11 46.54 50.33 48.08 3.97 1.54 2.25 6.22 3.79 32 94.53% 10 87 107 0 0 0 0 204 1.50 1.6


Ward 62 DMH Family Health Obs & Gynae Small/Specialist 12.89 14.63 16.28 16.77 3.88 2.14 -0.49 3.39 1.65 12 89.58% 104 115 30 0 0 0 0 249 1.40 1.4


Ward 09 UHND Family Health Obs & Gynae Small/Specialist 12.73 15.37 17.87 16.20 3.47 0.83 1.67 5.14 2.50 12 84.17% 2 4 1 0 0 0 0 7 1.35 1.5


Trust Totals Trust Trust Trust 1007.45 1132.08 1210.95 1159.98 152.53 27.90 50.97 203.50 78.87 790 87.72% 1966 2188 1977 0 0 0 0 6131 56.77 58.9
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Patient safety  


Seasonal influenza plan 2018 


Author Noel Scanlon Executive Director of Nursing / Director of Infection prevention & control  
Tricia Gordon, Senior Nurse Infection Control    
Carol Bean, Staff Health and Wellbeing Service Manager 


Reason for 


Submission 


Tick all that 


apply 


If none of the 


above, please 


provide 


rationale for 


submission 


Standing item                                               


Development / approval or update on strategy                           


Decision reserved for Board                                  


Statutory / regulatory requirement                                      


Oversight of significant risks                                    


Update on action log item                                                       


Requires Board approval e.g. policies or business cases       


Core performance information           


Other rationale, please state below: 


Purpose of 


Report 


To inform board of plan s for the management of seasonal influenza, staff vaccination, education of 


patients and the public and support to clinical teams in delivering effective care and treatment 


Summary of 


Key Issues 


Seasonal Influenza has begun circulating in the community and we can expect to see an increase in 


the number of hospital admissions over the next few months. Occupational health and IP&C have 


implemented a number of actions and wish to provide Board with an update:  


 Last years incidence and current global prevalence  


 staff vaccination plans 


 Impacts on diagnostic testing and hospital capacity including critical care  


 National guidance on use of anti-virals 


 Recent changes to diagnostic processes and visitor restrictions communications 


 Reinforcement of written guidance on  


o Testing of Samples and Resulting 


o Treatment for Suspected or Confirmed Flu 


o Prophylaxis for Contacts of Suspected or Confirmed Flu 


o Isolation of Suspected or Confirmed Flu 


Regulatory 


compliance 


implications 


Tick for any implications for compliance with : 


NHS Constitution             


Provider Licence (especially Condition 6)           


CQC Fundamental Standards of Care         


Health and Social Care Act            


Other [State                                                      ]           


Significant 


risks 


identified (if 


any) 


On-going risk with regional impact of seasonal influenza upon hospital capacity and public health.  


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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SEASONAL INFLUENZA 


 


The National annual 2017/18 seasonal Influenza report can be found using link below: 


https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/74


0606/Surveillance_of_influenza_and_other_respiratory_viruses_in_the_UK_2017_to_2018.pdf 


This report concludes “moderate levels of influenza activity were seen in the community in 


the UK in 2017 to 2018, with influenza B and influenza A(H3N2) being the predominant 


viruses circulating throughout the season, together with some influenza A(H1N1)pdm09 


circulation. The health impact was predominantly seen in older adults, with increased 


numbers of care homes outbreaks and excess mortality seen particularly in the 65+ year 


olds. The activity in general practice varied across the UK (moderate peak activity in 


England, Scotland and Northern Ireland but high in Wales). All countries experienced, a high 


number of peak admissions of influenza to both hospital and ICU/HDU with rates higher than 


those observed in the past 6 seasons since the scheme has been operating. 


Influenza vaccine uptake in 2017 to 2018 varied across the UK with uptake generally higher 


or similar to the last season in all targeted groups. In England, the uptake rates were higher 


than the previous season in the 65+ year olds, pregnant women and healthcare workers and 


remained similar to last season for <65 year olds at risk. In Scotland, the uptake in the 65+ 


year olds, healthcare workers and pregnant woman with other risk factors was higher than 


previous season and the other target groups had similar or slightly lower uptakes. In Wales, 


uptake in these targeted groups was slightly higher than the previous season with the 


exception of pregnant women. In Northern Ireland, uptake in the target groups was slightly 


lower than the previous season with the exception of the uptake in healthcare workers which 


was higher. 


TRUST POSITION 


The trust had new cases in October. There was a sharp rise in hospital admissions from 


December 2017 but majority of new cases were seen throughout January.  


Flu cases represented a significant source of bed pressure for the Trust. Closure of bays 


and wards for cleaning/decontamination, cohorting or waiting for diagnosis put further 


pressure on clinical staff during the period of winter pressures. In February 2018 in-house 


Rapid PCR testing was introduced for Influenza which helped to expedite results and ease 


patient flow. Clinicians were able to manage patients appropriately being able to separate 


suspected, confirmed and negative cases within a day. 


Further actions were carried out by the ICN team Daily (including weekend) reporting to 


NHSE and daily rounds by Microbiologists and Infection control on both sites 


 Dedicated ICN for flu. 


 Twice daily huddles 


 Attendance at mid-morning bed meeting and regular updates with PFT 


 Advice on management of patients 


 Cohorting & Isolation by strain 


 Guidance and flowcharts  



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/740606/Surveillance_of_influenza_and_other_respiratory_viruses_in_the_UK_2017_to_2018.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/740606/Surveillance_of_influenza_and_other_respiratory_viruses_in_the_UK_2017_to_2018.pdf
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 In house coaching for differential diagnosis, screening and management. 


 Bulletins/ posters 


 Maintaining and resourcing stock 


 Visiting restrictions – infectious and children - communications 


 Vaccination of resistant staff  - communications & clinics to high risk areas 


 Close working with operations and patient flow 


Additional actions were carried out from the microbiology team daily and evenings/including 


weekends (voluntary) 


 Emailing to ICT  flu results as soon as scanned  from the lab 


 Business case for in house testing approved will come into effect Feb. 5 


 Daily PCR testing and transportation of samples to ensure 6-24h turnaround 


of results – negative & positive 


 Calling results out to doctors and giving relevant advice on the management/ 


treatment  of patients 


 Authorizing results on winpath as soon as they are released from the lab and 


submitting the results at   Nervecentre at the same time. 


 Liaising with doctors on wards mostly affected by flu attending huddles, giving 


advice, reinforcing flu messages. 


 Liaising with PHE by participating in national surveillance for flu by  submitting 


flu numbers 


Data from 2017/18 seasonal influenza is demonstrated below: 
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Daily census of number of patients in the hospital (CDD FT - Trust as a whole each day at 8.00am) of  laboratory 
confirmed cases of patients with Influenza in all in-patient beds : Jan. 6 - Apr. 17, 2018  


General Ward patients Laboratory confirmed cases of patients with Influenza in HDU and ITU Newly diagnosed (laboratory confirmed) in last 24 hours


Influenza incidence 2018 ytd CDDFT as of 10am 
17/4/18 
1168 Influenza tests have been conducted  
- 476 confirmed Influenza 
- 208 type A   
- 168 type B 
There have been 22 deaths where Influenza has 
been implicated 
- 14 on part 1 of the Death certificate  
- 1 on part 2  
- 7 patients where Influenza has not been 
recorded on the death certificate  


 







 


INFLUENZA VACCINATION CAMPAIGN 2017/18 


At the close of the 2017/18 Flu Vaccination campaign 76.3% of frontline healthcare workers within 


CDDFT had been vaccinated. 


This was the highest uptake for 3 years. 


Uptake in the staff groups was:  


 Doctors – 94.9% 


 Qualified Nurses – 75.4% 


 Other Professional Qualified – 74.7% 


 Support to Clinical Staff – 71.5% 


INFLUENZA VACCINATION CAMPAIGN 2018/19 


The Flu Vaccination Campaign commenced on 8th October 2018 and a rota of where the flu nurses 


are administering vaccines is available on the Intranet and is updated every 2 weeks. Appointments 


can also be made within the Occupational Health & Wellbeing Departments. Specific requests can 


also be made for flu nurses to attend Team Meetings etc. 


For this season there are two vaccines; a Quadrivalent Vaccine for ages 18 years – 64 years and a 


Trivalent Vaccine for age 65 years and over or for staff who are currently 64 years of age but will be 


65 before the end of March 2019. 


Any staff aged 65 years and over are being advised to contact their GP practice to have their flu 


vaccination. 


CDDFT currently employ 7 members of staff who are under 18 years of age – these individuals 


have received a letter which advises them to contact their GP Practice to enable them to have the 


appropriate vaccination. 


CDDFT currently employ 36 members of staff who are currently 64 years of age but will be 65 


before the end of March2019. These individuals have also received a letter which advises them to 


contact the Occupational Health and Wellbeing Department to make an appointment to have the 


Trivalent Vaccine. 


For staff who do not want to have the vaccine a Disclaimer has been devised for staff to 


anonymously give their reasons for refusal. 


Uptake of flu vaccinations is reported weekly to the NHS England (Cumbria & North East) Team and 


monthly (as from November 2018) via the ImmsForm System to the National Team. 


NHS England are requesting that Trust Boards provide information for public assurance via 


completion of a ‘Best Practice Management Checklist’. Following a self-assessment process 


between the Occupational health and Wellbeing Service Manager and the Executive Director of 


Nursing this has been completed and CDDFT can provide the necessary assurance – Copy of the 


completed self-assessment checklist is attached below. 
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The National Target and CQUIN target for uptake of flu vaccinations in frontline healthcare workers 


is 75%. Ideally CDDFT would like to see 100% uptake but realistically the aim is to have 80% of 


staff vaccinated. 


Trusts were asked to consider whether it was appropriate to re-deploy staff who had refused a flu 


vaccination if they worked in high risk clinical areas. The Executive Director of Nursing has 


considered but that is not a realistic option. If high levels of admissions of patients with flu occur 


staff who have refused the vaccination will be offered it again and a risk assessment could be 


undertaken if necessary to ensure patient safety. 


SEASONAL FLU 2018/19 


Planning is underway to ensure Trust is prepared for this year’s seasonal influenza;  


 Weekly bulletins to be prepared by DIPC/IC and Staff health  


 PHE “visitors to hospital “posters to be distributed to all wards, departments and in public 


areas 


 The detailed “instruction to visitor “posters to be distributed only when new positive cases 


are identified in patient. 


 The Trust communication team has been provided with Advice regarding vaccination posters 


from NHS employers to distribute trust wide. 


 Patient information leaflets to be updated and distributed to all patient areas 


 ICN to do a stock check of PPE: Gloves, masks, aprons on AMU, ED, Paediatrics, ITU and 


respiratory wards. Stock will be checked weekly by ICN in these areas once new positive 


cases are identified.  


 Stock codes to be provided to the above wards and Procurement. 


 ICN to have a small stock pile of PPE  


 An SOP to be developed for staff when considering Flu as diagnosis, Taking the swab, 


sending to laboratory, Processing sample, Turnaround times, Feedback on results, use of 


nervecentre, notifying medical staff on inpatient results, Keeping records of positive and 


negative results  


 NHS employer’s posters to be displayed to remind staff of need to be vaccinated. 


 Drop in sessions/walkrounds/attendance at team/Peer vaccinators will cover community 


hospitals and night shift workers. 


 Peer vaccinators nominated for each community hospital and community team n community 


hospitals and community teams 


 On 1st November a list will be produced (by Information) of all patients who have been 


inpatient in preceding 4 weeks, so that they can be offered the vaccination by ward staff. 


 Staff Health and wellbeing to attend HCAI reduction group regularly to provide update on Flu 


vaccination programme 


 Fit testing update to be provided to the HCAI reduction group 


BOARD CHECKLIST  


Trust board is also asked to note that a checklist has been prepared by NHS Employers and used 


as an aide memoire in planning the 2018/19 Flu plan. This is reproduced below:  
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Tricia Gordon    Carol Bean  
Senior Nurse Infection Control   Staff Health and Wellbeing Service Manager 
 








 


 


AGENDA ITEM 5a 


TRUST BOARD MEETING – OCTOBER 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 Trust position with regard to HCAI 


 To update on Duty of Candour compliance 


 To update on falls reduction work streams 


 National Reporting and Learning System October 17 – March 18 results 


Summary of Key 


Issues 


 


 Delivery of C Diff performance on trajectory, MRSA threshold breached (p.5-6) 


 No further cases of VRE since Deep clean and decant programme ended (p.8) 


 Series of patient falls with harm – not exceeding benchmark rates, 
notwithstanding intensive falls prevention quality improvement work (p.11, 13) 


 Two cases of Avoidable pressure ulcers in community (p.11) 


 Incident reporting rates at national & regional median (p.15-16) 


 Complaints inc., those related to attitude lower than previous years (p.18-19, 27) 


 ED complaints lower than peer group trusts (p.23) 


 PALS interventions & compliments up on same period last year (p.24-26) 


 FFT approval ratings exceed 95% in all departments and exceed all English & 
regional comparitors (p.29)  


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 


 Falls with harm  


 (Influenza plan is contained in a separate report)  


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. 


 


Duty of Candour 


Compliance position regarding Duty of Candour is included 


 


Falls Update 


Information relating to falls management and Trust position in relation to falls and those 


resulting in fractured neck of femur including comparison to last year for the same time 


period 


 


National Reporting and Learning System (NRLS) 


An analysis of the incidents reported by the Trust is included covering the period October 


2018 to March 2018 


 


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 Report  


 


 


 


Clostridium difficile  


 


The annual threshold for 2018-2019 is 18, there has been 9 cases reported to date 2 of the 


patients have died and CDI was recorded on Part 1 of the death certificate and both cases 


have been subjected to a serious incident review. 2 cases are being prepared for appeal. 


 


 
 


 


 


 


 


 


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


MRSA 0 1 0 0 1 0


C DIff 0 1 3 2 1 2


ECOLI 33 38 36 29 33 31


Trust Apportioned ECOLI 7 4 3 4 7 6


MSSA 0 5 3 0 5 1
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As an organisation we continue to demonstrate good performance in relation to CDI cases 


both against trajectory and when comparing rate/100,000 bed days. 


 


 
 


MRSA Bacteraemia 


 


2 cases have been reported to date against national zero case thresholds. Post infection 


review has been carried for both cases. As previously reports the source of infection could 


not be determined for case 1, but the source of bacteraemia for case 2 was thought to be 


cannula related. The findings of the post infection review have been shared with care group 


governance forum, ECL and Sisters away day.  


 


 
 


E-Coli Bacteraemia  


 


At end of September 207 cases of E Coli bacteraemia were reported; 31 of which were 


defined as hospital onset. Those that are HCAI/device related have been reported on 


safeguard and are under review. 
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In May CDDFT Infection control team were invited to present at NHS Improvement 


masterclass on the collaborative work being carried out with CCG on reducing the cases of 


Hospital onset E coli Bacteraemia. This work has also been presented via a poster talk at 


the National Infection Prevention Society Conference  


 


MSSA Bacteraemia  


 


All of the MSSA cases (apportioned to acute Trust or not apportioned to acute Trust) are 


further investigated via electronic systems, patient visits and by contacting other health care 


providers to ascertain whether they were likely to be HCAI related.  


To date 14 cases have been reported. Two RCA’s have been held; the first case thought to 


be related to a peripheral cannula the second to a deep seated sternal abscess following a 


CABG at regional hospital.    
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Audit 


Hand Hygiene. 


 


Hand Hygiene results % compliance with WHO 5 Moments for Hand Hygiene  


Care group Q4 17/18 Q1   18/19 Q2 18/19 


Acute & Emergency Care 94% 93% 97% 


Family Health 97% 89% 100% 


Integrated Adult 95% 88% 96% 


Surgery 97% 96% 98% 


No data for Clinical Specialist Services 


Practical Hand Hygiene Assessment percentage compliance April/May/July 2018  


 April % May % July % Aug % 


Acute and Emergency 83 86 90 87 


Clinical Specialist Services 90 92 91 90 


Family Health 90 92 84 87 


Integrated Adult 83 86 86 87 


Surgery 87 89 91 90 


 


OUTBREAKS 


Diarrhoea & Vomiting 


There have been no further outbreaks identified since last report.   


Increased Incidence of Vancomycin Resistant Enterococcus (VRE)  


We continue to identify sporadic cases of VRE on different sites, most commonly colonised 


urine samples. These remain sporadic cases.  
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A full programme to include decoration, enabling works, deep clean and decontamination of 


wards 11, 14, 15, 12, 16, 1 and 2 has now been completed at UHND, there have been some 


difficulties and a debrief meeting will be arranged.  


Multi-Resistance Acinetobacter Baumannii MRAB Increased Incidence/Outbreak  


The Trust has identified 7 cases of Multi -resistant Acinetobacter Baumannii since January 
2018. 6 of the samples have been sent for further typing and to date 5 have returned as 
identical. One further sample result awaited. 3 patients have presented with signs of clinical 
infection but to date only 1 has required antibiotic therapy. 
 
All patients had spent some time on wards U14, U15 and U12  


 1st case in January 2/3 in February, cases 4/5/6/ and 7 identified from late July  


 2 patients were cared for in same bay on U12 in July, prior to deep clean. These 2 
and one other were on ward 15 and (ward 14 when 15 were moved as part of deep 
clean programme) at the same time but in different bays. 2 patients had been in 
recovery room on same day 30 minutes apart  


A number of actions were implemented including environmental and contact screening 
swabs, which were all negative.  Increased ICN visits with a focus on Hand hygiene, 
cleanliness of environment and equipment and observation of Infection prevention and 
control procedures. There have been no further cases over the last 4 weeks this was 
discussed at HCAI reduction group and agreement made to close the outbreak   


Influenza type A 


No further positive cases to report since last report. 


Outbreak of Scabies in HCW’s  


Ward 6 notified Infection control 9/10/18 of 5 members of staff demonstrating symptoms of 


classical scabies. 


 


The patient thought to be the index case was admitted to ward 6 on Friday 17/8/18 via AMU; 


patient was extremely unwell, unkempt with thick scabbed lesions in the folds of her skin and 


on hands and feet. This patient was normally bed bound and had carers attending 4 times a 


day who stated patient refused to be bathed. 


 


Staff initially thought the scabs were a build-up of dirt, but a referral was made on the 


Monday 19th August to dermatology but patient died on the 20th August 


 


The outbreak control group felt that the presenting clinical picture of the index case was 


likely to have been Norwegian Scabies which is more contagious and easily spread due the 


mite load patient carrying. The 5 members of staff have developed symptoms within the 6 


week incubation period, presenting with symptoms from the 2nd September to the 8th 


October. 


 


Of the 5 members of staff 2 have been confirmed by GP and treatment given, one of these 


staff members became symptomatic whilst on leave and had received the usual course of 2 


treatments one week apart before returning to work. One member of staff was confirmed by 


junior doctor on the ward and was sent home to see GP and get treatment  


The remaining 2 staff self-diagnosed and treated  
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The risk of transmission from patient to patient was thought to be unlikely as the index case 


was bed bound; it is thought likely that the 5 members of staff caught scabies from the index 


case. 


 


Action from Outbreak control group: 


 


 Information to be asked to provide a list of all patients admitted to ward  6 from 17th 
August   to 8th October 


 These patients to be sent a letter informing them that they may be a risk that they 
have been exposed to scabies and if they develop symptoms to contact their GP, an 
information leaflet will also be provided 


 The GP’s of all the above patients to be contacted via letter to inform them that their 
patient may have been exposed to scabies and have been advised to contact them if 
symptomatic 


 A Reactive statement  has been prepared 


 Current inpatients are to be advised of potential exposure and this should be 
included in the discharge letter  


 An information leaflet to be provided for all inpatients and ward staff 
 


A further conference call meeting will be held next week  


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 September 2018.  The executive-led 


Patient Safety Forum now meets fortnightly and there is Consultant staff agreement to give 


assistance and advice regarding clinical cases.   


 


Each serious incident is reviewed by a root-cause analysis panel and actions are developed 


to try and prevent a recurrence.  The Patient Safety Forum is overseeing progress with the 


investigations and delivery of the required actions.  The Forum also reviews the Trust’s 


compliance with its Duty of Candour obligations.  


 


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: 2018-22259 


The patient was admitted with a ten day history of a headache and hypertension. The patient 


was identified as a falls risk on admission and was appropriately commenced on a Falls 


Care Plan. 


 


The patient had been assisted onto a commode by nursing staff and had been given the 


nurse call bell and advised to call when she had finished. A Staff Nurse was present in the 


room at the time and heard the patient call out. She attended the patient immediately and 


found patient on the floor.  
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An initial assessment was completed and patient assisted back to bed using appropriate 


equipment. Following review and x-ray it was identified that the patient had sustained a 


fractured neck of femur as a result of the fall. 


Ref: 2018-22448 


The patient found on floor by night staff after hearing a noise from within the 4 bedded bay, 


unwitnessed fall. Top-to-toe assessment performed and patient complaining of pain in right 


hip.  On examination right leg appeared shortened and externally rotated.  Patient assisted 


off floor by staff using the Camel.  Observations recorded and neurological observations 


commenced.   Fracture to right neck of femur confirmed following x-ray.  


Ref: 2018-22609 


The patient was referred to district nursing team and grade 2 pressure damage reported. 


The patient has co-morbidities and uses a wheelchair. The wheelchair was felt to be the 


source of the initial damage and pressure relieving equipment put in place. This wound 


deteriorated to grade 3 damage following respite care. 


Ref: 2018-23195 


On the 24th September 2018 the patient was found on the floor in the bay next to their bed 


space. The patient was checked over, post fall documentation completed and assisted back 


into bed. The patient attended for x-ray and fractured left neck of femur confirmed  


Ref: 2018-23411 


The patient was found on the floor next to their bed. The patient stated they were trying to 


get up to go to the toilet and had sat up on the side of the bed. Tried to stand up and lost 


balance. No obvious injuries at the time. However the patient was complaining of right hip 


pain. The patient attended for hip x-ray which confirmed a right fractured neck of femur.  


Ref: 2018-23421 


The District Nursing (DN) Team have been visiting the patient for care of a moisture lesion 


for more than a year. The lady lives with her son and has co-morbidities. The wound 


originated as a superficial lesion to buttock and was noted to have deteriorated to grade 


pressure damage, despite interventions.  


The wound was originally reported as a moisture lesion and has subsequently been re 


reported as pressure damage.  


Ref: 2018/24214  


Ward staff and Doctor both heard a noise and the patient was found on the floor, sitting 


against the wall. The patient was responsive and stated she had fallen onto her left side. 


She did not give a reason for getting out of bed but was noted to have been incontinent of 


urine. X ray showed fractured neck of femur. The patient died subsequently and review is 


underway.  


Ref: 2018-24217 


The patient fell in the toilet and sustained a laceration to the eyebrow. The patient also 


complained of hip pain and x ray revealed fractured neck of femur. 


. 
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Ref: 2018-24585 


The patient presented with a past medical history of hypertension, rheumatoid arthritis and 


osteoarthritis presented following a fall at home at home. The patient presented to the 


Emergency Department and following diagnostic a fracture left mid shaft Tibia and spiral 


distal fibula was diagnosed which was not displaced. A left knee compression fracture was 


also noted on x-ray. Analgesia administered prior to transfer to the Trauma Orthopaedic 


Unit. Patient was admitted and risk assessments completed.  


 


The patient was found on the floor near the bed stating that they had forgotten about the 


cast and tried to stand up. The patient complained of pain in hip and x ray revealed right 


fractured neck of femur 


Ref: 2018/24806 


The patient was found on the floor in the doorway.  A top-to-toe assessment was performed. 


The patient complained of pain in right hip, no other injuries observed.  X ray revealed 


fractured neck of femur. Review is underway. 


 


DUTY OF CANDOUR 


The following chart shows the Trust position for compliance with Duty of Candour. Following 


internal audit report last year, a bespoke chart was introduced to ensure that staff are able to 


identify where the verbal communication with the patient and relatives was recorded in the 


clinical record. The Duty of Candour data runs on the date the incident was reported rather 


than the incident date as on occasion there is a period of time before the incident is identified  


(for example diagnostic incidents) and this would mean the compliance rate is skewed if ran 


on the incident date. 


 


Compliance continues to be monitored via Patient Safety Forum and the data will include the 


former Care Groups until the Duty of Candour compliance for those areas is signed off. 
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FALLS UPDATE 


 


Falls resulting in fractured neck of femur 


For the period April to September 2017 there were 13 falls resulting in fractured neck of 


femur within the Trust. For the same period in 2018, eight falls resulting in fractured neck of 


femur. This indicated that there had been improvement in performance, however during 


October 2018 a further four falls resulting in fractured neck of femur have been identified. 


The falls team are completing a deep dive analysis into any themes that are emerging and a 


full report will be presented to Safety Committee next month and an update provided to Trust 


Board in November 2018. 


 


Falls remain the highest reported incident which continues to prove a challenge for the Trust. 


However, it can be seen from the chart above that overall continue to remain on track with 


national indicators.  


.  


National Falls Week 


 Falls leaflets for both patients and staff have been delivered to the wards and wider 


community settings.  


 Good news story placed with the Teasdale Mercury showcasing one of our local falls 


clinics and a wider message about preventing falls.  


 Lying and standing blood pressure cards have been printed and are currently being 


delivered to wards 


 The falls strategy action plan continues to be monitored via Falls Group  


Sensory Training  


Training now stands at 630 and we are on target to reach the 1000 by April 2019. 


  


National Collaborative Update 


The Trust has engaged with the NHS Improvement falls initiative, and have presented the 


work at a national meeting. Quality Improvement work conyinues and complation and 
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analysis of this work will be presented in November at Falls Group to consider wider 


implementation of the work streams.   


 


NATIONAL REPORTING AND LEARNING SYSTEM (NRLS) 


 (Covers reporting period 01 October 2017 – March 18) 


Reporting to the National Reporting and Learning System encourages openness and 
continual increases reporting. Increases in the number of incidents reported reflect a safety 
reporting culture. The number of incidents reported to the NRLS by NHS organisations 
between Oct 16 to Mar 17 and Oct 17 – Mar 18 has increased by 2.3%. Within CDDFT we 
have seen a 4% decrease of incidents reported between the same time periods (decrease in 
203 incidents)  
 
Table 1 - Comparison between Oct 16 to Mar 17 and Oct 17 – Mar 18 


 Performance indicators  
Oct 16 to March 
17 


Oct 17 to March 
18 


Rate per 1,000 bed days 37.66 35.64 


Number 5527 5324 


No Harm n 3818 3685 


No Harm % 69 69.2 


Low n 1594 1557 


Low % 29 29.2 


Moderate n 100 72 


Moderate % 1.8 1.4 


Severe n 12 9 


Severe % 0.2 0.2 


Death n 3 1 


Death % 0.1 0 


National delay to report 24 22 


CDDFT delay to report 12 39 


 


Incident Rate and National Median 


This period shows a slight increase in reporting rate on the last period; however the Trust 
remains below the median. We remain in the middle 50% but must continue to increase 
reporting to maintain this trend to prevent dropping into the bottom 25% in April 2019. 
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Harm Rating 


 
CDDFT remains a lower reporter of no harm incidents (no harm and near miss on Ulysses) 
compared to the cluster average, whilst the percentage of low harm incidents reported is 
higher than average. Further improvements have been seen in this period with both figures 
moving in the right direction.  
 
Further work has been undertaken by the Patient Safety team to identify why we are under 
reporting no harm incidents and through analysis of the no harm and low harm incidents 
reported it seems that the incidents aren’t always graded appropriately during the 
management process. In relation to the incidents reported and the percentages as outlined 
below by grading, CDDFT would be in line with other Acute (Non-specialist) organisations if 
the grading of some of the low harm incidents were correctly graded as no harm.  
 
Therefore work is underway to encourage the managers to review the grading of harms 
when reviewing incidents, whilst encouraging staff to increase reporting of no harm and near 
miss incidents across the trust. 
 
The patient safety team have been undertaking the “learning from near misses” campaign 
through Q1 and Q2 in 2018-19 and already seen a 45% increase in near miss incidents 
being reported. This will be noted in the next NRLS upload in November 2018.  


 


 
 
This graph shows the current categories the incidents reported by acute non specialist NHS 
organisations are reporting to NRLS. This shows we have an even spread of the types of 
incidents we report to NRLS which shows all areas are good reporters. Documentation and 
medical devices have a slight increase compared to peer organisations.  
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As seen in the table above the incidents reported by CDDFT is in line with other 
organisations within the region, with us reporting 5,334 incidents overall, only 2881 incidents 
less that Morecombe Bay who reported 8,662. It is then to be noted that our overall average 
percentage is lower due to the bed days not due to lower reporting.  


 


Organisation name Median 


number of days 


between 


incidents 


Oct 17 - Mar 


18 Rate per 


1,000 bed days


Number of 


incidents 


occurring


Near Miss 


& No Harm 


incidents 


reported


% Minor 


Harm 


incidents 


reported


% Moderate Harm 


incidents 


reproted


% Severe 


harm 


incidnts 


reported


% Death 


Incidents 


reported


%


CITY HOSPITALS SUNDERLAND NHS FOUNDATION TRUST 5 44.81 5,209 3,217 61.8 1,968 37.8 20 0.4 3 0.1 1 0


COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 39 35.64 5,324 3,685 69.2 1,557 29.2 72 1.4 9 0.2 1 0


GATESHEAD HEALTH NHS FOUNDATION TRUST 6 37.79 3,472 2,481 71.5 863 24.9 96 2.8 32 0.9 0 -


NORTH CUMBRIA UNIVERSITY HOSPITALS NHS TRUST 15 35.12 3,277 2,106 64.3 1,047 31.9 90 2.7 23 0.7 11 0.3


NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 46 44.83 4,582 1,838 40.1 2,537 55.4 189 4.1 13 0.3 5 0.1


NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST 6 42.68 6,114 4,673 76.4 1,264 20.7 169 2.8 7 0.1 1 0


SOUTH TEES HOSPITALS NHS FOUNDATION TRUST 40 29.56 4,538 3,691 81.3 784 17.3 54 1.2 7 0.2 2 0


SOUTH TYNESIDE NHS FOUNDATION TRUST 7 24.19 1,311 842 64.2 464 35.4 5 0.4 0 - 0 -


THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST 49 36.53 8,662 6,158 71.1 2,356 27.2 127 1.5 20 0.2 1 0


UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 3 49.37 5,311 3,704 69.7 1,480 27.9 121 2.3 6 0.1 0 -


All Acute (non specialist) trusts 730151 568117 77.8 146702 20.1 12810 1.8 1810 0.2 712 0.1
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Regional Position 


 
Morecombe Bay was the top performer this period with a rate of 49.37 incidents per 1000 
bed days while CDDFT has dropped to 7th position, as in the previous reporting periods we 
were 6th.  
 


Trust 


Apr 
to 
Sept 
14 


Oct 14 
to Mar 
15 


Apr 
to 
Sept 
15 


Oct 15 
to Mar 
16 


Apr 
to 
Sept 
16 


Oct 16 
to Mar 
17 


Apr 
to 
Sept 
17 


Oct 17 
to Mar 
18 


CITY HOSPITALS 
SUNDERLAND NHS 
FOUNDATION TRUST 


2 0 1 1 1 1 1 3 


NORTH CUMBRIA UNIVERSITY 
HOSPITALS NHS TRUST 


6 0 2 3 7 2 4 8 


COUNTY DURHAM AND 
DARLINGTON NHS 
FOUNDATION TRUST 


10 0 3 4 4 4 6 7 


UNIVERSITY HOSPITALS OF 
MORECAMBE BAY NHS 
FOUNDATION TRUST 


1 0 4 5 5 3 2 1 


NORTHUMBRIA HEALTHCARE 
NHS FOUNDATION TRUST 


5 0 5 2 3 5 3 4 


SOUTH TYNESIDE NHS 
FOUNDATION TRUST 


3 0 6 6 10 10 10 10 


SOUTH TEES HOSPITALS NHS 
FOUNDATION TRUST 


4 0 7 7 6 9 9 9 


THE NEWCASTLE UPON TYNE 
HOSPITALS NHS FOUNDATION 
TRUST 


9 0 8 9 2 8 7 6 


NORTH TEES AND 
HARTLEPOOL NHS 
FOUNDATION TRUST 


7 0 9 10 8 7 5 2 


GATESHEAD HEALTH NHS 
FOUNDATION TRUST 


8 0 10 8 9 6 8 5 


Reporting Delay 


Since the implementation of the patient safety teams NRLS reporting process, to reduce 
time taken to report incidents to NRLS, CDDFT sustained a significant decrease in the 
reporting delay. However in the past 2 reporting periods we have had a slight increase in our 
reporting delay due to the impact of reporting incidents that are discovered long after their 
occurrence. As a organisation uploads of incidents to NRLS are done 3 times a week. 
Therefore on review the number of days to report is based on the criteria used by the NRLS 
on incident date and not reported date. If this was the reported date we would be lower days 


to report as we do report historical cases past the 48 hours. 
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Summary  


Due to the changes in the NRLS and the reports produced the data will be significantly 
different when we upload in November 2018 for the reporting period Apr-Sep 18.  Also the 
work that will be undertaken within 2018/19 to increase the reporting of near miss and no 
harm incidents will not be reflected in the national statistics’ until April 2019. 
 


PATIENT EXPERIENCE MEASURES 


 
Complaints and PALS 


During 2017-18 the average number of complaints received per month was 44. This 


compares favourably to previous years as shown:  


 
Year Average number of formal complaints received per 


month 


2012-13 49 


2013-14 46 


2014-15 52 


2015-16 53 


2016-17 54 


2017-18 44 


2018-19  Q1 49 


2018-19  Q2 43 


  
The total number of formal complaints received into the Patient Experience Team in Quarter 


1 (Q2) is 128 (July 43, August 46, September 39).  


 


 
Data extracted 08/10/18 


 
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 * 35/35 – 100% 23/23 – 100% 11/23 – 48%  13 52% 32 


A&EC 51/51 – 100% 44/44 – 100%  13/44 – 30% 7 70% 32 


CSS  10/10 – 100% 10/10 – 100% 4/10 – 40% 1 60% 34 


IAC 14/14 – 100% 13/14 – 93% 10/14 – 71% 9 29% 35 


FH 14/15 – 93% 22/24 – 92% 9/24 – 38% 6 62% 33 


Corporate* 3/3 – 100%  3/3 – 100%  0/3 – 0% 0 100% 32 


Total 


 
127/128 – 99% 115/118 – 98%  47/118 – 38% 36 62% 33 


**Please note there was one extra complaint for August at the time of reporting compared to August’s KPI data, this has been 
incorporated into this quarters data – data extracted 08/10/18 


 
The top three categories for complaints during Q2 18-19 are:  
 


 Clinical treatment  


 Customer care 


 Attitude of staff  
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There are 77 Clinical Treatment issues during Q2 18-19. The main themes are around delay 
in diagnosis and treatment, misdiagnosis, nursing care. 
  
Comparison data is outlined as follows: 


 
Missed diagnosis: 
 
Care 
Group 


April  
18 


May  
18 


June  
18 


July      
18  


Aug 
18  


Sep  
18  


AEC 0 2 1 1 1 0 


Surgery 0 0 0 0 2 0 


CSS 1 1 0 1 0 0 


IAC 0 0 0 0 0 0 


Family 
Health 


0 0 2 0 0 0 


Total 1 3 3 2 3 0 


 
Nursing care: 
Care 
Group 


April  
18 


May  
18 


June 
 18 


July      
18 


Aug 
18 


Sep  
18 


AEC 1 0 2 4 2 2 


Surgery 2 1 0 0 2 3 


CSS 0 0 0 0 0 0 


IAC 1 1 0 1 2 0 


Family 
Health 


1 0 2 0 1 0 


Total 5 2 4 5 7 5 
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PEAI (Procedure, examination, assessment, investigation): 
Care 
Group 


April  
18 


May 
 18 


June 
 18 


July     
18 


Aug  
18 


Sep 
18 


AEC 2 1 0 1 2 1 


Surgery 3 1 2 1 3 2 


CSS 1 0 1 0 0 1 


IAC 0 0 0 1 0 0 


Family 
Health 


0 0 0 0 1 0 


Total 6 2 3 3 6 4 


Data extracted 08/10/18 


 


 


 
Complaints handled within the Care Group during Q2 18-19 
 
There were 7 complaints handled locally during Q2 18-19 (AEC 1, CSS 2, FH 2, IAC 2)   
 
The top 5 areas for complaints are detailed below:    
 
The table below provides the areas with the highest number of complaints. Whilst the 
Emergency Departments appears consistently as high number this is proportionate with the 
number of attendances.  
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Complaints comparative data:  


Comparable complaints data is provided by NHSI patient experience benchmarking site. 
From April 2018, comparative data will be presented for CDDFT and neighbouring Trusts as 
well as those with comparable throughput and activity. The below chart shows comparative 
data for CDDFT and neighbouring trusts for Q4 2017-18. Q1 2018-19 data not available at 
the time of reporting.  
 
In-patient complaints Q4 - 2017-18 
 


Trusts identified below are comparable to CDDFT Inpatient throughput / activity. Of the ten 
comparable Trusts identified CDDFT received fewer complaints than three other Trusts and 
more complaints than six of the nine comparable Trusts throughout Q4. (No data available 
for Central Manchester University Hospital NHS Foundation Trust).  


 


Quarter 2  
17/18 


Quarter 3 
17/18 


Quarter 4 
17/18 


Quarter 1 18/19 Quarter 2 18/19  


Emergency 
Department: 17  
(DMH 5, UHND 
12) 


Emergency 
Department: 22  
(DMH 8, UHND 14) 


Joint 1
st
 with 17 each 


Emergency Dept: 17 
(DMH 7, UHND 10) 
General Surgery 
(BAH 1, DMH 6, UHND 10) 


Emergency Dept 16 
(DMH 6, UHND 10) 


Emergency 
Department: 18  
(DMH 7, UHND 11)  


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)  


Orthopaedics: 11 
(DMH 5, UHND 6) 
 


Obstetrics/ Maternity 
14 
(DMH 4, UHND 10) 
Orthopaedics 14  
(DMH2, UHND 12) 


General Surgery: 15  
(BAH 1, DMH 8, 
UHND 6)  


Orthopaedics: 10  
(BAH 1, DMH 3, 
UHND 6)  


General Surgery: 9 
(DMH 5, UHND 4)  


Radiology: 10 
(BAH 2, CLS 1, DMH 3, SBCH 
1, UHND 3) 


General Medicine 13 
(DMH 2, UHND 11) 


Trauma & 
Orthopaedics: 12 
(DMH 5, UHND 7)  


Obstetrics/Mater
nity: 8  
(DMH 2, UHND 6)  
 


Obstetrics/Maternity 
7 
(DMH 4, UHND 3)  


Respiratory: 8 
(DMH 6, UHND 2) 


General Surgery 12 
(BAH 1, DMH 7, 
UHND 4) 


Unscheduled Care: 10  
(Peterlee 2, DMH 4, 
SBCH 1, UHND 3)  


General 
Medicine: 7  
(DMH 1, UHND 6) 


Unscheduled Care 6 
(BAH 2, Peterlee 1, 
SBCH 2, UHND 1)  


Paediatrics: 7 
(DMH 2, Stanley PCC 1, UHND 
4) 


Radiology 8 
(BAH 3, DMH 2, 
UHND 3) 
Elderly Care 8 
(BAH 1, DMH 1, 
UHND 6) 


General Medicine: 9  
(BAH 1, DMH 1, 
UHND 7)  
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Emergency Department complaints - Q4 2017-18.  
 


Trusts identified below are comparable to CDDFT Emergency Department throughput / 
activity. Of the ten comparable Trusts identified CDDFT received fewer complaints than nine 
Trusts throughout Q4.  


 


Inpatient/Emergency Department complaints Q4 - 2017-18 (Neighbouring Trusts)  
 
Of the seven neighbouring Trusts, CDDFT received fewer complaints than one Trust and 
more than five Trusts throughout Q4.  
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PALS  


Patient Advice and Liaison Service (PALS) concerns are shown in the cumulative total in the 


following graph.  


 


Data extracted 08/10/18 


The top three categories for PALS during Q2 18-19 are:  


 Appointments 


 Clinical Treatment 


 Customer Care  
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Top 5 areas for PALS: 


 
 
Data extracted 08/10/18   


 
Lessons Learned / Actions taken in response to complaints: 


 
Examples of actions taken during Q2 2018-19 are provided below:  
 
Surgery Complaints 
 
Issue – Discharge and informing families, activities at visiting times and documentation  
 
Action – All staff on ward will be reminded to encourage a patient to make contact with their 
family/next of kin prior to discharge to discuss the practicalities of going home and whether 
realistically they can manage. Staff on the ward will be made aware of the issues around 
interrupted visiting times and reminded to keep all essential tasks brief and avoid visiting 
times as much as possible.   To discuss the need for accurate documentation, particularly in 
regards to insulin, with the ward staff.  


Quarter 2  
17/18  


Quarter 3 
17/18 


Quarter 4 
17/18 


Quarter 1  
18-19 


Quarter 2  
18-19 


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:15 
(BAH 2, DMH 
9,UHND 4) 


Ophthalmology 22  
(BAH 2, DMH 17, 
UHND 3) 


General Surgery: 22  
(BAH 1, DMH 13, 
UHND 8)  


Orthopaedics
: 12  
(DMH 5, 
UHND 7)  


Joint 2
nd


 – 11 each 
Emergency Department: 
(DMH 5, UHND 6)  
Orthopaedics:  
(BAH 1, DMH3, UHND 7)  


Emergency 
Dept:13 
(DMH 5, UHND 8) 


General Medicine 14  
(BAH 3, DMH 5, 
UHND 5, SBCH 1) 


General Medicine: 14  
(BAH 2, DMH 2, 
UHND 10)  


Ophthalmolo
gy: 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)  


Radiology:12 
(BAH 1, CLS 1, 
DMH 3, UHND 7) 


ED 11 
(DMH 7, UHND 4) 
Radiology 11 
(BAH3, DMH 4, SBCH 
1, UHND 3) 
Adult Physiotherapy 
11 
(BAH 4, CLS 1, DMH 
1, Richardson 1, 
Sedgefield 1, UHND 2, 
Dr Piper 1) 


Joint 3
rd
 with 13 each  


Emergency 
Department (DMH 8, 
UHND 5)  
Ophthalmology 
(BAH 1, DMH 10, 
UHND 2)  


Obstetrics/Ma
ternity: 9  
(DMH 2, 
UHND 7)  


Joint 4
th
 – 8 each  


Ophthalmology 
(BAH 1, DMH 7)  
Paediatrics  
(DMH 2, UHND 6)  


General 
Medicine:11 
(BAH 2, DMH 1, 
SBCH 1, UHND 7) 


Rheumatology 10 
(DMH 7, UHND 3) 


Joint 4
th
 with 12 each  


Rheumatology 
(BAH 1, DMH 5, RCH 
1, UHND 5)  
Diagnostic services 
(Radiology)  
(BAH 2, DMH 6, SCH 
1, SBCH 1, UHND 2)  


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)  


Orthopaedics: 10 
 
(BAH 1, DMH 4, 
UHND 5) 


Operations & 
Business 8 
 
(BAH 1, DMH 5, 
SBCH 1, UHND 1) 


Trauma & 
Orthopaedics 10  
(CLS 1, DMH 3, 
UHND 6)  
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Acute and Emergency Care Complaints 
 
Issue – Patient experienced a long wait for triage, tweezers unavailable on treatment room 
trolley/drawer. Patient felt his condition was dismissed.  
 
Action – Continue to review triage and streamlining processes. Ensure all equipment is 
available within the treatment room drawers/trolley and for the complaint to be shared with 
the department in order to highlight key messages and learn from patient experience.   
 
Family Health Complaints 
 
Issue – Delay in procedure due to sedative medication not being available  
 
Action – Staff reminded to ensure a spare bottle is available and that the stock being used is 
in date  
 
Integrated Adult Care Complaints 
 
Issue – Prescribing of analgesia    
 
Action – Complaint will be shared with the ward doctors to remind them to review patients 
who regularly take analgesia to ensure sufficient analgesia is prescribed.   
 
4.1.2.5 Clinical Specialist Services 
 
Issue – Attitude of sonographer at 20 week anomaly scan.  
 
Action – Staff to reflect on complaint  
 
Compliments  


 
There was a total of 5260 compliments received in Q2 18-19 


 
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 rose throughout 2015-2016 to 79. There was a further increase 
in 2016-17 to 93.  Although this is no longer a target it is an area the Trust has monitored 
this closely throughout 2017-18. A decrease was noted this year to 63 complaints, a 
reduction of 30 from 2016-17. Monitoring will continue throughout 2018-19 
 


 
 
Parliamentary and Health Service Ombudsman (PHSO): Q2 18-19 


In June 2013, the Submission by the Health Service Ombudsman for England to the review 
of NHS Complaints was published stating that it is the PHSO strategy to carry out more 
investigations for more people.The Parliamentary and Health Service Ombudsman (PHSO) 
is the second and final stage of the NHS complaints procedure and is responsible for 
reviewing complaints which have not been resolved locally. 


Of the 20 cases with the Ombudsman: 
Five new requests for information were received (AEC 3, IAC 1, FH 1). Three cases were 
closed in Q2 (1 PU, 2 not investigated). 12 cases are on-going.   
 
The below table and graph provides a comparison of PHSO outcomes from 2014-15 to 


2017-18 as well as current status from Q2 2018-19. 


Year Upheld Part upheld Not upheld Not investigated  


14-15 2 8 6 NA 


15-16 1 3 3 NA 


16-17 0 7 1 NA 


17-18 1 6 11 2 


Q1 18-19 0 0 2 0 


Q2 18-19  0 1 0 2 
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Friends and Family (FFT) Update – Q2 18-19  


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 2017-18 a total of 59,175 surveys were returned.  
 
The number of surveys received per month is identified in the table below.  
 


FFT Responses 2017-18 2018-19 


April 3977 4836 


May 6306 4177 


June 7498 4140 


July 6045 3863 


August 5341 4158 


September 5267 3549 


October 4673  


November 4232  


December 3270  


January 4154  


February 4017  


March 4395  


 
In April 2018 an increase in responses trust-wide was noted. All wards and department 
teams receive ward based data throughout the month to encourage weekly uptake. Issues 
pertaining to low response rates in specific areas are being escalated to senior managers.  
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The following table shows the Trust’s response rates from April 2018 as per UNIFY reporting 
structure. 
  


 
 


 
FFT Headline Measure 


 


0.0%


10.0%


20.0%


30.0%


40.0%


Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19


FFT Response rates from April 2018 


Inpatient ward response rate


Emergency Departments response rate


Maternity response rate (commenced
October 2013)


Overall monthly response rate (Emergency
Departments and Inpatients)


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 18 29.4% 13.7% 15.6% 21.5% 20-30% (Inpt 
40%) 


May 18 28.1% 8.7% 13.9% 18.4% 20-30% (Inpt 
40%) 


June 18  28.9% 10.3% 10.4% 19.6% 20-30% (Inpt 
40%) 


July 18  27.9% 10.3% 10.8% 19.1% 20-30% (Inpt 
40%) 


August 
2018 


27% 12.5% 15.2% 19.7% 20-30% (Inpt 
40%) 


September 
2018 


28.5% 9.6% 13.8% 19% 20-30% (Inpt 
40%) 


Month 
 


Inpatient A&E Maternity 


% Rec % Not % Rec % Not % Rec % Not 


April 2018 96 1 94 2 98 1 


May  2018 97 1 94 1 98 0 


June 2018  97 1 95 1 97 0 


July 2018  97 1 95 1 97 0 


August 2018 98 1 94 2 98 1 


September 2018  98 1 95 1 100 0 
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Friends and Family Test  Engagement 


Work continues to raise awareness and promote engagement with the FFT with both staff 
and patients. Recent feedback shows that staff are not encouraging completion of the FFT 
questionnaires as they feel there is no value in the data received, however they have been 
reminded that this is a national data requirement. 
 
Updates have been presented to Senior Nurses and the process has been discussed at 
Sister’s Away Day to encourage engagement and highlight the importance of patient 
feedback. A memo from the Executive Director of Nursing has been sent to all wards and 
department teams and senior managers to reiterate this.  
 
“You said we did” posters are requested from 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.  
 


Friends and Family Test   Audit 


Between April – June 2018, Audit One completed an audit of the FFT process. A final 


outcome of Good assurance was received. 


Family and Friends Test Comparison  


Quarter 4 – 2017-2018 (Q1 data not available at time of reporting)  
 
In-patient  
 
The latest results available tell us that a high proportion of CDDFT patients would 
recommend the services and throughout all services. CDDFT response rate reduced in Q4, 
however our score continues to remain above the national average.  
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In-patient – regional comparison  
 
The graph below compares the organisation from the regional perspective.  
 


 
 
In-patient – national comparison  
 
The graph below compares the organisation from those similar to County Durham and 
Darlington NHS Foundation Trust.   
 


 







 


Trust Board: 31/10/2018  Patient safety & experience report         


Noel Scanlon  P a g e   | 32 


 


 
Emergency Department  


 
 
Emergency Department – regional comparison 


 
Emergency Department – national comparison  
The graph below compares the organisation from those similar to County Durham and 
Darlington NHS Foundation Trust. 
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Maternity  


 
 
National CQC Patient Survey Programme update. 


 
The below shows the National Survey plan for 2018-2019 
 
2017-18 Sample month Start fieldwork End fieldwork CQC Publication 


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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Trust Board – 31st October 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: 
 


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 July 2018 to 30th September 2018 (“Relevant Period”). 


Positive performance 
/ developments within 
this report   
 


Positive matters  Page 


Four documents have been sealed in the period and are 
summarised in the table starting on page 3 


3 
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Key issues and 
actions within this 
report  


 


Issue and actions Page 


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 
authorization 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. 


3 


  


  


Regulatory 
compliance 
implications 


Tick all that apply 
 


Tick for any implications for compliance with 


NHS Constitution     


Provider Licence (especially Condition 6)        


CQC Fundamental Standards of Care       


Health and Social Care Act         


Mental Health Act / Mental Capacity Act                         


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 


22nd October 2018 


 


 


 


 


 


 


 


 







 


Register of Sealings (Quarter 2, 2018/19).            3 


REGISTER OF SEALINGS – 2018/19 


Period of: 1 July 2018 to 30 September 2018 (Quarter Two) 


Ser Date of 
Sealing 


Description of 


Document Sealed 


Parties to 
Document 


Contract Value 


(if applicable) 
(GBP£) 


Name of Director(s) 


Affixing seal 
Notes 


02/19 25/07/2018 
Supplemental Lease of Premises 
at Palatine House, Durham 


1) The Trust 
2) Durham 


Group 
Estates 


 


S Jacques, Chief 
Executive 


D Brown, Executive 
Finance Director 


Sealed by W Edge, Trust 
Secretary  


03/19 26/07/2018 Project Agreement for 
Healthcare Facility 


1) The Trust 
2) Philips 


Electronics 
UK 


 


S Jacques, Chief 
Executive 


D Brown, Executive 
Finance Director 


Sealed by W Edge, Trust 
Secretary 


04/19 20/08/2018 
Underlease for Unit B7, Avenue 
House, Greenwell Road, Newton 
Aycliffe 


1) The Trust 
2) Liberation 


Limited 


£31.9k annually 
(supported by 
commissioners as 
pass through 
estates costs) 


 


S Jacques, Chief 
Executive 


D Brown, Executive 
Finance Director 


 


Sealed by H Robertson, on 
behalf of W Edge, Trust 
Secretary 


New lease for 5 year term – 
costs fully budgeted as part 
of the Adult Community 
Care Contract 
(predominantly used by 
District Nurses) 
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05/19 19/09/18 Lease of CraigLea, Lanchester 
Road Hospital Site, Durham City 


 
1) Tees, Esk 


and Wear 
Valleys NHS 
Foundation 
Trust 


2) Talking 
Changes 
Joint Venture 
Partnership 
  


Rent £39k per 
annum  


Service charge 
£42k per annum 


 


S Jacques, Chief 
Executive 


D Brown, Executive 
Finance Director 


 


Sealed by H Robertson, on 
behalf of W Edge, Trust 
Secretary 


The lease end date is June 
2021 – the current position 
is CDDFT staff will leave 
Craiglea when the existing 
contract lapses in 2019.  In 
terms of the new lease, 
there is a break clause, 
exercisable with 1 months’ 
notice, to allow the lease to 
be terminated early by the 
Talking Changes JV 
Partnership when the 
existing contract ends 


 


 


 

















































































































































































Item 4a (Appendix) - Services Action Plan CQC Action Plan - Services (Update 12th October 2018) County Durham Darlington NHS Foundation Trust


24/10/2018 Page 1


Re
f


CQC REQUIREMENT
Where 


referenced in 
the reports


TRUST ACTION HOW WILL THIS BE EMBEDDED
OUTCOME: what do we want to 


achieve
MONITORING ARRANGEMENTS: 


How will we monitor this?
PROGRESS LEAD CARE GROUP TARGET DATE


INTERIM SOLUTION 
WHILST ACTION IS 


UNDERWAY
DATE COMPLETE


U
&


E


U
&


E 
1


M
us


t D
o


The trust must ensure that the 
rooms used to care for patients 
with mental health needs 
conform to the Psychiatric 
Liaison Accreditation Network 
(PLAN) standards.


Evidence 
appendix 
pages 12, 25, 
45, 52 & 186


University Hospital of North Durham
1. The assessment room is to be adapted to meet all PLAN requirements.
2. A risk assessment of patient toilets and other general areas is to be undertaken 
and submitted to Safety Committee for approval.     
3. Approved works to mitigate ligature risks to be undertaken based on the risk 
assessment above.
4. A checklist for the assessment room environment will be developed which will be 
reviewed at each daily huddle.  
5. Checklist will be used by the Health and Safety Team in carrying out annual 
compliance audits


Back to Practice checks and 
annual ED H&S audit 


The rooms used to care for patients 
with mental health needs conform to 
the Psychiatric Liaison Accreditation 
Network (PLAN) standards.


Daily checks of the assessment 
room environment.  Back to 
Practice checks. Annual H&S 
audit.


Daily checks of all rooms in ED 
are now being carried out and 
this will include the Mental 
Health Room to ensure it remains 
compliant with PLAN once 
building work is complete, and as 
far as possible before this.


Work on the new Assessment Room (to meet PLAN requirements) is in progress at DMH and about to commence at 
UHND, following  delay to delivery of equipment from the specialist supplier.  One toilet is also being made ligature 
risk free on each site as part of this work.  A SOP has developed on the use of the Mental Health Room and level of 
observation required, which has been quality reviewed by Tees, Esk and Wear Valleys NHSFT and includes an updated 
self harm risk assessment. The Care Group has approved the document ready for use when the new room is 
available. 


Bill Headley/Claire 
Beckwith


AEC Initially 30/06/18 
but now 


31/10/2018


Patients are assessed 
clinically to ensure risk 
factors are identified, that 
the patient is in suitably 
safe environment and are 
supervised according whilst 
in ED


U
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E


U
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E 
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(As above) The trust must ensure 
that the rooms used to care for 
patients with mental health 
needs conform to the Psychiatric 
Liaison Accreditation Network 
(PLAN) standards.


Evidence 
appendix 
pages 12, 25, 
45, 52 & 186


Darlington Memorial Hospital
1. The assessment room is to be adapted to meet all PLAN requirements.
2. A risk assessment of patient toilets and other general areas is to be undertaken 
and submitted to Safety Committee for approval.     
3. Approved works to mitigate ligature risks to be undertaken based on the risk 
assessment above.
4. A checklist for the assessment room environment will be developed which will be 
reviewed at each daily huddle.  
5. Checklist will be used by the Health and Safety Team in carrying out annual 


li  di


Back to Practice checks and 
annual ED H&S audit 


The rooms used to care for patients 
with mental health needs conform to 
the Psychiatric Liaison Accreditation 
Network (PLAN) standards.


Daily checks of the assessment 
room environment.  Back to 
Practice checks. Annual H&S audit


As above. Kerry Dawson, 
Vikki Bailey, Steve 
Morley, Tony Pratt


AEC Initially 30/06/18 
but now 


31/10/2018


Patients are assessed 
clinically to ensure risk 
factors are identified, that 
the patient is in suitably 
safe environment and are 
supervised according whilst 
in ED
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(As above) The trust must ensure 
that the rooms used to care for 
patients with mental health 
needs conform to the Psychiatric 
Liaison Accreditation Network 
(PLAN) standards.


Evidence 
appendix 
pages 12, 25, 
45, 52 & 186


Ligature Policy updated. To be consulted on to ensure meets wider Trust 
requirements.


Policy monitoring processes and 
information sharing at huddles


As safe as possible environment for all 
patients


Monitoring arrangements will be 
defined within the policy


The Anti-Ligature Policy and a SOP for the management of patients who present with self harm or harm to others 
have been drafted and the SOP has been reviewed by TEWV and some minor alterations made.  The document has 
received Care Group approval and are ready to be brought into use alongside the new assessment rooms.


Claire Beckwith AEC 30/06/2018 
initially.  However, 


works will not be 
complete 


31/10/2018


As above, Patients are 
assessed clinically to ensure 
risk factors are identified, 
that the patient is in 
suitably safe environment 
and are supervised 
according whilst in ED
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At Darlington Memorial Hospital 
(DMH) The trust must ensure 
that documentation of the 
administration of controlled
drugs is in line with the Nursing 
and Midwifery Council (NMC) 
Standards for Medicine 
Management.


Evidence 
appendix page 
173


1. Staff will be reminded of the policy in daily huddles
2. We will introduce regular (minimum weekly) spot checks by senior nurses with 
rigorous follow up of any incomplete entries or errors. 


Reinforce through Back to 
Practice visits (monitoring 
checks by senior nurses)


Full compliance in line with NMC 
standards for Medicine Management.


Pharmacy to collate and share 
audit results weekly, and spot 
checks.


Matrons reviewed records and reminded staff of the policy.  Spot checks have been carried out by ED staff since April 
2018.  Following liaison with the Medications Safety Officer, a final version of the ED checklist has been completed 
and agreed.  The checklist covers all medicines requirements identified by CQC.   Pharmacy staff have reviewed the 
checklists and the AEC ADN will undertake a monthly walk around with the Chief Pharmacist to confirm assurance. 
Controlled Drugs Officer has advised much improved levels of assurance now in place. To review for closure at 
31st October 2018, with ongoing checks thereafter.


Vikki Bailey AEC Complete subject 
to output of 


assurance checks


Checks have continued to 
be carried out and there is 
a documented record 
available.  Assurance checks 
by Pharmacy Team 
continuing


U
&


E


U
&


E 
5


M
us


t D
o


At University Hospital North 
Durham (UHND) the trust must 
ensure that controlled drug 
balance checks are carried out in 
accordance to trust policy.


Evidence 
appendix page 
31


The policy for checking the registers will be standardised, with issues discussed in 
ward huddles and follow up checks completed. 


Rigorous daily checks and 
monthly spot checks to be 
undertaken (to be included as 
part of Back to Practice) 


All controlled drugs checked daily in 
line with Trust policy requirements


Pharmacy to collate and share 
audit results weekly, and spot 
checks.


As above. Denise Matthews/
Claire Beckwith


AEC Complete subject 
to output of 


assurance checks


Checks have continued to 
be carried out and there is 
a documented record 
available.  Assurance checks 
by Pharmacy Team 
continuing
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(As above) At University Hospital 
North Durham (UHND) the trust 
must ensure that controlled drug 
balance checks are carried out in 
accordance to trust policy.


Evidence 
appendix page 
31


We will create and populate a "ward" dashboard (akin to Quality Matters), or a 
similar record, to include controlled drug monitoring in the Emergency Department


Rigorous daily checks and 
monthly spot checks to be 
undertaken (to be included as 
part of Back to Practice) 


All controlled drugs checked daily in 
line with Trust policy requirements


Dashboard will be monitored as 
per Quality Matters reporting or 
similar 


As above. Claire Beckwith 
/Vikki Bailey (Julie 
Race and Paul 
McGee to assist as 
required)


AEC Complete subject 
to assurance checks


A manual tool is in place 
and provides evidence of 
the implementation of the 
process in the interim.  
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At UHND the trust must store 
intravenous infusions containing 
potassium separately.


Evidence 
appendix page 
31


Intravenous infusions containing potassium will be kept a locked cupboard in the 
Resus area.  The cupboard will be clearly marked.


Reinforced in huddles to share 
learning


Intravenous infusions containing 
potassium will be separately and 
securely stored to prevent any 
potential medication  errors occurring.


Check as part of stock control and 
further checks on Back to Practice 
visits by senior nurses


April 2018: Intravenous infusions containing potassium have been moved and are now kept in cupboards in the 
resuscitation area, which are locked when Resus is not staffed.  Spot checks are being undertaken to provide 
assurance.


July 2018: UHND fluids have been placed into cupboards which can be locked when Resuscitation is not staffed. Locks 
and keys ordered. Potassium has been removed from the fluid store in Resus and stored in a separate cupboard.


October 2018: CQC Pharmacist confirmed on engagement visit that the originally mandated action and issue were 
incorrect as only high risk infusions require segregation and the Trust has appropriate arrangements in place. 
A ti  t  b  l d  


Claire Beckwith AEC Complete Jul-18
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At UHND the trust must store 
patients own medication 
securely.


Evidence 
appendix page 
32


We will review policy & infrastructure for storage of patient's own medications, 
install compliant medicines cupboards and receptacles where necessary, train and 
audit to said policy and educate our patients and their families to utilisation of self 
medication as part of their rehabilitation plan including the use of regular lifelong 
medication such as Anti parkinsonian drugs. 


Reinforced in huddles to share 
learning


Patients own medication will be 
separately and securely stored to 
prevent any potential medication  
errors or accidental ingestion by 
vulnerable patients or children visiting 
occurring.


Check as part of stock control and 
further checks on Back to Practice 
visits by senior nurses


Lockable cupboards have been purchased and are in place in all Short Stay rooms, to ensure that patients own 
medications can be stored securely. Use of the cupboards is being reinforced by ED managaement spot checks, back 
to practice fridays and Pharmacy staff walk arounds. The Chief Pharmacist has advised that there is much improved 
assurance but checks continue. To review for closure at 31st October 2018 if improvement continues. 


J Harris, J 
McClelland, All 
Medical & IAC 
Matrons ( all 
Matrons)


All Care 
Groups 


Complete subject 
to assurance checks


Pharmacy checks ongoing
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The trust must ensure that 
oxygen therapy is prescribed in 
line with national guidance.


Evidence 
appendix page 
31 & 173


1. A Trust wide drive on correct prescribing will be undertaken with support from 
Medical Education and Pharmacy. 
2. We will revisit BTS guidance on oxygen prescribing to ensure that our policy is in 
line with it.    
3. We will review the prescription chart in ED and EPMA to record key information 
required under 2 above e.g. concentration, flow rate, target saturations


Spot checks and reinforced in 
huddles to share learning


The doctor will assess the patient's 
need for Oxygen and document target 
saturations in line with the clinical 
context of the patient.  Both medics 
and nurses should monitor and record 
all saturations as well as take into 
consideration any arterial blood gases 
performed.


Spot checks to ensure that all 
Oxygen administration is clearly 
documented in the clinical 
records. These will be reinforced 
through Back to Practice visits by 
senior nurses.


The Trust-wide oxygen prescribing protocol has been the subject of review by Lead Clinical Pharmacist following 
release of new BTS guidance. For inpatients, the Lead Clinical Pharmacist and EPMA team have ensured oxygen 
prescribing complies with requirements. Oxygen monitoring occurs on Nervecentre which records concentrations and 
flow rates.  Prescribing and monitoring in ED is scanned into Symphony. 


The ADN for AEC and the Chief Pharmacist have agreed a protocol for oxygent prescribing in ED. A change request 
has been submitted to capture the requirements into Symphony. In the interim, the existing IV prescription template 
will be used, in combination with a grid stamp, to allow the amount of oxygen prescribed and target saturations to be 
recorded. The stamps have been ordered and are excepted to arrive by 31st October 2018 to allow recording of 
prescriptions to commence. Monitoring of oxygen levels is performed in line with EWS (in Symphony) and the Chief 
Pharmacist is assured of good compliance with Trust policies for administration and monitoring of oxygen.


David Gibson and 
Sue Evison (C 
Beckwith and V 
Bailey to reinforce 
in ED)


AEC Initially 31/08/18 
but now 


31/10/2018


Local awareness raising via 
'Stop, Think, Oxygen 
Prescribing' guides
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The trust must ensure that 
patients’ blood sugar levels are 
recorded as required.


Evidence 
appendix page 
34 &177


1. Outdated guidance on capillary blood sugars will be removed from the clinical 
area.
2. Staff will be required to adhere to the Sepsis Management Tool which is 
embedded within the Symphony electronic system and which advises lactate blood 
cultures and all relevant blood tests are performed, which may include a glucose.  
We now perform a venous gas and a serum blood glucose is taken on patients 
screened positively for sepsis. 


Matron / ED sister spot checks 
and issues to be followed up 
with staff in real-time and in 
appraisal / revalidation 


Adherence to our Sepsis Management 
Tool


The CAP/AI Team will support ED 
to undertake a twice yearly audit 
of the whole Sepsis Bundle in ED.


Outdated guidance has been removed from the clinical area.  Sepsis six guidance has moved on and is no longer a 
requirement.


Claire Beckwith, 
Vikki Bailey, Lisa 
Ward


AEC Complete Jul-18
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The trust must ensure that staff 
understand their roles and 
responsibilities under the Mental 
Health Act 1983 and the Mental 
Capacity Act 2005 at University 
Hospital North Durham.


Evidence 
appendix 
pages 13 & 15


1. We will undertake an additional audit to obtain baseline of compliance with 
mental capacity Act 2005 using PISAT tool / augmenting with point prevalence 
study.                                                                                                                                     
2. We will  create and appoint to a role for Mental Capacity Lead.  Once appointed, 
this role will supplement training and education by working daily with ward staff.                                  
3. We have set up a Task & Finish Group which will develop and assurance 
programme for safeguarding adults that will move into the Quality Matters 
programme once key areas of development have been identified. This will support a 
context for challenging best interest and consent in every setting. 
4. The Task & Finish Group will provide short-term awareness raising and support 
working with ward staff, to improve awareness of responsibilities.


Ward visits by the Safeguarding 
Adults team and through the 
assurance programme                    


To demonstrate compliance with The 
Mental Capacity Act 2005                                           


Task and Finish group and then 
through Safeguarding steering 
group. Reporting to the Executive 
patient safety & experience 
committee 


A Task and Finish group was established and "assurance and awareness" rounds looking at safeguarding and best 
interest decision are being undertaken with staff receiving immediate feedback.  Point prevalence (PISAT) audits are 
being undertaken and again issues being identified are being resolved there and then on the wards.  Reports on the 
audit findings are being received at the Safeguarding Group bimonthly.  The Training Programme has been reviewed, 
and work books for both acute and community have been sourced. Competencies have been defined for different 
levels of staff - reports on training compliance have requested for the owners review. 


Central resources for Safeguarding Adults / MCA have been increased with two further staff now involved. All actions 
are therefore complete. However a further PISAT audit will be completed in November 2018 to evaluate the 
impact of actions.


Jason Cram Corp Nursing Complete                
To be closed when 


updated PISAT 
audit completed in 


November 2018


Assurance and awareness 
rounds are being 
undertaken and  issues 
being identified are being 
resolved there and then on 
the wards. Resources 
increased
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(As above) The trust must ensure 
that staff understand their roles 
and responsibilities under the 
Mental Health Act 1983 and the 
Mental Capacity Act 2005 at 
University Hospital North 
Durham.


Evidence 
appendix 
pages 13 & 15


1. We will firm up the action plan in development with Tees, Esk and Wear Valleys 
NHS FT (TEWV - our MH provider) in response to the 'Treat As One' gap analysis 
completed jointly with TEWV, which includes actions to raise awareness and 
support staff in their understanding of their responsibilities under the MH Act. We 
will roll out agreed actions.
2. We will create and appoint a lead role for Mental Health matters, with specialist 
experience and dedicated responsibility for MH matters


Monitoring of implementation 
of actions through the Executive 
Patient Safety and Experience 
Committee 


Implementation of good practice in line 
with Treat as One: Bridging the gap 
between mental and physical 
healthcare in general hospitals: The 
overarching theme of the 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. There 
are a series of recommendations that 
should be undertaken to help that 
process.


Monitoring of implementation of 
actions through the Executive 
Patient Safety and Experience 
Committee 


An Operatinal Plan is in place with agreed leads and timeframes. A gap analysis has been completed with support 
from Tees, Esk and Wear Valleys NHS FT staff and around 67% of criteria for PLAN accreditation are thought to be 
met at this stage. Action plans are in place to address the remaining standards and full accreditation will take until 
mid-2019. This work may proceed jointly with North and South Tees. It is important to note that this action was 
added because the Trust wished to adopt PLAN in full as good practice and was not mandated by CQC. 


This action is expected to be closed, subject to review of the action plan by Executive Patient Safety and Experience 
Committee on 2nd November 2018.


Noel Scanlon Trust Complete (with 
monitoring system 
to close remaining 


gaps and support 
application for 
accreditation)


Action plan in place and 
two thirds compliance with 
standards. Action 
effectivelyheld open 
pending assurance on 
action plan only. 
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(As above) The trust must ensure 
that staff understand their roles 
and responsibilities under the 
Mental Health Act 1983 and the 
Mental Capacity Act 2005 at 
University Hospital North 
Durham.


Evidence 
appendix 
pages 13 & 15


1. Nursing assessment documentation will be amended to include prompts to 
consider the need for a capacity assessment when the patient is subject to 
cohorting or supervision and there are indications that they may lack capacity to 
provide consent
2. Our falls risk assessment documentation will be amended to prompt similar 
assessments.  
3. Relevant questions to support MCA will be included in the nursing assessments 
on Nerve Centre in 4 wards piloting from Q1 and made universal in Q2. Compliance 
to be audited weekly using nerve centre.   
4. The Task and Finish Group will
• Review  MCA policy (Completed in draft form).
• Review the training programme. 
• Review monitoring arrangements.
• Implement frequent ward visit to support decision making. 
• Provide MCA overview and action plan using PISAT tool. 


Nursing Assessment on 
Nervecentre 
Compliance monitoring in 
weekly performance reports                                                         
Falls Documentation includes 
key questions 


We will demonstrate compliance with 
The Mental Capacity Act 2005                                           


Task and Finish group and then 
through Safeguarding steering 
group. 


Nursing assessments in Nervecentre have been reviewed with support from ward managers.  Pilot went well and has 
been concluded.  Roll out will take place once a temporary glitch found in testing new Samsung devices for 
connection to Nerve Centre has been resolved. This may delay roll out slightly. 


Policy has been updated, reviewed by an external expert, approved and issued. Training, monitoring and audit 
actions are in place as per M1 above.  


Jason Cram Corp Nursing 30/09/2018 
(dependent on roll 


out of replacement 
of Nerve Centre 
devices. Devices 


ordered but some 
potential slippage 


to 31/10/18.
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The trust must ensure that they 
meet targets for Mental Capacity 
Act (MCA) and Deprivation of 
Liberty Safeguards training. The 
knowledge and practice of staff 
on the wards raised concern over 
the effectiveness and numbers 
trained. This was specifically 
relevant at University Hospital 
North Durham.


Evidence 
appendix 
pages 13, 75 & 
76


1. The Task and Finish Group will review the training programme to scope training 
requirements, formats of training (face to face/e-learning) and levels of training 
required. 
2. The Group will define procedures for monitoring of training  and the resource 
required to deliver training.                                           


Training Compliance matrix To be compliant with The Mental 
Capacity Act 2005


Task and Finish group and then 
through Safeguarding steering 
group. Reporting to the Executive 
patient safety & experience 
committee 


Training and competency requirements have been reviewed, workbooks sourced and the first monitoring reports 
have been requested from Learning and Development. Initial monitoring reports show progess in line with trajectory 
(but are not presented accurately from ESR).


Jason Cram Corp Nursing Complete Sep-18
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The trust must ensure that 
policies ‘Policy and guidance 
notes for staff on the Mental 
Capacity Act 2005’ (reviewed 
January 2017) and ‘Deprivation 
of Liberty Safeguards’ (reviewed 
December 2016) direct staff to 
guidance or tools for use by staff.


Evidence 
appendix page 
76


1. The policy has been updated to include all relevant tools and to effectively 
signpost staff to the correct tools and guidance. It has been shared with an external 
specialist in MCA for review and has already been reviewed by our legal advisers for 
the legal aspects. 
2. We will update the policy for any further external advice, approve it through the 
governance process in the Trust and disseminate it to all staff. 


Assurance Rounds Safeguarding 
adults                        


To demonstrate compliance with The 
Mental Capacity Act 2005                                           


Task and Finish group and then 
through Safeguarding steering 
group. Reporting to the Executive 
patient safety & experience 
committee 


The policy has been updated to include all relevant tools and to effectively signpost staff to the correct tools and 
guidance. It has been reviewed by an external specialist in MCA our legal advisers for the legal aspects.  Policy ratified 
by IQAC in July 2018 and now issued. 


Mike Egan Corp Nursing Complete Jul-18
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The trust must ensure that 
operating theatres are fully 
established against the 
‘Association for Perioperative 
Practice’ (AfPP staffing 
recommendations). Staffing 
levels at night and on late shifts 
fell below recommended 
guidance.


Evidence 
appendix page 
96/234


1. We will review our current staffing against AfPP staffing guidance to determine 
any changes to establishment required to ensure all shifts are staffed by staff with 
appropriate knowledge and skills for the procedures that they will be undertaking. 
An initial review has already been completed.
2. Follow up actions will be undertaken as appropriate to meet rotas.  Monitoring 
will be established via the electronic staff rostering system
3. Six monthly safe staffing reviews will be completed for Theatres and submitted to 
Board 


Electronic rostering of staff 
through Health Roster, with the 
sign off process for rotas to 
include checking for compliance 
with required standards, 
reinforce by Back to Practice 
Visits


1. Sufficient staff available at the right 
times to ensure shifts are compliant 
with AfPP standards
2. Rotas compliant with the AfPP 
standards
3. All shifts filled in compliance with the 
AfPP standards.  


Through specialty performance 
meetings and nurse recruitment 
meetings


Staffing review presented as part of the comprehensive update on Theatres to the Board in August 2018, confirming 
that staffing establishment is aligned to the AfPP recommendations. Assurance provided to the Board that rotas are 
managed in line with the AfPP recommendations and that staff are confident that shifts are being managed in line 
with them.


Louise Shutt, 
Kathryn Burn


Surgery Complete Sep-18
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The trust must continue to 
embed the theatres culture 
review action plan.


Evidence 
appendix 
pages 98, 124, 
235 & 259


1. The Theatres Culture Action Plan will to continue to be progressed.
2. EDs will continue to support monthly meetings to steer progress against the 
action plan.
3. Additional professional OD support will be provided to support the Care Group in 
driving culture change actions 


Stage 1 - 3-6 months, stage 2 - 6-
9 months, long term evaluation 
to be determined. 


Completion of OD intervention Quarterly executive summary 
through Care Group Governance 
to ECL 


Progress to date with respect to the Theatres Culture Action Plan was set out in the above report. The proposed 
structures include OD support and a clinical education facilitator as well as protected time for staff training. 
Remaining actions are set out in the document and there have been meetings held with staff, every month, with ED 
support to take forward actions. Meetings are being held with all staff to feedback the outcome of the submission to 
the Board, including the Board's support for the further actions. Monitoring to be undertaken through update reports 
to the Board.


Kathryn Burn, 
Steve Scott and 
Shane Longden 
(with OD support)


Surgery Complete Sep-18
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Following never events the trust 
must ensure that improvements 
in practice are effectively 
embedded and maintained.


Evidence 
appendix 
pages 13, 18, 
95, 102, 125 & 
233


1. We will roll out LocSSIPs (already developed and approved) building on training 
now in place and reinforce awareness and provide further training in key protocols.
2. We will develop and implement an observational audit tool within the theatre 
environment.
3. Care Group Governance Facilitators will be aligned to provide support to 
specialties - work is underway to develop and implement a staggered audit plan
4. We will undertake independent reviews to confirm implementation of actions 
using teams of senior care group / service representatives and staff from Assurance 
and Compliance.


Robust audit tool and scheduled 
audit days to complete with 
results shared to discuss within 
business unit in theatre strategy 
group


Robust audit tool and scheduled audit 
days to complete with results shared to 
discuss within business unit in theatre 
strategy group


Theatre Strategy Group and ECL 
to act on any issues identified. 
IQAC to receive formal audit 
outcomes for assurance purposes


The audit tools have been developed and the first Observational Audits have taken place in Theatres.  The two Care 
Group Facilitators have been aligned to support specialities. These have validated the use of the observational audit 
checklists and provided learning. Further meetings took place  to review the tool forward and for local management 
within Theatres, Anaesthetics and Critical Care (TACC). The tool has been aligned to policy and procedures and the 
next observational audit cycle will take place in September 2018. A full programme of audits has been scheduled 
thereafter. 


Debbie Harris / 
Sharon Farlow/ 
Julia Bartram 


Surgery Complete Sep-18
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(As above) Following never 
events the trust must ensure that 
improvements in practice are 
effectively embedded and 
maintained.


Evidence 
appendix 
pages 13, 18, 
95, 102, 125 & 
233


We will implement robust training plans for theatre personnel.  Annual plan to be 
developed.


Robust audit tool and scheduled 
audit days to complete with 
results shared to discuss within 
business unit in theatre strategy 
group


Robust audit tool and scheduled audit 
days to complete with results shared to 
discuss within business unit in theatre 
strategy group


Theatre Strategy Group and ECL 
to act on any issues identified. 
IQAC to receive formal audit 
outcomes for assurance purposes


Progress on actions with respect to the audit tool is noted above. Resources have been identified in the management 
structure for Theatres, and in the headroom allowed for all staff in the paper agreed by Board on 29th August 2018.


Debbie Harris / 
Sharon Farlow/ 
Julia Bartram 


Surgery Complete Sep-18
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The trust must ensure that 
checks of the difficult intubation 
trolley in recovery at UHND take 
place as per trust policy.


Evidence 
appendix page 
95


We will remind theatre personnel of the importance of checking the difficult 
intubation trolley and implement daily checks overseen by the Matron.


Matron daily assessment Checks of the difficult intubation trolley 
in recovery at UHND take place as per 
trust policy


To monitor compliance as part of 
the observational audits


Daily checks of the difficult intubation trolley are underway, no lapses in checks or practice have been noted.  
Observational audit: benchmark assessment of both sites commenced end of May 2018. Paper work at UHND has 
been checked by the Surgery ADN  and was complete.


Debbie Harris / 
Julia Bartram 


Surgery Complete Jun-18
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(As above) The trust must ensure 
that checks of the difficult 
intubation trolley in recovery at 
UHND take place as per trust 
policy.


Evidence 
appendix page 
95


The Care Group's Governance Facilitator will carry out observational audits. As above As above Observational audit data This will be picked up in the monthly observational audits. Paper work at UHND has been checked by the Surgery 
ADN  and was complete. This is also being checked by the CAP team and reported through the Care Group 
Governance meeting.  As at August 2018, no issues have been identified. Further monitoring via back to practice 
checks, CAP team and Care Group Governance structure - ADN recommends closure. ECL APPROVED CLOSURE OF 
ACTION ON 9TH AUGUST 2018.


Debbie Harris / 
Julia Bartram 


Surgery Complete Aug-18
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The trust must ensure there is 
compliance with safeguarding 
adults and children training 
where staff are required to have 
this training.


Evidence 
appendix page 
95


1. Safeguarding training plans will be agreed for each care group, which will be 
monitored and reported through the Exec Patient Safety and Experience Committee 
for escalation (and to IQAC for assurance)
2. Awareness raising will be carried out to ensure all staff are aware that 
safeguarding training is a personal, professional requirement which needs to be 
completed by the defined timescales


Monthly monitoring of training 
records


Staff compliant and training needs are 
met.


Monthly monitoring of training 
records


Reports are now available from ESR to allow policy leads, Care Groups and the Executive Patient Safety and 
Experience Committee to monitor compliance. Care Group reports identify all individuals with their compliance 
status. Safeguarding Training trajectories have been agreed for all Care Groups but performance for Safeguarding 
Childen is falling short of them (training rates for Safeguarding Adults are slightly ahead of trajectory). The Executive 
Patient Safety and Experience Committee requested action from all Care Groups to ensure that all staff were booked 
/ enrolled onto required learning where they were not compliant. The action will be evaluated for closure at the 
Executive Patient Safety and Experience Committee meeting on 2nd November 2018 depending on the outcome of 
this work.  


Jason Cram/Care 
Group ADNs


All Care 
Groups 


Was 30/09/2018, 
expected slippage 


to 02/11/2018
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The trust should consider 
planning the nursing off duty to 
have more staff on duty at busy 
times.


Evidence 
appendix 
pages 21, 28, 
168 & 169


1. We will seek to introduce shorter shifts and staggered start times in line with 
peak ambulance attendance and surges in demand (consultation to commence 
shortly)
2. Representatives from the Trust will visit Stevenage to see their Self Roster 
Programme for ED to identify any learning which can then be implemented within 
our Emergency Departments
3. A biannual safe staffing review will continue to be carried out  in January/July.  
4. The Medical Director will engage an external organisation to look at multi 
disciplinary staffing versus demands within the Emergency Department.


Continuing monitoring of staff 
roster.  Analysis of surge with 
further adaptation of shifts 
should this be required.  


Effective management of staffing to 
cope in times of surge.  Right skill set in 
the right place at the right times.


Monitoring of staffing via staff 
roster.


The Board has already approved a safe staffing review recommendation to move to shorter shifts and staggered start 
times for nursing staff in line with demand. A 3-day consultation is taking place covering the introduction of short 
shifts, in concordance with BEST toolkit audit for safe staffing. Consultation end date is 31st August. New shift 
patterns are commencing at DMH and are expected to be in place at UHND from 1st November 2018.


Claire 
Beckwith/Vikki 
Bailey
(B Nicholson
J Cundall)


AEC Was 31/07/2018 
Now 31/10/2018


Staffing managed by Care 
Group and through daily 
Command and Control 
meetings as far as possible.
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The Trust should ensure that 
when patients enter the 
emergency department they are 
assessed within 15 minutes of 
arrival


Evidence 
appendix 
pages 26,167 
& 168


We will review pathways for patients on arrival to maximise the numbers seen in 15 
minutes


Matrons and ED sisters to 
monitor compliance with the 
approved pathways 


Aim to assess within 15 minutes of 
arrival


National KPIs monitored daily and 
weekly - will trigger escalation to 
ECL and action from the Care 
Group if targets not met


Data has been collated by Information Services has been reported to ECL. DMH achieves around / over 90% 
compliance for all patients, UHND between 70 and 80%. For patients arriving by ambulance, generally if patients are 
handed over from ambulances within 15 minutes of arrival they are assessed within 15 minutes. However, handover 
delays will impact on the achievement of the 15 minute assessment time. Staffed ambulance handover bays will 
support improved performance for majors patients. Complex streaming is being developed to increase the potential 
to assess 'walk-in' patients within 15 minutes.  Both actions are in the A&E improvement plan managed by TEC.


Kerry Dawson AEC Originally: 
30/06/2018 


Provisional revised 
date 30/11/18 in 


line with deadlines 
for complex 


streaming and 
ambulance 


handover bays in 
the A&E 


Improvement Plan 
agreed by Board. 


ED are working to ensure 
assessment of all patients 
arriving by ambulance in 15 
minutes as part of ongoing 
efforts to improve 
ambulance handovers.
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(As above) The Trust should 
ensure that when patients enter 
the emergency department they 
are assessed within 15 minutes 
of arrival


Evidence 
appendix 
pages 26,167 
& 168


We will develop a business case to consider triage at front door, especially in 
relation to children attending ED, to ensure safe staffing in the Paediatric Area of 
the ED at DMH.


Improved staffing will act as an 
enabler to improved compliance 
rather than an action to be 
embedded in itself


To ensure safe staffing in the Paediatric 
Area of the ED at DMH.


As above Care Group now believe that this action is superseded by the above. ECL AGREED TO CLOSE AND COMBINE WITH 
THE ABOVE ON 9TH AUGUST 2018


Vikki Bailey AEC Complete Superseded 9th 
August 2018
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The Trust should ensure that 
patients are admitted, 
transferred or discharged within 
four hours of arrival in the 
emergency department and 
reduce the amount of time 
patients spend in the 
department.


Evidence 
appendix 
pages 46 & 
186


Patients are admitted, transferred or 
discharged within four hours of arrival 
in the Emergency Department and 
reduce the amount of time patients 
spend in the department.


On-going to 
31/03/2019
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The department should ensure 
that patients brought in by 
ambulance are handed over to 
the department within 30 
minutes and that the time 
patients should wait from time of 
arrival to receiving treatment is 
no more than one hour.


Evidence 
appendix page 
26, 27 & 168


Patients brought in by ambulance are 
handed over to the department within 
30 minutes and that the time patients 
should wait from time of arrival to 
receiving treatment is no more than 
one hour.


30/09/2018 now 
30/11/18 as above.


AEC1.  We will continue to implement all of the actions being overseen by the 
Transforming Emergency Care Programme.
2.  We will implement any additional improvements agreed with ECIST following 
their support visit (which was requested by the Trust) in March 2018.
3.  We will implement action plans to improve ambulance handovers (including new 
SOPs, use of Hospital Ambulance Liaison Officers  and development of ambulance 
handover bays)
4. We will continue to work on system-wide actions through LADB


Perfect Month exercises, TEC 
Programme 


General and service managers 
and ED Matrons to lead 
implementation of new 
protocols, with additional 
emphasis on performance 
through the Command and 
Control structure


Daily and weekly monitoring of 4 
hour waiting time and ambulance 
handovers, with escalation via 
Command and Control and 
weekly escalation via EDs and 
ECL. Monthly reporting on TEC 
through ECL.


The TEC action plan has been refreshed and NHSI recommendations have been included. Delivery is being monitored 
by the programme manager and monthly meetings. Nerve centre and SAFER continue to be embedded which assists 
with patient flow enabling ED to move patients within the expected time frames. ECL has agreed proposals for 
ambulance handover bays. The Bristol 'ED Checklist' is now in use in ED. All actions ongoing and an improvement 
trajectory has been agreed with ECL, to secure a step change in performance (to meet the PSF trajectory) for 
Quarters 3 and 4. 


Paul Peter, Shaz 
Azfal and Kerry 
Dawson
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TRUST ACTION HOW WILL THIS BE EMBEDDED
OUTCOME: what do we want to 


achieve
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INTERIM SOLUTION 
WHILST ACTION IS 


UNDERWAY
DATE COMPLETE
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The department should ensure 
patients do not leave the 
department before being seen.


Evidence 
appendix 
pages 21, 49 & 
189


1. We will complete the development of a SOP for patients with mental health 
conditions to ensure a risk assessment is completed before a patient leaves the 
department.  This will include prompt triage, early assessment, review of 
observations, screening, co-ordination with carer/relatives regarding patient needs 
and to ensure the consequences of leaving the department unseen are clearly 
defined.
2. We will include data on people leaving the department without being seen in 
performance reports to ECL and IQAC
3. We will manage waiting times to prevent long waits and stream patients to right 
pathway.  


ED service managers and 
matrons to monitor and 
reinforce compliance with SOP 
for MH patients triage, through 
spot checks and huddles


Routine monitoring by EDs, ECL 
and IQAC will include 
consideration of the numbers of 
/ trend in patients leaving the 
department without being seen


Patients leaving department to come 
within the national average 


Back to Practice visits to review 
compliance with SOP. 
Performance reports to include 
review of patients leaving the 
department. 


March 2018: GP Streaming is in place and a navigator is at the front door.  MH SOP is covered by the Must Do Action 
U&E3 above.  Additional actions are in the TEC-led actions above and are not duplicated. 


Claire Beckwith AEC Complete
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The trust should increase 
consultant presence in the 
department in line with the 
RCEM guidance and ensure a 
minimum of an ST4 doctor is in 
the department at all times.


Evidence 
appendix 
pages 29, 34, 
171 & 176


1.  The Trust continues to recruit consultants. Taking account of appointments made 
subsequent to the inspection, the Trust now has 14 consultants across the two sites. 
We will continue to recruit consultants to increase the number of senior decision-
makers on ED rotas. 
2. The rotas at DMH do not rely on ST3s.
3. For UHND rotas:  
a) A specialist third party company is being engaged to review medical and staffing 
rotas. In addition to taking any opportunities identified to strengthen rotas, we will 
seek their advice to support the development of a competency framework (training, 
experience and qualifications) and supporting process with respect to the use of 
ST3s, building on existing support and training provided by consultant staff; and 
b) Revisit recruitment of Associate Specialists, with an enhanced pay scale more 
attractive to senior medical staff, to recruit Associate Specialists as senior decision-
makers and reduce (and / or eliminate depending on the success of the initiative, in 
tandem with action 1 above) reliance on ST3s. 


All rotas to be signed off only if 
ST4 / other senior decision-
maker is in place. In the short-
term, any ST3s will have their 
competencies and support 
arrangements reviewed and 
confirmed.


Appropriate level of senior cover in the 
ED departments


Rotas to be monitored by AEC 
management and reported to ECL 
on a quarterly basis


DMH has on site consultant presence 14 hours per day, every day.  No dependence on ST3s.
Consultant recruitment in progress on both sites, rate scale for recruitment of Associate Specialists has been revised 
and recruitment of Associate Specialists continues.  
Competency and training requirements confirmed for ST3s in use at UHND and there remains active recruitment to 
the ST4 grade underway at UHND and a paper is currently with Finance to increase consultant staffing to 1:10 in line 
with RCEM guidelines, improving cover until midnight, with ST4 in place from midnight onwards.
Kendall Bluck review stood down and agreed by ECL as not confident of delivery. Actions taken and reviewed by 31st 
October as noted, but outcome not yet achieved. ECL agreed that actions will be subsumed into the TEC 
programme and reported on formally to ECL, so that ECL can be assured that the staffing position is managed and 
active recruitment is being pursued to address the gaps. 


Kerry Dawson, 
Shaz Afzal & 
Jeremy Cundall


AEC 31/05/2018 
(competency 


review)
31/07/2018 (third 


party 
recommendations 


in place)
31/10/2018 (review 


date for 
recruitment activity 


and outcomes)
Now 31/03/2019 in 


line with TEC end 
dates


Actions taken but outcome 
not achieved, therefore 
actions taken forward in 
TEC. ST3s in use assessed as 
competent and safe.
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The trust should increase the 
number of children’s nurses on 
duty to reflect the RCN staffing 
requirements.


Evidence 
appendix page 
169


The Trust will take advice from the Royal College of Paediatricians (on site on 26th 
for 27th March) and will review staffing arrangements and pathways, taking 
account of their advice, to ensure children have access to children's nurses 
whenever they present.


Continuing monitoring of roster.  
Reinforcement of ensuring 
paediatric shifts are filled.


Children attending the Trust's sites will 
be seen by appropriately qualified 
nursing staff whenever they attend.


Management of shifts via staff 
roster


Paper reviewed by ECL. Current establishment provides for 16 hours / day cover if filled but there are vacancies and 
issues with sickness absence. A contributory factor is the need for a more robust model of clinical supervision by the 
Paediatric Service. Both Paediatrics and ED think it is possible to recruit additional nursing cover to achieve 24 hour 
cover in line with Royal College guidelines and ECL has requested that the paper is re-submitted early in November 
with details of the proposed model and funding required to increase the number of children's nurses on the rota. This 
option will be assessed against the options of remaining the same but optimising the current rota for 16 hour cover 
(an improvement on the 12 hour cover being achieved at present. 


Vikki Bailey AEC Was 31/07/2018 
(but action changed 


following RCP 
report). Now 


30/11/18


For ECL decision as to 
whether action remains 
open
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The trust should ensure that 
nursing care assessments are 
completed.


Evidence 
appendix page 
31


1. Key Messages regarding documentation will be reiterated together with 
standards for documentation re timing of entries and all assessments complete 
before transfer/discharge.  
2. Checks to be undertaken as part of Quality Matters and Back to Practice Visits
3.Clinical audit to be undertaken with emphasis on chronology and whether or not 
the recorded action has been taken.


Daily Huddles will reinforce key 
messages


Improvement in completion of nursing 
assessments


Notes audit Bristol' Patient Safety Checklist is embedded in key areas in the EDs and this is audited on a monthly basis (copies 
available in the department).  The Checklist aims to ensure safety in the department with various checks made on an 
hourly basis, including, in effect, confirming that key aspects of nursing assessments have been completed.  At 6 
hours an assessment of pressure areas has been included. Checklist results are being monitored via ED and Care 
Group governance meetings, Executive Directors meetings, and Care Group performance review meetings - now 
embedded.


Vikki Bailey, Claire 
Beckwith


AEC Complete Paper solution in place 
whilst electronic is in 
development.  Paper 
system in place for review 
should this be required
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The trust should ensure that all 
patients in non-visible cubicles 
have access to call bells


Evidence 
appendix page 
25


All cubicle spaces in both EDs will be fitted with call bells Call bells will be in place and 
checked for serviceability 


Access to call bells in all cubicles Environment checks will include 
checking of call bells.


ECL has confirmed funding for the call bell system to be implemented at DMH. Funding confirmed for call bell system. 
CDDS have reprioritised the capital allocation to release funding and Procurement have placed an order with the 
supplier. There is a risk of some on-going slippage because the supplier has advised that the supplier does not have 
the equipment in stock and will have to order it. This is being monitored by CDD Services and by ARC on a daily basis.


Rob Warne AEC 30/09/2018 risks of 
a few weeks 


slippage as supplier 
is having to order 


the equipment.
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The trust must ensure that 
patients are given name bands in 
line with trust policy.


Evidence 
appendix page 
31


1. Matrons will agree and document the criteria for patients to be issued with name 
bands and identify resource requirements (printers and staff) based on all patients 
being provided with bands at triage / patients meeting risk criteria 
2. Implement printing of patient bands for all patients or in line with relevant risk 
categories


Audit and sharing of learning.  All relevant patients are given name 
bands in line with Trust policy


Name band audit to be carried 
out


Key messages have been disseminated at daily huddles, and weekly notes audits carried out. Name band policy 
reinforced throughout the Trust after recent incidents and checked comprehensively on recent Back to Practice visits 
(no issues) and routinely every month through the ED checklist. The latter has found gaps in the Symphony record 
(stating that the name band is in place) but not in the actual physical name band being with the patient. A poster 
campaign has been in place throughout both A&Es to reinforce compliance and the ADN for A&E has completed spot 
checks confirming that compliance in Symphony is now much improved. 


Claire Beckwith / 
Vikki Bailey


AEC Complete
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The trust should ensure that staff 
update and review care 
pathways regularly.


Evidence 
appendix page 
175


1. We will review ED care pathways to ensure all are updated and uploaded to 
shared drive.   
2. A&E service leads will review RCEM standards to ensure care pathways that 
RCEM (and other professional bodies) recommend are in use or are developed.
3. The Care Group's process for version control will be followed (and will be 
reviewed to ensure that it is fit for purpose). 


Process for review and archive 
established.


Care pathways updated and reviewed 
regularly


Via Care Group Governance Team 
progress update 
requests/discussions in bi-
monthly specialty governance 
meeting.


ED Associate Specialist reviewing all ED Guidelines with Clinical Lead. Staff Net to be updated as guidelines are 
updated and approved. Handbook of common presentations in place and being updated where necessary. This is in 
use in the interim. To be reviewed for closure at 31st October 2018.


John Holmes, 
Claire Beckwith, 
Angela Grundy, 
Ashleigh Jack


AEC 31/10/2018
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The trust should ensure that 
nursing staff caring for children 
are aware of the Fraser 
guidelines and Gillick 
competency principles when 
assessing patients’ capacity for 
decision-making and obtaining 
consent from children.


Evidence 
appendix 
pages 41 , 148, 
182 & 281


1. Matrons will disseminate key messages in the next monthly ED meeting.  
2. Discussions will be held with paediatric nurses in ED and key messages shared 
with staff.
(Linked to potential staffing requirements for MHA and Consent standards)
3. Longer term - training and support to be provided as part of improved MCA & 
Safeguarding  arrangements


ED "Quality Matters" to be 
developed and to include 
monitoring of compliance


Nursing staff caring for children are 
aware of the Fraser guidelines and 
Gillick competency principles when 
assessing patients’ capacity for decision-
making and obtaining consent from 
children.


Include in ED Quality Matters Key messages have been cascaded to staff regarding the Fraser and Gillick principles.  Reinforced through Back to 
Practice Fridays and Safeguarding Assurance Visits. ADN for the Care Group has confirmed that action has been taken 
and all staff briefed. Safeguarding Adults team audits and walk-arounds will continue to reinforce compliance. 


Claire Beckwith AEC Complete
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The trust should improve 
engagement with staff 
particularly those with protected 
characteristics.


Evidence 
appendix 
pages 8 & 17


A CDDFT Equality, Diversity & Inclusivity (E,D&I) strategy has been written and 
Board approval obtained 


Sign off by the Board. Initially 
shared with Senior Managers 
and Heads of Dept., cascaded 
down to frontline staff


To promote equality among staff and 
value the diversity of the workforce


Progress against the strategy and 
associated action plans will be 
reported and monitored via the 
Workforce & OD SMT, Directors 
Meeting and IQAC for assurance.


April 2018: The strategy was approved by all Assurance groups (including IQAC) and referenced in the board papers 
accordingly from those minutes.  


The strategy has been consulted on throughout the Trust and the actions are being progressed.  


In addition, we are using the national Inclusive Leadership pilot  to help us identify our ED&I priorities and action plan 
which is being rolled out over the next few months.


Morven Smith WF&OD Complete 30/04/2018
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(As above) The trust should 
improve engagement with staff 
particularly those with protected 
characteristics.


Evidence 
appendix 
pages 8 & 17


We will establish a Corporate Steering Group Chaired by a Director to set the 
strategic objectives around the ED&I agenda. 


Sponsorship and involvement of 
Directors.  Care Groups and 
Corporate areas will provide 
senior staff to sit on this group


Strategic Objectives and priorities 
identified and shared with the rest of 
the organisation


As above A Trust wide working group has been established as part of the Building Leadership for Inclusion pilot we are involved 
in.  Group members include The Medical Director and the Nursing Director with representatives drawn from across 
the Trust.  First meeting took place on 13 June.


Noel Scanlon and 
Jeremy Cundall


Trust wide Complete Jul-18
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(As above) The trust should 
improve engagement with staff 
particularly those with protected 
characteristics.


Evidence 
appendix 
pages 8 & 17


We will develop an ED&I action plan which will be shared across the organisation Actions will be incorporated into 
local staff matter action plans


Key areas of work identified and any 
issues addressed


As above The Trust wide group formed as part of BLFI pilot has representation from groups with protected characteristics.  
Once the diagnostic phase is complete we will produce an action plan that will be shared across the Trust.  One of the 
benefits of this pilot is that we can draw on the expertise of the external consultants when formulating the action 
plan. The diagnostic work is still underway so we will not have our full action plan ready to share by 31 July. In 
addition we are currently setting up closed Facebook pages for LGBT, Disability & ethnic Minority groups  which will 
be launched in September 18 and we are planning to hold 2 meetings to cover all staff from all protected 
characteristics, 1 in the north and 1 in south of the trust which will be held before March 2019.
August 2018 - the second BFLI Group meeting took place on 17 July 2018. Following this meeting group members are 
tasked with holding conversations with staff to obtain their views on the Trust as a diverse and inclusive organisation. 
A follow up meeting was held with Facilitators and it was agreed that the first report on findings will be produced by 
the end of September 2018. Findings will inform an interim action plan. 


End September 2018: Detailed action plan now in place but requires sign off. To review for closure at 31st October 
2018.


Noel Scanlon and 
Jeremy Cundall


Trust wide 31/08/2018, 
slippped to 


31/10/2018


Staff consulation to ensure 
action plans are 
appropriate - see below.
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(As above) The trust should 
improve engagement with staff 
particularly those with protected 
characteristics.


Evidence 
appendix 
pages 8 & 17


We will set up a working group with representatives from across the organisation to 
ensure actions are implemented at a local level.


Care Groups and Corporate 
areas will provide senior staff to 
sit on this group. Working group 
will report on progress to 
strategic steering group


Delivery of the actions outlined in the 
plan leading to improved staff 
engagement


As above The Trust wide group working as part of the BLFI project has representation from across the organisation and from 
groups with protected characteristics to ensure actions are implemented at a local level.  This is a very 
comprehensive piece of work and we are currently in the diagnostic phase. The outcomes of this will better inform 
our actions going forward.  Once actions have been agreed these will incorporated into Staff Matter Action Plans at a 
local level.  We will monitor the outcomes and impact of our equality, diversity and inclusion interventions, via 
reports from our equality & diversity legal and contractual requirements, Care Group and Corporate Staff Matters 
action plans, SEG, staff networks, staff feedback, Staff Survey & Staff Friends and Family results, feedback from 
external partners. Progress reports against these will be reported and monitored via the Workforce & OD SMT, 
Directors Meeting and IQAC for assurance 


August 2018 - See action above. In addition, project work is ongoing to set up network groups. Staff views on how 
they wanted the groups to operated were collated by end March 2018 and a draft staff network protocol has now 
been produced, which was taken through JCNC in July 2018. JCNC requested a demonstration of proposed Facebook 
sites and some additions to the draft protcol for the next meeting in September. The proposals will go to ECL. To 
review for closure 31st October 2018. 


As above Trust wide 31/07/2018 slipped 
to 31/10/2018


Staff consultation as above.
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The trust should ensure that staff 
are compliant with hospital 
policy on the administration of 
covert medicines.


Evidence 
appendix 
pages 64 & 76


Pharmacy will update Appendix 7 of the Trust Medicines Policy to develop a clearer 
care plan for covert administration


Staff will discuss with Pharmacy  where a patient is refusing medication, does not 
have capacity and covert administration is being considered.


Where patients are assessed as not having capacity to make decisions, the use of 
medication should be part of any documented decision - we will change current 
"serious medical treatment" decision to "serious medical treatment including covert 
administration of medication"


Back to Practice visits to discuss 
awareness of covert medicines 
administration policy on all 
wards and require further 
training and awareness through 
ward huddles where issues 
identified.


Back to Practice visits to discuss 
awareness of covert medicines 
administration policy on all wards and 
require further training and awareness 
through ward huddles where issues 
identified.


Back to Practice visits to discuss 
awareness of covert medicines 
administration policy on all wards 
and require further training and 
awareness through ward huddles 
where issues identified.


This is part of a general review of the Trust Medicines Policy, which includes an updated care plan to manage patients 
having medicines administered covertly. They policy has been fully approved and issued. A briefing was provided to 
the Senior Nurses meeting in August 2018 and further briefings  provided to the Ward Sisters in September 2018. The 
Safeguarding Adults Team have agreed to disseminate training to all staff. The Chief Pharmacist and ADN for 
Safeguarding are to meet to agree the training to be provided. To review for closure at 31st October 2018.


Jamie Harris, ADNs Pharmacy Original: 
31/07/2018


Revised: 
31/10/2018


Briefing delivered to Senior 
Nurses meeting on key 
messages and to ward 
sisters. 
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The trust should ensure that 
medical and nursing records are 
stored securely in all areas.


Evidence 
appendix 
pages 63 & 
204


1. Clinical Record Keeping and Health Records Management Policy to be updated to 
provide clear and specific guidance on storage of nursing and medical records.  This 
will include the security of notes trollies (requiring them to be locked)
2. A risk assessment will be carried out with respect to notes being held at the 
bottom of patient beds. Clinical risks can arise if the notes are not readily available 
to support decision-making. Patient involvement is integral to the trusts Nursing 
process philosophy however bedside care plans should avoid explicit reference to 
sensitive data. 


Matrons and Ward Sisters to 
undertake frequent 
observations and raise non-
compliance in daily ward 
huddles 


All notes to be stored securely but 
easily accessible.  Where notes trollies 
are used ensure they meet the 
requirements detailed in the Trust 
policy.


Ad hoc spot checks and Back to 
Practice checks


The Clinical Record Keeping and Heath Records Management Policy has been reviewed. The policy has been discused 
and agreed with ECL and is now progressing through the relevant committees for approval in October 2018. The aim 
is to present it to IQAC for ratificaiton. This may take place at the October meeting or require chairs action 
subsequently. 


Julie Race Corporate 
Nursing 
Directorate


Original: 
30/06/2018


Revised: 
31/10/2018


Messages regarding storage 
of sensitive information in 
patient's records have been 
reinforced.
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The trust should ensure that 
equipment is stored in 
designated areas and boxes of 
equipment are stored off the 
floor where appropriate.


Evidence 
appendix 
pages 94 & 
186


Equipment noted to be on floor of ward 13 and SAU at UHND, we will undertake 
frequent checks to ensure this does not occur.  


Frequent observational checks No equipment on floor Weekly observational assessment Checks are undertaken as part of matron rounds and back to practice.  ADoN has also carried out checks - no issue 
found. Further review undertaken as part of back to practice reviews and no issues have been noted.


Kathryn Burn, Kay 
Stewart


Surgery Complete Jul-18
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The trust should ensure patient 
records are complete and staff 
signatures legible.


Evidence 
appendix 
pages 63, 99, 
138, 204 & 273


1. Medical, nursing and AHP staff will be reminded of the Trust's policy on sign off 
of records
2. Additional checks will be undertaken on medical aspects of records to measure 
completeness, with clinical leaders, matrons and team leaders advised of any 
omissions for follow up with the individuals concerned
3. Improved education and reinforcement by senior medical staff, including where 
necessary retraining and sanction for any persistent non-compliance with Trust 
policy.


Back to Practice checks to 
review samples of records
Clinical audits of record keeping 
to be undertaken.
Quality Matters monthly audits


Adherence to Trust Policy with respect 
to name and signature on records. 


Quality Matters audits Key messages disseminated to teams. Medical Director disseminating key messages through Clinical Leaders Forum 
and Care Group Directors. Assurance to be gathered from Quality Matters audits and reviewed by Executive Patient 
Safety and Experience Committee to evaluate whether the action can be closed by 31st October 2018.


N Scanlon / ADNs / 
Senior Nurses


Trust wide Complete subject 
to assurance checks


On-going messages 
disseminated to teams. 
Further assruance checks 
required. 
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The trust should ensure that 
protected time is available for 
theatre staff to attend regular 
training.


Evidence 
appendix 
pages 18


Same as the action for AfPP - appropriate headroom will be built into the 
establishment and rosters adjusted to reflect protected training time, attendance at 
which is mandatory. This will include elective shutdowns for training  - attendance 
at which will be monitored and absentees sanctioned. 


Paper will be presented.  There 
will be approval required if 
additional staffing is required to 
be able to achieve this 


To have the report submitted to 
Executive Directors. To have funding 
request for additional staff approved, if 
required.  To complete recruitment 
programme to ensure staffing is 
appropriate  


Through specialty performance 
meetings and nurse recruitment 
meetings


The Theatres Staffing Paper  resubmitted to Executive Directors at the end of August included posts to support 
training and education and built in assumptions on time required for training, into the required establishment. 


Louise Shutt Surgery Complete Sep-18
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The trust should assure 
themselves that relevant staff 
have access to sepsis training.


Evidence 
appendix 
pages 91


1. Staff to attend full day sepsis study day to be defined within the TNA Policy
2. Ward Managers and Clinical Team Leads to identify training needs and staff to be 
released from clinical activity to attend training


Training needs captured in 
appraisal and rostering of time 
to be released to be trained. 


Staff have access to and are released 
from clinical duties to attend Sepsis 
training


1. Resus Steering Committee 
2. Care Group training reports


Sepsis training is undertaken by CAP for all clinical staff, delivered at essential training and on commencement of post 
through resuscitation induction. The Acute Intervention Team provided hotspot training on request. A lot of 
engagement with staff has taken place to raise awareness of the training and that staff are empowered to attend 
training with extra training days being made available. Associate Director of Nursing has included this in the June 
2018 key messages following the Care Group Governance meeting. 


1. Lisa 
Ward/Sepsis 
Steering Group
2. Kathryn Burn


Surgery Complete Assurance now being 
monitored through the role-
specific essential training 
reports against approved 
trajectory enabling closure.


Sep-18
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The trust should ensure that 
patients discharge plans are 
completed.


Evidence 
appendix 
pages 71, 120 , 
211 & 255


1. We will continue to monitor the completion of discharge plans via Quality 
Matters and where shortfalls are identified further training or action will be 
undertaken. Key messages will be reinforced in ward huddles where any gaps are 
identified.
2. Further monitoring will take place through Back to Practice Visits.


Clinical audit programme to 
include Discharge planning 
This is built into quality matters 
and reported on monthly and 
further monitoring will take 
place through Back to Practice 
visits


For all patients to have completed 
discharge plans 


This is built into quality matters 
and reported on monthly - 
discussed at business unit 
performance meetings / SNMALG 
/ IQAC


This is being monitored through Back to Practice and Quality Matters. Subsequent months' Quality Mattersresults 
have beenreviewed and the Care Group is no longer an outlier in this area and is in fact performing better than 
others. There remains an issue that the discharge plan is fragmented between paper and Nerve Centre. However, it is 
intended that the whole plan will move onto Nerve Centre during Quarter 3 negating the risk of an inspection or 
audit assuming that information was omitted which was actually captured and used electronically. 


Kathryn Burn Surgery Complete Sep-18
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The trust should ensure 
increased visibility of the 
executive team at University 
Hospital North Durham as staff 
feedback identified limited 
visibility on this site in surgery.


Evidence 
appendix 
pages 4 & 123


EDs will review meetings to increase alternating of meetings between DMH and 
UHND and visibility of Executive Directors on the UHND site when on site.


Through management of ED 
diaries 


Increased staff engagement with EDs at 
UHND, confirmed through staff 
feedback


Review of ED diaries by A&C and 
staff feedback


Executive Directors have attended regular (previously weekly now stepped down to monthly) meetings with theatres 
staff over the last quarter. Executive Directors are based at UHND every Friday and frequently on other days of the 
week. Frequent visits to all wards and clinical areas, including at UHND, by the Chief Executive and Chairman and 
other Board members. 


S Jacques Trust-wide Complete Apr-18
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The trust should ensure on-going 
engagement from senior 
management with theatre staff.


Evidence 
appendix 
pages 155, 258 
& 290


Senior care group representatives will maintain frequent meetings, with the 
support of EDs,  to ensure engagement with all theatre personnel.


Ensure monthly attendance by 
care group triumvirate 
representatives and ED on each 
site


Monthly attendance Diary commitment of attendance Meetings have taken place and good records are being maintained as evidence. Future meetings are scheduled. The 
format of the meetings will be reviewed to ensure they are sufficient going forward. Senior Care Group and ED 
representation has been maintained. As of June 2018, meetings had been in place for some time  and staff had been 
attending. Care Group view was that engagement was being achieved and action was complete.


Shane Longden / 
Steve Scott / 
Kathryn Burn 


surgery Complete Jul-18
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The trust should seek to improve 
outcomes for women and new 
born babies with regards to 
standards in the National 
neonatal audit programme.


Evidence 
appendix 
pages 143 & 
277


Results of 2016 National Neonatal Audit and 2017 Peer Reviews shared at speciality 
and Care Group Quality and Governance Meeting and areas requiring improvement 
identified.                                                           


Results of Audit shared annually 
at Care Group and Speciality 
Meetings


Ensure all staff are aware of standards 
audited as part of the NNAP and Trust 
performance against national average.


Minutes of meetings Meetings have been in place for some time  and staff have been attending. Engagement is in place and action can be 
closed.


A Holt Family Health Complete Feb-18







Item 4a (Appendix) - Services Action Plan CQC Action Plan - Services (Update 12th October 2018) County Durham Darlington NHS Foundation Trust


24/10/2018 Page 8


Re
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CQC REQUIREMENT
Where 


referenced in 
the reports


TRUST ACTION HOW WILL THIS BE EMBEDDED
OUTCOME: what do we want to 


achieve
MONITORING ARRANGEMENTS: 


How will we monitor this?
PROGRESS LEAD CARE GROUP TARGET DATE


INTERIM SOLUTION 
WHILST ACTION IS 


UNDERWAY
DATE COMPLETE
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(As above) The trust should seek 
to improve outcomes for women 
and new born babies with 
regards to standards in the 
National neonatal audit 
programme.


Evidence 
appendix 
pages 143 & 
277


We will develop a joint action plan shared by Neonatal Service and Obstetrics to 
improve outcomes that fall below the national average at DMH and UHND.                                                


Action plan owned jointly 
between Neonatal Services and 
O Obstetrics. Discussed and 
monitored at Speciality and Care 
Group Governance Meetings.


Improvement in all outcomes that fall 
below the national average.


Speciality and Care Group 
Governance Meetings


An action plan has been agreed jointly between neonatal and maternity services to improve the quality of the data 
submitted. This has been submitted to the Family Health Governance Meeting. 


M Garbash      S 
Sen


Family Health Complete Feb-18
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(As above) The trust should seek 
to improve outcomes for women 
and new born babies with 
regards to standards in the 
National neonatal audit 
programme.


Evidence 
appendix 
pages 143 & 
277


We will develop a process for validating the data submitted to the National 
Neonatal Audit Programme.


Work with Audit Department to 
develop process for validating 
data prior to it being submitted 
to the national programme


Ensure that data submitted to national 
programme is as complete and 
accurate as possible.


Speciality and Care Group 
Governance Meetings


May 2018: The importance of submitting accurate data was reinforced and Obstetric and Neonatal Services have 
identified this as a priority. An additional failsafe has been identified in that the Regional Neonatal Network will 
produce data on a quarterly basis to provide further opportunity to validate data.  Support for data entry is being 
explored and a process for validating the data from the Regional Neonatal Network will be developed - additional 
time required until the end June 2018.


July 2018 - Validation of the data is being undertaken.  However, there is an internal Trust meeting with the obstetric 
and paediatric leads on 12 July 2018 to look at  PReCePT project requirements (new national initiative linked to this 
audit) therefore Care Group would like to keep this action open until after the discuss on 12th July.


September - regional data is now being validated within the Care Group. Action can be closed.


A Holt                  M 
Garbash           S 
Sen


Family Health Complete Validation of the data is 
being undertaken by the 
Obstetric Lead and 
Paediatric lead to ensure 
data is recorded accurately.


Sep-18







Item 4a (Appendix) - Well-Led Actions CQC Action Plan with Well-Led Actions (Update 12th October 2018)


All actions to be monitored and tracked through the Executive Directors Group and the Board.


CQC COMMENT TRUST ACTION HOW WILL THIS BE EMBEDDED OUTCOME: what do we want to achieve
MONITORING ARRANGEMENTS: How 


will we monitor this?
PROGRESS LEAD TARGET DATE DATE COMPLETE


Need to further embed learning from never events 
in order to prioritise safety and reduce the levels of 
never events


For Surgery, actions S3 and S4. Similar actions to be agreed with Family Health 
and additional actions including further safety conferences and roll out of 
LocSSIPs (including the LocSSIP audit strategy)in line with the project plan. 


As per Actions S3 and S4 of the Services action 
plan, and in particular delivery of training and 
roll out of observational audits in line with the 
LocSSIPs project plan.


As per Actions S3 and S4, plus roll ot of LocSSIPs, and 
related training plans in line with the Project Plan. 
Regular, positive audit results. 


Through bi-monthly meetings of the Clinical 
Effectiveness Committee and assurance 
reporting to IQAC.


As per Actions S3 and S4 / LocSSIP Project Plan 
(currently on track). Will close on confirmation 
that September LoCSSIPs audits have been 
completed.


K Burn, N Scanlon 
and J Cundall


Actions all complete, further 
Execuive interventions in place 


re recent never events including 
BHRO conference


Oct-18


In theatres, the action plan to address culture 
issues was still in progress and there was a need to 
further embed improvements


See Actions S2 and S13 in the Services Action Plan


See Actions S2 and S13 in the Services Action 
Plan


See Actions S2 and S13 in the Services Action Plan
See Actions S2 and S13 in the Services Action 
Plan


Covdered by the updates for services with respect 
to the paper reviewed by the Trust Board in 
August 2018.


K Burn, N Scanlon 
and J Cundall


Sep-18 Sep-18


There had not been a formal training programme 
for all board members. Executive directors have 
been through a collective development 
programme, but this recently commenced for the 
board as whole in May 2017


Programme for collective Board development, with sub-sets for Executive 
Directors and Non-Executive Directors, to be brought to the Board for approval 
in May and effected through the seminar programme for 2018/19. Provisional 
details included in the Well-Led Action Plan report for April 2018


Through the Board Seminar Programme.


Completion of a programme of four collective 
development sessions per annum; active and regular 
review of training needs by NEDs, and evidence that they 
have been met; completion of collective training events 
for Executive Directors in line with their assessment of 
need.


Formal report to be provided to the Board 
every six months


Collective development programme defined and 
included in the Board Business Programme for 
2018/19 and first ED event held. Subsequently 
revised in favour of using all development events 
for NHSI Moving to Good Seminars. Second event 
held in September 2018.


W Edge / M Smith
Programme in place and first 


sessions being planned
May-18


Training was offered to non-executive directors 
(NEDs) in line with a national NED programme but 
there had not been a way to monitor if this took 
place


Training register now in place. SOP to be developed for monthly updates and 
quarterly reporting to the Board alongside the Register of Sealings.


Quarterly reporting to the Board.


Complete recording of training provided to NEDs, 
reporting in place on a quarterly basis and evidence of 
agreed training needs being serviced through both the 
reports and registers


Formal reporting every quarter
Training register in place. Reported to the Board 
in July, with standing reports due in October, 
January and April


W Edge On-going from 01/04/2018 May-18


The executive team articulated the strategy to us in 
different ways; there was no common way to 
describe their approach to how it would be 
achieved


Board Business Programme to include two sessions to refresh and update the 
strategy. Strategy Handbook to be updated for the Board's review and an 
overall infographic developed to support a common understanding of the 
strategy and common terminology. 


Through the Board Seminar Programme (Board 
actions), discussions at the Strategic Change 
Board and publication of the infographic, to be 
assessed and confirmed on ward walk-arounds.


Common and clear understanding of strategy among 
Board members, managers and staff evidenced through 
interviews and focus groups as part of the Well-Led 
Follow Up Review.


Through the Board Seminar Programme and 
the Well-Led Follow Up Review


Handbook refreshed. Listening and 
communication events underway


S Jacques / W Edge From 30/06/2018
Oct-18 (but further updats 


and communications 
planned following listening 


events and Board discussion)


Staff engagement was an area for development. 
Overall staff engagement had been an area of focus 
for the past three years. Progress had been made 
however staff satisfaction scores remained below 
the national average.


Roll out of staff survey activity plan included in the paper to the Board meeting 
held in April 2018 and any additional actions arising from discussion of the 
results between the Board and Executive Directors. As the analysis of results 
and discussion with Care Groups and Corporate Directorates continues, there 
are likely to be additional actions captured ahead of the Board meeting in May 
2018. 


Through Care Group Staff Matter Action Plans, 
reported on formally to SCB every quarter.


Improved engagement scores in Staff FFT and in National 
NHS Staff Survey for 2018


Quarterly reporting on Staff Matter to SCB, 
IQAC and, on staff engagement specifically, to 
the Board


Activity programme in response to the last staff 
survey defined and communicated through 
SHMODs. Amber-Green as follow up actions (heat 
maps issued) slightly delayed.


M Smith / EDs for 
own areas


From 01/05/2018 May-18


Overall trust compliance with role specific training 
was 55% which was lower (worse) than the target.


Roll out of new process agreed by Executive Directors which requires:
1. Agreement of a Training Needs Assessment for all role-specific competencies 
by policy owners, overseen by Training Priorities Group and approved by 
Executive Directors. 
2. Monthly reporting of compliance with training requirements to policy 
owners, Care Groups and Executive Directors
3. Monitoring of Care Group requirements through Monthly and Quarterly 
Performance Review meetings
4. Escalation of issues through ECL. 


Through meetings of the Training Priorities 
Group, monthly and quarterly performance 
reviews and monthly reporting and escalation to 
Executive Directors.


The ambition is to ensure that high levels of compliance 
(over 90%) are achieved for all role-specific 
competencies, by the middle of the year.


Through monthly reporting and escalation via 
performance review meetings and Executive 
Directors 


Process in place and monitoring reports being 
produced and submitted to Committees. 
However, low compliance has had to be escalated 
for a number of areas with DNAs a particular 
issue. M Smith and N Scanlon working with policy 
leads and Training Priorities Group, and issues 
being escalated to ED Performance Reviews by M 
Smith - therefore no process gaps but outcomes 
required to fully close.


M Smith / EDs for 
own areas


Training needs analysis from 
01/05/2018


Monitoring process from 
01/05/2018


Improved compliance rates 
evidenced by 31/07/2018


Compliance full in line with ED-
approved trajectories for all 


eligible staff for all comptencies 
by 31/10/2018


Complete subject to further 
assurance. 


The information used in reporting, performance 
management, and delivering quality care had not 
always been accurate, or timely. There was some 
duplication of information presented to the board 
and sub committees; this was being addressed by 
revision of the work plans and terms of reference 
of the various committees.


1. Review of the Integrated Performance Report to introduce thematic analysis 
and clearer alignment to regulatory monitoring indicators. 


2. Stock-take of the cut-off dates for core board reports and discussion with the 
Board on additional reporting requirements to address any timeliness issues. 


1. Through updated reporting to the Board.


2. Through the paper being presented to the 
Board, minuted agreement of changes and 
updated reports.


Improved thematic analsis in IPR and confirmation of cut-
off dates and additional reproting requirements for all 
key, routine reports. 


Via the Board


Work is taking place to develop and trial thematic 
reporting in the IPR with some examples 
provided. The Board approved other areas of 
potential overlap and duplication in June 2018, 
and a full review of the timeliness of board 
information was signed off in July 2018.


1. C Langrick


2. W Edge


1. 31/07/2018


2. 31/07/2018


Complete subject to further 
assurance re IPR.
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2018 Education & Training 
Self-Assessment Report (SAR) 


Reporting Period: 1 August 2017 to 31 July 2018 
Deadline for submission to HEE: 31 October 2018 


Trust’s name: County Durham and Darlington NHS Foundation 
Trust 


Value of contract / funding with 
HEE:   


1. Total initial 18/19 LDA value (including 
undergraduate): £10,198,145.81  


2. Total for salaries for doctors in training in 18/19: 
£4,411,530.00  


3. Total estimated Medical placement tariff in 18/19: 
£2,585,430.00  


4. Total estimated Non-medical placement tariff in 
18/19: £632,167.56  


Trust Chief Executive’s name:  Mrs Sue Jacques 


Director(s) of Education’s name:  
(or equivalent, please state job 
title): 


Mrs Leigh Simmonds 
Director of Medical Education 


Name of Board Level Exec/Non-
exec Director responsible for 
Education and Training strategy 
within your organisation: 


Mr Jeremy Cundall 
Executive Medical Director 


Mr Noel Scanlon 
Executive Director of Nursing 


Report compiled by (responsible 
for completion of): Medical Education and Learning & Development 


Report signed off by: 
  


Mr Jeremy Cundall 
Executive Medical Director 


Date signed off: 31st  October 2018 (Board) 


Board Approval:  
1. Approved by / on behalf of 


the Trust Board: (date / 
details) 


2. Date seen at or scheduled 
for Board meeting  


 
Mr Jeremy Cundall, Executive Medical Director and 


Mr Noel Scanlon, Executive Director of Nursing 
 


Executive Clinical Leaders – 25th October 2018 
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Section 1: Organisation overview linked to the HEE 
Quality Framework 
1.1. Statement of how the HEE Quality Domains are being met 
organisationally 
 
 
CDDFT strives for excellent educational leadership as it recognises the impact this has on the experience 
and outcomes of learners, and the experience and empowerment of patients as partners in their care. 
 
It is recognised that we have not only a duty, but a moral obligation to uphold the NHS constitution and 
whilst doing so, we can continuously improve as a quality organisation, driving for excellence in all that we 
do.  
 
CDDFT is well aware of the HEE/GMC Quality Domains and how they are underpinned by a suite of quality 
management principles, which means a shared approach to quality will enable us to deliver a whole 
workforce quality perspective by sharing best practice across England.   
 
The framework, therefore, forms part of all planning and review processes to ensure quality is high on the 
agenda with regards to all learning activities.  These domains are at the forefront in the minds of staff who 
are responsible for managing learning, education and teaching, activity.  They are taken into consideration 
to ensure external quality assurance matters are considered and followed, as well as internal processes to 
ensure quality training and clinical competence. 
 
As CDDFT drives forward high quality education, training and workforce transformation, it seeks 
sustainable high quality improvement across all learning environments and it has used the HEE quality 
framework to guide this process.  
 
Trust reporting to Board and clinical areas on HEE/GMC domains is now embedded to ensure that 
feedback from learners is actioned and taken forward.  Care Group KPI reports continue to be escalated to 
Care Groups on a quarterly basis, to ensure that standards are monitored and discussed at governance 
meetings. 
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1.2. Top three successes 
 
 


Description of success Domain(s) Standard(s) 


1. Educational Appraisal for all consultants who have 
specific educational roles and PAs in job plans. 


4. Supporting and 
Empowering 
Educators. 
1. Learning 
Environment and 
Culture    


GMC 


2. Top ranking undergraduate programmes across the Tees 
and Wear Base Units, based on student feedback in 17/18 
academic year 


1. Learning 
Environment and 
Culture    
3.Supporting and 
Empowering Learners  


GMC 


3. Cohort 2 of the Nurse Associate Apprenticeships were 
introduced in this period. 


2, 6  
2.2,2.3 2.4 


6.1,6.2,6.3, 6.4 


 
 
1.3. Top three challenges or prominent issues that HEE should be 
aware of 
 


Description of challenges Domain(s) Standard(s) 


1. Limited space in teaching facilities at DMH and UHND 
linked to Trust demands and  increased numbers of 
students and trainees  


1. Learning 
Environment and 
Culture    
3.Supporting and 
Empowering Learners 


GMC 


2. Changes to the delivery of the undergraduate curriculum 
at Newcastle Medical School and planning for change, 
which will be considerable in CDDFT via both Tees and 
Wear Base Units 


3.Supporting and 
Empowering Learners 
4.Supporting and 
Empowering 
Educators  
5. Developing and 
Implementing 
Curricula and 
Assessments 


GMC 


3. Placement capacity is an issue 1,3,4,5  
 


1.3,3.1,3.2,4.2,5.2 
 


 







 


Page 5 of 69 
 


 
1.4. Strategic Workforce Plan  
 
Does your organisation have a strategic workforce plan (delete as appropriate)? 
 
Yes  
 
   
Who within your organisation is responsible? 
 
Name and job title 
 


Andrew Thacker – Deputy Director of Workforce 
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Section 2: Exception Reporting against HEE 
Quality Domains 
2.1. Multi-professional  
 
2.1.1. Organisation overview linked to the HEE Quality Domains 
 
Within the NHS it is no secret that we are all facing difficult financial times and with that brings additional 


stresses and concerns especially when we are trying to encourage new recruits and demonstrate to them 


that we are an employer of choice. 


 


Particularly in the Healthcare Science areas one of the main concerns is that staff have limited time to work 


with their trainees due to the demands of their service and in some cases this had led to the department 


making the very difficult decision of not to take on trainees.   


 


There are also concerns at a lack of funding for staff training especially since the removal of Tier 2 from 


CWD.  The training budget available is mainly for apprenticeships and as there are no healthcare science 


specific apprenticeship modules available yet this means there is little to offer staff although this is currently 


being addressed and helpful advice given by Gillian Cresswell. 


 


There are various IT learning packages however it has been difficult to give staff protected time to learn due 


to the service pressure and current staff shortages. 


 


Pathology is currently involved in several collaboration discussions with other local providers which is a key 


priority in addition responding to UKAS Accreditation enquiries. MHRA etc. Responses for these pressures 


are being required within a short period and in some cases unrealistic deadlines. 


 


Pathology locally and regionally is taking part in several collaborative schemes which are being driven by 


National (NHSi), Regional (STP, BetterHealth) and Trust direction. This is creating a period of uncertainty 


and worry for all staff. The pathology directorate is keen to be the navigators of their own change, whilst 


collaborating with other Trust where it is in the best interest of the patient and service. 
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Following last year’s highlighted failing in HCS several meetings have been held with Noel Scanlon, Joanne 


Ashton and Gillian Cresswell (HENE) to address the risk. Noel has requested business cases are prepared to 


support the creation of trainer officers for both pathology and cardiology. Pathology has agreed to take PTP 


Life Science placement (blood sciences) on the UHND for the 2019 intake, who will start in June 2019. The 


creation of the trainer post will help co-ordinate and support this placement and the training in pathology.  


 


Within pharmacy it is felt that the training programme mandated at national level is not patient facing and 


therefore does not equip trainee pharmacy technicians for the modern hospital technician role however to 


overcome this they are attempting to increase the patient facing and clinical content of training for those 


pre-registration technicians who have accepted a position in the Trust after qualifying.  This increased 


clinical input occurs during the final 6 months of training.  


 


Whilst training programmes for pre-registration technicians, pre-registration pharmacists and newly 


qualified pharmacists are well established, there is little specific training for qualified pharmacy technicians 


and middle and senior grade pharmacists.  The E&T forum will be working with staff to develop suitable 


internal training opportunities without impacting on service provision.  The revised revalidation programme 


from the GPHC will influence the departmental provision of E&T.   


 


A reduced number of senior pharmacists on wards due to maternity leave, secondments to national bodies 


and staff turnover is leading to operational difficulties and less support for trainees.  The pre-registration 


manager is trying to meet regularly with ward based pharmacists who are acting as supervisors, particularly 


those who are less senior.  However, time for the pre-registration manager role has also been reduced due 


to departmental restructuring. 


 


Fortunately staff turnover in the technician workforce is low but a lack of funding for IQA and internal 


verifier courses will be problematic as staff retire/ leave and the lack of funding for assessor activities to 


support pre-registration technicians results in unplanned and ad hoc time being taken away from clinical 


areas. 
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HEE Domain 1 Learning Environment and Culture 
For additional guidance refer to HEE Quality Framework, page 10 
HEE priority for 2018 reporting in this domain is: 


• A focus on workplace behaviours and strategies for resolution of issues of concern 
 
CDDFT is continuously working to maintain a culture that seeks and responds to feedback from all staff 
including learners and educators on compliance with standards of patient care as well as on their 
education and training.  There are many corporate policies and procedures which support the achievement 
of this domain and existing methods to establish the success of the Trust in this area including feedback 
from CQC, Staff Survey results, Friends and family test and the Library QA Framework.  The staff matters 
strategy is given great importance within the Trust with quarterly updates required by Strategic Change 
Board (SCB) and Integrated Quality Assurance Committee (IQAC) to ensure all areas and departments are 
realising the Trust strategic workforce ambitions.  


Duty of Candour training is included in Induction so all staff are made aware corporately that the culture 
supports learners to be open and honest when things go wrong.  Induction also gives information on our 
Freedom to speak up guardian Cate Woolley-Brown to be very clear that no one should ever feel they are 
unable to talk to someone and raise concerns.   


During induction all staff are encouraged to report any incidents including near misses on the safeguard 
system. 


Corporate induction for student nurses allows time to discuss the behaviours framework and how to 
recognise bad behaviour and how to raise concerns.  All policies for example dignity at work policy are 
available on the intranet and this is conveyed to new staff. 


All nursing students have access to local induction paperwork which includes how to raise and escalate 
concerns which is available on the intranet and for Teesside student on the ARC system. 


Within preceptorship there is discussion time built in to further discuss the Trust Values and Behaviours 
and sessions on customer care training named ‘Great Expectations’ to ensure that they recognise their 
part to play in ensuring a safe effective compassionate care that provides a positive experience for service 
users. 


Pathology students attend cross site/cross discipline research and audit meetings and all learning from 
RCS/SUI is cascaded to them.  Also in pathology: 


• A number of staff continue to complete both Registration and  Specialist Portfolios of Institute of 
Biomedical Scientists successfully 


• A final year PTP placement student from Sunderland University successfully completed their 3 
year placement and passed the IBMS registration portfolio. They have since obtained a Band 6 
post at a neighbouring Trust. 


• Training is delivered to support audit activity in the department 
• Maintenance of full UKAS accreditation of all disciplines is against the new ISO 15189 
• Cross site/ cross discipline research and audit meetings are held 
• Learning from RCA/SUI is delivered to staff 
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Nursing students are encouraged to participate in Quality matters audits as part of their placement.  All 
student evaluations contain trigger questions, if the student answers no to one of these questions this 
triggers the PPF team to complete an informal investigation and this is incorporated into the LDA.  
 
Any CQC action plans are shared quarterly with the Director of Placement demonstrating the progress 
made. 


Every placement requires an audit of their educational environment and this is done annually for good 
practice although regulations stipulate every 2 years.  This is a multi-professional audit and it includes the 
regulatory body quality assurance framework to ensure the placement is fit for learners from this 
profession. Nursing Associate, Nursing and Midwifery placement audits are completed by the practice 
education and development team and the University do this alongside as it is a tripartite between the 
academic, the trust and the placement area. 


Within Pharmacy all pre-registration technicians follow a well-established and high structured training 
programme and all staff are made aware of the training requirements and are able to support trainees and 
ensure they meet the standards.   


Whilst there is a corporate L&D department which provides suitable education facilities over several sites 
including a simulation centre at Bishop Auckland hospital, Pathology for example also provide space to 
facilitate self-study within their own department to support students.   


During preceptorship, a day of simulation training is included around Trust concerns and issues for 
example last year this was linked to Sepsis and record keeping in order to ensure the care given to patients 
is excellent.  Pre-registration nursing and midwifery students complete this as part of their programme of 
study at university who uses this for assessment of skills e.g. cannulation. 


All learners and indeed staff have access to 2 libraries one at DMH and one at Prospect House for UHND 
staff.  Regular user surveys are conducted to ensure that the service provided is meeting the needs of staff 
wherever possible. 


Inter-professional learning happens on an ad-hoc basis when students are able to spend time with staff 
from other professions, i.e. student nurse working on orthopaedics may spend a morning with the 
physiotherapist or the pharmacists who works on the ward to complete some of their learning. 


In preceptorship – post registration Day 1 is multi-professional and staff are invited from each professions 
which allows not only networking but to cover relevant elements of the timetable that link to HEE 
Preceptorship standards. 


 
 







 


Page 10 of 69 
 


HEE Domain 2 Educational Governance and Leadership 
For additional guidance see HEE Quality Framework, page 11 -12 
HEE is keen to understand new models of learning in practice and the impact this is having on your 
organisation. Please include within your response: 


• Have you increased capacity for learners in your organisation? 
• Have you increased your numbers of supervisors/mentors? 


HEE priority for 2018 reporting in this domain is: 
• Monitoring of LEP use of financial resources provided by HEE to support training. The new Learning 


Development Agreement (LDA) will be used to link financial resource to quality of training.  
(See SAR section 4, page 18) 


• Governance of programmes with complex structures (e.g. Pharmacy & Healthcare Science) where 
nationally coordinated processes can impact on local delivery within HEE. 


• Clear identification through STEIS (Live Flow) reporting of trainees/learners involved in Never 
Events and SUIs for both pastoral support and revalidation reasons. (See SAR section 8.1, page 
26) 


 
With regards to Monitoring the LEP Placement tariff for student nurses is 14.00 per day which roughly 
equates to one hour of staff time against the NMC requirement of 40% of the time spent with the learner 
=15hrs per week. NMC regulations stipulate clearly in addition one hour extra per week for final 
placement students. CDDFT therefore provide over and above what is funded  to support pre-registrant 
training.  
2017/2018 
 
We have increased the numbers at Teesside University (January/September )  
 


Date Field Numbers for the 
previous year 


Numbers for the 
reporting period 


Total increase 


Reporting 
period 1st 
August 
2017 to 1st 
July 2018 


Pre- registration 
Nursing (Adult) 


1609=43 (54 
started) 
1701=45 (45 
started) 
Total 88  (99 
started) 


1709 =66 (66 
started) 
1801=33 (34 
started) 
Total 99 (100 
started) 


Increase in 1 starting 
Total increase of 10 
completing 


 Pre-registration 
Nursing (Child) 


1609 = 10 (10 
started) 
1701=10 (10 
started) 
Total 20  (20 
started) 


1709 = 10 (10 
started)  
1801 = 9 (9 
started) 
Total 19 (19 
started) 


Decrease in one 
starting so Total 
completing is one 
less than 2016/2017 


 District Nursing 
(Post registration) 


1609= 9 (9started) 
Total = 9 (9 
started) 


1709= 4 (5 
started) 
Total =4 (5 
started) 


Decrease in 4 
starting one 
withdrawal 
therefore Total 
decrease of 5 


 
 
 


Pre-registration 
Midwifery 


1609= 13 (13 
started) 
1609 (Pg Dip) = 5 (5 


1709= 13 (13 
started) 
1801 4 (4 started) 


This takes into 
account 
commencement of 
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started)  
Total =18 (18 
started)  


1709 (Pg Dip) = 6 
(6 started ) 
Total = 23 (23 
started) 


the Jan intake to 
balance with the 
removal of the Pg 
Dip course  
Total increase of 5  


 Return to Nursing 1609 = 6 (6 started) 
1701 = 6 (6 started) 
Total= 12 (12 
started)  


1709 = 6 (8 
started) 1801 = 5 
(5 started) 
Total = 11 (12 
started) 


Total decrease 1 
student starting 


 Fd Nursing 
Associates 


04/2016= 4  (5 
started) 
Total = 4 (5 
started) 


04/2017= 13 (14 
started) 
Total 13 (14 
started) 


Increase of 9 starting  
1 withdrawal =8 
Total increase of 8 


Total 
completing 
and 
starting for 
the year 
several 
variables to 
take into 
account 


 Starting = 163 
Completing = 151 


Starting = 173 
Completing = 169 


Starting= increase of 
10 
Completing=increase 
of 18 


 
Variables: 
 
Midwifery moved to a twice a year intake, removal of the PgDip to take into account addition to the 3 
year programme. 
 
Post registration: District Nursing the commission fell due to total numbers of commissions available. 
 
Increase in completion may be due to interruption returning to completing 
 
We have partnered with Sunderland University for 30 students in April each year  
 


Date Field Numbers for the 
previous year 


Numbers for the 
reporting period 


Total increase 


Reporting period 
1st August 2017 
to 1st July 2018 


Pre- registration 
Nursing (Adult) 


1704 = 8 (1 
interruption now 
in 1804) 
Proposed 30  


1804 = 11+1=12 
Proposed 30  


Increase 4 
Proposed 60 
however still 40 
students short of 
planning.  
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Variable: 
Moving the intake from April to June next year to take into account leavers from Access courses 
 
CDDFT have partnered with the Open University 
 


Date Field Numbers for the 
previous year 


Numbers for the 
reporting period 


Total increase 


Reporting period 
1st August 2017 
to 1st July 2018 


Pre- registration 
Nursing (Adult) 


0 0 12 to complete  


 
Variable: 4 year part time course, no starters no increase over the reporting period however, an increase 
of 12 students to place. 
 
The Open University offers no placement tariff for back fill so unsustainable as students employed by the 
organisation 
 
Nursing have increased NMC mentors by 20 from the last reporting period meaning we now have 1,205 
NMC mentors.  
 
Pathology find themselves currently at capacity and have not been able to take any PTP students, 
however this will change in 2018/19 intake and they will take one PTP biomedical sciences student at the 
UHND site. 
 
Pharmacy have no change in numbers and are in fact expecting to increase to 5 pre-registrants in 
2018/19.  There is no change in the numbers for student technicians although they could accommodate 
an extra student if required. 
 
Cardiology have no change in their numbers due to staffing constraints, however a business case has 
been submitted to Noel Scanlon for a healthcare science trainer/practice placement facilitator and it is 
hoped that this will be positively received. 
 
CDDFT as a Trust has transparent educational governance arrangements in place via Training Priorities 
Group (TPG) which is a multi-disciplinary group who reports into Executive Clinical Leaders and the 
Healthcare Science Lead is a member. 
 
In addition, each department has their own process which fits into this.  For example, Pathology has an 
education and training policy that states what it expected offered and reviewed.  Education and training 
roles are described in job descriptions and during appraisals, competencies in the relevant departments 
are reviewed and any deficiencies addressed through supportive measures  e.g. more training etc. Training 
needs are recorded from appraisals and feed into the Pathology TNA which is fed into the annual Trust 
Training Needs Analysis which is reported into and reviewed via TPG.  The department also has a training 
lead who feeds into the HSC committee. 
 
Within the Speech & Language section, Induction for all students is led by the Head of Adult Speech and 
Language Therapy who is a member of student placement education committee at Newcastle University. 
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Within Pharmacy all pre-registration pharmacist training comes under the remit of the pre-registration 
pharmacist manager who has oversight of all the training.  They meet formally with the pre-registration 
pharmacist tutors every 13 weeks and also have an informal lunch and catch up session with the trainees 
monthly.  Formal feedback from all rotations is passed to the pre-registration manager and all evidence is 
submitted to VQ manager and both trainee and tutor responses are peer reviewed and manager reviewed. 
 
The Manager sits on the regional LWAB, HEE North pre-registration programme board and HEE north east 
support group.  For student technicians all training comes under the remit of the Chief Technician.  All 
activities are monitored by IQA and internal assessors with both formal and informal feedback going to the 
Chief Technician.  Progress of all learners is reported to the Pharmacy education and training group which 
meets quarterly.  The lead Pharmacist Education and Training (R&T) attends TPG.  
 
Leadership and engagement is through the Pharmacy Education and training Forum which meets 
quarterly.  The lead clinical pharmacist education & training chairs this group and there are representatives 
from each grade.  The remit of the group is to plan departmental training for the department, responding 
to the needs of staff and issues identified from incidents and governance meetings approve training 
requests and review grade specific provision.  
 
Training programmes for pre-registration technicians, pre-registration pharmacists and newly qualified 
pharmacists are well established,  The E&T forum is working with staff to develop suitable internal training 
opportunities without impacting on service provision and the revised revalidation programme from the 
GPHC will influence the departmental provision of E&T.   
 
The pre-registration manager meets regularly with pre-registration tutors and ward based supervisors to 
ensure good communication and that any issues with learning can be identified early and rectified.  The 
introduction of electronic evidence submission has enhanced communication.  
 
The pre-registration manager aims to meet regularly with ward based pharmacists who are acting as 
supervisors, particularly those who are less senior.   
 
Within Cardiology there is an annual meeting with course leaders for the PTP programme and a five 
yearly visit by NSHCS to maintain accreditation as a training centre for the STP programme.  In addition, 
the Healthcare Science Lead attends TPG. 
 
The healthcare science lead holds regular meetings, usually quarterly, with all the areas and includes 
learning and development which demonstrates multi-professional educational leadership and where the 
idea to host a healthcare science week programme with local schools was born and managed.  
 
The Trust has robust policies and procedures in place to inform the appropriate stakeholders when 
performance issues with learners are identified or learners are involved in patient safety incidents for 
example, in Pathology and Cardiology there have been no students involved in a SUI however, the 
department would follow the Trust safeguard procedures and appropriate members of staff have received 
RCA training in event of them being required. 
 
Similarly, in Speech & Language there have been no issues but they would follow the Trust policy reporting 
the incident on safeguard with support from a clinical educator and also notify their head of service.   
 
Within Pharmacy there have been no issues with SUI or Never events still, all learners receive incident 
training and all pre-registration pharmacists attend a safety committee meeting to understand how 
governance reporting works in the Trust. 
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When student nurses are involved in untoward incidents they are supported by the University and they are 
required to inform them of any incidents they are involved with.  The University then have a process in 
place which ensures the student has a named academic to support them; who will attend meetings with 
the student if needed and support the student in writing statements etc. 
 
The Placement area staff who write the incident report are required to identify that a student was 
involved.  This triggers an email to the practice education and development team to close the loop and 
ensure the University is informed. The team ask the placement area for the details of the student to 
ensure they can forward the correct information to the University.  
 
 
HEE Domain 3 Supporting and Empowering Learners 
For additional guidance refer to HEE Quality Framework, page 13-14 
HEE priority for 2018 reporting in this domain is: 


• Improving support given to learners/trainees involved in Never Events/other adverse outcomes and 
subsequent clinical governance processes including Root Cause Analysis, Coronial Inquiries etc. 
(See SAR section 8.1, page 26) 


 
CDDFT pride themselves on offering all learners the relevant support and empowerment required for 
them to be successful in their studies. 
 
Within Pre-registration Nursing (adult and child) /District Nursing/Midwifery the current HEE Quality 
Framework states whilst giving direct care in the practice setting at least 40% of the learner’s time must 
be spent being supervised (directly or indirectly) by an Educator and this highlights a differential between 
the regulatory body requirements and an inconsistency between regulators so hopefully in the future this 
requirement is to be removed by the NMC.   
 
Any incident reports involving students are sent to the University Director of Placements/Clinical link 
tutor, and students are supported by their academic and personal tutor. All students have an 
appropriately trained mentor for their placement who provides pastoral support within the learning 
environment and Placement Practice Facilitators (PPF’s) support pastorally as required in real time in 
addition to local managers and mentors.  
 
Evaluations have trigger questions from Teesside University hence students, academics and practice meet 
to report back any concerns directly to the student.  At Sunderland University the PPF’s meet with the 
group to discuss openly any concerns from practice and lessons learned. 
 
All students have access to staff health and wellbeing services from within the Trust, which includes a 
confidential employee assistance programme, which gives students access to immediate, confidential 
online help, 24 hours seven days a week.   Further information on how to access occupational health and 
CIC is provided at Corporate Induction so all staff are made aware and there are cards detailing the CIC 
response readily available within the education centres. 
 
All pre-registration technicians follow a well-established and highly structured training programme within 
Pharmacy and all technical staff are made aware of the training requirements and are able to support 
trainees and ensure that they meet the standards. 
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The Training programme mandated at a national level is not patient facing and therefore does not equip 
trainee pharmacy technicians for the modern hospital technician role. CDDFT are determined to overcome 
this and are attempting to increase the patient facing and clinical content of training for those pre-
registration technicians who have accepted a position in the Trust after qualifying.  This increased clinical 
input occurs during the final 6 months of training. 
 
This is the third year of providing an experiential training programme in which the pre-registration 
pharmacists, under supervision, are given a clinical case load from the outset.  Student led objective 
setting and working in pairs to deliver patient care has led to increased professionalism and improved 
performance with no additional workload for supervisors.  Despite a national pass rate in the GPHC 
qualification exam of 78% and a regional hospital pass rate of 84% CDDFT trainee’s achieved a 100% pass 
rate.   
 
Pathology trainees have named trainers who have had the opportunity to attend the train the trainer 
events delivered by local HE partners and have a robust pathology local induction which is in addition to 
the corporate induction to ensure the process is more cross discipline. 
 
CDDFT have a number of apprentices many of which in healthcare who are undertaking the following 
training paths: 


Apprenticeship Total On Programme 


Assistant Practitioner Level 5 23 


HealthCare Support Worker Level 2 10 


HealthCare Support Worker Level 3 38 


Nursing Associate Level 5 13 


Trainee Nursing Associates (Pilot)  5 


Level 6  Chartered Management Degree  (nurse numbers) 6 


Level 7 Senior Leader Masters Apprenticeship (nurse numbers) 4 


 


Each of these apprentices are working with a reputable training provider but to ensure they are being 
supported by the provider and their workplace the L&D staff contact them to undertake a review every 
quarter.  This review ensures they have no issues and are being given their required 20% time off the job.  
In some cases L&D have intervened to ensure students are being given appropriate time for learning 
opportunities and that they are allowed to develop their skills in the workplace to a successful conclusion.  
To support learners on their journey all line mangers are asked to sign a manager declaration or 
commitment that they will allow the apprentice at least 20% off the job and allows L&D to support the 
apprentices throughout any difficulties. 


CDDFT work with 2 main providers:  Teesside University and Derwentside College, although other 
providers can be engaged  to suit the needs of the learner.   Programme boards are held with both of these 
providers which, facilitates early intervention on issues and concerns and also appropriate feedback to be 
exchanged. 
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As described in domain 2 the learners from many of the science areas have never been involved in a SUI or 
never event which is encouraging to note however all sections are aware of the Trust policy and staff have 
received relevant training to be able to manage this if it were the case. 
 
Within Nursing there have been incidents which have been dealt with in accordance with policy and in 
addition the PPF’s are aware of the additional support mechanisms available e.g. occupational health and 
CIC to ensure the learners are given the necessary support. 
 
All new to healthcare are required to complete the Care Certificate and working in partnership with 
Derwentside College the staff are given APEL for their care certificate and work towards the L2 or L3 
Apprenticeship Healthcare Support Worker which means they then are qualified to a higher level than 
required nationally to show the Trust commitment to excellent patent care and staff development. 
 
Patient compliments and thanks are included in the weekly staff bulletin for all to see which is motivating 
and excellent to see that patients take the time to write in.  For example, the latest bulletin the Emergency 
Department at Darlington Memorial Hospital recently received some complimentary words from a patient 
stating: “I was treated speedily and with courtesy and your sense of humour made it a relaxed visit.” 
 
Students involved in the completion of IBMS registration portfolios/specialist portfolio received an 
excellent report when they supported the Trust’s first ever Healthcare Scientist career day.  An excellence 
report is the Trust way to recognise excellent work in practice and patient care by individuals.  Their good 
work is recognised as a Trust, recorded centrally and a notification sent to the individual ensuing they are 
aware of their nomination and giving congratulations.  When student nurses and midwives receive 
excellence reports these are sent to the University to celebrate their excellence.   
 
HEE Domain 4 Supporting and Empowering Educators 
For additional guidance refer to HEE Quality Framework, page 15 
HEE priority for 2018 reporting in this domain is: 


• Use of the LDA to link the control/distribution of the financial resources provided by HEE to those 
managing training placements and the individual support to those providing educational supervision. 
(See SAR section 4) 


 
CDDFT need all educators to know what is expected of them and ensure they are appropriately trained as 
per their relevant regulator or awarding body. They must also be familiar with the curricular and their 
own performance must not only be supported in their role but also have their performance assessed via 
appraisal or other mechanisms. 
 
The Trust prides itself on achieving high success rates with appraisal targets set and achieved at over 95% 
each year which means that all educators are actually appraised. 
 
In addition to HEE N LDAs, CDDFT for Pre-registration Nursing (adult and child) /District 
Nursing/Midwifery PPF’s have developed their own placement agreements with relevant education 
providers for non-commissioned education programmes. These will cover all programmes in the future as 
commissions’ decrease and apprenticeships/self-funded programmes replace them. 
 
Staff teaching time within a clinical placement is supported by the NMC, where supervision of students 
with a mandate of 40% (15hrs) direct/indirect support by a mentor. This can be monitored by ‘health 
roster’ the Trust electronic rota by running a report as it looks at the off duty students who must have had 
15 ours or 2 shifts per week with their mentor.  If this is not met the student will be unable to progress and 
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will need to re take their placement.  This would then instigate a review of the placement by the University 
in partnership with the PPF’s and could result in the withdrawal of the student. 
 
NMC mentor updates are produced in partnership with our stakeholder Universities and are part of the 
NMC SLAIP Standards (2008) which requires all Registered Nurses who have the mentoring qualification to 
attend a face to face update every 12 months.  These sessions are held 3 times per month across sites plus 
additional to meet workforce and regulatory requirement and delivered by the Practice Education Team. 
 
All registrants are encouraged to attend local University curricular planning meetings. 
 
PPF’s provide support to mentors/assessors as required on an individual basis especially with failing 
students and the cause for concern flow chart is also discussed at every mentor update.  
 
The mentor is prepared during their mentoring qualification to understand their responsibilities towards 
the NMC to identify fail students and the support mechanisms available to them and this is reiterated, 
every year, at their mentor update and is also in the mentor handbook for every University programme.  
 
Funding is available from Pharmacy Education & Training North East to attend clinical supervisor courses 
and as such all tutors have attended.   
 
Train the trainer events have been offered to relevant staff within Pathology which are funded by the 
Universities and PTP trainers attend quarterly update meetings at Sunderland University. 
 
The Trust has recently established an inter-professional educators group consisting of Healthcare 
Scientists, Nursing , Medical, AHP training supervisors, and L&D representatives with the aim of working 
across traditional boundaries, and sharing experiences and opportunities.   
 
The L&D department hold quarterly trainer network which is not a formal meeting as the inter-
professional educators group but it is for all those involved in delivering any kind of training within the 
Trust.  These meetings allow the exchange of ideas and also update the trainers who tend to work in 
clinical roles or outside of the L&D department, of the Trust initiatives and funding for example around 
apprenticeships and how they could develop themselves.  
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HEE Domain 5 Delivering Curricula and Assessments 
For additional guidance refer to HEE Quality Framework, page 16 
HEE priority for 2018 reporting in this domain is: 


• Assessment of the effects of ‘Winter Pressures’ on the ability to deliver training curricula across 
LEPs and the strategies being developed to mitigate impact across individual training placements 
and programmes. (See SAR Section 8.2, page 27) 


 
Curricula and assessments are delivered so that all learners are enabled to achieve the learning outcomes 
required by their curriculum or professional standards. 
 
Winter pressures come each year so good planning means that the delivery of the curricula is not affected 
and that the learners experience is still a balance between providing an excellent service to patients whilst 
accessing relevant educational opportunities. 
 
Nursing and Midwifery Students from the HEI’s spend a limited time in placement over the period of 
winter pressures and evidence from placement structure indicates fewer students over this period of 
time.  
 
As a Trust the mandatory core training targets have been moved forward to December to cater for winter 
pressures and ensure that existing staff are compliant which supports the curricula delivery. 
 
Pathology have been working to proactively develop and implement new ways of delivering teaching to 
enhance the curricula for example: 


• User survey of GP needs identified topics of education sessions with GPs 
• Lab staff survey identify need to funding to support education 
• Discussions held to provide to re-establish teaching sessions in Biochemistry for Foundation 


Doctors and in Speciality meetings. 
 
Cardiology has been involved in curriculum review of PTP programme which shows their commitment to 
the programme for the future. 
 
In pharmacy both pre-registration technicians and pharmacists follow a nationally determined outcomes 
based curricula.  In terms of delivery the pre-registration pharmacist programme has been designed to 
provide experiential learning and each, highly structured, rotation builds on the previous one.  The 
objectives and outcomes for each rotation are clearly stated and  the formative pre-and post-rotation 
assessments are hugely popular with learners as they set their own objectives based on the syllabus and 
formative assessments and these are reviewed fortnightly ensuring that the learners stay on track.     
 
The programme is reviewed annually and refined as per national changes, clinical developments student 
evaluations and supervisor feedback.  The pre-registration manager aims to meet regularly with ward 
based pharmacists who are acting as supervisors, particularly those who are less senior and during 2017 -
18 the planned timetable was delivered as anticipated.  This is being re-assessed for 2018-19. 
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HEE Domain 6 Developing a Sustainable Workforce  
For additional guidance refer to HEE Quality Framework, page 17 
HEE priority for 2018 reporting in this domain is: 


• Monitoring placement capacity where the LEP’s own service workforce may be insufficient to deliver 
training, especially for ‘at risk’ placements. 


• Triangulation of training data with exception reporting data regarding implementation of the Junior 
Doctor contract. 


• LEP engagement with HEE across the STP/Integrated Care System for all training & workforce 
planning to avoid loss of training approval in changing clinical services.  


 
PPF’s monitor placement capacity for student nurses and midwives and this is supported then triangulated 
by the Education Audit which clearly indicates the capacity of students in an area. The education audit is 
completed in partnership with the Universities/placement/students and it indicates the numbers/types of 
learners and the stage in the programme. The Mentor database is checked regularly by local Universities to 
ensure numbers and quality of mentors.  
 
Pathology has engaged with local workforce planning in the following ways to ensure it supports the 
development of learners to successfully transition from education to employment by 
 


• Supporting the Durham University Celebrate Science Festival held over the Autumn half term. 
• Staff provide careers talks and supported over STEM activities for local high schools 
• Staff supported the 1st Biomedical Science Day on 19th July 2018 and had stands in both acute 


hospitals 
• Support lab tours are held as part of Trust initiative highlighting the behind the scenes services in 


the Trust. 
• Professional bodies (ACB and RCPath) continue to perform workforce surveys to assess the future 


needs for the professions at a national level. 
 
 
Following last year’s highlighted failing in HCS several meetings have been held with Noel Scanlon, Joanne 
Ashton and Gillian Cresswell (HENE) to address the risk. Noel Scanlon has requested business cases are 
prepared to support the creation of training officers for both pathology and cardiology. Pathology has 
agreed to take PTP Life Science placement (blood sciences) on the UHND for the 2019 intake, who will 
start in June 2019. The creation of such a trainer post will help co-ordinate and support this placement 
and the training in pathology.  
 
Within Pharmacy Student technician retention is excellent and since the pre-registration programme for 
the 2015 intake the pre-registration pharmacist retention has been good.  Retention of foundation 
pharmacists has vastly improved with the creation of the educational supervisor support post and now 
await the effects of ORIEL recruitment on pre-registration pharmacist performance and retention.  Prior to 
ORIEL the graduates achieved 1st class or 2:1 degrees, however, this year’s ORIEL students have 2:1 and 
2:2 degrees and unclear links to the North East.  Whether this will impact on results or retention remains 
to be seen. 
 
Cardiology were able to support several staff to attain a total of 11 professional examinations  
 
Healthcare Science leads in collaboration with L&D organised the Trust’s 2nd Healthcare Science Weeks 
Careers day open to local schools which was a huge success. Great feedback received and it is planned to 
repeat next year. 4 local schools attended this event with 98 students between the age of 12-17 and it was 
very well received. 
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Clinical engineering has over the years used the apprenticeship programme to succession plan.   At the 
moment they have 5 staff in their 20's, 2 in their 30's, 2 in 40's and 2 aged 50-60.  This is in line with their 
workforce plan and they continue to plan around talent management.  At the moment they do not think 
apprenticeships need to be part of their plan due to previous success. 
 
L&D We have over 150 apprentices within the organisation, many of which are non-medical.  This concept 
has been promoted to Doctors as a possible development opportunity and some have expressed an 
interest but not yet signed up.  This is promoted as part of the Senior Leadership Programme and it is 
hoped that in time it Doctors will be attracted to enrol. 
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2.1.2. Good Practice Items 
 


Description of good practice and 
profession(s) it relates to (and a 


named contact for further 
information) 


Description of why this is 
considered to be good 


practice 


HEE 
Domain(s) 


HEE 
Standard(s) 


Repair ‘buddy system’ 
 


Link 3rd year students with 
newly qualified staff to 
support retention and 
transition. 


1,3,5,6 
1.1 1.2 3.3    
5.1  6.4 
 


Graduate recruitment events 
 


Supporting 3rd year students 
in gaining their first post and 
supporting their transition 


1,3,6 
1.1 3.3 3.4 3.5 
5.1 6.4 


Development of a practice placement 
policy 


To ensure CDDFT have robust 
governance in place for non-
medical clinical placements 


1,2,3,5 
1.1 2.1 2.2 2.3 
2.4 2.5 3.1 3.2 
3.5 5.2 


 
 
2.1.3. Challenges or important issues that HEE should be aware of. 
 


Description of challenges (please include the profession 
/ professions) 


HEE 
Domain(s) 


HEE 
Standard(s) 


 
The amount and pace of change within the NMC Education Framework 
especially the periods between consultation and implementation of 
standards. 
 


1,2,4,5, 
 


1.1, 1.2  2.1 
2.2 4.2 5.2 


 
Ensuring all staff are cognisant with the assessment criteria and pre-
registration nursing standards. 
 


1,2,4,5,6 
 


1.1 2.2  4.1 5.1  
6.4 


 
Staff are concerned about the amount of time they would like to 
dedicate to working with students and the amount of time they have 
available without compromising clinical responsibilities 


1, 3, 4, 5  
1.1, 1.3, 3.2, 
4.1, 5.1 
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2.2. Postgraduate Medical  
 
2.2.1. Organisation overview linked to the HEE and GMC Standards 
 
 
The Trust continues on its journey of changing hearts and minds with regard to medical education and has 


totally revised the Medical Education structure to raise the profile of medical education, and to appoint new 


Directors to lead undergraduate and postgraduate medical education in the Trust. 


 


Care Group Tutors have been successful in working with College Tutors in Care Groups, and time in job plans 


is now more transparent, with those in educational roles having time in job plans.  The train the trainer 


programme has been successful in working with trainers in the Trust, with 18/19 delivering a much wider 


range of training, having had the first of many Trust-wide Medical Education Updates in September 2018. 


 


Running rotas on two acute sites has had challenges for some departments, and the work intensity of some 


areas, in particular acute medicine and emergency medicine continues to be high, however, this has been 


combated with great learning opportunities. 


 


The Clinical Simulation Centre has continued to drive multi-professional human factors programmes, and 


plans to expand this during 18/19 continues, as well as giving more trainers the skills to facilitate in-situ 


training opportunities as well as simulation centre training. 


 


Progress with the roll out of e-rota to the acute medicine and emergency medicine departments has been 


hugely successful, and has supported the wellbeing of trainees, which allows ease of access to their live rota, 


and supports requests for study leave, annual leave etc.  The success of the Medical Education QA Rota 


Team, working closely with the GoSW and the Medical Education Delivery Team has strengthened the links 


highlighted in the GMC good rostering guide and the BMA Fatigue and Facilities Charter, and whilst not fully 


met, has been used as a tool to highlight improvements in the working lives of trainees in CDDFT. 
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GMC theme 1 Learning Environment and Culture 
For additional guidance refer to http://www.gmc-uk.org/education/index.asp 
HEE priority for 2018 reporting in this domain is: 
A focus on workplace behaviours and strategies for resolution of issues of concern 
 
Support for trainees’ starts at induction and the messages delivered at those sessions, continue to be 
enforced and embedded throughout the placement.  Zero-tolerance on inappropriate behaviour, and 
respect for the whole team and all professions is a given.  The Trust behaviours framework is a live 
document and part of all starting documentation.  The trust has two significant policies:  “Dignity at 
Work” and “Managing Violence, Aggression and Lone Worker”. 
 
The Junior Doctor Contract 2016 has been used as a catalyst for change, with clearly identified training 
and teaching opportunities protected for junior medical staff, both clearly in work schedules, and also 
within those areas where e-rota has been rolled out.   This has had a significant impact to improve the 
learning environment and culture in a positive way.    
 
The use of e-rota and the rules around the new contract have identified gaps well in advance, rotas are 
developed and compliant and the implementation of Circular Wave (internal medical bank) has been 
used to fill locums, with a clear set of rates for specific grades of staff.  The use of Exception reports has 
reduced, however, CDDFT is aware that underreporting is an issue.   
 
The Guardian of Safe Working has a dedicated e mail box, into which all trainees can raise a confidential 
concern.  CDDFT also has a Freedom to Speak Up Guardian, who meets with the trainees annually, and 
her access is advertised across the Trust.   
 
Additional work to address issues also takes place with regular meetings with trainees across all 
specialties after their teaching, and a You Said We Did Bulletin, in conjunction with College Tutors has 
been successful in changing the local clinical environment for trainees, by providing quick responses to 
queries and suggestions. 
 
The Safeguarding System can be used by all staff to raise a concern about an individual’s behaviour and 
this would be addressed by the Educational Supervisor with the trainee or the student.  There is also a 
confidential bullying charter with an e mail address, which is checked daily, if anyone feels that they 
cannot raise an issue with their Educational or Clinical Supervisor.  The Medical Education Team has an 
open door policy for all students and doctors to help and support them in any way possible and to help 
with queries.   
 
The Trust uses a system called “Ulysses” for Incidents, Excellence, Risk and Alert Management.  This 
system is available on the front of the intranet site and all students, trainees, consultants and all other 
staff are able to use this to raise concerns or report excellence 
 
Trainees are always encouraged to complete the GMC survey, and the Trust always has a high completion 
rate for both the GMC survey and the local Your School Your Say (Foundation) survey.  The Medical 
Education Team meets with trainees regularly to allow them to raise concern, and work with College 
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Tutors to address any issues, in a timely manner, and report actions back to trainees. 
 
Any patient safety issues from the GMC survey are addressed by the DME raising the concern with the 
Clinical Director/Medical Director and Senior Educational Lead in that department, in order to have a 
specific action plan.    
 
Any trainee involved in a patient safety event is supported through any investigation and always has a 
Supervisor present at the investigation meeting if necessary.  Medical Education receives a monthly 
report from the patient safety team, which identifies any issue where a trainee is involved.  This allows 
medical education to investigate further, and report this on Live Flow to HEENE, whilst supporting and 
working with the trainee to mitigate any risk, along with the Educational Supervisor.   
 
The Simulation Clinical Training Team, also work with the Patient Safety Team to review trends linked to 
Human Factors, and use the intelligence gathered from Trust incidents to incorporate these within the 
patient scenarios within the simulation clinical environment.  The Simulation Team also worked with the 
Theatre Teams to deliver in-situ simulation, following a number of never events, and a training 
programme and video was collated by the simulation team to support the WHO checklist. 
 
Challenges have included: 
 


• Returning education into core business for all areas in the Trust, especially those with junior 
medical staff. 


• Organisational culture change to promote attendance at teaching as the norm instead of the 
exception, increasing the message of protecting teaching in work schedules, rotas and job plans, 
particularly during winter pressure. 
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GMC theme 2   Educational Governance and Leadership  
For additional guidance refer to http://www.gmc-uk.org/education/index.asp 
HEE priority for 2018 reporting in this domain is: 


• Monitoring of LEP use of financial resources provided by HEE to support training. The new Learning 
Development Agreement (LDA) will be used to link financial resource to quality of training.  
(See SAR section 4, page 18) 


• Governance of programmes with complex structures (e.g. Pharmacy & Healthcare Science) where 
nationally coordinated processes can impact on local delivery within HEE. 
Clear identification through STEIS (Live Flow) reporting of trainees/learners involved in Never 
Events and SUIs for both pastoral support and revalidation reasons. (See SAR section 8.1, page 
26) 


 
The Director of Medical Education and the Director of Undergraduate Medical Education have overall 
responsibility for Medical Education in the Trust.  The Department sits within the Medical Director’s 
department, who is a Board Member.  The DME and DUME attend Board Sub-committees to escalate and 
report on Medical Education within CDDFT on a regular basis.  They are members of Executive Clinical 
Leaders (ECL) and Medical Education submits reports to Clinical Effectiveness Committee, a sub-group of 
Integrated Quality & Assurance Committee (IQAC), (a sub-group of the Board). Medical Education follows 
the process as per the CDDFT Governance Handbook, as directed by the Assurance, Risk and Compliance 
Directorate, which is approved by ECL. 
 
Links with the ECL helps to ensure that Medical Education is high on the Trust agenda. Educational leads 
are encouraged to attend their specialty clinical governance meetings, to ensure that medical education 
issues are addressed by the whole team. 
 
There is a clear educational governance structure to ensure that all individuals who are involved in 
medical education delivery know who to escalate concerns to.  Both the DME and the DUME are 
accountable to the Medical Director.  The DME also has direct links with the HEENE Foundation School 
Director and Specialty Training Director with whom she can escalate wider training concerns.  The DUME 
direct links with both the Wear and Tees base unit sub-deans with whom she can escalate any Medical 
School concerns. 
 
The Medical Education Strategy Group has membership of both undergraduate and Postgraduate Tutors, 
College Tutors and Care Group Tutors. Medical Education risks are identified by this group and are added 
to the risk register and monitored as appropriate.  This group also signs off the SAR and QIP, prior to 
submission to HEENE. 
 
The Medical Education Strategy for 2018 was approved via ECL.  This sets out the priorities for Medical 
Education over the coming years, and quarterly reports will be submitted to the Clinical Effectiveness 
Committee on progress against the strategy.  Financial governance is also discussed at this group and in 
April 2018 CDDFT implemented a contract with the five care groups to ensure that all responsibilities for 
medical education were highlighted and agreed, including financial support for direct and indirect 
teaching from SIFT monies, and allocated via PAs to those consultants with specific medical education 
tutor roles. 
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Specialty School Visit and outcomes of Visits from Undergraduate and Postgraduate Medical Education 
are discussed at this meeting, and action plans are discussed and agreed to make improvements as 
appropriate, and added to QIP and SAR. 
 
Challenges have included: 
 


• Accuracy and speed of information from patient safety team in order to identify if individual 
doctors are involved in actual incident, or witness to the event, and RCA report closing the loop 
on the event 


• Financial meetings take place, with further identification of allocation to care groups continues to 
be challenging for consultant time for education in job plans.  Further scrutiny in 18/19 will 
readdress some of the inequalities across the Care Groups. Further income with regard to 
increase in student numbers may allow for further development of the teaching team. 


• Junior doctors’ contract/rota QA team is fully funded from medical education monies and 
provides governance with regard to work schedules, rota monitoring, GoSW and exception 
reporting.  
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GMC theme 3 Supporting Learners  
For additional guidance refer to http://www.gmc-uk.org/education/index.asp 
HEE priority for 2018 reporting in this domain is: 


• Improving support given to learners/trainees involved in Never Events/other adverse outcomes and 
subsequent clinical governance processes including Root Cause Analysis, Coronial Inquiries etc. 
(See SAR section 8.1, page 26) 


 
Junior medical staff attend face to face induction, with FY1 doctors attending a shadowing programme in 
July in preparation for August.  This follows the HEENE policy and trainees are issued with a training 
contract for this period.  This sets out the expectations of the trainees during this time.  Extensive 
information and training is provided during this period to prepare new doctors for work including 
allocation of Pharmacy buddies on wards, which has been included in the publication RCP “Supporting 
Junior Doctors in Safe Prescribing” 2017, and a link nursing teaching fellow allocated to a number of 
wards to ensure that the nursing teams are also supported from the Medical Education Team.   
 
Extensive local induction also takes place for all intakes and this is centrally co-ordinated and monitored, 
by the Medical Education Team,  to ensure that it contains all relevant information via the Consultant 
Lead for Induction in that area/specialty.   
 
The Trust induction policy is followed for all new doctors coming to the Trust, including those from the 
Lead Employer Trust (LET).  LET doctors have access to e-learning for some essential modules, and this 
will be rolled out for other doctors in the near future.   
 
All doctors have access to NHS Mail and the Trust intranet, and receive training at Induction, which gives 
access to all Trust clinical policies via the Trust Intranet.  All local induction in clinical areas, follows a set 
programme and attendance for all trainees is monitored to ensure that all trainees attend, with 
escalation via KPI reports to Care Groups.   
 
All rotas are now on Health Roster and the Medical Education Central Rota Team ensures that handover 
is identified and evident in rotas.  Training for handover is also addressed at shadowing and during the FP 
training Programme. 
 
All junior medical staff have an identified clinical supervisor, as outlined in the Trust Supervision of Junior 
Medical Staff Policy, which is a named CS for training and an identified CS for every shift.  The Clinical 
Lead in that area is identified on the work schedule and the senior person on-call available during that 
shift is clearly identified on the rota.  Rotas clearly show levels of seniority on Health Roster, to ensure 
that seniors always act down, and that juniors do not act up.   
 
There are strong links between the Medical Education administration team, the Foundation doctors and 
the Tutors.  E-Portfolios are checked regularly to ensure that doctors are progressing and collecting 
evidence, and this is enforced at induction.  
 
CDDFT follows the HEENE Doctors with Differing Needs Policy (DWDN) and refers trainees appropriately, 
whilst allocating trainees to a named Tutor for support and progression monitoring.  Sickness monitoring 
takes place either on Health Roster or via e mail, to ensure that any sickness patterns, or long term 
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sickness issues are identified, and that referrals take place to ensure support for the trainee. This is 
discussed at the Foundation Team Meeting, in a confidential manner.    
 
All doctors have access to Occupational Health Services, either via the Trust or the LET service.  A 
confidential counselling services and other wellbeing support is provided by the Trust CIC helpline, 24/7 
over 365 days, which can also provide face to face stress counselling if necessary.  During induction 
trainees are encouraged to take responsibility for their own health, to take breaks as necessary during 
shifts, and to register with a local GP.   
 
The ARCP process is robust and quality assured by having external panel members, two reviewers of each 
portfolio and by ensuring that all panel members including the chair have been appropriately trained.  
Reasons for any adverse outcome are clearly documented on the portfolio and fed back verbally to the 
trainee.  
 
The “live flow” system is used to report trainees to HEENE who have been involved in an incident which is 
graded as a Serious Incident.  The trainees are supported to attend SUI meetings and advised to record 
issues on Form R for ARCP.  Any serious issues regarding fitness to practice would be discussed with the 
relevant Head of School, where appropriate, health information is shared from Occupational Health to 
Occupational Health, and collaboration with Foundation, Specialty and HEENE takes place if trainee 
consents to share information when progressing to other programmes.  Strict GDPR principles are applied 
and information is shared with Occupational Health on a need to know basis. 
 
LOCSSIPS (Local Safety Standards for Invasive Procedures)  training is also provided to all medical staff, 
with a programme being rolled out across the Trust to provide procedural checklists for invasive 
procedures both in the community and acute settings to ensure that essential safety checks are 
conducted, eliminating the risk of a critical step being forgotten. 
 
During Foundation Programme teaching the Careers Service based at HEENE are scheduled into the 
mandatory programme to allow doctors to access relevant careers information, and signposted to the 
appropriate specialty tutor if necessary.  
 
The “Better Doctors Better Patient” Programme supports Foundation Doctors in enforcing professional 
standards, and personal development.  Training is also provided by the GMC throughout the Foundation 
Programme, and this has proved to be very productive in helping trainees to reflect and raise concerns. 
 
Junior Medical Staff and all staff working in the Trust have access to a fully equipped Library, on the 
Durham and Darlington sites.  “Up to Date” and other electronic resources are available via an Athens 
password, from both home and at work, as well as access on hand held devices in clinical areas to clinical 
systems and clinical/educational resources.  Resources also include examination tools, examination 
practice papers and other resources.   
 
Particular challenges for 17/18 have been surgical rotas in DMH at Foundation Year 1 Level and 
Ophthalmology specialty training at DMH.  Some of this is reflected in the GMC feedback.  
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GMC theme 4 Supporting Educators 
For additional guidance refer to http://www.gmc-uk.org/education/index.asp 
HEE priority for 2018 reporting in this domain is: 


• Use of the LDA to link the control/distribution of the financial resources provided by HEE to those 
managing training placements and the individual support to those providing educational supervision. 
(See SAR section 4) 


 
The Job Planning Policy clearly sets out how consultants will identify time to undertake educational 
supervision.  This is part of the job planning process.  All consultants who hold an educational 
tutor/course lead role have a dedicated educational appraisal using bespoke documentation which uses 
the GMC adopted AoME domains using specific documentation.  This is supplementary evidence for the 
clinical appraisal.   
 
Train the Trainer Programme runs across the Trust for trainers to improve their teaching skills.  
Educational and Clinical supervision training supports the value of assessment, and e-portfolio training for 
both trainees and trainers take place. Consultant Educational Supervisors are allocated 0.25 for the first 
trainee and 0.125 for subsequent trainees, up to a maximum of 0.5 PAs for four trainees, as per the Trust 
Job Planning Policy.  
 
All Educational and Clinical Supervisors attend appropriate training and this is monitored to ensure 
compliance 3 yearly, with KPI reports going to Care Groups quarterly. Bespoke face to face and e-learning 
is provided, with refresher training for experienced in this role. 
 
Foundation educational supervisors receive an educational supervision quality report after ARCP which 
details how well they performed their supervision role for their trainees.  Any concerns around poor 
supervision are discussed by the Foundation team and an action plan is created to address supervisor 
deficiencies.   
 
College Tutors are now being asked to review quality of educational supervision via e-portfolios twice 
yearly. 
 
Care Groups now have a contract with Medical Education, which names those consultants who hold 
specific roles, and also identifies the PA allocation for these educational roles, as well as supporting time 
to teach for the undergraduate programme. College Tutors and Educational Leads are appointed jointly 
with Medical Education and Care Groups, with PA time advertised with the post.  Job roles are advertised 
internally and interviews take place ensuring at least one panel member has completed trust interviewer 
training.   
 
The GMC trainer register is updated regularly.  New consultants are contacted on appointment with 
Medical Education Information, and Educational and Clinical Supervision training is offered to ensure 
basic knowledge for the supervision of trainees.  Further opportunities are offered to those who express 
an interest.  Support for those consultants, who have shown considerable ability in teaching, is available 
via a bursary for the Certificate of Medical Education, and potentially further study to Diploma/Masters 
level. 
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Challenges have included: 
• DME to work with appraisal lead to expand educational element in standard appraisal 


documentation. 
• GMC feedback for trainers in O & G and T & O, is being reviewed, however response rate was 


low, and further engagement with the consultant body to ascertain why is on-going.   
• Good attendance and enthusiasm shown at Trust-wide event on 12th September 18 with further 


follow-up planned after GMC visit on 1st November 
 


GMC theme 5 Developing and implementing curricula and assessments 
For additional guidance refer to http://www.gmc-uk.org/education/index.asp 
HEE priority for 2018 reporting in this domain is: 


• Assessment of the effects of ‘Winter Pressures’ on the ability to deliver training curricula across 
LEPs and the strategies being developed to mitigate impact across individual training placements 
and programmes. (See SAR Section 8.2, page 27) 


 
Successful delivery of curricula is measured by the progression through ARCP, and College Tutors and 
Care Group Tutors play a huge role in the delivery of this, as well as supporting additional training 
opportunities for those trainees with ARCP outcomes. 
 
ARCP panels for LET trainees take place at HEENE and consultants are supported to take part. ARCP for 
foundation doctors take place in CDDFT, and training for this role is supported in the Trust.  College 
Tutors in each Specialty have a responsibility to ensure the delivery of the curriculum and that colleagues 
take part in appropriate training.  
 
The role of the Foundation Tutors and College Tutors is to ensure that all trainees have robust evidence 
within their portfolio for ARCP, and to flag issues when this process is not happening, or if there is lack of 
engagement from the trainee.  Educational Supervisors work closely with Clinical Supervisors to support 
trainee progression throughout the Trust across multiple specialties.   
 
A dedicated band 6 nurse is employed to oversee the portfolio progress and support Foundation doctors 
in obtaining portfolio evidence including providing 1:1 support. 
 
Examination success is also measured in all departments, and support with examination practice also 
takes place.  Additional resources for curricula delivery have included additional sessions in Simulation, e-
learning, time in rotas to attend regional teaching and library resources have all been improved in the 
17/18 academic year.  
 
Winter pressure and use of surgical beds impacted on surgical/anaesthetic training opportunities in 
17/18.  Changes in the services at Bishop Auckland and the use of surgical beds across the Trust, and the 
protection of surgical beds, is planned for 18/19 to reduce the impact on service delivery and training 
opportunities.  Please see section 8.2. 
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HEE Theme 6 Developing a sustainable workforce 
For additional guidance refer to HEE Quality Framework, page 17 
HEE priority for 2018 reporting in this domain is: 


• Monitoring placement capacity where the LEP’s own service workforce may be insufficient to deliver 
training, especially for ‘at risk’ placements. 


• Triangulation of training data with exception reporting data regarding implementation of the Junior 
Doctor contract. 


• LEP engagement with HEE across the STP/Integrated Care System for all training & workforce 
planning to avoid loss of training approval in changing clinical services. 


 
CDDFT employed a central Medical Education Rota Team in January 2017, who have a specific role in 
ensuring that protected teaching is rostered into rotas.  Their focus is to ensure that the terms of the 
2016 contract are delivered, with a particular focus on education, clinical supervision and working with 
the Guardian of Safe Working with regard to Exception Reports.  They work closely with local rota co-
ordinators including Consultants in departments, to ensure that any gaps, risks and concerns are dealt 
with quickly.  They also undertake training on the Educational and Clinical Supervision course, to re-
iterate the rules of the new contract, train consultants on exception reporting and highlight the role of 
the Clinical and Education supervisor in this regard. The Medical Education Team are responsible for all 
Work Schedules, which detail the educational opportunities available to the trainee, and the rota details 
on the Work Schedules now show protected teaching time.  The team also ensure compliance with the 
Trusts Exception Reporting Policy. 
 
Educational Supervisors work with Clinical Supervisors to ensure that e-portfolios for trainees contain 
suitable evidence of work experience and delivery to enable them to pass ARCP to demonstrate the 
appropriate competencies.  If any concerns are raised about this, then the trainee is given an action plan 
of support in conjunction with the Foundation Tutor or the College Tutor, depending on the level of 
trainee. 
 
Trainee feedback sessions with groups of trainees specifically address this issue, and if any concerns are 
raised by trainees, then the College Tutor works with Medical Education and the trainees if necessary to 
address the issue and mitigate the risk. 
 
The “Better Doctor Better Patient” programme has been rolled out to all FY1 doctors in 17/18.  This has 
provided the newly qualified doctors with leadership and life skills, which have evaluated very well and 
provided the doctors with many personal development skills.  This programme is mandatory and is 
essential for ARCP success. 
 
Challenges have included: 


• Ophthalmology Service is  being supervised  from RVI, trainee numbers have been decreased, 
review of service is on-going and removal of F2 is planned for August 2019 


• Paediatric service review is on-going with plans to be presented within the next few months 
• O & G rotas and trainee numbers continue to be monitored, with peaks and troughs across the 


academic year. 
 


Plans to help overcome some of the challenges for 18/19: 
• Two Physician Associates appointed in Paediatrics at UHND October 18. 
• Physician Associate posts have been appointed in some areas to support training, Surgery and 


Trauma & Orthopaedics at DMH, and further roll out will take place in 2019 MAU at UHND 







 


Page 32 of 69 
 


2.2.2. Good Practice Items 
 
Description of good practice 


(and a named contact for 
further information) 


Description of why this is 
considered to be good practice 


GMC 
Domain(s) 


GMC 
Standard(s) 


Specialty feedback sessions via 
medical education team – twice 
per year 
 
(Mrs. Angela Murray) 
 


Allows trainees to feedback issues 
without consultants present, and to 
raise issues, which are actioned 
quickly. “You Said We Did” 


Theme 1 
 
Theme 2 
 
Theme 3  


1.1, 1.2 
 
2.1, 2.2, 2,3 
 
3.1 


Handover using NerveCentre 
 
(Paul Latimer) 
 


Handover has significantly improved 
since the introduction of 
NerveCentre, They are 
multidisciplinary involving all tiers of 
docs and multi-professional team 
members. Improvement in 
thoroughness and standard. 


 
Theme 1 
 
 


 
1.1, 1.2 


Successful training for MTI 
doctors in General Medicine 
 
(Dr Deepak Kejariwal) 


MTI doctors in medicine are given 
study leave and training to progress 
and reach competencies, with an 
educational supervisor and help to 
maintain e-portfolio 


 
Theme 6 


 
6.5 


Implementation and transition 
from Physician Associate 
students to Physician Associate 
employment 
 
(Mrs. Anne Sewell) 
 


Physician Associate students were 
introduced in 17/18 and supported 
by Medical Education Department.  
Further work then took place to 
secure permanent posts and raise 
awareness of role across Trust. 
Attendance at regional jobs fair and 
offer to take elective in Trust. 


 
Theme 6 


 
6.5 
 
 


Additional multi-professional 
training opportunities, 
including clinical simulation, 
offered when Ward 5 moved to 
Ward 6 at Bishop. 
 
(Mrs. Leigh Simmonds) 
 


Staff were moved temporarily to 
BAH, and additional training was 
offered, including full team 
simulation to support additional 
training.  Excellence report received 
for DME, who also did Foundation 
shifts on the ward to ensure good 
team working and supervision. 


 
Theme 1 
 
Theme 3 


 
1.1, 1.2 
 
3.1 
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2.2.3. Challenges or important issues that HEE should be aware of 
 
 


Description of challenges (please include the 
programme this relates to) 


GMC 
Domain(s) 


GMC 
Standard(s) 


Temporary re-location of Medical Wards during deep clean operation 
from UHND to BAH during July and August, with retrospective approval 
from HEENE, and flagged with DME, who took control and sought 
retrospective approval from June to October 2018. 
 


 
Theme 2 


 
2.2, 2.3 


Sustainable workforce issues related to gaps in rotas and consultant 
vacancies, although work continues with proactive consultant 
recruitment measures. 


 
Theme 1 


 
1.1 


Changes to paediatric services are being discussed and have not yet 
been confirmed, which will impact on undergraduate and postgraduate 
training 


 
Theme 1 


 
1.1 


Loss of Vascular Surgery to Sunderland from UHND in May 2019, may 
impact on training opportunities with relocation of consultants and 
specialty trainees 


 
Theme 1 


 
1.1 


 
 
2.2.4.  Medical faculty roles, organisation and accountability 
 
 
No Change for 17/18 
 
Faculty Development Lead role is vacant – have someone acting in the role until an obvious enthusiastic 
becomes available. 
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2.2.5. Staff and Specialty Grade Doctors (SASG) and Locally Employed 
Doctors (LEDs) Faculty development   
 


Questions Trust’s answer 
Number of SASG doctors within the trust 
 


70 


Total SASG funding received £67,682 
Is the SASG funding ring-fenced to support SASG 
doctors only? (Y/N)  


Yes 


Please describe the process by which the 
development needs of SASG doctors within your 
organisation were individually and collectively 
identified.  
 
Using funding allocated for SASG development; How 
were priorities decided?  


 


CDDFT continues to develop specific training 
programmes for SAS doctors by surveying the SAS 
doctors to ensure the topics were of importance 
to them and delivered quality development 
opportunities. 
 
The Trust has engaged with training companies 
including ‘Miad’ and ‘Developing People’ to 
organise delivery of excellent training 
opportunities during the programme.  The 
sessions feature blended learning, workshops, 
peer presentations, e-learning and lectures. 
 
This programme continues to receive excellent 
feedback and organisers listen to the feedback 
from each session and from the overall 
programme when planning future training.   
 
Our Continuous Development Programme is open 
to and aimed at all levels of staff. This programme 
features sessions on introducing teaching and 
training as well as Good Practice in Educational 
and Clinical Supervision for all current and 
prospective junior doctor supervisors. Designed 
to enhance the learning environment and 
knowledge of trainers and trainees.  
 
The Trust’s essential training programme ensures 
all staff are up to date with the requirements of 
the Essential Training Matrix. This data is 
managed and reviewed monthly with reports to 
the Care Groups to ensure maximum attendance 
and up skilling of employees both clinical and 
non-clinical. This has also been integrated into 
the SAS development programme to make 
attendance easier for this staff group. 
Analysis of available training and costs 
undertaken to produce away day programme. 
Time supporting programme including admin 
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team and Tutor input identified.  Planned 
spending and additional spending during the year 
discussed at MESG, with updates led by SAS 
Tutor. 


SASG nominated lead within the trust  
 
 


Palani Muthu: till 30th September 2018 
Neil Ashworth: from 1st October 2018 


Please provide a description of how the Trust makes decisions about the allocation of funding (1-5 below)   
 Spending Detail  
1. Individual doctor’s development (i.e. 


details of spending used to support 
the development of individual doctors 
including an anonymised list of 
amounts and what it was used for) 


£35,000 
 


 
£10,000 


Individual allocation for personal development of 
£500 per doctor is agreed and Support for doctors 
to undertake  
 
CESR is also prioritised to ensure support with 
extra funding available for those applying 
 


2. Courses/meetings arranged which 
are open to all SAS doctors (number 
of sessions, attendance and topics 
covered) 


In-house 
trainers 


 
 


In-house 
trainers 


 
 


£1,850 
 


£2,000 
 
 
 
 


£1,850 
 


£1,850 
 


£1,850 
 
 


7x Refresher half day sessions for ‘Updating 
knowledge and skills relating to supervision of 
Junior Medical Staff’ 
 
7x Full day training days for ‘Updating knowledge 
and skills relating to supervision of Junior Medical 
Staff’ 
 
Managing Change in the NHS Day Workshop 
 
Development day for non-training grade doctors 
incorporating - Leadership & Management, 
Confidentiality, Appraisal, Better Health 
Programme and SAS Doctors support 
 
Medical Law Day Workshop  
 
Thriving and surviving in Medicine Day Workshop  
 
Applying to the Specialist Register Using CESR Day 
Workshop  
 


3. Payment for SAS tutors/leads 
sessions 


£9,000 Palani Muthu: till 30th September 2018 
Neil Ashworth: from 1st October 2018 


4. Administrative costs to support SAS 
tutors 


£5,000 Administrator to compile teaching programme, 
make bookings and co-ordinate study leave. 


5. Miscellaneous (i.e. any other use of 
the funding which falls outside the 
above with details of amounts and 
what it has been used for) 


£0  
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2.3. Undergraduate Medical  
 
2.3.1. Organisation overview linked to the HEE and GMC Standards 


There have been significant improvements within undergraduate medical education during the period of 1st 


August 2017-31 July 2018.  A director of undergraduate medical education has been appointed to provide 


strategic leadership of the department and the funding for undergraduate medical education has been 


redistributed to allow undergraduate tutors and course leads to have dedicated time in their job 


plans.  There is also a clear funding plan for care groups to ensure that care groups are appropriately 


compensated for consultant teaching time.  Faculty support has been improved with the introduction of 


dedicated educational appraisal, peer feedback mechanisms and undergraduate CPD events.  The student 


support process has been clarified and a student support flier created to ensure that both staff and students 


are aware of how to raise a concern and available sources of support for students.   Newcastle University 


now provide an overall satisfaction rating for courses and six of our courses have either ranked first or 


second in the region for student satisfaction. 


Our long term conditions rotation at Darlington received low student satisfaction for overall quality and 


organisation.  However, a new course lead and support from the nurse teaching team manager means that 


we are expecting to improve this ranking in the 2018-19 academic year.  The new Newcastle University 


curriculum and the introduction of the new University of Sunderland medical school gives us some 


uncertainty about student numbers and placement structures in the future.  Our priority within 


undergraduate medical education is to provide high quality placements rather than accommodate large 


numbers of students and this is supported by the local education team as well as by the medical director. 
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GMC standard theme 1 – Learning Environment and Culture 
 Students were provided with sufficient opportunities to meet learning outcomes  
 Students received sufficient feedback to track and direct their learning 
 Students were satisfied with the overall organisation of the placement 
 Students were satisfied with the overall quality of the Stage 
 Clinical teachers were punctual and reliable in their attendance. (Due regard will be given to mitigating 


circumstances of urgent clinical need)  
 The overall quality of the teaching was of a consistently high standard 
• Learning outcomes are identified on timetables so students can identify which sessions meet 


their learning outcomes.  All our course support staff map the learning outcomes to the teaching 
timetable to ensure that learning outcomes are covered.  A variety of methods are used to 
achieve outcomes including seminars, lectures, patient circuits, clinical reasoning, bedside 
teaching, practical procedure teaching, simulation and also flipped classroom techniques. 


 
• Students have 1:1 formative clinical encounters as part of their rotations which includes feedback 


on clinical skills.  This helps them prepare for their incourse summative MOSLER assessments 
(these assessments also incorporate feedback).  They also have practice clinical circuits with 
dedicated feedback time and regular written assessment practice with feedback.  All of our 
teaching team are trained in giving feedback. 


 
• The majority of our placements received a green RAG rating for overall quality of the placement 


and organisation (85% or more).  
 


• Women’s health ESR at Darlington had 76.5% satisfaction overall and 70.6% for organisation in 
academic year 2017-18.  The DUME has been involved in meeting with the course lead and 
course support an action plan was identified.  The EJR which occurred after this had 100% 
satisfaction and was the highest performing women’s health EJR course in the region.  
Preliminary data for the ESR so far in academic year 2018-19 shows 100% overall student 
satisfaction.   


 
• Child health ESR at Darlington had a 58.8% satisfaction rating for organisation in academic year 


2017-18.  This improved during the subsequent EJR and the data so far this year shows greater 
than 95% satisfaction. 


 
• Long term conditions at Darlington have performed poorly overall (73.9%) and particularly with 


regards to organisation (30.4%).  A course lead has recently been appointed and the nurse 
teaching team manager is involved with meeting with the course lead and course support to 
develop an action plan for this. 


 
• We have not had any concerns raised about clinical teacher reliability and punctuality.  


Reminders are sent to teachers prior to teaching and funding is given to care groups to facilitate 
release of clinicians for teaching.  
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GMC standard theme 2 – Educational Governance and Leadership 
 Trust systems are in place to detect and investigate patient harm involving or as a result of student activity 
 Trust systems are in place to ensure informed consent is taken in areas where patients may encounter 


students 
 Clinicians / teachers are appraised against their teaching 


 
• The trust operates a safeguard system so that any incidents occurring in the trust can be reported 


easily.  If students wish to report incidents, they are encouraged to complete a “raising concern” 
form that is sent to Newcastle University.  The University will then liaise with the trust if there are 
any patient safety issues. 


 
• Informed consent is part of all inductions which take place for a new cohort of medical students. 


 
• All staff who have medical education as part of their job plans (including undergraduate tutors 


and course leads) receive a dedicated annual educational appraisal as part of their job plan.  For 
other teachers, medical education should be included as part of their NHS appraisal.   


 
• We are also now offering peer feedback on teaching for undergraduate tutors, course leads, 


clinical teaching fellows and to other clinicians who request this.  We have also established a peer 
feedback on MOSLER technique process and provided peer feedback to all HBP MOSLER 
assessors for the 2017-18 academic year.  We hope to extend this to other courses. 
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GMC standard theme 3 – Supporting Learners   
 Appropriate guidance and support was available outside of formal teaching 
 Students were satisfied with the overall quality of the facilities for students. 
 Teaching took place in appropriate settings and surroundings 
 Good quality learning resources were available to support learning 
 Access to IT facilities was adequate 
 The programme of study outlined for the course was delivered 
 


• Office 365 email not available within the trust – however, we think students can access email 
via https://owa.ncl.ac.uk 


 
• A student support flier has been created to summarise various support available to students.  


This is emailed to students in advance of their rotation and copies are up on noticeboards in the 
education centres.  We have received high student satisfaction levels for safe and supportive 
learning environment and good educational support.   


 
• All of our rotations RAG rated green (greater than 85%) for facilities and resources with the 


exception of child health EJR at Darlington.  Reading through the free text comments, it is not 
clear why this rating has been given apart from a comment from one student that there were not 
enough patients on the ward at the time of the rotation. 


 
• Both education centres have appropriate IT facilities and clinical skills equipment. 


 
• Newcastle University have a list of minimum IT requirements, all of which we can meet as a trust 


(apart from office 365 above). 
 


• Timetables are uploaded onto the student learning support environment (LSE) and are delivered 
as timetabled. 


 



https://owa.ncl.ac.uk/
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GMC standard theme 4 – Supporting Educators  
 Clinicians / teachers have time in job plans for teaching including educational supervision. 


 
• Director of Undergraduate Medical Education, Undergraduate Tutors and Course Leads have 


dedicated time in their job plans that is paid by SIFT.  Other educators have negotiated education 
time in their job plans via care groups.   


 
• Educational supervision of undergraduate students is provided by the teaching team with course 


supports providing supervision for short rotations and the teaching team having tutor groups for 
longer rotations such as HBP/PDS6 and FOCP. 


 


GMC standard theme 5 – Developing and implementing curricula and assessments 
 The Trust has processes to ensure those undertaking summative assessments are appropriately trained 
 The Trust has a system in place to provide educational supervision 
 The Trust has an executive or non-executive director at board level responsible for supporting training 


programmes 
 


• MOSLER training is provided for examiners either online or via face to face training provided by 
Newcastle University.  A peer feedback on MOSLER assessment scheme is currently being used.  
All OSCE examiners complete University OSCE training. 


 
• As above, educational supervision of undergraduates is via the teaching team. 


 
• The DUME has direct links to the medical director and is a member of the “Executive clinical 


leaders” group which is chaired by the chief executive as well as feeding into the clinical 
effectiveness committee.  


 


HEE Theme 6 Developing a sustainable workforce 
For additional guidance refer to HEE Quality Framework, page 17 
 
CDDFT actively encourage Medical Students to work closely with our junior medical staff and to give 
them an excellent teaching experience to showcase the trust as an employer of choice.  Final year 
medical students work closely with F1 doctors during their application to the Foundation Programme and 
the teaching team encourage student to apply to the Northern Region and CDDFT.  
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2.3.2. Good Practice Items 
 
Description of good practice (and a 


named contact for further 
information) 


Description of why this is 
considered to be good 


practice 


GMC 
Domain(s) 


GMC 
Standard(s) 


Students complete amber and green 
cards to highlight good practise and 
any concerns they wish to raise about 
the rotation.  A “You said, We did” 
bulletin is then created to feed back to 
students about their concerns.  
(Andrea Robson) 


Informal gathering of feedback 
and demonstrating quality 
improvement to students 


1. Learning 
Environment 
and Culture    


1.1, 1.2 
 


Dedicated educational appraisal for 
staff with significant time for education 
within their job plan.  Bespoke 
educational appraisal document 
created from GMC adopted Academy 
of Medical Educator domains with 
locally relevant areas added. 
(Sally Sadasivam) 


Assists educator recognition 
and development 


2. 
Educational 
Governance 
and 
Leadership 
4.Supporting 
and 
Empowering 
Educators  
 


2.1, 2.3 
 
 
 


4.1, 4.2 


Student support flier created to ensure 
students are aware of sources of 
support and local processes.   
(Sally Sadasivam) 


Ensures student awareness of 
support mechanisms 


3.Supporting 
and 
Empowering 
Learners  


3.1 


 
Course leads have job descriptions to 
meet needs of the undergraduate 
department and dedicated time in job 
plans. (Sally Sadasivam) 
 


Trust accountability for SIFT 
money and releases 
consultants to teach and 
deliver the required service 


4.Supporting 
and 
Empowering 
Educators  
 


4.1, 4.2 


Peer feedback on MOSLER assessment 
technique to MOSLER assessors for 
HBP.  (Andrea Robson) 
 


Ensures that University 
processes are followed and 
gives assessors feedback on 
their technique for personal 
development 


5. Developing 
and 
Implementing 
Curricula and 
Assessments 


5.1, 5.2 


DUME has links with medical director 
and attendance at medical director 
meetings, clinical effectiveness and 
executive clinical leaders meeting.  
(Sally Sadasivam) 
 


Clear route of escalation of any 
undergraduate education 
issues to trust board members. 


5. Developing 
and 
Implementing 
Curricula and 
Assessments 


5.1, 5.2 
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2.3.3. Challenges or important issues that HEE should be aware of 
 


Description of challenges (please include the 
programme this relates to) 


HEE/GMC 
Domain(s) 


HEE/GMC 
Standard(s) 


Vascular surgery service is moving to Sunderland Royal Hospital May 
2019.  We will need to ensure that any vascular surgery learning 
outcomes within the curriculum are covered using alternative means or 
in partnership with Sunderland Royal. 
 


 
5. Developing 
and 
Implementing 
Curricula and 
Assessments  
 
1. Learning 
Environment 
and Culture    
 


5.1, 5.2 
 
 
 
 


1.1, 1.2 
 


Newcastle University are introducing a new curriculum which will mean 
larger numbers of students will need to be placed within clinical areas.  
There is also uncertainty about what needs to be delivered until the final 
learning outcomes are confirmed.  We are currently working with both 
base units to plan where possible and to review student numbers placed 
at CDDFT. 
 


 
1. Learning 
Environment 
and Culture    
 
3.Supporting 
and 
Empowering 
Learners  
 


1.1, 1.2 
 
 
 


3.1 


Newcastle University are increasing student numbers and Sunderland 
University will have an additional 100 students in the region from 2022.  
Our Newcastle student numbers are controlled by our base unit so there 
is some uncertainty about what student numbers we might receive in 
the future. 
 


3.Supporting 
and 
Empowering 
Learners  
 


3.1 
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2.4. Academic Training 
 
 
CDDFT have one Academic Clinical Fellow undertaking CT2 in ENT at Darlington and one in Medicine at 
Durham. 
 
Challenges are ensuring awareness with regard to the trainees being supernumerary and not available for 
service gaps.     The trust does not have any academic trainers. 
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Section 3: Reference List of Supporting 
Information  
Organisational policies and processes in support of delivery of the HEE 
Quality Framework.  
 


Description of supporting information HEE/GMC 
Domain(s) 


HEE/GMC 
Standard(s) 


Please advise if 
document 


referenced in the 
SAR 


Education Learning and Development Study 
Leave Policy  


1. Learning 
Environment 
and Culture    
2. Educational 
Governance and 
Leadership 
3.Supporting 
and 
Empowering 
Learners  
5. Developing 
and 
Implementing 
Curricula and 
Assessments 


HEE Education, Learning 
and Development 
(Study Leave) Policy 


 
SAR section 2.1 


Dignity at Work Policy  1. Learning 
Environment 
and Culture    


HEE/GMC Dignity at Work 
Policy  
SAR section 2.1, 2.2 


Evaluation Strategy 1. Learning 
Environment 
and Culture   
2. Educational 
Governance and 
Leadership 


HEE Evaluation Strategy 
2017-2018 
 
SAR section 2.1 


TNA Monitoring and Evaluation Policy 1. Learning 
Environment 
and Culture    
3.Educational 
Governance and 
Leadership 
6 Developing a 
Sustainable 
Workforce 


HEE Training Needs 
Analysis  Monitoring 
and Evaluation Policy 
 
SAR section 2.1 
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Terms of Reference for Training Priorities 
Group 


2 .Educational 
Governance and 
Leadership 


HEE Training Priorities 
TOR  
 
SAR section 2.1 


Trainer Network Terms Of Reference  2. Educational 
Governance and 
Leadership 


HEE Terms Of Reference 
Trainer Network 
 
SAR section 2.1 


Equality Diversity and Human Rights Policy                                              2. Educational 
Governance and 
Leadership 


HEE Equality Diversity and 
Human Rights Policy 
 
SAR Section 2.1 


CWD Policy  3.Educational 
Governance and 
Leadership 
5. Developing 
and 
Implementing 
Curricula and 
Assessments 
6 Developing a 
Sustainable 
Workforce 


HEE CWD Policy  
 
SAR Section 2.1  


Apprenticeship Policy 3.Supporting 
and 
Empowering 
Learners 
5. Developing 
and 
Implementing 
Curricula and 
Assessments 
6 Developing a 
Sustainable 
Workforce 


HEE Apprenticeship Policy  
 
SAR Section 2.1 


Staff Induction Policy  3.Supporting 
and 
Empowering 
Learners 


HEE Staff Induction Policy 
SAR Section 2.1 


Essential Training Matrix 3.Supporting 
and 
Empowering 
Learners 
4.Supporting 


HEE Essential Training 
Matrix 
 
SAR Section 2.1 
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and 
Empowering 
Educators  
6 Developing a 
Sustainable 
Workforce 


Appraisal Policy  3.Supporting 
and 
Empowering 
Learners 
4.Supporting 
and 
Empowering 
Educators  


HEE Performance 
Appraisal Policy 
 
SAR Section 2.1 


Observation Sheet For Trainers  4.Supporting 
and 
Empowering 
Educators 


HEE Observation Sheet 
For Trainers  
SAR Section 2.1 


Validation Document  5 Developing 
and 
Implementing 
Curricula and 
Assessments 


HEE Validation Document  
SAR Section 2.1 


Practice induction training 1. Learning 
Environment 
and Culture    


HEE Practice induction 
training 
SAR Section 2.1 


Student handbook 2018 1. Learning 
Environment 
and Culture    


HEE Student handbook 
2018 
SAR Section 2.1 


Ward 42 portfolio of learning 1. Learning 
Environment 
and Culture    


HEE Ward 42 portfolio of 
learning 
SAR Section 2.1 


Placement concerns flow chart 1. Learning 
Environment 
and Culture    


HEE Placement concerns 
flow chart  
SAR Section 2.1 


Preceptorship care day 2018 1. Learning 
Environment 
and Culture    


HEE Preceptorship care 
day 2018  
SAR Section 2.1 


New preceptorship framework March 2018 1. Learning 
Environment 
and Culture    


HEE New preceptorship 
framework March 
2018 
SAR Section 2.1 
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Multi-professional support in practice policy 1. Learning 
Environment 
and Culture    


HEE Multi-professional 
support in practice 
policy 
SAR Section 2.1 


Ulysses report 3.Supporting 
and 
Empowering 
Learners 


HEE Ulysses report 
SAR Section 2.1 


Teesside evaluation – feedback to trust 3.Supporting 
and 
Empowering 
Learners 


HEE Teesside evaluation – 
feedback to trust 
SAR Section 2.1 


Student homepage 4.Supporting 
and 
Empowering 
Educators  


HEE Student homepage 
SAR Section 2.1 


LLLD NMC mentor update 2018-19 4.Supporting 
and 
Empowering 
Educators  


HEE LLLD NMC mentor 
update 2018-19 
 
SAR Section 2.1 


CDDFT mentor workshop slides 4.Supporting 
and 
Empowering 
Educators  


HEE CDDFT mentor 
workshop slides 
 
SAR Section 2.1 


Placement structure 5. Developing 
and 
Implementing 
Curricula and 
Assessments 


HEE Placement structure  
 
SAR Section 2.1 


Trust Behaviours Framework 1. Learning 
Environment 
and Culture    


HEE/GMC Trust Behaviours 
Framework 
SAR Section 2.2 


Managing Violence and Aggression Policy  1. Learning 
Environment 
and Culture    


HEE/GMC Managing Violence 
and Aggression Policy 
SAR Section 2.2  


Lone Worker Policy 1. Learning 
Environment 
and Culture    


HEE/GMC Lone Worker Policy 
 
SAR Section 2.2 


CDDFT Governance Handbook 2. Educational 
Governance and 
Leadership 


HEE/GMC CDDFT Governance 
Handbook 
SAR Section 2.2 
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Medical Education Strategy  2. Educational 
Governance and 
Leadership 


HEE/GMC Medical Education 
Strategy  
SAR Section 2.2, 2.3 


Risk Register 2. Educational 
Governance and 
Leadership 


HEE/GMC Risk Register 
 
SAR Section 2.2 


Contract between Care Groups and Medical 
Education 


2. Educational 
Governance and 
Leadership 


HEE/GMC Contract between 
Care Groups and 
Medical Education 
SAR Section 2.2, 2.3 


Supervision of Junior Medical Staff Policy 3.Supporting 
and 
Empowering 
Learners 


HEE/GMC Supervision of Junior 
Medical Staff Policy 
 
SAR Section 2.2, 2.3 


Job Planning Policy 4.Supporting 
and 
Empowering 
Educators  


HEE/GMC Job Planning Policy 
 
SAR Section 2.2, 2.3 


Train the Trainer Programme 4.Supporting 
and 
Empowering 
Educators  


HEE/GMC Train the Trainer 
Programme 
 
SAR Section 2.2, 2.3 


KPI Quarterly Reports 4.Supporting 
and 
Empowering 
Educators  


HEE/GMC KPI Quarterly Reports 
 
SAR Section 2.2, 2.3 


GMC Trainer Register 4.Supporting 
and 
Empowering 
Educators  


HEE/GMC GMC Trainer Register 
 
SAR Section 2.2, 2.3 


Winter Pressures Plan 2018 5. Developing 
and 
Implementing 
Curricula and 
Assessments 


HEE/GMC Winter Pressures 
Plan 2018 
 
SAR Section 2.2, 2.3 


Exception Reporting Policy 6 Developing a 
Sustainable 
Workforce 


HEE/GMC Exception Reporting 
Policy 
SAR Section 2.2 
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Section 4: 17/18 and 18/19 LDA Funding  
 
 Total paid in  


17/18 
Estimated 18/19 funding  


 
Total paid to the trust in 17/18: 
 £10,899,769.00 n/a 


Total initial 18/19 LDA value 
(including undergraduate): n/a £10,198,145.81 


Total for salaries for doctors in training: 
 £ 4,420,852.00 £4,411,530.00 


Tariff for placement activity 
Postgraduate 
Medical 
 


Tariff 
(as per DoH guidance* £12,152 
+ MFF) 


£2,582,374.00 £2,585,430.00 


Contribution to basic salary costs 
(as per DoH Annex A*) £4,420,852.00 £4,411,530.00 


Total  £7,003,226.00 £6,996,960.00 


Total Non-medical placement tariff: 
(as per DoH guidance* £3,112 + MFF)  £632,167.51 £632,167.56 
 


 


*2017-18 Education & training placement tariffs: Tariff guidance and prices from 1st April 2017 
  
A placement in England that attracts a tariff payment must meet each of the criteria in line with the 
DoH guidance*. Please provide details of how you utilised your 17/18 placement tariff within the 
financial year April 17 to March 18 to support learners and educators.  
 
Please note figures entered below should reconcile to the 17/18 tariff figures shown in the table 
above. Please provide details of expenditure and associated costs. 
  



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/629492/2017-18_ET_tariff_guidance_FINAL_July_v2.pdf
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 Trust’s Response 
Postgraduate Medical Placement Tariff 
 
The E&T placement tariffs cover funding for all 
direct costs involved in delivering E&T by the 
provider, for example (please see DoH guidance 
page 6): 
Direct staff teaching time within a clinical 
placement  
Teaching and student facilities, including access 
to library services  
Administration costs  
Infrastructure costs  


During 17/18 the Trust used the MADEL levy in conjunction 
with SIFT  for the following: 


• Running of the Clinical Simulation Centre and its 
teachers 


• Running of the two Education Centres at DMH and 
Prospect House 


• The administration costs for the Medical Education 
Department support staff 


• All Clinical Tutors, all FP Tutors, Faculty 
Development Tutor 


• All study leave 
• Librarian and administration costs 
• Up-to-Date annual contract  
• Medical Education rota quality team 
• GofSW 
• More detailed financial report can be provided at a 


later date by formal request 
 


Non-Medical Placement Tariff 
 
As above 


 
• 2 Practice Placement Facilitators 
• Staff to support Care Certificate 
• Nursing Apprentice 


Additional Funding 
Please confirm how any additional money has 
been spent. 


 
In relation to CWD funds there is a much greater awareness 
year on year that this training is not ‘free’.  Whilst the 
number of applications received increased from 319 to 384 
from 16-17 to 17-18 fewer were supported by managers 
from 129 to 214 and the potential saved wastage in has 
increased from £91,700 to £149,000 whist dealing with more 
applications. 
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Section 5: Simulation, Patient Safety and Human 
Factors 
 
5.1. Patient safety 
 


Questions Trust’s response 
1. Who is the Lead for Patient Safety in your 


organisation?  What support do they receive 
in delivering this role?  E.g. job-planned time, 
resources etc. 


 


The Patient Safety Lead for the Trust is Mrs Claire 
Johnson who is a full time employee managing the 
Patient Safety Team. 


 
2. Please advise up to three areas relating to 


patient safety agenda that you have worked 
on in the last two years and you are most 
proud of?  Could these be applied regionally 
and be shared with HEE? 


 


Throughout 2017/18 continued improvement work has 
been undertaken to embed quality and safety into the 
working culture with CDDFT. Key initiatives and work 
streams that have been undertaken throughout the 
organisation are detailed below:-  


• The successful embedding of Excellence 
reporting has provided staff the opportunity to 
reflect and learn from the positives and good 
practice that is seen throughout the 
organisation. Excellence reporting has been 
instrumental in changing the reporting of 
incidents not to always focus on the negative.  


• NRLS Reporting period April - September 2017 
showed the Trusts continuation in the cluster 
median, however the number of incidents 
reported by the organisation are in line with 
the highest reporting NHS Trusts within the 
North East Region 


• Alongside NHS improvement and AQUA the 
organisation has undertaken a number of 
Quality Improvement programmes including 
the piloting programme for the Ulysses risk 
management module. 


• Data analysis from the National staff survey 
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results relating to patient safety identified that 
the organisations encourages staff to report 
errors, near misses or incidents, whilst 
embedding the learning from incidents to 
ensure similar incidents do not happen again, 
which is above the national average for 
combined acute and community trust. 


• All 28 LocSSIPs identified as part of ‘phase 1’ 
are now complete. A number of ‘phase 2’ areas 
were assimilated into phase 1 and final 
discussion to ascertain whether additional 
LocSSIPs are required is underway. Full plans 
for deployments, training, audit and review are 
in place. 


• Multidisciplinary falls leads have been 
appointed and three year falls strategy 
developed.  


 
3. In which areas would you like support from 


HEE?  E.g. educational events, funding, 
specific areas of training for example quality 
improvement? 


 


Training on how incorporate inter-professional training 
into delivery.  


 
5.2. Simulation 
 


Questions Trust’s response 
1. Who is the Simulation lead in your 


organisation?  Please advise on name, job 
title and email address.  What support do 
they receive in delivering this role?  E.g. job-
planned time, resources etc.  Are they linked 
in with the HEE Simulation Network in their 
locality? 


 


Dr Derek Randles  
Consultant Anaesthetist 
Derek.Randles@nhs.net 
 
2 PAs per week allocated in job plan  
1WTE x Clinical Teaching Fellow (annual rotation) 
0.8WTE x Band 7 Clinical Nurse Teaching Fellow 
0.5x Band 5 Medical Education Coordinator  
1WTE x Band 5 Clinical Simulation Technician  
 
Member of HEE Simulation Network  


2. Who is responsible for keeping an inventory 
of the simulation equipment within the Trust 
including all task trainers and low fidelity 
mannequins? 


 


Geoff Mann 
Clinical Simulation Technician  


3. How many simulation specific trained faculty 
does the trust have? 


 


48 including CDDFT in house training (Train the Trainer 
programme). 


4. Which directorates or inter-professional 
groups are actively engaged with simulation 
based education within your organisation?  
How do you encourage equitable access to 


Our ethos within simulation based education (SBE) at 
CDDFT is of a strong grounding in non-technical skills 
(NTS) and human factors learning together with an 
inter-professional learning (IPL)/ team based training 



mailto:Derek.Randles@nhs.net
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simulation for all staff? approach. We have developed a number of IPL courses 
which include trainees, consultants, nursing staff and 
midwives from: core medical training and medical 
wards, foundation trainees, obstetrics, neonates, 
paediatrics and anaesthetics. The multi-professional 
aspect to SBE has been extremely well received by 
participants.  Courses include: 


• Medicine (CMT) 
• Foundation Programme  
• Physician Associates  
• Preceptorship Nurses  
• Undergraduate  
• Maternity, Obstetrics and Paediatrics (MOPS) 
• Cardiac Arrest Prevention (CAP) 
• Acute Intervention Team  
• Standalone F2 recruitment  


 
Simulation Multi-professional faculty meet quarterly 
reviewing activity and use of simulation facilities.  
In-situ simulation encouraged and supported by Core 
faculty and suitable technological resources procured 
by Medical Education.  
 


5. Is there strategic engagement and 
representation in simulation activity in the 
organisation i.e. board level, clinical 
governance, patient safety, incident reviews? 


 


40% of the FY1 sim scenarios and 25% of the FY2 sim 
scenarios are based on RCAs involving foundation docs 
or a never event and scenarios involve the clinical and 
human factors elements of the RCAs. 
 
We ensure SBE learning is well directed within the 
Trust by taking multiple SUIs (over 100 analysed in a 
previous cohort for SBE course building). We then 
clarify the Human Factors/NTS issues arising. From 
there common themes are identified to ensure 
learning is focussed towards areas of greatest fallibility 
within the Trust (which we suspect are common with 
the majority of NHS healthcare organisations).  
 
We build learning objectives on themes and drive our 
SBE according to learning objectives. Whilst it is 
difficult to prove organisational impact based on 
‘single’ interventions over 93% of our participants 
agree or strongly agree that the course would change 
their future practice. 
 
All our courses, from those for undergraduates to 
those involving consultant participants have a strong 
basis in non-technical skills. Approximately 800-1000 
staff or  students attend our courses each year.  
 







 


Page 54 of 69 
 


5.3. Human Factors 
 


Questions Trust’s response 
1. Who is the Lead for Human Factors in your 


organisation?  What support do they receive 
in delivering this role?  Eg job-planned time, 
resources etc. 


 


Dr Derek Randles  
Consultant Anaesthetist 
Derek.Randles@nhs.net 
 
Support from regional Human Factors Network 
 


2. Please describe the extent to which your HF 
training covers the following domains: 
• People – the individual & teamwork 
• Environment – the physical aspects of a 


workspace 
• Equipment and technology 
• Tasks and processes 
• Organisation 
• Ergonomics and research methods 
 


Learning objectives covered in our Human Factors 
(non-technical skills) courses include, but are not 
limited to: 
 


• Demonstrate rapid conflict resolution 
between two colleagues using behavioural 
management skills 


• Recognise the failing trainee and outline the 
appropriate local course of action 


• Prioritise patient safety when working in 
clinical environments 


• Situational awareness: Using EWS to recognize 
severity of illness. 


• Effective Handover and use of SBAR. 
• Handling stressful and difficult conversations 
• Gathering information with a diplomatic 


approach 
• Skills in conflict resolution 
• Discuss aspects of the value of empathy 
• Value of and approach to supporting other 


members of the team 
• Recognition and management of Delirium 


Tremens 
• Applying Mental Capacity Act: when and how 


to assess capacity   
• Task management: Communicate and 


delegate rapidly and clearly in a stressful 
situation 


• Maintain and enhance situational awareness 
in busy and pressured environments 


• Maintain standards during cardiac arrest 
• The application of capacity for consent. 
• How to communicate effectively with senior 


colleague. 



mailto:Derek.Randles@nhs.net
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• Demonstrating effective and appropriate 
assertiveness with colleagues 


• Making decisions in time pressured 
environments.  


• Patient advocacy 
• Mediation 
• Managing trainees with differing needs/the 


struggling trainee 
• Non-accidental injury and vulnerable adults. 


 
3. For the training delivered in the reporting 


period please also consider and describe the 
following: 
• The audience to which HF training is 


being delivered, including details of multi-
professional staff. 


• Frequency of training, or whether ad hoc 
events. 


• Who are the faculty that deliver the 
training?  Please describe their “HF 
expertise”, professional background, 
specialty, whether they have job-planned 
time to deliver HF training. 


• What is the wider Trust context within 
which HF training is delivered.  Is there a 
link between patient safety incidents, SI 
investigations, root cause analysis? 


• To what extent is HF training seen as part 
of a wider patient quality and safety 
agenda or integrated into clinical 
governance structure/process? 


CDDFT created and delivers the North East regional 
Human factors forum for all healthcare staff in the 
North East. To date four meetings have been 
convened at various locations within the region. This 
remarkably successful forum has involved 217 staff in 
total, regional and national speakers and a great deal 
of time for brainstorming and discussion. They have 
been very well received with over 80% of participants 
rating it them as very good or excellent. The forum has 
given valuable opportunities for those interested in 
Human Factors to meet, share ideas on Human 
Factors and enhance regional collaboration. Speakers 
visiting from outside the region have been universally 
impressed by the organisation of the forums and level 
of interest in Human Factors and ergonomics within 
the North East. We emphasise this work regionally as 
we believe as a Trust that a strong understanding and 
application of Human Factors and Ergonomics is 
critical to the future in delivering safe effective 
healthcare. 
 
With regard to courses, we constructed a pilot course, 
Sim for Medicine, to begin to expand on our initial 
ideas for what a Human Factors/NTS training course 
should look like.  
 
Our simulation is linked with patient safety to analyse 
SUIs within the trust and from this we did a thematic 
analysis to identify patterns of fallibility. These were 
constructed into learning objectives. The learning 
objective were then used to create scenarios. 
Scenarios were structured for the correct level of 
challenge for the participants of individual courses in 
line with literature on the challenge point framework, 
to ensure learning, impact and further dissemination 
of skills were optimised. 
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Rather than a pre-course e-learning package, which 
we would have welcomed should opportunity have 
arisen, participants take away notes and sometimes 
handouts from the course, or advice on where to 
acquire further information to delve deeper into 
topics. This material is best learnt through experiential 
learning and as such the discussions during the day, 
video debrief and behavioural role modelling are the 
most valuable aspects.  
 
Sim for Medicine was trialled with five courses for 
band 5 and 6 nurses and foundation doctors. 95% 
reviewed the course as very good or excellent. 
 
We continued to evolve material. The next generation 
of courses involved Core Medical Trainees, working 
with acute intervention team members and band 5 
and 6 nurses as groups of participants. Four course 
have been run to date. Course generally involve 6-9 
participants. 98% of participants review the course as 
very good or excellent. Over 90% agree or strongly 
agree that the course would change their future 
practice.  
 
The learning that has arisen for us as faculty and as a 
unit at CSC has also informed improving quality and 
linked to another successful HEE bid through 
maternity. We now also run Human Factors (NTS) 
simulation courses for Maternity, Obstetrics, 
Paediatrics and Neonatal nurses (MOPs). This is into 
season 2 with 9 courses run to date and with senior 
and junior doctors and nurses/midwives from both 
specialties represented on every course, it is, to our 
knowledge the most inter-professional HF/NTs course 
in the region. It reviews extremely well, emphasising 
the value of learning that comes from sharing 
knowledge and perspectives with people with whom 
you would never get the chance to have that kind of 
sit down conversation. 
 
We have had observers on our Human Factors (NTS) 
courses to look to take this material wider in the 
region or for us to run regional training courses 
utilising our accrued experience and facilities. This 
includes interest from both specialties of medicine 
and Obstetrics.  
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With regard to faculty, we have developed a two day 
training course including education theory, 
experiential learning, principles of delivering 
simulation based education and an extended 
afternoon session on in situ simulation and integration 
of Human Factors learning, including, for example the 
SEIPS model, and evidence behind all these 
approaches.  
 
We have run three faculty development courses to 
date. Each course has been fully booked with 16 
participants per course.  100% of participants rate this 
course as very good or excellent with approximately 
96% rating excellent.  
 
A number of participants have taken on or in the 
process of building in situ simulation projects, looking 
at Human Factors and examining fallibility and latent 
error in their workplace as a result. 
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Section 6: Equality and Diversity  
 
The HEE Quality Framework states clearly that education and training opportunities should be based on 
principles of diversity and inclusion.  
 
The HEE equality, diversity and inclusion strategy reflects HEE's commitment to this important area of work 
and features strategy for HEE employees, as well as the opportunity to influence wider. An example of this is 
the HEE workforce strategy, used to inform our work in developing a comprehensive system-wide 
understanding of workforce needs for the future. Diversity and inclusion will be integral in how we look to 
influence the healthcare system to achieve greater representation and social mobility.  
 
As well as applying these principles across all professional groups, there is also a specific work stream and 
duty to consider and capture information for doctors in training. The GMC continue their work in equality and 
diversity, reflecting their standards; promoting excellence.  
 
For medical education, the GMC and local offices continue to consider differential attainment; different rates of 
attainment between different groups of doctors. This work includes ethnicity and country of primary medical 
qualification.  
 


Question Trust Response 
Name of Trust Equality, Diversity and Inclusion 
Lead: 


Noel Scanlon Nurse Director and Jeremy Cundall 
Medical Director share this role. 
 


1. How do you ensure that learners with different 
protected characteristics are welcomed and 
supported into the trust, demonstrating that 
you value diversity as an organisation? 


 


The trust was award the Disability Confident Standard 
in 2017 at Level two. It requires the trust to 
demonstrate it is actively looking to attract and recruit 
disabled people and provide a fully inclusive and 
accessible recruitment process. 
 
As well as support for people with disabilities during 
the recruitment process we are also committed to 
supporting our employees to manage their disabilities 
or health conditions and ensuring there are no 
barriers to the development and progression of 
disabled staff. To support this we have a Health 
Passport which staff can complete to support their 
needs. 
 
We work with Project Choice on supporting 
internships which hopefully lead to Apprenticeships 
and are signed up to the NHS Disability Employment 
Pledge. The Trust has a Freedom to Speak up 
Guardian who staff can approach to address concerns 
anonymously taking cognisance people may not wish 
to be identified in addressing their concerns for 
whatever reason. 
 


  







 


Page 59 of 69 
 


2. How do you liaise with your trust Equality, 
Diversity and Inclusion Lead to: 
• Ensure trust reporting mechanisms and 


data collection take learners into account? 
• Implement reasonable adjustments for 


disabled learners? 
 


• Ensure your policies and procedures do 
not negatively impact learners who may 
share protected characteristics? 
 


• Analyse outcome data (such as exam 
results, assessments, ARCP outcomes) 
by protected characteristic? 


The Trust has an ED&I strategy and as part of this we 
are developing an ED&I Strategic Group which will be 
led by our Board ED&I Leads. As part of the BLFI 
project a Trust wide working group has been 
established with representatives drawn from across 
the Trust representing staff across all the protected 
characteristics, this group will be part of the ED&I 
Strategic group.  All NHS Contractual reports such as 
Staff Survey, Staff Friends and Family Test, EDS2, 
WRES & WDES will be discussed by this group and any 
action plans set, as well as being ratified by the usual 
Trusts quality assurance processes. 
 
All policies and frameworks are reviewed regularly 
and updated if there are any legislative changes. All 
these documents have an Equality Impact Assessment 
completed and are ratified by the Trusts assurance 
processes. 
 
The Trust has three closed staff network Facebook 
groups for LGBT Staff Network Group, Disability Staff 
Network Group and an Ethnic Minority Group. In 
addition we will be organising two open ED&I 
meetings which will be open to all staff across the 
nine protected characteristics. 
 
A Health Passport has been developed which allows 
staff members and their managers to discuss their 
long-term health conditions and/ or disability and 
recording what reasonable adjustments are required 
and are in place.  
 


3. How do you support learners with protected 
characteristics to ensure that known barriers 
to progression can be managed effectively? 


 


The Trust is taking part in the Building For Leadership 
Inclusion (BFLI) programme which will support our 
leaders as well the new talent management strategy 
which has a robust EO monitoring attached and is 
reported to  the board.  Again the staff survey and 
EDS2 gives rich data for the strategic group to 
consider and ensure any barriers are managed 
effectively. 
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4. How do you educate learners on equality and 
diversity issues that may relate to themselves, 
their colleagues, or the local population of the 
trust? 


We have a suite of education which includes E&D 
training in our core mandatory training where we 
have successfully achieved our 95% target in the past 
5 years and it is also included in corporate induction.  
We also offer training in: Bullying and harassment, 
LGBT workshop, Staff support officer, Interpretation 
and translation. If further training was required it 
could be requested via the Training priorities group. 
 


5. How do you support your educators to 
develop their understanding of, and support 
for, learners with protected characteristics? 


There is a trainer network quarterly where issues are 
discussed and if any staff have training needs they 
could discuss this in their appraisal or at the trainer 
network group.  They could seek advice from Pat 
Winter ED officer or HR colleagues if they needed any 
immediate support. 
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Section 7: Libraries and Knowledge Services 
(LQAF) 
 


1. Describe how your Trust is implementing the HEE Library and Knowledge Services Policy 
(https://hee.nhs.uk/sites/default/files/documents/NHS%20Library%20and%20Knowledge%20Ser
vices%20in%20England%20Policy.pdf) namely:  


 
“To ensure the use in the health service of evidence obtained from research, Health Education 
England is committed to: 
• Enabling all NHS workforce members to freely access library and knowledge services so that 


they can use the right knowledge and evidence to achieve excellent healthcare and health 
improvement. 


• Developing NHS librarians and knowledge specialists to use their expertise to mobilise 
evidence obtained from research and organisational knowledge to underpin decision-making 
in the National Health Service in England.” 


 
 
CDDFT provide two static library service points at Darlington Memorial Hospital and at Prospect House 
Learning Centre (Durham). 
 
Both libraries are freely accessible to all Trust staff and provide access to an extensive range of resources, 
study space and IT facilities. The library at Darlington Memorial Hospital is accessible 24/7 via a swipe card 
system. 
 
Staff working in remote locations who find it difficult to access the libraries during open hours can access 
a range of electronic resources via the libraries webpages.  The majority of electronic resources can be 
accessed off site using a free Open Athens account.  Trust staff have access to a vast collection of books, 
e-books, national and regional electronic healthcare databases and specialist resources including HDAS 
(formerly NICE Evidence), UpToDate, Trip, Cochrane, Cinahl Complete, Medline and Royal Marsden. The 
library also offers range of services designed to save staff time (mediated literature search and summary 
service) and information skills training (to support staff in searching for and evaluating information).  


 
 
 


2. HEE's Library and Knowledge Services Policy is delivered primarily through local NHS Library 
and Knowledge Services.   
- Please identify the budget allocated to your Library and Knowledge Service in the current 


financial year.   
- If possible please identify the sources of this funding, differentiating for example between 


educational tariff funding and any contribution from your organisation. 
 


 



https://hee.nhs.uk/sites/default/files/documents/NHS%20Library%20and%20Knowledge%20Services%20in%20England%20Policy.pdf

https://hee.nhs.uk/sites/default/files/documents/NHS%20Library%20and%20Knowledge%20Services%20in%20England%20Policy.pdf
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The budget allocated to the Library is £393,990 – this includes both Pay & Non-Pay elements.  
 
The source of the funding is as follows: 
 


• Educational Tariff Funding (MPET) – £113,000 
•  
• Contribution from organisation – £280,990 


 
There is also a further £10k for the running costs of the 2 education centres at Prospect House & 
Darlington Memorial Hospital which is in addition to the above and comes out of MPET Funding. 
 
 


3. Please tell us about any areas of Library and Knowledge Services good practice that you would 
like to highlight. 


Staff Health and Wellbeing Roadshows:  The library has been a regular attender at Staff Health and 
Wellbeing Roadshows held at sites across CDDFT.  The library used the roadshows to showcase new 
collections of stock purchased from The Reading Agency’s national Reading Well book list. Reading Well is 
national scheme promoting the benefits of reading for health and wellbeing.  
 
Many staff think the library is only for use by those studying for a qualification or staff requiring complex 
clinical information. The Reading Well collection is made up titles that help readers understand and 
manage their health and wellbeing using self-help reading.   
 
CDDFT staff may have a condition they wish to read up on for themselves or for a family member, or 
recommend a book title for a patient to read.  The scheme is endorsed by health professionals who have 
been involved in selecting books for the Reading Well reading lists. Topics covered by the Reading Well 
collections include mental health, dementia, diabetes, arthritis, sleep problems and fatigue. 
 
There is a huge evidence base that supports the value of reading to support health and wellbeing.   
 
Sustainability and Transformation evidence Mobilisation (STEM) Club:  The STEM Club is an informal 
group of NHS and public health colleagues working cooperatively to support the mobilisation of evidence 
at the system-wide level in the north east of England. 
 
The working model so far has been to identify work streams within the Sustainability and Transformation 
Partnership (STP) with an evidence need and match these to NHS library and knowledge services (LKS) 
staff who have volunteered to support with evidence searches. Librarians from CDDFT have been 
supporting the development of a frailty framework since January 2018.  As a result of being part of this 
project librarians have had the opportunity to present at regional (Big Day Out up North) and national 
(Health Libraries Group) conferences to showcase the work they have been doing as part of the STEM 
project and speak to colleagues from across the country keen to set up similar Clubs in their regions.   
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4. The Learning and Development Agreement that Health Education England has with your 
organisation states that the LKS should achieve a minimum of 90% compliance with the 
national standards laid out in the current Library Quality Assurance Framework (LQAF).  


If your LKS has a score below 90% please describe the improvements you are planning to 
attain this minimum requirement in 2018-19.  


 
 
The library developed an action plan approved by Health Education England to increase the libraries LQAF 
score.  
 
Actions include: 
• Production of an updated library strategy. 
• Further development of tools to measure the impact of library services. 
• Recording care group, purpose and impact of literature searches and summaries. 
• Development and promotion of non-clinical resources to support decision making. 
• Continued links with public libraries to promote patient information ad Health Information Week. 
•  Ensuring staff completing research within the Trust are aware of services and support available from the 


library. 
• Continued support of regional STEM project, mobilising evidence to support improvements in 


healthcare. 
• Develop information skills group training sessions. 
• Production of promotional leaflets tailored to different staff groups and highlighting key resources. 
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Section 8: Additional Information 
8.1 Supporting Learners at Coroners’ Court and following 
Serious Incidents 
 
Serious Incidents and Never Events 
Questions Trust’s Response 
Please provide an account of how your 
organisation identifies learner involvement in 
Serious Incidents. How is that degree of 
involvement defined? 


See below flowchart 
 


What support systems exist to support learners? 
How are these systems monitored? 


As per Patient Safety section above. 


What feedback do you receive from learners 
about their experience of being involved in 
Serious Incidents?  


This is an on-going process and works well in the 
majority of cases with trainees getting good support 
from their supervisor and the Patient Safety Team, as 
well as Medical Education.  For the majority of learners 
it is a frightening, emotional and upsetting time, but 
with good support and reassurance they generally feel 
reassured and thankful for the support. 


What formal organisational links exist between 
the Governance team coordinating investigations 
and the Postgraduate team supervising the 
trainees? And the HEIs supporting learners? 


Serious Incidents (SIs) incidents involving Medical Staff 
 
 
 


 
 


 
 
 


 
 


 
 
 


 
 
 


 
 


 
 
 
 
 
 
 
 
 
 


 


Incident reported and due to high grade, the incident triggers to 
senior staff and Patient Safety Manager 


Patient Safety secretary copies the following into the RCA meeting 
invitation and all further correspondence relating to the incident: 


 
• Director of Medical Education  
• Care Group Educational Lead 
• Medical Education Team 
• Trust Appraisal and Revalidation Officer get a list of who 


invited  
 
To provide appropriate support those involved in the incident 


 
. 


Incident is identified as a Serious Incident, reported to the 
Commissioners, executives and Senior Managers and investigation 


commences as per process for investigation of Serious Incidents  


Patient Safety Manager reviews incident and if content identifies 
medical staff/consultant involvement ensures  


Consultant Involvement and/or Medical Staff Involved boxes are 
ticked under the ‘Report Sent’ tab. 


Staff involved are identified through the investigation and invited to 
attend a Root Cause Analysis (RCA) meeting.  
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How many patient safety incidents have you 
reported to NHSI.  


All SIs are sent to the North East Commissioner.  Some 
Sis have been reported to NHSI but not officially 
required.  The number of SIs reported to the 
Commissioners was 76 SIs between April 2017 and 
March 2018. 


How many serious incidents impacting on 
trainees’ revalidation have you made to your 
HEE local office within the reporting period? 
What proportion of these have been 
resolved/closed after completion of 
investigations? 


 
One Never Event involving an ST3 trainee was reported 
to HEE NE via Live Flow which has been closed 
following investigation. 


How does your organisation disseminate 
learning from Root Cause Analysis reports?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


The current governance processes/procedures relating 
to sharing lessons learnt from incidents are effective in 
ensuring staff are aware of incidents that have 
occurred, to prevent reoccurrence, where possible.  This 
was in accordance with the requirements outlined in 
the Trusts Learning from experience – A systematic 
approach to complaints, litigation, incidents and PALs 
(CLIP) analysis and sharing safety lessons (lessons 
learned) policy (Ref:- POL/N&G/0018  
 
The main dissemination of learning from incidents are 
via:- 
1. Care Group Governance Meetings - Care Group 


leads/Senior Managers are responsible for 
disseminating lessons learned to colleagues within 
their service, providing opportunities for learning 
through team meetings and with colleagues in other 
services where appropriate.  


2. Patient Safety Training Programme - Risk 
management (Root Cause Analysis training) 
promote the relevance of sharing and learning 
lessons to improve safety and service provision to 
improve the patient experience. 


3. Achievement of actions from RCA investigations - 
Care Group Managers identified following incident/ 
investigation are responsible for ensuring action 
plan recommendations are achieved and 
monitored. They are responsible for providing 
feedback through the Safeguard system on lessons 
learned. 


4. Wards/departments observations - All staff have a 
responsibility to report issues and concerns 
identified in their working environment and 
contribute to the process of learning lessons. They 
can do this by taking account of the relevant 
communications, encouraging peers and colleagues 
and contributing to team meetings. 
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How does your organisation promote a patient 
safety culture? 


The Trust carries out an annual staff survey that 
includes patient safety culture questions to establish if 
the work undertaken in relation to improve the 
organisations safety culture have been successful and 
identifies any further areas of improvement.  
This is reviewed and appropriate action plans are 
developed.  
 


 
Coroners Hearings 
Questions Trust’s Response 
What support is available for learners who are 
required to provide statements and/or attend 
Coroners hearings? 


The Trust Solicitors provide training sessions for all staff 
who are exposed to the possibility of a Coroner’s 
hearing.  Ward Hadaway will work with any trainee or 
consultant who was involved in a Coroner hearing.  The 
consultant supervisor and/or educational supervisor 
would also support the trainee/learner. 


How is your organisation involving learners in 
responding to Duty of Candour responsibilities? 


Duty of candour training is available to all learners 
within the organisation, accessible via course bookings.  
Additionally, the team support requests for learning 
and education in line with this.  Duty of candour feeds 
into trust medical appraisals, thus clinical and 
educational supervisor are aware of its importance and 
share this learning. 
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Guardians of Safe Working 
Questions Trust’s Response 
Please describe the interrelationship between 
the GOSW and the Director of Education? 


The GoSW attends the Medical Education Strategy 
Group and the Medical Education Team inform both 
DME and GoSW about any issues around recurrent rota 
gaps and exception reports which will prompt a 
meeting between the trainees and both the GofSW and 
DME together. 
 


Please provide a summary of the exception 
reports you have received within the reporting 
period, number, type and time to resolve. 


Total Exception Reports: 96 


  Hours  81 
Pattern  5 
Educational Opportunities  5 
Support 5 


  Addressed within 48 hours  29 
Addressed within 7 days  27 
Addressed after 7 days  40 
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8.2. Educational Opportunities during winter pressures  
 
Questions Trust’s response 
Please describe how winter pressures in 
2017/18 affected your ability to deliver training 
to all learners within your organisation? 
 
Please detail the specific areas, placements and 
programmes which were adversely affected by 
last winter’s pressures. 
 
 


The Winter 17/18 pressures were the worst we had 
faced for at least 5 years due to a combination of flu 
and inclement weather.  Due to this, there was a system 
wide problem with patient flow.  As such all medical 
staff had occasions where training was stood down or 
curtailed.  
 
Both ED and acute medical specialities were hardest hit 
during this period, because of reduction in surgical 
elective work, there were reduced opportunities for 
anaesthetic trainees.  This was however mitigated by an 
increase in opportunities for emergency surgical work. 
 


Please describe what strategies you used to 
protect training for all learners across their 
whole placement with your organisation in 
2017/18 e.g. moving educational sessions to 
times of less pressure, ringfencing specific 
clinics, lists etc for training  


As evidenced by the GMC feedback regarding the acute 
medical unit at UHND our strategies for support for the 
junior doctors were felt to be inadequate and not as 
proactive as we should have been in his area, although 
the feedback from the ED juniors is that workload has 
improved.  


The trust continued to provide protected lunchtime 
teaching for FP, with teaching duplicated on both sites 
so that trainees can attend either session and we 
received a number of positive responses from trainees 
who were able to attend teaching. 


 
Please describe what plans you are putting in 
place to mitigate the effects of winter service 
pressures on training in 2018/19. 


Whilst ED continues the good work from 17/18 with 
regard to rota management and extra staff at times of 
surge, a trust wide review of junior doctor rota 
management and rota design is underway. 
 
AMU at UHND is also looking to reduce the size of the 
department and change the model of care. 
 
There is a Trust wide Winter plan for 2018-19, learning 
from lessons from the previous years, strengthening key 
areas and the following is an excerpt from the 18/19 
plan: 
 
“Whilst it is essential that all mandatory training is 
undertaken prior to December for all staff, including 
junior and senior medical staff, it is important to 
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highlight that medical students will continue to be on 
placement during the winter time, and it is essential 
that training continues. 
 
Junior medical staff are allocated to the Trust to enable 
them to both train and work, with 50% allocation of 
salary from Health Education England.  Training will not 
be cancelled unless a major incident is called, or the 
Trust identifies severe pressure as per Opel 3 or above 
Trust-wide.  Protection of training as per the work 
schedule is a Trust priority, and if cancellation takes 
place, alternative teaching/training opportunities will be 
implemented. 
 
Study leave as always is discretionary, and therefore, it 
is the responsibility of the Educational Supervisor, who 
approves and signs the form, to have assurance that the 
department can release junior medical staff for study 
leave during times of winter pressure. 
 
It is also noted that January – March is the time when 
junior medical staff also need to attend specialty 
training interview selection panels, and to take 
examinations, therefore, there should be no refusal to 
allow trainee doctors to attend these events, which 
would result in stopping career progression, if the 
reason were winter pressure/lack of beds/lack of staff 
planning”. 
 
As always support will be available via the Medical 
Director, DME/DUME and Guardian of Safe Working 
who will continue to meet with juniors over this period. 
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Introduction 
 
The Community Services contract successfully went live on 1st October 2018. This 
paper provides an update on the service and identifies any outstanding issues, based 
on the priority areas of: 


- TUPE transfer of staff from other providers 
- Transfer of patients (and associated records) from other providers 
- Staff recruitment 
- Care Group restructure 
- Establishing collaborative governance arrangements 


 
 
Transfer of Staff 
 
CDDFT was the main provider of the “old” contract for community services, but not 
the sole provider as was the intention of the “new” contract. TUPE transfer 
discussions were undertaken with those other providers and it was established that it 
applied to those staff transferring from North Tees and Hartlepool NHS Foundation 
Trust (general therapy and intermediate care staff) and Minor Ops (a private provider 
of podiatry). 
 
Group and individual consultations were undertaken with their staff, and ultimately 33 
transferred from NT&H with a further 2 staff from Minor Ops. Local and corporate 
inductions were carried out in the first two weeks, and positive feedback has been 
received from them. Additionally, some staff have joined us to fill vacancies who were 
not eligible for TUPE, again a positive signal for the perception of the Trust’s 
provision of the new contract. 
 
 
Transfer of Patients and Records 
 
The process of terminating services with those existing providers, switching over 
referrals from new patients and transferring any current patients and their records 
was achieved successfully in most cases, and positive working relationships have 
been established for the future, particularly with NT&H. 
 
The exceptional case is for those services transferring to the Trust from City Hospitals 
Sunderland NHS Foundation Trust. While exactly the same discussions and 
information provision took place with CHS, they did not undertake the necessary 
actions according to the required timeline. With the CCGs fully involved in the 
negotiations, it was agreed to delay the transfer of patients, and as yet no fixed date 
has been established, with CHS advising they do not have the capacity to process 
their records into a format that we can receive. This issue only affects patients who 
were in the middle of their package of care with CHS as all new referrals from GPs 
have been redirected to CDDFT. 
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Staff Recruitment 


While the TUPE transfer of staff was handled very well, the actual number 
transferring was lower than originally expected as staff at NT&H chose to move to 
other vacant posts within that organisation. That resulted in a number of vacancies, 
particularly for AHP staff in Physiotherapy, Podiatry etc. The recruitment process was 
very positive with healthy numbers of good candidates, with those appointed 
gradually coming through to start dates. There are a small number of vacancies left to 
fill in harder to recruit services such as Dietetics and Speech & Language Therapy, 
and further recruitment is being undertaken. 


Additional temporary capacity has been used particularly in Physiotherapy, to ensure 
that waiting times were maintained during the transition, thus avoiding any negative 
perceptions of the new contract start. 


 


Care Group Restructure 


In association with the new Integrated Medical Specialties Care Group, a 
management restructure was undertaken over the summer. With the full support of 
staff side representatives, a full consultation process was followed by the slotting in of 
appropriate staff, and the competitive interviewing for the remaining posts. The 
process has resulted in one member of staff not being able to be found suitable 
alternative employment to date. While efforts to do so will continue, the end option of 
redundancy would be funded from the Transition Fund made available within the new 
contract by commissioners. This position is considerably better than was forecast in 
the Trusts tender submission. 


The leadership of Community Services also became established during this period, 
with Lesley Jeavons, in her role as Director of Integrated Community Services, taking 
responsibility for the Durham aspects of the service, alongside Carole Langrick as 
Executive Director of Operations continuing to hold responsibility for Darlington 
focused services. The benefits of integrated leadership with Durham County Council 
adult social care are already being seen, with progress on transforming crisis 
responses services, while the maintenance of an independent focus on Darlington  is 
an important point in the relationship with both the CCG and Darlington Borough 
Council. 


At its first Executive Performance Review in October, the Care Group was rated as 8 
on the Touchstone measure i.e. very low risk. 


 


Establishing Collaborative Governance Arrangements 


The mechanics and logistics of the mobilisation of the new contract have been 
managed extremely well, with the full support of all corporate services. Perhaps the 
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most successful aspect of the mobilisation however, has been the fundamental 
change in the provider/commissioner relationship that has been established with the 
CCGs and local authority. 


We have agreed processes for governance, decision-making and financial 
management that are transparent and collaborative. In November we will look to start 
the process of meetings at a TAP level to discuss their performance, both service 
delivery and financial, and identify opportunities for service transformation. There is 
some hesitation amongst the GP-leads regarding the depth that they actually want to 
be involved in such discussions, but along with the CCGs we will be making the offer 
available to them. 


 


Summary 


Members are asked to note that: 


- The new contract has been successfully mobilised, with the only issue being 
the transfer of services from City Hospitals Sunderland, and commissioners 
having a clear view that no blame is attached to CDDFT; 


- 35 members of staff joined the Trust under TUPE, with additional numbers 
joining following external recruitment, and several internal staff being 
successful in being promoted – with an overall perception of the Trust being 
enhanced; 


- The Care Group is now fully established 
- The relationships with commissioners have been enhanced during the 


mobilisation period, and continue to develop as we move into ongoing contract 
delivery. 


 


 


 


 


 


 


 
 
 





