
 
 

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

on Wednesday 26th February 2020 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 consideration of the item. 

Item 3   

Minutes & Matters Arising – From the Trust Board meeting(s) held on: 
➢ Open Trust Board Meeting – 27th November 2019 
➢ Action Log – 27th November 2019 

 Stakeholder views and interactions    

Item 4  
9.10  
 

Board Visits to Wards and Teams, Member Events and 

Governor Views 
PK Verbal To inform 

planning for 

improvement 
Item 5   
9.20 

Maternity CQC Patient Survey NS Attached 

 Chief Executive’s Update    

Item 6    
9.30 

Chief Executive’s Report 
➢ CEO Update 
➢ CQC Update 
➢ Board Assurance Framework 
➢ QRM letter 

 

 
SJ  

 

 
Attached  

For assurance 

 Patient Safety & Quality    

Item 7    
10.10 

IQAC Preface MB To follow For assurance 

Item 8     

10.15 
Patient Safety and Experience  NS 

 
Attached 

 

For assurance 

Item 9    
10.45 

Medical Management / Mortality JC 
 

Verbal 
 

For assurance 

 Workforce, Finance and Performance Management    

Item 10  
10.50  

Integrated Performance Report (including Finance, Quality 
and Workforce Indicators) 

Execs To follow For assurance 
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Item No Title of Item Presented By / Status 

Item 11  
11.30  

Workforce Reports 
➢ Workforce and OD Performance Report  
➢ Staff Matter Quarter 3 Report 

 

 
 

MS 
 

 

Attached For assurance 

 Other Board Business    

Item 12  
12.00 

Register of Sealings WE Attached 
For 

Assurance 

Item 13  
12.10 

NED Training Register WE Attached 
For 

Assurance 

 Other Business     

Item 14      
12.15 

Any Other Business ALL   

Item 15 

Announcement of Next Public Meeting(s) 
 
Trust Board 
Date: Wednesday 29th April 2020 
Time: from 09:00hrs 
Venue: Seminar Rooms 5,6 & 7 Prospect House, Durham 
 

   

Item 17 

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.  

   

     Lunch Break 
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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 27th November 2019 from 09:00hrs  
Prospect House, Durham 

Part One (Open) 
 
Present: 
Prof Paul Keane OBE  Chairman 
Mr Michael Bretherick  Non-Executive Director  
Mr Steve Crosland  Non-Executive Director 
Ms Jenny Flynn MBE  Non-Executive Director 
Mr Paul Forster-Jones Non-Executive Director 
Mr Simon Gerry  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 & Organisation Development 
Mr Warren Edge  Senior Associate Director of Assurance and Compliance 
Ms Alison McCree  Managing Director – CDD Services 
Ms Hayley Robertson  Corporate Affairs Manager (Minute Taker) 
Mr Stuart Dabner  Guardian of Safe Working (for item 173/20) 
Ms Cate Woolley-Brown Freedom to Speak Up Guardian (from item 177/20) 
Dr Richard Scothon  Lead Governor  
 
One member of the public was in attendance as an observer of the meeting. 
 

  Action 

164/20 Welcome and Apologies for Absence 
 
The Chairman welcomed Board members and others present. There 
were no apologies for absence. 
 

 

165/20 Declarations of Interest 
 
Any Board Member who was aware of a conflict of interest relating to 
any item on the agenda was required to disclose it at this stage or 
when the conflict arose during consideration of a particular item.  
 
Mr Forster-Jones, Mr Crosland and Ms McCree 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 Mr Forster-
Jones, Mr Crosland or Ms McCree. 
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166/20 
 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(b) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(c) 

Minutes and Matters Arising from the Previous Meeting held on 
Wednesday 25th September 2019 
 
Accuracy 
The minutes were agreed as an accurate record of the meeting, 
subject to the following amendments: 
Item 128/20(a), Chief Executive’s Report: Page 7, third paragraph: 
Final sentence to read: “...two different systems operating ever since 
that time”. 
Item 130/20, Patient Safety and Patient Experience Report: Page 12, 
third paragraph: An action point, allocated to Ms Flynn, to be included 
in respect of the summary report on consequences of actions to be 
brought to future Board meetings. 
Item 132/20, Operational Performance and Efficiency Report: Page 
17, third paragraph: Final sentence to read: “The cash position was 
slightly ahead of plan partly due to the changes in the capital 
programme…” 
 
Matters Arising from the Minutes 
Item 123/20 (75/20) (23/10) Organ Donation: Mr Forster-Jones 
advised that the recent memorial unveiling event had gone well.  A 
large number of families of those affected had been in attendance.  
The Chairman thanked Mr Forster-Jones and the Organ Donation 
team for their hard work. 
Item 128/20 CEO Update – ICS/ICP: Ms Jacques advised that 
consultations were on hold during Purdah. 
Item 128/20 CEO Update – Pensions and Flexibilities Update: Ms 
Langrick advised that work was ongoing and a number of actions had 
been put into place internally; however, it was too early to assess the 
impact.  Ms Smith advised that a national scheme - ‘Scheme Pays’ - 
would be implemented, with standardised templates and 
communications.  A webinar had recently been held to discuss the 
practicalities of implementing the scheme. 
Item 129/20 IQAC Preface: Mr Cundall advised that the attendance of 
nominated clinicians at Clinical Standards and Therapeutic Committee 
(CSTC) had improved. 
 
Action Log 
Those actions ‘greyed out’ were accepted as complete: Actions 1 
(77/20), 2 (77/20), 3 (78/20) and 5 (79/20). Updates were noted for the 
remaining actions as follows: 
Action No.4 (78/20), bring supporting action plans for Medical Matters 
to the Board: Mr Cundall advised that the action was covered by the 
Medical Director report included on the agenda. Action to be closed. 
Action No.6 (82/20), bring updated Freedom to Speak Up Strategy 
and Action Plan to the Board: Mr Edge advised that the action was 
covered by the relevant item included on the agenda. 
Action to be closed. 
Action No.7 (126/20), present the Children and Young People and 
Emergency Department survey results to the Board: Mr Scanlon 
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advised that the action was covered by inclusion of the survey results 
in a later agenda item. 
Action to be closed. 
Action No.8 (131/20b), review readmissions where a death had 
occurred where care was poor or very poor in relation to the Mortality 
Report: Mr Cundall advised that the action was covered by the Medical 
Director’s report included on the agenda. 
Action to be closed. 
Action No.8 (131/20b), review readmissions where a death had 
occurred where care was poor or very poor in relation to the Mortality 
Report: Mr Cundall advised that the action was covered by the Medical 
Director’s report included on the agenda. 
Action to be closed. 
Action No.9 (133/20), circulate a short video showcasing the newly 
refurbished UHND Bereavement Centre: Mr Scanlon advised that the 
link to the video had been circulated. 
Action to be closed. 
 

167/20 
 
 
 
 
 
 
 
 
 

Board Visits to Wards and Teams, Member Events and Governor 
Views 
 
The Chairman referred Board members to the paper outlining the 
visits and member events which had taken place in the period. It was 
noted that member visits to Sedgefield Hospital and Shotley Bridge 
Hospital had been cancelled due to the lack of registered attendees; 
however, those visits that had gone ahead had been very positive and 
well-received by those who attended.    
 
The Chairman advised that he and Mr Crosland had visited Bishop 
Auckland and Sedgefield Hospitals on 16th October, including the 
Urgent Care Centre at BAH.  In respect of Ward 6 at BAH, discussion 
had taken place between staff concerning the proposals now being 
consulted upon and it had been suggested that the staff feed back into 
the consultation formally. 
 
On 20th November, the Chairman and Ms Jacques had visited a 
number of wards and departments across the Darlington Memorial 
Hospital site.  The significant demand pressures impacting on staff 
were acknowledged; however, staff morale had appeared high and 
staff were resilient.   
 
The Trust Board NOTED the updates from the Chairman relating to 
Board Visits, Member Events and Governor Views.  
  

 

168/20 
 
 
 
 
 
 

National Patient Survey Results 
 
Mr Scanlon presented the reports, which were for the purpose of 
appraising the Board of the outcomes, findings and responses to the 
following surveys: 

➢ National Children and Young People’s Experience Survey 
2018 
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a) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

b) 

➢ National Emergency and Urgent Care Experience Survey 
2018 

 
National Children and Young People’s Experience Survey  
Mr Scanlon reported that, overall, the results for CDDFT were positive 
and showed an improvement in the experience of care of children and 
young people since the 2017 results.  One indicator was better than 
other Trusts in relation to ‘not changing your children’s admission 
dates’.  On 63 indicators, the Trust achieved a score in context with 
other organisations.  No significant risks had emerged in relation to 
the Trust’s results. 
 
Mr Scanlon advised that the results of the survey had been shared 
with the relevant Care Group for analysis purposes and to enable a 
review of performance in the lower centile to identify potential areas 
for improvement.  A report on the work to develop and implement an 
action plan would be presented to the Executive Patient Safety 
Committee and subsequently, to IQAC. 
 
Mr Crosland asked what the aspiration had been in terms of 
comparison with the 2016 survey, prior to receiving the results.  Mr 
Scanlon advised that the Trust’s aspiration was always to improve and 
address issues highlighted in previous surveys. 
 
National Emergency and Urgent Care Experience Survey 
Mr Scanlon reported that, overall, the results for the Trust had 
remained largely the same as in the 2016/17 surveys for patients 
accessing Type 1 and Type 3 services.  Of the 35 indicators, 33 were 
similar to other organisations for patients using Type 1 services.  
There were two indicators that were better in relation to patients 
receiving test results prior to leaving the department, and patients 
being provided with a full explanation of the results.  In relation to 
results for patients using Type 3 services, 27 had been similar to other 
organisations, with one indicator worse than other organisations, 
relating to the opportunity for family, friends or carers being able to 
access healthcare staff. 
 
Mr Scanlon advised that a number of areas for improvement had been 
identified in relation to waiting times in the Urgent Care Centres and 
patients leaving the department across both the Emergency 
Department and Urgent Care.  Specifically, in relation to providing 
information to patients on medication side effects, resuming usual 
activities, home and family situations, improving waiting time signage 
and improving opportunities to facilitate discussion with family and 
carers. 
 
Mr Scanlon advised that the results of the survey had been shared 
with the relevant Care Group for analysis purposes and to enable a 
review of performance in the lower centile to identify potential areas 
for improvement.  A report on the work to develop and implement an 
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action plan would be presented to the Executive Patient Safety 
Committee and subsequently, to IQAC. 
 
Comments and questions were invited.   
 
Ms Flynn asked why the results had been received late in 2019, as 
the survey had been carried out in 2018.  Mr Scanlon advised that the 
process was for questionnaires to be circulated between three and five 
months after the patients had left the setting, as mandated by CQC.  
Reminders were then issued and the data analysed. The timetable 
was set and managed by the CQC rather than locally.     
 
In relation to the survey question about whether a health professional 
had discussed anxieties or fears about the patient’s condition or 
treatment with them, Mr Bretherick commented that the sample size 
was diminished, therefore the results were not particularly helpful.  Ms 
Jacques agreed that it appeared to be a missed opportunity in how 
the data was interpreted nationally.   Mr Scanlon commented that the 
questions were universal so that the results could be benchmarked 
over time and between organisations. 
 
Mr Scanlon advised that the final survey results awaited were those 
relating to Maternity services, which were anticipated for January 
2020.  
 
The Trust Board NOTED the findings of the National Patient Survey 
Results. 
 

169/20 Update on IMPS Programme – Training and Projects 
 
Ms Langrick presented the report, the purpose of which was to provide 
a synopsis on the CDDFT “IMProvement” journey; its key elements, 
the approach taken to date, and the next steps. 
 
Ms Langrick advised that the report marked the first anniversary of the 
launch of the IMPS Programme.  The target for the year had been for 
400 staff to be trained at novice level and this had been exceeded by 
eight staff by the year end.   Positive feedback had been received to 
date and individual requests were being supported wherever possible 
by the team, who were also continuing to refine and refresh materials 
to better enhance the offer provided. A network of champions had 
been established and a newsletter was to be introduced, along with a 
programme of internal networking events.  
 
Questions and comments were provided. 
 
The Chairman suggested that it would be useful for Board members 
to see some examples of the impact that IMPS was having across the 
Trust, in respect of innovations and improvements, in future reports.  
Ms Langrick advised that the team maintained an overview 
spreadsheet of projects along with project progress reports.  Ms 
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Langrick agreed to circulate the latest versions of the documents to 
Board members outwith the meeting. 
 
Mr Crosland asked whether the project had delivered against 
expectations in terms of the number and quality of improvements that 
had come through.  Ms Langrick advised that she was very pleased 
with the positioning of the programme across the organisation and the 
word of mouth recommendations from those staff who had attended 
training.  The quality of the training and the positive feedback received 
were also particularly pleasing.  In terms of the conversion rate from 
the novice level to the practitioner level, a target had not been set at 
the outset.  In hindsight, Ms Langrick reflected that a 25-50% rate of 
conversion would be ideal as this would be the point that formal 
improvement projects were initiated.  The actual rate of conversion 
was 7.5% to date; however, the day to day impact of 400 people 
trained at novice level thinking and working differently, was difficult to 
measure. 
     
Mr Scanlon supported Ms Langrick’s view, sharing a specific example 
of a project undertaken to improve the quality of blood samples taken 
to the Pathology department.  The impact of the single project on the 
wider organisation had been significant and was very encouraging.    
 
Mr Brown advised that he had attended a recent Regional Directors of 
Finance meeting, where a presentation had been given by Tees, Esk 
and Wear Valleys NHS Foundation Trust, who had partnered with a 
private company to deliver coaching.  Financial improvements were 
expected alongside quality improvements as a result of the work.  Mr 
Brown suggested that the same approach could be taken with the 
IMPS programme.  Ms Jacques advised that quality and financial 
improvement were very closely linked and, in order to get the level of 
engagement that Ms Langrick had described, the focus had been 
firmly on quality.  Ms Jacques emphasised the importance of 
maintaining the focus on quality in the early days of the project and 
cautioned against distracting from the work.  An example of success 
in the future, in Ms Jacques’ view, would be that any individual wishing 
to take steps to improve a process, would automatically use the IMPs 
approach.  A further key benefit of the approach, in Ms Jacques view, 
was engagement, and staff generally feeling more connected with the 
organisation and with other teams.    
 
Mr Gerry asked whether there was an automatic follow up system to 
convert staff who had completed the novice level, to the practitioner 
level.  Ms Langrick advised that there was no formal mechanism in 
place; however this option could be explored in the future.  Ms Smith 
shared her view that it was not always appropriate for staff to 
automatically escalate through the levels and there was significant 
value at bronze level as well as at advanced levels, which Ms Smith 
had personal experience of within her own team.  Ms Langrick added 
that a waiting list was in place for courses for both novices and 
practitioners, as places were filled quickly. 

(Dec 
2019) 
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Mr Bretherick asked whether there were any particular groups of staff 
across the Trust not engaging in the project.  Mr Cundall advised that 
the number of doctors completing the training was not as high as he 
would like.  Informal discussions had informed a view that doctors 
found the course to be too basic, given the level of education they had 
already undertaken.  As doctors had a different skillset, Mr Cundall 
suggested that there might be benefit in providing a different course 
for them.   
 
Mr Brown added that a similar discussion had taken place within the 
Finance team, in terms of the requirement for bespoke training; 
however, Finance staff who had completed the training had indicated 
that the diversity in the room had been valuable.  
 
Ms Langrick added that the best feedback had been received from 
staff who had attended the course of their own volition; whereas, 
different results had been seen from those who had been asked to 
attend by their line manager.   
 
Mr Scanlon shared his view that there was some benefit in tailoring 
the approach in some way. 
 
The Chairman commended the approach taken and the results 
achieved to date.    
 
The Trust Board RECEIVED and NOTED the update on the IMPS 
Programme. 
 

170/20 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Chief Executive’s Report 
 
CEO Update 
Ms Jacques provided the following updates: 
 
Ms Jacques reported that ED performance across the country was 
coming under increasingly intense scrutiny.  The Trust had been 
asked to attend a meeting last week to consider the Trust’s 
performance; which, without taking into account the requested activity 
counting change, had slipped into the bottom quartile in the country.  
A meeting had been held with NHSI/E to discuss the reasons for this 
and to put actions in train.  As the Board were already fully aware, one 
of the key issues was capacity, in terms of physical space and staffing 
resource.  Ms Jacques reported that nothing of consequence had 
arisen from the meeting. CCG colleagues had also been in attendance 
to discuss all of the work the system was doing to address demand 
pressures.  Revised trajectories for each of the targets existed and 
would be shared outwith the Board meeting. 
 
As the Chairman had already referred to; a busy two week period had 
taken place, in terms of spending time with staff on the Trust’s main 
sites.  Ms Jacques advised that she was significantly reassured that, 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

SJ 
(Dec 
2019) 
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(b) 
 
 
 
 
 
 
(c) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

despite all of the pressures, staff were very keen and engaged with 
the actions taken to try and improve matters and with some of the new 
innovative schemes and changes put in place over summer.  It was 
critical that the Board should continue to support staff as much as 
possible 
 
Care Quality Commission (CQC) Update 
Ms Jacques advised that the Trust had received a response to the 
issues raised with CQC as part of the factual accuracy check.  
Publication of the final report was expected early in the following week.  
It was expected that the outcome of the inspection would be very well 
received by staff and would give the organisation a lift. 
 
Board Assurance Framework (BAF) 
Ms Jacques invited Mr Edge to summarise the main updates to the 
BAF.  The purpose of the report was to set out, for the Trust Board, 
the overall level of assurance available for each of the Trust’s 16 
principal business objectives, based on the outcomes of assurance 
work completed since the last report..  Additionally to provide an 
analysis of the movement in risk scores over the last quarter and the 
resulting Red, Amber, Green (RAG) ratings for the strategic risks the 
Board managed through the BAF, along with a summary of key risks 
together with their mitigating actions. 
 
It was noted that eight out of 16 objectives were being managed in line 
with their target risk scores.  A further five objectives were being 
managed to the expected trajectory, resulting in 13 objectives in line 
with the risk management trajectory set by the Board. 
 
The three objectives which were off trajectory were as follows: 

1. Right Care, Right Place First Time (Score:16, Trajectory:9) 
2. Workforce: Right Capacity (Score:12, Trajectory:9) 
3. Financial Sustainability (Score:16, Trajectory:12) 

 
In summary, risk had increased, primarily, as a result of external forces 
rather than because of any weakening of control or loss of 
management grip.  Detailed action plans were in place for each 
objective.   
 
Mr Edge advised that, as previously discussed, it was planned to bring 
in an additional objective around sustainability; however, this was not 
yet included. 
 
Questions and comments were invited.   
 
The Chairman sought an update on that risk relating to the supply of 
poor quality medical equipment to children in the community. Mr 
Scanlon explained that the equipment was ordered by the Trust from 
an external supplier under contract to the Trust’s CCGs. Therefore the 
Trust was not able to directly manage the risk, but had continued to 
escalate issues and work with the CCG to improve the process.  A 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NS 
(Jan 

2020) 
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d) 
 
 
 
 
 
 
 
e) 
 
 
 
 
 
 

meeting of the Quality Assurance Committee was imminent and Mr 
Scanlon would be seeking a further update in that forum.     
 
The Chairman asked for an update in relation to the action on medical 
gases and pipework which had been previously addressed.  Ms 
McCree advised that audits were currently underway and, once 
complete would help to identify each piece of equipment that was due 
to be replaced.  Action plans would be produced following the audits. 
 
Quarterly Review Meeting  
Ms Jacques referred to the letter included within the pack for Board 
members information, providing a summary of the Quarterly Review 
meeting (QRM) held with NHS Improvement on 13 September 2019.   
The Trust continued to be categorised in Segment 2 of the Single 
Oversight Framework (SOF) and the achievement of the Trust in 
maintaining the position given the current challenging operating 
environment was noteworthy. 
 
Other Matters 
Ms Jacques shared a positive story to end her update; the new MRI 
scanner had been delivered to UHND, which had required significant 
logistical planning and management.  Ms Jacques commended the 
excellent work from all involved.  The Chairman agreed that it had 
been a huge achievement from the whole team.   
 
The Trust Board RECEIVED and NOTED the reports and briefings 
from the Chief Executive.  
 

Patient Safety & Quality 
 

 

171/20 Integrated Quality Assurance Committee (IQAC) Preface 
 
Mr Bretherick presented the IQAC preface, which provided an 
overview of the meeting which had been held on 26th November 2019.  
 
Mr Bretherick advised that the Committee had heard that there 
continued to be a level of risk relating to contamination of theatre sets 
arriving from the Sterile Services department.  Whilst few operations 
were now being cancelled, there remained a lack of faith in the 
process by Orthopaedic Surgeons resulting in all sets being checked 
on arrival, which therefore constrained the number of operations 
taking place.  All actions in the agreed action plan had taken place 
including the use of an ultrasonic washer; however, it was expected to 
take some further time before Orthopaedic staff regained confidence 
in the service.  
 
Other key items of business discussed at the meeting, were as follows; 

• Key updates from the Executive Patient Safety and Experience 
Committee; 

• Key updates from the Clinical Effectiveness Committee; 
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• A detailed review of the Surgery Care Group; 

• Workforce reports; 

• Perfect Ward reporting – the last teams using Quality Matters 
in Community Services were to migrate to perfect ward soon.  
Peer reviews were being carried out during November; 

• Update on Serious Incidents, Never Events and Infection 
Control – the Committee received assurance that all actions 
relating to the two never events occurring earlier in the year 
had been completed; 

• Tissue Viability Annual Report – the Committee noted the 
Trust’s continued strong performance, in comparative terms, 
with respect to the incidence of avoidable pressure ulcers; 

• The Committee received an update and reviewed the initial 
action plan for the ongoing Patient Experience Improvement 
Framework; 

• Compliance Assurance Framework – the framework now 
included accreditations, peer reviews and network standards.  
There were a number of areas being worked through to 
strengthen reporting into Committees and assurance 
processes, for completion within the next three months; 

• The Committee reviewed and endorsed the position in the BAF 
reported to the Board, for the objectives in its remit.  

 
Mr Bretherick thanked Mr Edge for the quick turnaround of the preface, 
given that the meeting had only taken place the previous day.   
 

172/20 
 
(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient Safety and Experience and Nursing Staffing 
 
Patient Safety & Patient Experience Report  
Mr Scanlon presented the key matters from his report which had been 
provided for the purpose of updating and assuring the Trust Board with 
regard to HCAI and serious incidents and patient experience 
measures. 
 
The following positive matters were noted: 

• The National Reporting and Learning System data showed an 
increase in the Trust’s reporting rate and in particular, in ‘no 
harm’ reporting.   

• Friends and Family Test response rates had increased to the 
highest level since July 2017. 

• Complaints rates had fallen slightly whilst benchmarking at 
neighbouring Trusts appeared to have increased. 

• Influenza was below baseline levels and flu preparations were 
in place.   

 
The key issues and actions highlighted in the report were as follows: 

• A third case of MRSA bacteraemia had been reported, against 
a threshold of 0 cases. 

• C.Diff rates were at threshold levels under the new definition. 
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b) 
 
 
 

• A number of serious incidents relating to misdiagnosis, 
breakdowns in communication, falls, pressure ulcers, 
inappropriate discharge or disposition, medication error and 
maternity incidents. 

 
Questions and comments were invited. 
 
The Chairman wished to put on record that, in respect of the point he 
raised at the previous Board meeting, in relation to the presentation of 
incidents, he had not intended that the Trust should be anything other 
than open and transparent, rather that it was important to put the 
number of incidents into context.    
 
Mr Bretherick shared his view that the Trust already was significantly 
transparent in presenting incidents and the number of incidents which 
occurred was very small as a proportion of care contacts.   Serious 
incidents were reported as they occurred; assurance on the learning 
and action taken in respect of each incident, and lower levels incidents 
generally, was routinely sought by the Integrated Quality and 
Assurance Committee.    
 
In respect of incident number 2019/19803, which related to a patient 
admitted following a fall at home, who sustained grade 4 pressure 
damage to the nose from placement of the ventilator mask, the 
Chairman asked whether the mask had been checked by staff 
periodically.  Mr Scanlon advised that the incident had been a very 
unusual one and he personally, had never seen a pressure ulcer 
related to this before; however, there was clearly a need to learn from 
the incident.  In order to provide some context, Mr Scanlon advised 
that the Trust had experienced 0.01% pressure ulcers last year 
compared with a 5% benchmark nationally.  He commended staff for 
the vanishingly low level of pressure ulcers seen. 
 
Mr Scanlon advised that it was imperative for the Patient Safety and 
Experience report to be open and transparent and to provide 
assurance about the actions being taken in response to incidents.    
 
Mr Bretherick commented on an interesting discussion which had 
taken place at the IQAC meeting on hand hygiene and the observation 
that compliance was often lower in the medical, rather than nursing, 
profession.  Mr Scanlon advised that there were a number of actions 
in place to address the issue, including the positive role modelling of 
consultants and addressing incidences of non-compliance 
individually.  Mr Cundall agreed that role modelling was incredibly 
important and there were various mechanisms to change and address 
issues within the small minority. 
 
Nursing and Midwifery Ward Staffing Report 
Mr Scanlon advised that, whilst the report had appeared as a separate 
agenda item, the dataset was included in the Integrated Performance 
Report and had been significantly reduced in size at the request of 
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Board members.  The item would be discussed in more detail under 
that item. 
 
The Trust Board RECEIVED and NOTED the reports from the 
Executive Director of Nursing. 
 

173/20 
 
 
 
 
 
 
 
 
 

Medical Management and Mortality  
 
Mr Cundall introduced the report, which was for the purpose of 
providing the Board with the Learning from Deaths dashboard and the 
Guardian of Safe Working Report.   
 
Mr Dabner was in attendance to present the Guardian of Safe Working 
Report.  Mr Dabner advised that he would shortly be retiring from the 
role and a succession plan was in place.  Mr Dabner apologised for 
the late submission of the Board report, which set out the results from 
both quarter one and quarter two, due to a prolonged period of 
absence following a shoulder injury. 
 
It was noted that exception reporting rates had increased slightly, and 
the increase was especially noticeable following the change of doctor 
rotations in August.  Mr Dabner felt that this was reflective of the 
significant efforts of the Education and rota teams working with the 
junior doctors as well as increased confidence in junior doctors with 
the 2016 contract.   
 
Mr Dabner advised that he had attended the regional Guardian 
meeting in the previous week and the Trust was not an outlier in terms 
of issues compared with others in the region.  There were some issues 
remaining in respect of the implementation of the new rules in force 
following the revision of the 2016 contract, notably due to the 
maximum of 1:3 weekend working, breaks particularly on night shifts 
and required rest periods for non-resident on-call rotas. 
 
Questions and comments were invited. 
 
Ms Jacques asked whether dialogue was underway with clinical teams 
in respect of the 2016 contract revision issues outlined.   Mr Dabner 
advised that discussions were underway.  It was believed that doctors 
were having breaks, albeit not necessarily to the letter of the contract.  
Mr Cundall advised that the Medical Education team were linking with 
Care Groups to work through the impact of the new rules.  There were 
currently three rotas which were not compliant; however, there were 
plans in place to mitigate the risks.  Ms Jacques asked that a detailed 
report on the contract revision and its implementation be brought to 
the Board at a future date, given that it represented a fundamental 
change to working practices.   
 
Mr Cundall added that there were plans to have a medical wellbeing 
champion in place to support the changes. The changes required 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JC 
(Feb 
2020) 
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would impact significantly and investment in workforce would be 
required to comply with working a maximum one in three weekends. 
 
Noting that the majority of exceptions raised had been within General 
Surgery at DMH, Ms Smith asked whether there was an issue in 
relation to culture within Surgery and if there was any opportunity for 
correlation with the Theatre Matters work which was ongoing.  Mr 
Dabner advised that the culture within Medicine was very different to 
that in Surgery and there was a feeling that doctors working within 
Medicine were less likely to report exceptions.  Ms Jacques stated that 
it was important for all staff to be able to speak up and if there were 
areas or pockets of staff who felt less able to report exceptions, it was 
an issue for the Trust to address.     
 
Mr Crosland was concerned to note that culture had been mentioned 
twice in the report and was linked with staff not speaking up and 
reliance on staff to cover extra shifts.   Speaking from personal 
experience as an Anaesthetist working with Surgeons, Mr Dabner 
observed that it was often difficult for junior trainees to raise issues 
with educational supervisors.  Ms Smith advised that Theatre Matters 
was an excellent vehicle to use in that respect.    
 
Mr Gerry asked whether there was any further, informal, feedback to 
support the numbers in terms of approach, given that the majority of 
reports were from the same area.  Mr Cundall advised that those 
reporting were F1s, who were generic trainees rotating through 
Surgery rather than Surgical specialty trainees. 
 
In response to a question on hours worked by trainees, Mr Cundall 
added that, due to Circular Wave, the Trust was able to review how 
many hours trainees were working within the Trust; however, trainees 
were not contractually obliged to inform the Trust if they were working 
additional shifts outside of the Trust as well. 
 
Discussion turned to finding space on the main sites for a Junior 
Doctors’ mess.  Mr Scanlon reminded colleagues that all staff affected 
by working overnight should be considered, rather than paying 
particular consideration to only Junior Doctors.  Ms Smith added that, 
as an organisation it had been agreed that the Trust would approach 
the issue with parity across all staff groups. A solution had been 
identified and was being implemented.  
 
The Chairman thanked Mr Dabner and Mr Cundall for the report and 
for all of his work carried out in the role.  Mr Dabner thanked the Board 
for the support provided to him.    
 
Mr Cundall advised that there had been some turnover in Mortality 
Reviewers, which meant that the number of reviews had been higher 
in the period.  It was pleasing that there were a large number of people 
willing to take on the role, which was seen as very positive across the 
Trust.   
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In respect of SHMI data, Mr Cundall advised that the Trust was just 
below outlier status; reasons for this had previously been discussed 
at Board meetings and related to Acute Kidney Injury (AKI) and 
readmissions; of 479 deaths of patients with a predicted mortality of 
less than 10%, Mr Cundall explained that 201 patients had had a 
length of stay of 0 days.  Of those, a significant proportion had 
malignancy on their death certificate.  If the coding was improved, in 
terms of medical staff completing documents correctly, and the AKI 
rate was improved, the overall mortality figures would reduce 
significantly.  Mr Cundall explained that the coding issue reflected an 
unexpected consequence of the Trust’s block contract.  There was 
less push from Finance and Operations on the clinical body to have 
accurate coding and the message needed to be communicated that 
coding remained important for other reasons.    
 
Trust Board Members NOTED the contents of the Medical Director’s 
Reports. 
 

Compliance and Performance Management 
 

 

174/20 
 
a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Integrated Quality and Performance Report 
 
Integrated Quality and Performance 
Ms Langrick introduced the Integrated Quality and Performance 
Report, which was for the purpose of informing the Board of 
performance across key indicators mainly covering the month of 
October 2019.  A supplementary performance report, providing detail 
and assurances regarding the winter plan that had been developed for 
2019/20 was also included. 
 
It was noted that the commentary focussed on areas showing special 
cause variation and/or those areas at risk of not achieving the target 
or standard.  Work continued to develop Statistical Process Control 
(SPC) charts, where appropriate, for other indicators, as well as other 
local standards and targets. 
 
Mr Scanlon highlighted that the presentation of the safe staffing 
section of the report had been updated as requested by Board 
members in the previous meeting. 
 
In respect of constitutional standards, it was noted the Trust continued 
to achieve the waiting times standard for Diagnostics, although there 
continued to be challenges with Endoscopy, which would impact in the 
following month.  All other access standards were falling below target 
and work was underway to revise recovery and performance 
trajectories which would be submitted to a future Board meeting and 
to NHSI/E.  There remained significant focus on ED performance, RTT 
and Cancer standards. 
In relation to Finance, the Trust remained ahead of the NHSI Finance 
Plan. 
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The main areas of risk, for which spotlight reports were provided were: 

• A&E 4 hour standard 

• RTT and Patient Waiting List 

• Cancer, particularly two-week wait and breast symptomatic 

• HSMR and SHMI 
 
Ms Langrick provided Board members with background information in 
relation to the report; on 4th November 2019, A&E performance across 
the country was at the worst recorded position, since the 4-Hour target 
was introduced.  Every Trust and every region had been affected and 
on that particular occasion, CDDFT’s performance was at the lower 
end of the scale in comparison with other Trusts regionally.  Pressure 
had continued consistently each day since that point.   
 
Ms Langrick explained that, since that point, the Trust had put 
numerous actions into place; brought forward elements of the winter 
plan; took forward some of the actions from the summit action plan, 
and continued with open escalation beds.  Bringing forward the plan 
to open additional beds for the winter period was under review; 
however, there was an issue in terms of how the beds could be staffed 
appropriately.  Notwithstanding that issue, it was anticipated that an 
additional 14 beds could be opened by the end of the current week.  
In addition, a further seven beds at Chester-le-Street Hospital could 
potentially be opened.    
 
It was clear to Board members that the pressures faced were a feature 
of the increased demand in A&E; however, emergency admissions 
were also a factor.  Ms Langrick advised that staff were managing 
exceptionally well under the circumstances which she felt was 
important to recognise. 
 
Ms Woolley-Brown joined the meeting at this juncture.   
 
Ms Langrick explained that performance in other areas was holding 
up well under the circumstances.  In respect of A&E, the Trust would 
continue with the actions to mitigate the position.   
 
Questions and comments were invited. 
 
The Chairman asked whether it had been CDDFT’s performance that 
had led to the deterioration in the regional position.  Ms Jacques 
confirmed that all Trusts were experiencing a significantly worse 
position, across the region and nationally.  The Chairman then asked 
whether the ongoing counting issue could potentially improve the 
position, if it was recognised.  Ms Jacques advised that the Trust 
received some credit from regulators in terms of how the activity was 
assessed; however, this was not gaining national purchase.  Ms 
Jacques suspected that there was an appetite nationally to review 
those Trusts trialling new ways of counting before any decisions would 
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b) 
 
 
 
 
 
 

be taken. The Trust therefore continued to report the numbers in both 
ways and did receive credit for additional elements of performance 
and needed to continue to do so.   
 
Mr Gerry sought further information on the plan to submit a revised 
trajectory, referred to in the report.  Ms Langrick advised that the Trust 
had been asked in September 2019 to look at the expected position 
for both November 2019 and January 2020 and had subsequently 
been requested the previous week to submit a revised trajectory for 
all areas.  The trajectory had been submitted but no feedback had 
been received yet.  A meeting was scheduled with the Trust’s 
Relationship Manager the following week and subsequently the 
trajectory would be fed into the performance report.  The trajectory 
was based on 85% performance against the A&E 4-Hour target for the 
end of March. 
 
The Chairman asked for further information in respect of the 
Endoscopy challenges referred to in the report.  Ms Langrick advised 
that the issues were being worked on and the team were reviewing 
alternative outsourcing arrangements. 
 
Mr Scanlon took Board members through the pages of the report 
concerned with Nurse Staffing.   
 
Ms Jacques highlighted the decision to keep the bank rate static for 
the present; however, additional resource had been commissioned to 
review the rates and outline a plan to implement changes, should the 
Executive take such a decision.  Mr Scanlon advised that an in-depth 
discussion on the subject had taken place at the Finance Committee.   
 
In respect of Finance, Mr Brown advised that the report included the 
metrics for September 2019; however, the commentary needed to be 
updated.  The headline position was a £6,089k deficit, which was 
£157k ahead of its planned Month 7 deficit of £6,246k.  The Cost 
Improvement Programme as at Month 7 had delivered £7,203k of 
savings, which was £941k behind the planned level of £8,154k.  
 
Winter Plan  
In relation to the supplementary winter plan assurance report, which 
was included within Board packs, Ms Langrick advised colleagues that 
the process followed had been significantly robust and gave credit to 
the leadership of the Director of Performance, Ms Nichola Kenny.  Ms 
Langrick explained that the plan itself was similar to that of previous 
years; she drew attention to pages three and four of the report which 
highlighted bed availability issues.  The view across England was that 
the solution to managing during such difficult times rested within bed 
capacity and thus the analysis was set out in the report in terms of the 
required capacity and the ability of the Trust to service it.  The most 
significant issue appeared to be at Darlington which was a shift from 
the previous position.  The position and impact in relation to influenza 
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was currently unknown, and a surge had been experienced early in 
November.   
 
As drawn out in the report, the Trust was entering winter with a low 
performance base for A&E and was also still in recovery for its RTT 
position, which could be delayed further if resources were diverted to 
support flow and patient safety.  It was also noted that the plan 
assumed a level of recruitment and bank and agency uptake to 
support the increased capacity that was planned. 
  
Ms Langrick advised Board members that, as outlined in paragraph c 
of the report, the financial resources available were significantly 
increased compared to previous years, which was largely a result of 
relationships and partnership working.  The funding would enable the 
Trust to offset costs and enabled more resilience. 
 
Mr Gerry asked where the funding for winter costs had come from.  Ms 
Jacques explained that local authorities had a fund available to them 
which could be deployed in a number of ways.  The system had 
developed a better collective understanding of the drivers of winter 
pressures and the requirements to address them.     
 
Comments and questions on the winter plan assurances report were 
invited. 
 
Noting that the plan revolved around the ability of the Trust to open 
more beds, Ms Flynn asked how confident Executive Directors were 
that the beds could be staffed.  
 
Ms Langrick invited Ms Smith, Mr Scanlon and Mr Cundall to answer 
Ms Flynn’s question in relation to their respective areas of expertise. 
 
Mr Cundall advised that the IMS Care Group was able, in the main, to 
provide the required level of consultants; however, it was essential 
that there was sufficient capacity to deal with the extra beds to be 
opened for escalation and resilience and therefore the option of 
employing locums was being explored.  As all other Trusts in the 
region were also trying to employ locums, there was no easy solution.  
Ms Jacques added that medical capacity had been increased in the 
past year; however there was still a need to utilise locum and agency 
staff and the team were indicating that some of that might be available.  
There was a need to ensure that progress continued to be made with 
the Acute Intervention Team and other initiatives. The Trust needed 
to determine what elements of workforce planning it would push ahead 
with whilst keeping focus on the present. 
 
Mr Bretherick commented on the apparent fundamental recasting of 
the strategic plan; a switch from reducing bed capacity to increasing 
bed capacity.  Ms Jacques advised that the plan was being evolved to 
ensure the Trust was able to serve patients effectively.  Mr Bretherick 
confirmed his support of the evolved plan.  Ms Jacques advised that 
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some challenge was expected; in line with the Carter review and 
ongoing work of ICS. The Trust’s local commissioners were supportive 
of the plan.  Ms Jacques advised that nationally, hospitals were being 
asked for the first time in a long time to put more beds in. 
 
Mr Scanlon advised that there had been no change to the overall bed 
capacity or staffing; the arrangements already in place were simply 
being formalised.  He was therefore, relatively confident that the right 
staff could be attracted.  Ms Smith commented that, irrespective of 
winter pressures, the Trust would need to use temporary labour to flex 
staffing levels up and down because substantive recruitment would 
not provide what was need in a timely manner. 
 
Mr Scanlon advised that a business case for overseas recruitment of 
Nursing staff had been approved by IPAG.   
 
Mr Bretherick asked for an update on the Trust’s EU staff and how 
they were being impacted by Brexit.  Mr Scanlon confirmed that those 
staff continued to be supported in their roles in the Trust. Ms Jacques 
advised that the Executive had requested the presentation of an 
overall strategy for Nursing Recruitment so that it could be reviewed 
in order to determine the best course of action in terms of overseas 
recruitment.    
 
Picking up the question raised by Ms Flynn in relation to recruitment 
of additional staff for the winter period, the Chairman asked what 
action had been taken to date.  Ms Langrick advised that she had 
received confirmation that the 14 beds due to be opened in the 
following week were appropriately staffed; however, maintaining a 
sufficient level of resource would be a challenge for the Trust during 
the whole of the winter period.  A strategy would be presented to the 
Board in January in relation to the bed capacity plan.   
 
The Trust Board NOTED the contents of the Integrated Performance 
Report and AGREED the Winter Plan. 
 

175/20 Workforce Reports 
 
Ms Smith introduced the Workforce and OD Report, which was for the 
purpose of highlighting workforce activity across the Trust and to 
provide further detail behind the KPIs reported via the Integrated 
Operational Performance Report. 
 
Ms Smith highlighted the key issues; 

• Recruitment – success had been achieved in recruiting to 
areas identified as shortage occupations nationally. 

• Appraisal – at the end of quarter two, the appraisal completion 
rate for the Trust was 75%, which was a reduction compared 
with the 84% reported in the previous quarter.  Investigative 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ite
m

 3
 -

 D
ra

ft 
M

in
ut

es
 O

pe
n

T
B

 -
 2

7t
h 

N
ov

em
be

r 
20

19

Page 20 of 203



Draft Trust Board Minutes (Part 1: Open): 27 November 2019                                                   Page 19 of 25 

work to understand whether this was a timing issue around the 
transfer of data between systems was underway. 

• Core Essential Training – the overall compliance for quarter 
two stood at 89.7%.  Data Security and Protection was the area 
of lowest compliance.  This had been escalated formally 
through ECL.   

• Sickness – the Trust absence rate at the end of quarter two 
was above target at 5.31%.  The HR Management team 
continued to undertake detailed reviews of absence patterns 
and hotspots to ensure compliance with policy.  A report 
detailing the health and wellbeing offering for staff was being 
developed and would be presented to a future ECL / SCB 
meeting.   
 

Ms Smith advised that the Equality and Diversity System report was 
included for Board members information and had been approved by 
ECL that week; therefore, she did not propose to go through the report 
in detail.   
 
Mr Bretherick advised that he had raised a query at IQAC in respect 
of the disciplinary and grievance investigation tables on page 13 of the 
report.  He wished to understand whether the numbers included were 
the ongoing figures or new grievances and disciplinary in each month.  
Ms Smith confirmed that 13 investigations were continuing since the 
start of the year and the total number of grievances was nine, with 
eight initiated in quarter one and one initiated in quarter two.   
 
Ms Smith advised that the NHS Staff Survey closed on Friday 27th 
November 2019, the Trust had a target of 50% return rate and 
currently it was standing at 39% 
 
The Chairman asked whether any further action could be taken in 
respect of sickness absence.  Ms Smith advised that the Trust was 
already implementing numerous initiatives and additionally, had 
formally appointed an Occupational Health Consultant. The Trust was 
also out to advert for a Clinical Psychologist to work in the 
Occupational Health team.   
 
The Chairman commented that staff continued to advise him of a long 
period of time between interview and staff coming into post, asking 
whether it could be improved.  Mr Scanlon advised that 90% of all 
appointments were made within 30 days and the issue appeared to be 
in respect of candidates’ compliance with pre-employment checks, 
rather than the Trust’s processes and systems. 
The Chairman asked whether new staff could be allowed to 
commence work pending completion of their DBS check.  Ms Smith 
advised that, where DBS was a requirement for the staff role, there 
were very few exceptions.    
 
The Chairman commented on the workforce service report on page 
seven of the report, as the number appointed in a quarter was higher 
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than the number shortlisted.  Mr Gerry advised that he had intended 
to ask a similar question.  Ms Smith advised that the figures carried 
over from one quarter to another.  The Chairman asked whether it was 
feasible to rework the chart to demonstrate the position over time 
rather than by quarter.   
 
The Trust Board RECEIVED the Workforce and OD Report. 
 

 
 

MS 
(Feb 
2020) 

Other Business 
 

 

176/20 Communication and Engagement Update 
 
Ms Jacques advised that Ms Curry was unfortunately unable to attend 
the meeting; however, the report provided a detailed account of the 
activities of the Trust’s Communications team within the period. 
 
Ms Jacques drew Board members attention to the successful hospital 
open days held, which the Chairman had referred to in his opening 
comments.  The events had been extremely well received by the staff, 
Trust members and members of the public whom had attended them.  
Governors had been invited to have input into the events as well as 
attending, which had been particularly helpful.  The Chairman added 
that a late evening visit at Bishop Auckland Hospital was incorporated 
to accommodate people who were unable to attend during the day.    
 
Ms Jacques advised that an area of focus for the team was concerned 
with supporting managers with the monthly communications toolkit 
since May 2019.  This was taken through the monthly Senior Heads 
of Department and Managers meeting, with an emphasis on 
communication, enabling alignment across the Trust.   
 
It was noted that the report also included metrics and targets 
developed by the team, drawing on national research from the 
Government Communications Service.  It was proposed that in future 
reports, the Communications Team would amend the dashboards to 
reflect performance against the proposed targets and continue to 
develop how the Trust monitored, measured and evaluated its 
communications and engagement activity to provide assurance to the 
Board.  
 
Questions and comments were invited.   
Mr Forster-Jones shared a personal experience of asking people to 
stop smoking at the DMH entrance, as a result of which, he had 
received verbal abuse.  He asked whether the Trust was doing enough 
in this area.  Ms Jacques advised that the Trust was taking all possible 
measures in relation to stopping smoking on Trust sites.  As an NHS 
organisation, the Trust was not permitted to issue fines in the way that 
public places such as train stations could.  Mr Scanlon agreed with Ms 
Jacques that the refreshed policy and signage was as far as the Trust 
could go in relation to deterring smoking on site, at the present time.   
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Mr Brown suggested that further communications were initiated to 
remind staff of the telephone number to call to play a digital message 
where they did not feel comfortable to ask people to stop smoking 
directly. 
 
The Trust Board RECEIVED the Communications and Engagement 
update. 
 

177/20 
 
a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
b) 
 

Freedom to Speak Up 
 
Freedom to Speak Up Strategy 
Mr Edge introduced the report, which was for the purpose of 
requesting, subject to any required amendments, the Board’s approval 
for the updated Freedom to Speak Up (FTSU) Strategy, which built on 
the gap analysis completed with the Board in August 2019.  The 
remaining actions from that gap analysis (most having been 
completed), and the action plan for 2020/21 and 2021/22 were 
included.   
 
Mr Edge advised that the document had been reviewed by the 
Freedom to Speak Up Guardian (FTSUG) and by Staff Side 
representatives through the Joint Consultative Negotiating Committee 
and was fully supported.  The Staff Side Chair of the JCNC 
complimented the Trust on embracing the requirements fully, with a 
positive approach, commenting that he had observed that this was not 
always the case elsewhere in the region.    The Strategy had been 
developed to promote a consistent level of confidence, in Speaking 
Up, among staff.  Mr Edge explained that this was the key challenge 
which needed to be addressed. 
 
Mr Edge advised that the guidance from NHSI/E outlined that the gap 
analysis should be reviewed at the Board, identifying further actions 
needed to take.  The strategy itself updated the previous version; the 
vision was unchanged; a pledge had been included for the Board to 
agree and information on the team had been included.  Mr Tromans’ 
photograph was to be updated. 
 
Mr Edge advised that the key actions were around training people at 
all levels; the appraisal process; reinforcing behaviours and creating 
a virtuous circle of positive communication 
Freedom to Speak Up Guardian Update 
Ms Woolley-Brown introduced the report, the purpose of which was to 
provide an update on the work of the Freedom to Speak Up Guardian 
over the period and to report on national Freedom to Speak Up data. 
 
Ms Woolley-Brown highlighted the national data collection, explaining 
that the data for quarter one and quarter two had been received at the 
same time.   
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Ms Woolley-Brown advised of the cases ongoing within the Trust.  
There were 12 active cases, a number having the common theme of 
bullying and harassment.   
 
It was noted that two Freedom to Speak Up Champions were now in 
place and there were no plans to appoint any further champions at the 
present time.  An agreement had been drawn up with all parties, which 
included specific details of the work that would be taken on as part of 
the role.  In respect of Staff Support Officers, who were already in 
place across the Trust, Ms Woolley-Brown advised that, following the 
exploratory work, it had been determined that these officers would 
remain as they currently were.  Ms Woolley-Brown would provide 
some training to them in signposting to the Guardian and champions. 
 
Ms Woolley-Brown advised that a Freedom to Speak Up month had 
been held in October 2019, with communications around the role and 
its purpose across the Trust.  Additionally, Ms Woolley-Brown had 
attended a GMC meeting to speak about freedom to speak up and 
had personally met with the parliamentary health services 
ombudsman. 
 
Questions and comments were invited. 
 
Mr Gerry asked Ms Woolley-Brown how well she perceived the 
message to be getting across to staff in terms of awareness of the 
strategy and arrangements.  Ms Woolley-Brown advised that the level 
of awareness appeared good and she was now finding that individuals 
who had been through the system, were recommending other people 
to contact her.  It was a fairly slow process in Ms Woolley-Brown’s 
view, but staff were definitely on board. 
 
Ms Smith felt that it should be reinforced to staff that the FTSUG was 
the last line of defence and the efforts and energy should rest in trying 
to ensure line managers were the first point of contact.  This would be 
taken forward through the ongoing culture and engagement work. 
 
Dr Scothon joined the meeting at this juncture.   
 
The Trust Board RECEIVED the updates on Freedom to Speak Up 
and APPROVED the updated Freedom to Speak Up Strategy. 
 

178/20 Board Development Programme 
 
Mr Edge advised that the Board Development Programme had been 
updated to include the full detail required, and was included for Board 
members’ approval.  The purpose of the report was to update the 
Board on the plans for the remaining development sessions for 
2019/20.   
 
The Trust Board RECEIVED the Board Development Programme. 
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179/20 Register of Sealings 
 
Mr Edge presented the report, which was for the purpose of updating 
the Trust Board as to the entries made in the Register of Sealings 
during the period 1st July to 30th September 2019. 
 
The Trust Board RECEIVED and NOTED the entries made in the 
Register of Sealings for the period. 
 

 

180/20 Non-Executive Directors’ Training Register 
 
Mr Edge presented the report, the purpose of which was to update the 
Trust Board on the training and development activities undertaken by 
Non-Executive Directors for the period.   
 
Board members were asked to note the information provided and 
advise whether any further training or development had been carried 
out which required capturing within the report.   
 
The Trust Board RECEIVED and NOTED the NED Training Register. 
 

 

181/20 Committee Terms of References and Work Plans 
 
Mr Edge presented the report, the purpose of which was to enable the 
Board to review the Terms of Reference (ToR) for all of its Committees 
and sub-committees, to identify any gaps or omissions with respect to 
decision-making or assurance and/or any areas of overlap and 
duplication.   
 
Mr Edge highlighted the key issues and actions.  The Finance 
Committee had agreed some recent updates to its remit based on 
Internal Audit recommendations, which were highlighted in the report.  
Additionally, the Terms of Reference for IQAC had been updated to 
reflect the change to ways of working agreed as a result of the 
Committee’s effectiveness self-assessment, particularly to the 
meeting attendees, which was also highlighted in the report. It was 
noted that a further, minor amendment had been made at the IQAC 
meeting that previous day, which was not reflected in the version 
presented.   Finally, the protocol to manage conflicts of interest for 
those representing subsidiary companies had been expanded to 
include new wording recognising when a matter arose requiring them 
to consult with the subsidiary company’s Board.  
 
Comments and questions were invited. 
 
In respect of the changes to the IQAC TORs, relating to attendance of 
Trust officers, the Chairman asked whether it was possible that there 
would be an instance where the Medical Director would never attend 
the Committee meetings in a year.  Mr Edge advised that technically, 
it was a possibility, but there were arrangements in place that would 
mean such an issue would not occur.    
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Ms Jacques advised that the change in relation to the conflicts of 
interest protocol was being discussed further with the SCL Board in 
terms of how it might impact SCL.  
 
In relation to the Nominations and Remuneration Committee, the 
Chairman noted that, under paragraph 5.2 there was a requirement 
for Committee members to send deputies where they were unable to 
attend.  As the Committee was made up of Non-Executive Directors, 
who did not have deputies, this would not be possible.  Mr Edge 
agreed to remove the paragraph.    
 
In respect of the conflicts of interest protocol, the Chairman asked 
whether the declaration was read out at the start of the Finance 
Committee meetings. Mr Edge confirmed that was the case and 
advised that there had been occasions where Mr Forster-Jones had 
given over Chairmanship to Mr Gerry where an item required it. 
 
Mr Bretherick noted the references on page 14 of the report to CEC 
and EPSEC.  He understood that those were subcommittees of the 
Executive rather than IQAC.  Mr Edge agreed to change the wording 
to provide clarity. 
 
The Trust Board AGREED the Committee Terms of Reference and 
Work Plans, subject to the minor amendments noted. 
 

 
 
 
 
 
 
 
 

WE 
(Dec 
2019) 

182/20 Policy for Policies 
 
Mr Edge presented the paper, the purpose of which was to seek the 
Board’s approval for the updated Policy for Policies appended.  Mr 
Edge explained that the process had not changed; however, the roles 
of the Executive Patient Safety and Experience Committee (EPSEC) 
and Clinical Effectiveness Committee (CEC) had been reflected as 
appropriate and the forms to request the necessary assurances for a 
new or updated policy had been simplified, with links now included.  
The policy was due for approval on a three year cycle by the Board.   
 
The Trust Board AGREED the updated Policy for Policies. 
 

 

183/20 Other Business 
 
The Chairman provided the opportunity for other items of business to 
be raised.  No other items of business were raised. 
 
The Chairman provided the opportunity for the member of the public 
to ask any questions.  No questions were asked.   

 
 
 

 

184/20 Motion to Exclude Press & Public 
 
The Chairman moved the following motion. 
 

 

Ite
m

 3
 -

 D
ra

ft 
M

in
ut

es
 O

pe
n

T
B

 -
 2

7t
h 

N
ov

em
be

r 
20

19

Page 26 of 203



Draft Trust Board Minutes (Part 1: Open): 27 November 2019                                                   Page 25 of 25 

“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. 
 

185/20 Close and Announcement of Next Public Meeting 
 
There being no further business, the Chairman announced the date of 
the next meeting, as noted below and declared the meeting closed at 
13:30hrs. 
 
Open Trust Board Meeting 
Date: Wednesday 26th February 2020 
Time: 09:00hrs 
Venue: Executive Boardroom, Darlington Memorial Hospital 
 

 

 
 
 
 
 
Chair – Prof Paul Keane OBE  ……………………………. 
 
Date:  …………………………………………………..  2020 
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TRUST BOARD ACTIONS AT 27 November 2019 (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)  31/07/19 78/20 Bring supporting action plans for Medical Matters to the Board in Autumn 2019 Nov 2019 
Complete – to 
be closed 

JC 

2)  31/07/19 82/20 Bring updated Freedom to Speak Up Strategy and Action Plan to the Board  Nov 2019 
Complete – to 
be closed 

WE 

3)  25/09/19 126/20 
Present the Children and Young People and Emergency Department survey results 
to the Trust Board 

Nov 2019 
Complete – to 
be closed 

NS 

4)  25/09/19 131/20(b) 
Review readmissions where a death had occurred where care was poor or very poor 
in relation to the Mortality Report 

Nov 2019 
Complete – to 
be closed 

JC 

5)  25/09/19 133/20 
Circulate a short video showcasing the newly refurbished UHND Bereavement 
Centre 

Nov 2019 
Complete – to 
be closed 

NS 

6)  25/09/19 130/20 
Provide a summary of consequences of actions in respect of patient incidences in 
the IQAC preface 

Feb 2020  JF 

7)  27/11/19 169/20 
Circulate the IMPs projects overview spreadsheet and progress reports to Board 
members, outwith the Board meeting 

Dec 2019  CL 

8)  27/11/19 170/20(a) 
Circulate revised trajectories for ED targets to Board members, outwith the Board 
meeting 

Dec 2019  SJ 

9)  27/11/19 170/20(c) 
Seek a further update from the Quality Assurance Committee on the quality issues 
with regard to medical equipment to children in the Community 

Jan 2020  NS 
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No. Meeting Item Action Point Timescale Status Lead 

10)  27/11/19 173/20 
Bring a detailed report on the 2016 junior doctors contract revision and its 
implementation to the Board  

Feb 2020  JC 

11)  27/11/19 175/20 
Rework the chart on the workforce service report to demonstrate the position over 
time rather than by quarter 

Feb 2020  MS 

12)  27/11/19 181/20 
Remove paragraph 5.2 in relation to deputies’ attendance of Nominations and 
Remunerations Committee 

Dec 2019  WE 
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Item 5  – National Maternity Patient experience survey 2019  – Public Board – 26/02/20 1 

Trust Board – February 26th,  2020 

Patients surveys –  

National Maternity Survey  

Open Session x Private & Confidential Session  

Author Jason Cram, Assoc. Director of Nursing, Noel Scanlon, Exec. Director of Nursing 

Reason 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: 
 

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 appraise the board of the outcomes, findings and response to the National Maternity 
Survey 2019. 

Positive 
performance / 
developments 
within this report   

Positive matters  Page 

Overall the results for CDDFT are extremely positive for all 19 indicators 
CDDFT is rated about the same or better than other organisations  
Overall the results of the survey demonstrate that women received a good 
service from maternity services within the Trust receiving relevant information 
to support them pre and post natally, attended to by skilled and professional 
workforce that promotes confidence in the care they received.   
There were 2 indicators that were better:-  
• Having confidence and trust in the staff caring for them during labour  
• Receiving the information that they needed after birth.  

Appx. Slides, 
& full report 

Key issues and 
actions within this 
report  

Issue and actions Page 

Whilst within normal perimetres the survey would suggest that there are 
areas for improvement in relation to  
• Discharge from hospital being delayed  
• Partner involved care being able to stay with them as much as they   
             wanted. 

Appx.  
& full report  

The results have been shared with the care group on 7/2/20 with the 

intention to analyse the data and look performance at the lower centile of the 

performance to identify potential areas for improvement. 

The report is going to Feb 20 EPSEC  

Appx, full 
report   

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           
Mental Health Act / Mental Capacity Act                           

Significant risks 
identified (if any) 

• We have shared the information at with the care group.  

• There are no obvious gaps in service delivery however, the care group are reviewing the 
results and developing a plan to address any areas for improvement where scores sit in 
the lower centile.  

• Action plans will then be monitored at EPSEC and IQAC   

Action / decision 
required from the 
Board 

Board is asked to note the findings and raise any areas of concern or seek further clarity 
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National Patent survey 
programme:  
 

Maternity Survey 2019   
 
 
 
 
 
Jason Cram  

Associate Director of Nursing 

Noel Scanlon 

Executive Director of Nursing  
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Background  

The national surveys are used to find out about the experiences of people who 
receive care and treatment from NHS services. During the summer of 2019, a 
questionnaire was sent to all women who gave birth in Febuary 2019.   

Responses were received from 135 patients who accessed services at the Trust.  

Results 

The survey looks at three aspects of the woman’s experience  
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Summary 
 
Of the 19 indicators, all were about the same as or better than other organisations 
across the NHS for woman accessing the services at County Durham & Darlington 
Foundation Trust.   
 
Whilst within normal parameters, the survey would suggest that there are areas for 
improvement in relation to:-  
 

• Discharge from hospital being delayed  

• Partner involved in care being able to stay with them as much as they wanted.  
 
There were 2 indicators that were rated as better than other Trusts which provides 
significant assurance of the services:-  
 

• Having confidence and trust in the staff caring for them during labour  

• Receiving the information that they needed after birth.  
 
 
Overall the results of the survey demonstrates that women receive a good 
experience from maternity services within the Trust, that they received relevant 
information to support them throughtout their eisode of care, and they were attended 
to by a skilled and professional workforce that promotes confidence in the care they 
received.   
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NHS Patient Survey Programme Full Survey Results 
Survey of women’s experiences of maternity services 2019 

This document provides results from the 2019 Maternity Survey for your trust. It presents the 

percentage and number of women who gave a particular response to each survey question. 

It can be used to understand your detailed survey results.  

 

Please note that the information contained in this document is provided for your 

information only and is not published by CQC. 

 

About this data 

Please note that the data in these tables are unweighted. This means that the survey 

responses have not been standardised by age and parity. The scored data contained in your 

benchmark report and published on CQC’s website have been standardised in this way, to 

allow for fairer comparisons between trusts. For more information on standardisation and the 

reasons for it, please see your benchmark report or the technical document. 

 

Interpreting the tables 

The tables in this document present, for your trust, the percentage and number of 

respondents who gave a specific response to each question, as well as the total number of 

specific responses. In addition, where appropriate, the tables display the number of missing, 

not applicable, and non-specific responses for each question: 

• The number of ‘missing responses’ is the number of respondents who did not answer the 
question, but were eligible to do so. 

• The number of ‘not applicable’ is the number of respondents who were not eligible to 
answer the question given their response to a previous question. 

• ‘Non-specific’ responses are those that do not evaluate the trust’s performance – for 
example ‘Don’t know / can’t remember’ – and therefore do not contribute to trust 
benchmark scores. Where applicable, the number of respondents who selected each 
non-specific response is presented. 

 

PLEASE NOTE: The data include all respondents for your trust – the data do not exclude 

those women that the attribution exercise suggested did not receive antenatal or postnatal 

care at your trust. This means that if your trust completed the attribution exercise, the 

response totals in this report will not match the response totals for questions featured in the 

antenatal or postnatal benchmark reports your trust received. 

This is to allow your trust to see all responses received for this survey from women included 

in your trust’s sample. Data for these sections should be treated with caution as it may 

include women who did not receive ante- or postnatal care from your trust. 
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Numbers of respondents 

When the question base for an individual trust contains fewer than 30 respondents, the 

results for that question are not shown. This is to protect respondent anonymity and because 

the number of respondents is too small for the result to be reliable. Such suppressions are 

indicated by a ‘0’ and a ‘cleaned responses (<30)’ label in the tables.  

 

Filtered questions 

This year’s questionnaire contained a number of ‘routing questions’, which instructed 

respondents to skip certain questions or sections that did not apply to them. An example of a 

routing question is C8, “What type of birth did you have?”. Those that reported a caesarean 

delivery at C8 were instructed to skip questions C9 and C10 as these questions were not 

relevant to them. Questions C9 and C10, which were not answered by all respondents are, 

in turn, referred to as ‘filtered questions’.  

If a respondent answers a routing question in a manner which indicates that the subsequent 

questions should not have been answered – for example, if a respondent answered that they 

had a caesarean delivery at C8 and then answered C9 and C10 – their answers are 

removed from the results for C9 and C10. Where a routing question is not answered (left 

blank) but subsequent questions are answered – for example, if a respondent left C8 blank 

and then answered C9 and/or C10 – their answers for those questions are included in the 

results.  

For further information please see the data cleaning guidance produced by the Survey 

Coordination Centre for Existing Methods. 

 

‘Cross all that apply’ questions 

This year’s questionnaire included six questions with an instruction to ‘cross all that apply’ 

(B4, C3, C5, C15, D7, and G5). For these questions, we have presented percentages for 

each option out of all those eligible to answer that question. Because some respondents 

may have ticked more than one category, summed percentages may exceed 100%. 

 

Response rates 

The adjusted response rate is the percentage of respondents returning a useable 

questionnaire based upon the adjusted base. The adjusted base is calculated by subtracting 

the number of questionnaires returned as undeliverable or if the woman/baby had died, from 

the total number of questionnaires sent out. The adjusted response rate is then calculated by 

dividing the number of returned useable questionnaires by the adjusted base. 

 

Other outputs available 

Trust: Benchmark reports are available for each trust. These reports show how the trust 

scored for each evaluative question in the survey, compared with the results from all other 

trusts that took part in the survey. All trusts will receive a benchmark report for the labour 
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and birth section of the questionnaire and these will be published in the organisation search 

tool on the CQC website (please see the ‘Further information’ section for the link).  

When answering questions in the survey about labour and birth, we can be confident that in 

all cases women were referring to the trust from which they were sampled from, and so the 

data for each trust can be fairly compared against data from all other trusts. 

To cover the entire maternity pathway, the survey also asked women about their 

experiences of antenatal and postnatal care. However, some women may not have received 

their antenatal and postnatal care from the same trust at which they gave birth. This may be 

due to any of several reasons: for example, moving home or having to travel for specialist 

care. Because of this, we asked trusts to complete an additional exercise to identify which of 

the women in their sample were likely to have also received their antenatal and postnatal 

care from the trust. The aim of collecting this information was to improve the accuracy with 

which survey responses are attributed to a care provider, which allows trusts to gain better 

insight into their services.  

The majority of trusts that took part in the survey completed this attribution exercise for both 

antenatal and postnatal care (118 of 126). Each of those trusts will receive an antenatal and 

postnatal benchmark report (if respondent numbers are sufficient), in addition to the labour 

and birth benchmark report. 

England: Upon publication of the survey, we will publish benchmarked results for all trusts, 

and a set of tables that will display the England-level (percentage) results for the 2019 

survey for all questions, compared with the results for the 2013-2018 survey where possible. 

We will also publish a statistical release that will highlight key national findings. 

 

Further information 

The full England-level results for the 2019 survey will be published on the CQC website, 

together with an A to Z list to view the results for each trust’s labour and birth questions, and 

a technical document outlining the survey methodology and the scoring applied to each 

question: 

www.cqc.org.uk/maternitysurvey 

The results for the 2007, 2010, 2013, 2015, 2017 and 2018 maternity surveys and full details 

of the methodology for the survey can be found on the NHS surveys website at:  

https://nhssurveys.org/surveys/survey/04-maternity/  

More information on the programme of NHS patient surveys is available at: 

http://www.cqc.org.uk/surveys.  
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Response rate 

Adjusted response rate 

 % 

Numb

er 

County Durham 

and Darlington 

NHS Foundation 

Trust 

Responded 39 135 

Did not respond 

(including opt-

outs and 

ineligibles) 

61 213 

Eligible cases 100 348 

Excluded 

(undelivered or 

deceased) 

0 2 

 

Dates and your baby 

 

A1: Did you give birth to a single baby, twins or 

more in your most recent pregnancy? 

 % Number 

A single baby 98.51 132 

Twins 1.49 2 

Triplets, quads or more .00 0 

Total specific responses 100.00 134 

Missing responses .00 1 

Answered by all. 

 

A2: Roughly how many weeks pregnant were you 

when your baby was born? 

 % Number 

Before I was 37 weeks 

pregnant 

7.58 10 

When I was 37 - 39 weeks 

pregnant 

54.55 72 

When I was 40 or more 

weeks pregnant 

37.88 50 

Total specific responses 100.00 132 

Missing responses .00 3 

Answered by all. 

 

Care while you were pregnant 

(antenatal care) 

 

B1: Who was the first health professional you saw 

when you thought you were pregnant? 

 % Number 

GP / family doctor 41.79 56 

Midwife 50.75 68 

Other 7.46 10 

Total specific responses 100.00 134 

Missing responses .00 1 

Answered by all. 
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B2: Roughly how many weeks pregnant were 

you when you first saw this health professional 

about your pregnancy care? 

 % No. 

When I was 0 to 6 weeks 

pregnant 

47.76 64 

When I was 7 to 12 weeks 

pregnant 

47.01 63 

When I was 13 or more 

weeks pregnant 

5.22 7 

Total specific responses 100.00 134 

Don’t know / can’t remember .00 0 

Missing responses .00 1 

Answered by all. 

B3: Roughly how many weeks pregnant were 

you when you had your ‘booking’ appointment 

(the appointment where you were given access 

to your pregnancy notes)? 

 % 

Numbe

r 

When I was 0 to 10 weeks 

pregnant 

65.60 82 

When I was 11 to 12 weeks 

pregnant 

20.80 26 

When I was more than 12 

weeks pregnant 

13.60 17 

Total specific responses 100.00 125 

Don’t know / can’t remember .00 6 

Missing responses .00 4 

Answered by all. 

 

B4: Were you offered any of the following choices 

about where to have your baby? 

 % Number 

A choice of hospitals 73.15 79 

A midwife led unit / birth 

centre 

27.78 30 

A consultant led unit 21.30 23 

At home 28.70 31 

I was not offered any 

choices 

15.74 17 

Total respondents 100.00 108 

I had no choices due to 

medical reasons 

 8 

Don't know / can't remember  15 

Missing responses  4 

Answered by all. Multiple response question: 

percentages may sum to more than 100. 

B5: Before your baby was born, where did you 

plan to have your baby? 

 % Number 

A midwife led unit / birth 

centre 

55.56 70 

A consultant led unit 23.81 30 

At home 2.38 3 

I did not have a plan 18.25 23 

Total specific responses 100.00 126 

Don't know / can't remember .00 3 

Missing responses .00 6 

Answered by all. 
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B6: Did you get enough information from either a 

midwife or doctor to help you decide where to 

have your baby? 

 % No. 

Yes, definitely 54.03 67 

Yes, to some extent 30.65 38 

No 15.32 19 

Total specific responses 100.00 124 

Don’t know / can’t remember .00 6 

Missing responses .00 5 

Answered by all. 

B7: At your antenatal check-ups, did you see the 

same midwife every time? 

 % Number 

Yes 30.30 40 

No 69.70 92 

Total specific responses 100.00 132 

I did not see a midwife .00 0 

Don’t know / can’t remember .00 0 

Missing responses .00 3 

Answered by all. 

 

 

B8: During your antenatal check-ups, did your 

midwives appear to be aware of your medical 

history? 

 % Number 

Yes, always 44.36 59 

Yes, sometimes 49.62 66 

No 6.02 8 

Total specific responses 100.00 133 

Don’t know / can't remember .00 2 

Missing responses .00 0 

Answered by all. 

B9: During your antenatal check-ups, were you 

given enough time to ask questions or discuss 

your pregnancy? 

 % Number 

Yes, always 77.78 105 

Yes, sometimes 17.04 23 

No 5.19 7 

Total specific responses 100.00 135 

Don’t know / can't remember .00 0 

Missing responses .00 0 

Answered by all. 
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B10: During your antenatal check-ups, did your 

midwives listen to you? 

 % No. 

Yes, always 87.41 118 

Yes, sometimes 11.85 16 

No .74 1 

Total specific responses 100.00 135 

Don’t know / can’t remember .00 0 

Missing responses .00 0 

Answered by all. 

 

B11: During your antenatal check-ups, did your 

midwife ask you about your mental health? 

 % Number 

Yes, definitely 60.90 81 

Yes, to some extent 24.81 33 

No 14.29 19 

Total specific responses 100.00 133 

Don’t know / can’t remember .00 1 

Missing responses .00 1 

Answered by all. 

 

 

B12: During your pregnancy were you offered any 

antenatal classes or courses provided by the NHS? 

 % Number 

Yes, and I did them 32.84 44 

Yes, but I did not do them 44.78 60 

No 22.39 30 

Total specific responses 100.00 134 

Don't know / can't remember .00 1 

Missing responses .00 0 

Answered by all. 

 

B13: Did you find these classes or courses useful? 

 % Number 

Yes, definitely 59.09 26 

Yes, to some extent 34.09 15 

No 6.82 3 

Total specific responses 100.00 44 

Don't know / can't remember .00 0 

Cleaned responses (<30) .00 0 

Not applicable .00 91 

Missing responses .00 0 

Answered by those who were offered and attended 

antenatal classes or courses provided by the NHS. 
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B14: During your pregnancy, did you have a 

telephone number for a member of the midwifery 

team that you could contact? 

 % Number 

Yes 95.45 126 

No 4.55 6 

Total specific responses 100.00 132 

Don’t know / can’t remember .00 1 

Missing responses .00 2 

Answered by all. 

 

B15: During your pregnancy, if you contacted a 

midwifery team, were you given the help you 

needed? 

 % Number 

Yes, always 78.70 85 

Yes, sometimes 14.81 16 

No 2.78 3 

No, as I was not able to 

contact a midwife 

3.70 4 

Total specific responses 100.00 108 

I did not contact a midwife .00 27 

Missing responses .00 0 

Answered by all. 

 

B16: Thinking about your antenatal care, were you 

spoken to in a way you could understand? 

 % Number 

Yes, always 92.54 124 

Yes, sometimes 6.72 9 

No .75 1 

Total specific responses 100.00 134 

Don’t know / can’t remember .00 0 

Missing responses .00 1 

Answered by all. 

 

B17: Thinking about your antenatal care, were you 

involved in decisions about your care? 

 % Number 

Yes, always 83.21 109 

Yes, sometimes 13.74 18 

No 3.05 4 

Total specific responses 100.00 131 

I did not want / need to be 

involved 

.00 2 

Don’t know / can’t remember .00 1 

Missing responses .00 1 

Answered by all. 

 

 

Ite
m

 5
 -

 M
at

er
ni

ty
 S

ur
ve

y
20

18
-1

9 
fu

ll 
E

P
S

E
C

Page 41 of 203



 

12      
 

B18: During your pregnancy did midwives provide 

relevant information about feeding your baby? 

 % Number 

Yes, definitely 69.40 93 

Yes, to some extent 24.63 33 

No 5.97 8 

Total specific responses 100.00 134 

Don’t know / can’t remember .00 1 

Missing responses .00 0 

Answered by all. 

Your labour and the birth of your 

baby 

C1: At the start of your labour, did you feel that you 

were given appropriate advice and support when 

you contacted a midwife or the hospital? 

 % Number 

Yes 88.64 78 

No 11.36 10 

Total specific responses 100.00 88 

I did not contact a midwife / 

the hospital 

.00 28 

Not applicable .00 13 

Missing responses .00 6 

Answered by those who had a labour or did not have a 

planned caesarean. 

C2: During your labour, did staff help to create a 

more comfortable atmosphere for you in a way you 

wanted? 

 % Number 

Yes, definitely 67.24 78 

Yes, to some extent 29.31 34 

No 3.45 4 

Total specific responses 100.00 116 

Don't know / can't remember .00 0 

Not applicable .00 13 

Missing responses .00 6 

Answered by those who had a labour or did not have a 

planned caesarean. 
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C3: During your labour, what type of pain relief did 

you use? 

 % Number 

Natural methods (e.g. 

hypnosis, breathing, 

massage) 

21.93 25 

Water / birthing pool 10.53 12 

TENS machine (with pads 

on your back) 

7.89 9 

Gas and air (breathing 

through a mouth piece or 

mask) 

86.84 99 

Injection of pethidine or a 

similar painkiller 

39.47 45 

Epidural (injection in your 

back, given by an 

anaesthetist) 

37.72 43 

Other 4.39 5 

I did not use pain relief 2.63 3 

Total respondents 100.00 114 

Not applicable  13 

Missing responses  8 

Answered by those who had a labour or did not have a 

planned caesarean. Multiple response question: 

percentages may sum to more than 100. 

 

 

C4: Did the pain relief you used change from what 

you had originally wanted (before you went into 

labour)? 

 % Number 

Yes 40.00 44 

No 60.00 66 

Total specific responses 100.00 110 

I did not use pain relief .00 1 

Don't know / can't remember .00 2 

Not applicable .00 13 

Missing responses .00 9 

Answered by those who had a labour or did not have a 

planned caesarean. 
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C5: Why did you not use the pain relief that you 

had originally wanted (before you went into 

labour)? 

 % 

Numbe

r 

For medical reasons 27.91 12 

I changed my mind 20.93 9 

I did not need to use the 

pain relief I originally wanted 

6.98 3 

There was not time to use 

the pain relief I originally 

wanted 

18.60 8 

The original pain relief did 

not work 

23.26 10 

An anaesthetist was not 

available to provide my 

chosen pain relief 

.00 0 

I was not told why I could not 

have my choice of pain relief 

2.33 1 

Other 20.93 9 

Total respondents 100.00 43 

Cleaned responses (<30)  0 

Not applicable  82 

Missing responses  10 

Answered by those who had a labour or did not have a 

planned caesarean, and whose pain relief changed 

from what they had originally wanted. Multiple 

response question: percentages may sum to more than 

100. 

 

 

 

C6: Where did you have your baby? 

 % Number 

A midwife led unit / birth 

centre 

68.70 79 

A consultant led unit 28.70 33 

At home 2.61 3 

Total specific responses 100.00 115 

Don't know / can't remember .00 0 

Not applicable .00 13 

Missing responses .00 7 

Answered by those who had a labour or did not have a 

planned caesarean. 

C7: Thinking about the birth of your baby, was your 

labour induced? 

 % Number 

Yes 52.14 61 

No 47.86 56 

Total specific responses 100.00 117 

Don't know / can't remember .00 0 

Not applicable .00 13 

Missing responses .00 5 

Answered by those who had a labour or did not have a 

planned caesarean. 
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C8: What type of birth did you have? 

 % Number 

A vaginal birth (no forceps or 

ventouse suction cup) 

58.65 78 

An assisted vaginal birth 

(e.g. with forceps or 

ventouse suction cup) 

12.78 17 

A planned caesarean birth 9.77 13 

An emergency caesarean 

birth 

18.80 25 

Total specific responses 100.00 133 

Missing responses .00 2 

Answered by all. 

 

C9: Where did you give birth? 

 % Number 

On a bed 90.72 88 

On the floor 1.03 1 

In water / a birthing pool 6.19 6 

Other 2.06 2 

Total specific responses 100.00 97 

Not applicable .00 38 

Missing responses .00 0 

Answered by those who had a vaginal delivery. 

 

 

C10: What position were you in when your baby 

was born? 

 % Number 

Sitting / sitting supported by 

pillows 

17.89 17 

On my side 4.21 4 

Standing, squatting or 

kneeling 

10.53 10 

Lying flat / lying supported 

by pillows 

23.16 22 

Lying with legs in stirrups 43.16 41 

Other 1.05 1 

Total specific responses 100.00 95 

Not applicable .00 38 

Missing responses .00 2 

Answered by those who had a vaginal delivery. 

C11: Did you have skin to skin contact (baby 

naked, directly on your chest or tummy) with your 

baby shortly after the birth? 

 % Number 

Yes 91.74 111 

No 8.26 10 

Total specific responses 100.00 121 

No, but this was not possible 

for medical reasons 

.00 14 

I did not want skin to skin 

contact with my baby 

.00 0 

Missing responses .00 0 

Answered by all. 
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C12: If your partner or someone else close to you 

was involved in your care during labour and birth, 

were they able to be involved as much as they 

wanted? 

 % Number 

Yes 92.42 122 

No 7.58 10 

Total specific responses 100.00 132 

They did not want to / could 

not be involved 

.00 1 

I did not want them to be 

involved 

.00 0 

I did not have a partner / 

companion with me 

.00 2 

Missing responses .00 0 

Answered by all. 

C13: Did the staff treating and examining you 

introduce themselves? 

 % Number 

Yes, all of the staff 

introduced themselves 

86.57 116 

Some of the staff introduced 

themselves 

13.43 18 

Very few / none of the staff 

introduced themselves 

.00 0 

Total specific responses 100.00 134 

Don’t know / can’t remember .00 1 

Missing responses .00 0 

Answered by all. 

 

C14: Had any of the midwives who cared for you 

been involved in your antenatal care? 

 % Number 

Yes 12.98 17 

No 87.02 114 

Total specific responses 100.00 131 

Don't know / can't remember .00 3 

Missing responses .00 1 

Answered by all. 

 

C15: Were you (and / or your partner or a 

companion) left alone by midwives or doctors at a 

time when it worried you? 

 % Number 

Yes, during early labour 8.40 11 

Yes, during the later stages 

of labour 

6.11 8 

Yes, during the birth .76 1 

Yes, shortly after the birth 4.58 6 

No, not at all 83.21 109 

Total respondents 100.00 131 

Missing responses  4 

Answered by all. Multiple response question: 

percentages may sum to more than 100. 
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C16: If you raised a concern during labour and 

birth, did you feel that it was taken seriously? 

 % Number 

Yes 81.48 66 

No 18.52 15 

Total specific responses 100.00 81 

I did not raise any concerns .00 53 

Missing responses .00 1 

Answered by all. 

 

C17: During labour and birth, were you able to get a 

member of staff to help you when you needed it? 

 % Number 

Yes, always 75.00 99 

Yes, sometimes 12.12 16 

No 3.79 5 

A member of staff was with 

me all the time 

9.09 12 

Total specific responses 100.00 132 

I did not want / need this .00 2 

Don't know / can't remember .00 1 

Missing responses .00 0 

Answered by all. 

 

 

C18: Thinking about your care during labour and 

birth, were you spoken to in a way you could 

understand? 

 % Number 

Yes, always 92.54 124 

Yes, sometimes 6.72 9 

No .75 1 

Total specific responses 100.00 134 

Don’t know / can’t remember .00 1 

Missing responses .00 0 

Answered by all. 

C19: Thinking about your care during labour and 

birth, were you involved in decisions about your 

care? 

 % Number 

Yes, always 79.70 106 

Yes, sometimes 17.29 23 

No 3.01 4 

Total specific responses 100.00 133 

I did not want / need to be 

involved 

.00 1 

Don’t know / can’t remember .00 0 

Missing responses .00 1 

Answered by all. 
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C20: Thinking about your care during labour and 

birth, were you treated with respect and dignity? 

 % Number 

Yes, always 94.03 126 

Yes, sometimes 4.48 6 

No 1.49 2 

Total specific responses 100.00 134 

Don’t know / can’t remember .00 0 

Missing responses .00 1 

Answered by all. 

 

C21: Did you have confidence and trust in the staff 

caring for you during your labour and birth? 

 % Number 

Yes, definitely 91.85 124 

Yes, to some extent 7.41 10 

No .74 1 

Total specific responses 100.00 135 

Don’t know / can’t remember .00 0 

Missing responses .00 0 

Answered by all. 

 

 

C22: After your baby was born, did you have the 

opportunity to ask questions about your labour and 

the birth? 

 % Number 

Yes, completely 60.34 70 

Yes, to some extent 28.45 33 

No 11.21 13 

Total specific responses 100.00 116 

I did not want / need this .00 15 

Don't know / can't remember .00 4 

Missing responses .00 0 

Answered by all. 
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Care in hospital after the birth 

(postnatal care) 

D1: How long did you stay in hospital after your 

baby was born? 

 % Number 

Up to 12 hours 15.04 20 

More than 12 hours but less 

than 24 hours 

19.55 26 

1 to 2 days 31.58 42 

3 to 4 days 21.80 29 

5 or more days 12.03 16 

Total specific responses 100.00 133 

Missing responses .00 2 

Answered by those who stayed in hospital after the 

birth. 

D2: On the day you left hospital, was your 

discharge delayed for any reason? 

 % Number 

Yes 39.69 52 

No 60.31 79 

Total specific responses 100.00 131 

Missing responses .00 4 

Answered by those who stayed in hospital after the 

birth. 

 

D3: What was the main reason for the delay? 

 % Number 

I had to wait for medicines 14.89 7 

I had to wait to see the 

midwife 

4.26 2 

I had to wait to see the 

doctor 

14.89 7 

I had to wait for test results 8.51 4 

I had to wait for a check to 

be done on my baby 

38.30 18 

Something else 19.15 9 

Total specific responses 100.00 47 

Cleaned responses (<30) .00 0 

Not applicable .00 79 

Missing responses .00 9 

Answered by those who stayed in hospital after the 

birth and whose discharge was delayed. 

D4: If you needed attention while you were in 

hospital after the birth, were you able to get a 

member of staff to help you when you needed it? 

 % Number 

Yes, always 61.60 77 

Yes, sometimes 32.00 40 

No 6.40 8 

Total specific responses 100.00 125 

I did not want / need this .00 8 

Don’t know / can’t remember .00 0 

Missing responses .00 2 
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Answered by those who stayed in hospital after the 

birth. 

D5: Thinking about the care you received in 

hospital after the birth of your baby, were you 

given the information or explanations you needed? 

 % Number 

Yes, always 72.73 96 

Yes, sometimes 25.00 33 

No 2.27 3 

Total specific responses 100.00 132 

Don’t know / can’t remember .00 1 

Missing responses .00 2 

Answered by those who stayed in hospital after the 

birth. 

D6: Thinking about the care you received in 

hospital after the birth of your baby, were you 

treated with kindness and understanding? 

 % Number 

Yes, always 76.69 102 

Yes, sometimes 21.05 28 

No 2.26 3 

Total specific responses 100.00 133 

Don’t know / can’t remember .00 0 

Missing responses .00 2 

Answered by those who stayed in hospital after the 

birth. 

 

 

D7: Thinking about your stay in hospital, if your 

partner or someone else close to you was involved 

in your care, were they able to stay with you as 

much as you wanted? 

 % Number 

Yes 56.59 73 

No, as they were restricted 

to visiting hours 

34.11 44 

No, as there was no 

accommodation for them on 

the maternity ward 

21.71 28 

Total respondents 100.00 129 

No, they were not able to 

stay for another reason 

 2 

I did not have a partner / 

companion with me 

 0 

Missing responses  5 

Answered by those who stayed in hospital after the 

birth. Multiple response question: percentages may 

sum to more than 100. 

D8: Thinking about your stay in hospital, how clean 

was the hospital room or ward you were in? 

 % Number 

Very clean 71.43 95 

Fairly clean 27.07 36 

Not very clean .00 0 

Not at all clean 1.50 2 

Total specific responses 100.00 133 

Don’t know / can’t remember .00 0 

Missing responses .00 2 
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Answered by those who stayed in hospital after the 

birth. 

Feeding your baby 

E1: In the first few days after the birth how was 

your baby fed? 

 % Number 

Breast milk (or expressed 

breast milk) only 

46.97 62 

Both breast and formula 

(bottle) milk 

25.00 33 

Formula (bottle) milk only 28.03 37 

Total specific responses 100.00 132 

Don't know / can't remember .00 0 

Missing responses .00 3 

Answered by all. 

E2: Were your decisions about how you wanted to 

feed your baby respected by midwives? 

 % Number 

Yes, always 90.37 122 

Yes, sometimes 8.89 12 

No .74 1 

Total specific responses 100.00 135 

Don’t know / can’t remember .00 0 

Missing responses .00 0 

Answered by all. 

 

 

E3: Did you feel that midwives and other health 

professionals took your personal circumstances 

into account when giving advice about feeding 

your baby? 

 % Number 

Yes, always 80.83 97 

Yes, sometimes 15.00 18 

No 3.33 4 

I did not receive any advice .83 1 

Total specific responses 100.00 120 

I did not want / need any 

advice 

.00 12 

Don’t know / can’t remember .00 3 

Missing responses .00 0 

Answered by all. 

 

E4: Did you feel that midwives and other health 

professionals gave you active support and 

encouragement about feeding your baby? 

 % Number 

Yes, always 75.38 98 

Yes, sometimes 16.92 22 

No 7.69 10 

Total specific responses 100.00 130 

I did not want / need this .00 4 

Don’t know / can’t remember .00 0 

Missing responses .00 1 

Answered by all. 
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Care at home after the birth 

F1: Were you given a choice about where your 

postnatal care would take place? 

 % Number 

Yes 50.44 57 

No 49.56 56 

Total specific responses 100.00 113 

Don't know / can't remember .00 20 

Missing responses .00 2 

Answered by all. 

 

F2: When you were at home after the birth of your 

baby, did you have a telephone number for a 

midwifery or health visiting team that you could 

contact? 

 % Number 

Yes 97.01 130 

No 2.99 4 

Total specific responses 100.00 134 

Don’t know / can’t remember .00 1 

Missing responses .00 0 

Answered by all. 

 

 

F3: If you contacted a midwifery or health visiting 

team were you given the help you needed? 

 % Number 

Yes, always 83.16 79 

Yes, sometimes 11.58 11 

No 5.26 5 

Total specific responses 100.00 95 

I did not contact a midwifery 

or health visiting team 

.00 39 

Missing responses .00 1 

Answered by all. 

 

F4: Since your baby’s birth have you been visited 

at home by a midwife? 

 % Number 

Yes 97.04 131 

Yes, but I had to contact 

them to ask them to visit 

.74 1 

No, I visited the midwife / 

saw a midwife in clinic 

1.48 2 

No, I was not offered a visit .74 1 

No, I was visiting or staying 

near my baby in a neonatal 

unit (NNU, NICU, SCBU) 

.00 0 

No, for another reason .00 0 

Total specific responses 100.00 135 

Missing responses .00 0 

Answered by all. 
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F5: Did you see the same midwife every time? 

 % Number 

Yes 30.30 40 

No 69.70 92 

Total specific responses 100.00 132 

Don't know / can't remember .00 1 

Not applicable .00 1 

Missing responses .00 1 

Answered by those who saw a midwife after the birth. 

 

F6: Would you have liked to have seen a midwife... 

 % Number 

More often 26.12 35 

Less often 4.48 6 

I saw a midwife as much as I 

wanted 

69.40 93 

Total specific responses 100.00 134 

Not applicable .00 1 

Missing responses .00 0 

Answered by those who saw a midwife after the birth. 

 

 

F7: Did the midwife or midwifery team that you saw 

appear to be aware of the medical history of you 

and your baby? 

 % Number 

Yes 80.47 103 

No 19.53 25 

Total specific responses 100.00 128 

Don’t know / can’t remember .00 6 

Not applicable .00 1 

Missing responses .00 0 

Answered by those who saw a midwife after the birth. 

F8: Did you feel that the midwife or midwifery team 

that you saw always listened to you? 

 % Number 

Yes, always 83.46 111 

Yes, sometimes 15.79 21 

No .75 1 

Total specific responses 100.00 133 

Don’t know / can’t remember .00 0 

Not applicable .00 1 

Missing responses .00 1 

Answered by those who saw a midwife after the birth. 
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F9: Did the midwife or midwifery team that you saw 

take your personal circumstances into account 

when giving you advice? 

 % Number 

Yes, always 85.38 111 

Yes, sometimes 13.08 17 

No 1.54 2 

Total specific responses 100.00 130 

Don’t know / can’t remember .00 3 

Not applicable .00 1 

Missing responses .00 1 

Answered by those who saw a midwife after the birth. 

 

 

F10: Did you have confidence and trust in the 

midwife or midwifery team you saw after going 

home? 

 % Number 

Yes, definitely 82.71 110 

Yes, to some extent 15.79 21 

No 1.50 2 

Total specific responses 100.00 133 

Don’t know / can’t remember .00 0 

Not applicable .00 1 

Missing responses .00 1 

Answered by those who saw a midwife after the birth. 

 

F11: Had any midwives who cared for you 

postnatally also been involved in your labour and 

antenatal care? 

 % Number 

Yes, my labour and 

antenatal care 

4.69 6 

My antenatal care only 48.44 62 

My labour only 1.56 2 

No 45.31 58 

Total specific responses 100.00 128 

Don't know / can't remember .00 6 

Missing responses .00 1 

Answered by all. 

 

 

F12: Did a midwife or health visitor ask you about 

your mental health? 

 % Number 

Yes 97.04 131 

No 2.96 4 

Total specific responses 100.00 135 

Don’t know / can’t remember .00 0 

Missing responses .00 0 

Answered by all. 
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F13: Were you given information about any 

changes you might experience to your mental 

health after having your baby? 

 % Number 

Yes, definitely 55.04 71 

Yes, to some extent 34.11 44 

No 10.85 14 

Total specific responses 100.00 129 

Don’t know / can’t remember .00 5 

Missing responses .00 1 

Answered by all. 

 

 

F14: Were you told who you could contact if you 

needed advice about any changes you might 

experience to your mental health after the birth? 

 % Number 

Yes 82.35 98 

No 17.65 21 

Total specific responses 100.00 119 

Don’t know / can’t remember .00 16 

Missing responses .00 0 

Answered by all. 

 

 

F15: Were you given information about your own 

physical recovery after the birth? 

 % Number 

Yes, definitely 48.03 61 

Yes, to some extent 44.09 56 

No 7.87 10 

Total specific responses 100.00 127 

No, but I did not need this 

information 

.00 3 

Don’t know / can’t remember .00 1 

Missing responses .00 4 

Answered by all. 

 

 

F16: In the six weeks after the birth of your baby 

did you receive help and advice from a midwife or 

health visitor about feeding your baby? 

 % Number 

Yes, definitely 65.77 73 

Yes, to some extent 27.03 30 

No 7.21 8 

Total specific responses 100.00 111 

I did not need any .00 21 

Don’t know / can’t remember .00 0 

Missing responses .00 3 

Answered by all. 
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F17: If, during evenings, nights or weekends, you 

needed support or advice about feeding your baby, 

were you able to get this? 

 % Number 

Yes, always 56.82 25 

Yes, sometimes 25.00 11 

No 18.18 8 

Total specific responses 100.00 44 

I did not need this .00 87 

Don’t know / can’t remember .00 1 

Cleaned responses (<30) .00 0 

Missing responses .00 3 

Answered by all. 

 

F18: In the six weeks after the birth of your baby did 

you receive help and advice from health 

professionals about your baby’s health and 

progress? 

 % Number 

Yes, definitely 75.83 91 

Yes, to some extent 21.67 26 

No 2.50 3 

Total specific responses 100.00 120 

I did not need any .00 10 

Don't know / can't remember .00 2 

Missing responses .00 3 

Answered by all. 

 

F19: At the postnatal check-up (around 6-8 weeks 

after the birth), did the GP spend enough time 

talking to you about your own physical health? 

 % Number 

Yes, definitely 41.67 50 

Yes, to some extent 25.83 31 

No 32.50 39 

Total specific responses 100.00 120 

I have not had a postnatal 

check-up 

.00 11 

Don’t know / can’t remember .00 0 

Missing responses .00 4 

Answered by all. 

 

F20: At the postnatal check-up (around 6-8 weeks 

after the birth), did the GP spend enough time 

talking to you about your own mental health? 

 % Number 

Yes, definitely 42.37 50 

Yes, to some extent 27.97 33 

No 29.66 35 

Total specific responses 100.00 118 

I have not had a postnatal 

check-up 

.00 11 

Don’t know / can’t remember .00 2 

Missing responses .00 4 

Answered by all. 
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You and your household 

Proportions responding to the survey by age 

 % Number 

16 - 18 year olds .00 0 

19 - 24 year olds 14.81 20 

25 - 29 year olds 29.63 40 

30 - 34 year olds 30.37 41 

35+ year olds 25.19 34 

Total specific responses 100.00 135 

Missing data .00 0 

Answered by all. Taken from sample data if response 

data was missing. 

 

 

G2: Have you had a previous pregnancy? 

 % Number 

Yes 57.25 75 

No 42.75 56 

Total specific responses 100.00 131 

Missing responses .00 4 

Answered by all. 

 

 

G3: How many babies have you given birth to 

before this pregnancy? 

 % Number 

None 15.79 12 

1 or 2 80.26 61 

3 or more 3.95 3 

Total specific responses 100.00 76 

Not applicable .00 56 

Missing responses .00 3 

Answered by those who have had a previous 

pregnancy. 

 

 

G4: Do you have any physical or mental health 

conditions, disabilities or illnesses that have 

lasted or are expected to last for 12 months or 

more? 

 % Number 

Yes 23.26 30 

No 76.74 99 

Total specific responses 100.00 129 

Missing responses .00 6 

Answered by all. 
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G5: Do you have any of the following? 

 % Number 

Breathing problem, such as 

asthma 

28.13 9 

Blindness or partial sight 6.25 2 

Cancer in the last 5 years .00 0 

Dementia or Alzheimer's 

disease 

.00 0 

Deafness or hearing loss .00 0 

Diabetes 3.13 1 

Heart problem, such as 

angina 

3.13 1 

Joint problem, such as 

arthritis 

9.38 3 

Kidney or liver disease .00 0 

Learning disability 9.38 3 

Mental health condition 71.88 23 

Neurological condition 9.38 3 

Another long-term condition 25.00 8 

Total respondents 100.00 32 

Not applicable  99 

Missing responses  4 

Answered by those who have a long-term condition. 

Multiple response question: percentages may sum to 

more than 100. 

 

 

G6: Do any of these reduce your ability to carry 

out day-to-day activities? 

 % Number 

Yes, a lot 9.09 3 

Yes, a little 36.36 12 

No, not at all 54.55 18 

Total specific responses 100.00 33 

Not applicable .00 99 

Missing responses .00 3 

Answered by those who have a long-term condition. 
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G7: What is your religion? 

 % Number 

No religion 46.27 62 

Buddhist .00 0 

Christian (including Church 

of England, Catholic, 

Protestant, and other 

Christian denominations) 

49.25 66 

Hindu .00 0 

Jewish .00 0 

Muslim .00 0 

Sikh .75 1 

Other 2.24 3 

I would prefer not to say 1.49 2 

Total specific responses 100.00 134 

Missing responses .00 1 

Answered by all. 

 

 

G8: Which of the following best describes how 

you think of yourself? 

 % Number 

Heterosexual / straight 98.47 129 

Gay / lesbian .76 1 

Bisexual .76 1 

Other .00 0 

I would prefer not to say .00 0 

Total specific responses 100.00 131 

Missing responses .00 4 

Answered by all. 

 

 

G9: What is your ethnic group? 

 % Number 

White 96.99 129 

Mixed 1.50 2 

Asian or Asian British .75 1 

Black or Black British .75 1 

Arab or other ethnic group .00 0 

Total specific responses 100.00 133 

Not known .00 2 

Missing data .00 0 

Answered by all. 
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MATERNITY PATIENT EXPERIENCE 
SURVEY HEADLINE REPORT

© Patient Perspective 2016

County Durham and Darlington NHS Foundation Trust

National Maternity Survey 2019

Sample: Women who received maternity services in February 2019

Jason Cram Associate Director of Nursing 
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EXECUTIVE SUMMARY

19 February, 2020 www.patientperspective.org

This report summarises the headline findings of the 2019 
National Maternity Survey. 

• 350 surveys were posted and there was a 39% response 
rate.

• The average Mean Rating Score, across all questions, was 
80% which is higher than in 2018.

Of the 19 indicators 19 were about the same or better as o
• Of the 19 indicators, 19 were about the same or better as 

other organisations for woman accessing the services. 

• No questions showed at least 10% improvement on the 
2018 score, and 1 question showed a 10% or more 
worsening of score. The remaining questions showed less 
than 10% in change in score since 2018.
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19 February, 2020 www.patientperspective.org

HIGH LEVEL RATING 

Of the 19 indicators, 19 were 
about the same or better as 
other organisations for 
woman accessing the 
services and there were 2 
indicators that were better:

• Having confidence and 
trust in the staff caring 
for them during labour 

• Receiving the information 
that they needed after 
birth. 
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19 February, 2020 www.patientperspective.org

OVERALL RESULTS 
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KEY RESULTS/ 
RECOMMENDATIONS : 

www.patientperspective.org

Overall the results of the survey demonstrate that women received a good service from maternity 
services within the Trust, received relevant information to support them pre and post natal and were 
attended to by skilled and professional workforce that promotes confidence in the care they 
received.  

Whilst within normal parameters the survey would suggest that there are areas for improvement in 
relation to :-

• Discharge from hospital being delayed 
• Partner involved in care being able to stay with them as much as they wanted. 
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NEXT STEPS AND ACTIONS

 Provide report to care group for review to review recommendation and 
develop action plan.  

 Present to EPSEC Feb 2019  

19 February, 2020 www.patientperspective.org
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Open Trust Board – 26th February – Item 6 (Chief Executive – Update) 

Open * Private & Confidential Session  

Author Sue Jacques , Chief Executive 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                        

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

Strategic Aim: 

See overleaf for more 

information  

To transform care pathways and develop services which deliver the  

best patient outcomes                               

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

provide the best patient experience                                         

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                          

Purpose of Report To provide the Board with: 

1. An update on national, Cumbria and the North East ICS, southern and 

central ICP and sub-ICP developments and the likely implications of 

them. In doing so, provide the context to support strategic and planning 

decisions/discussions, allowing the Board to influence the 

developments as appropriate. 

2. An update on a  number of ad hoc matters  
Summary of Key 

Issues 

National Matters 

NHSE/I published the operational planning & contracting guidance for 2020/21 

on the 30th January. The guidance details requirements for both NHS Providers 

and Commissioners in 2021, covering system planning, finances, operational 

performance, and workforce. Key requirements are as follows: 

• Systems are required to improve urgent and emergency care 

performance next year, cutting acute bed occupancy by expanding bed 

capacity and providing more community care. Bed occupancy must 

reduce to a max of 92% and providers must maintain 2019/20 peek 
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open bed capacity throughout 2020/21. 

• Elective care waiting lists should be reduced, (the waiting list on the 31st 

January 2021 should be lower than that at the 31st January 2020) while 

52w week waits for planned care should be eliminated. Performance 

against cancer standards should also improve with at least 70% of 

people receiving a cancer diagnosis within 28 days.  

• Half of all financially recovery fund payments will be dependent on 

system wide financial performance. 

• A ‘system by default’ model is being introduced to strengthen system 

working in preparation for all areas to become integrated care systems 

by April 2021. 

• £1.44bn is to be invested in primary medical and community services, 

whole 100% of population should have access to online GP 

consultations. Reward payments worth 0.5% of turnover will be 

available to Trusts that either deliver a break even or surplus control 

total in 19/20 and remain in surplus in 20/21: or move from deficit to 

break even between 19/20 and 23/24 and maintain that position for 

another year. 

• Access to physiological therapies is set to expand by 14%, while 

commissioners are again expected to increase the share of their 

allocation spent on mental health, in line with the mental health 

investment standard. 

• NHSX and NHSE/I will explore minimum and optimal benchmarks for 

revenue spend on digital technology 

Further details are available at www.longtermplan.nhs.uk.  

 

NHS Providers – Todays Health News 

Legislation is to be introduced this year which will include powers for ministers 

to giver orders to Sir Simon Stevens, NHS England and Improvement Chief 

Executive, who is meant to be operationally independent. By next year, Sir 

Simon wants all areas of the country to be part of an “integrated care system” 

that plans collectively, and the laws would make these voluntary forums legal 

bodies with budgetary powers. Integrated care is widely supported by health 

experts, who believe that linking hospital, GP and social care is crucial with an 

ageing population. 
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Pensions and medical staff and flexibilities 

 

As the Board is already aware both national and local pension tax dispensation 

has been offered to senior clinical staff. The Trust is unable to ascertain take 

up of the national scheme. Both schemes are scheduled for review at the end 

of March 2020. 

 

Sustainability 

  

The second meeting of the Sustainable Development Group chaired by the 

CEO, met on the 4th February 2020. It is prioritising a list of key actions / 

objectives which will be presented to the Board in March / April. Sustainability 

is now embedded as an objective in the Board Assurance Framework.  

 

Consultations and OS 

 

Friarage consultation – On 13 September 2019 NHS Hambleton, 

Richmondshire and Whitby Clinical Commissioning Group (CCG), in 

partnership with South Tees Hospitals NHS Foundation Trust, launched a 

consultation to help shape the future of key services at the Friarage Hospital in 

Northallerton. The consultation closed on 17 January 2020. The outcome and 

final reports are expected to be published in the spring.  

Ward 6 and Stroke – Due to unprecedented demand on inpatient hospital beds 

and taking into consideration patient, career and stakeholder feedback the 

NHS CCGs in County Durham and Darlington have decided to stop the 

consultations on stroke rehabilitation and ward 6 at Bishop Auckland Hospital.  

 

Peterlee change to out of hour’s service overnight – The Peterlee UTC moved 

to a home visiting model from the hours of 12 midnight to 8am from the 5th 

January 2020. Public engagement/Consultation was held prior to this new 

model by the CCG and to date there have been no incidents raised as a 

concern. The site closes at 12 midnight for face to face appointments however 

does not profile as closed to 111. All cases are sent as either a speak to 

disposition or a home visit. Staff are available in the locality to respond to these 

calls.  

Shotley Bridge – 20.1m has been secured via NHSE to be accessed through 

NHSPS. The business case is being developed and is expected to be finalised 

by end of June 2020. The current plan is to begin public consultation in early 

September 2020.  There have been some very productive conversations with 

services leads and CCG clinical leas on the clinical model which will be used 

as part of business case.  A potential site shortlisting exercise has been 
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undertaken with three sites shortlisted. There is now more work underway on 

the viability of these sites for inclusion/exclusion as part of consultation. The 

current timescales indicate build completion in 2023.  

 

QRM 

 

The Trust received feedback on the quarterly review meeting held on the 10th 

December 2019. The Trust remains in segment 2 of the single oversight 

framework. Appendix A  

 

Spend Analysis Report 

 

The Procurement Strategy refresh has a revised date of 31 march 2020 

 

Staff Survey 

 

Attached at appendices b, c and d are the 3 communications issued following 

publication of national staff survey data on 18th February. 

Our response rate significantly increased from 26% to 44% against a national 

average of 46% which was a substantially improved position. The key headline 

messages are as follows: 

Comparative analysis on the Trust’s results for 2018 and 2019 also highlights a 

statistically significant positive improvement in the two areas of safety culture 

and staff engagement.   

We are the 4th most improved overall positive score change out of 21 Trusts 

supported by Picker 

Improvement in 8 out of the 9 engagement indicator questions,1 remaining the 

same  

An increase of 9% of people recommending us as a place to work 

Planning is already underway to respond to this feedback, and which also 

takes into account the work which has taken place to support the Staff Matter 

refresh and the NHS Interim People Plan, and some areas of focus include:  

Appraisal Review – whilst this process was reviewed in 2018, it is clear from 

the last two annual staff surveys that we have a good percentage rate of 

appraisal taking place, but the quality of these conversations still needs to 

improve to support #TeamCDDFT colleagues.  

 

Talent Management – A focused increase in pace with the roll out of our Talent 
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Matters Strategy and following on from a recent review of our Strategic 

Leadership Programme a full review of our current Leadership learning offer.  It 

has already been identified that in order to support us embedding a collective 

leadership model, leadership learning needs to be embedded further into the 

organisation throughout levels.  This has already commenced through 

partnership working with the Leadership Academy and pilot of a local Mary 

Seacole programme commences in February 2020 for Bands 5 – 7. 

Wellbeing – This is already a focus for the Trust and with indicators in the staff 

survey results suggesting that people are coming to work when they are not 

well enough to do so and also highlighting that they are stressed at work, will 

continue to be an area of focus and development over the next 12 months. We 

have recently recruited an Occupational Health Consultant lead and also 

working across the region with the Health and Wellbeing delivery group. We 

have also launched the ‘Going Home Checklist’ in response to staff feedback.  

 

We are revisiting a campaign on zero tolerance around bullying, harassment 

and violence against staff ensuring that concerns are listened and acted upon 

through the strengthening of the feedback loop demonstrating that the 

organisation listen to concerns and work towards reducing risk.  Some early 

work on this agenda is taking place in the Emergency Departments with new 

communications visuals:  

  

Communications and Engagement – The past 12 months has seen a 

heightened level of bespoke engagement intervention through creating further 
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channels to hear and act upon employee lived experience.  These 

interventions have been welcomed by our staff and it is important we continue 

‘the conversation’ with them in the upcoming year to further strengthen our  

understanding of what it feels like to work here and inform the design of 

ongoing support mechanisms. This will be supported by an increased focus on 

internal communications and employee engagement.  

 

 

 

 

Significant risks 

identified (if any) 

See above summary of risks 

 

Action / decision 

required from the 

Board 

The Board is asked to review the report and seek any other further information 

or clarification necessary to support its decision/ discussions and influence of 

these developments 
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NHS England and NHS Improvement  
Waterfront 4 

Goldcrest Way 
Newburn Riverside 

Newcastle upon Tyne 
NE15 8NY 

 
 
10 February 2020 
 
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 10 December 2019 
 
Following the QRM on 10th December 2019 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 
the context of the on-going challenges facing the Trust. 
 
Chief Executive update 
 
You provided a helpful update on some of the key issues and developments at the Trust since 
the previous QRM.   
 
You updated the meeting with the outcome of the recent CQC inspection, which delivered an 
overall rating of Good.  As a team we were delighted to hear the outcome and congratulate 
the Trust and all staff on this achievement. 
 
An update on conversations with Warren Brown (Director for Performance and Improvement 
– NHS England & Improvement – North East and Yorkshire) was given with advisement that 
a support request had been made to Warren. 
 
You provided an update on the Electronic Patient Record (EPR) for the organisation and how 
this is being progressed alongside working with the ICS lead.  A plan for the way forward is 
expected in January 2020 and we look forward to hearing more on this at the next QRM. 
 
 
SOF segmentation 
 
The Trust is currently categorised in Segment 2 of the Single Oversight Framework (SOF), 
and we recognise the achievement of the Trust in maintaining this position given the current 
operating environment. My team will continue to work with the Trust to help achieve both short 
and longer term aims as well as support the organisation during the implementation of the new 
Operating Framework. 
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Quality of care 
 
The Trust was again congratulated on the outcome of its recent CQC inspection.  It was of 
note that all services were rated as Good with the exception of A&E which remains as Requires 
Improvement (RI). End of Life Care was rated as Outstanding. The Safe Domain for the Trust 
was rated as Requires Improvement as 1 out of the 3 sites (UHND) was rated as RI. The 
report identified nine ‘Must Do’ actions, 23 ‘Should Do’ actions and many examples of 
outstanding and good practice.   

Thank you for providing an overview of Serious Incidents occurring at the Trust between April 
and October 2019 as well as Never Events and the key learning and actions taken by the Trust 
to help prevent recurrence.  

It was very helpful to receive an update on the cases referred to the Healthcare Safety 
Investigation Branch. There are now quarterly meetings in place with HSIB to discuss trends 
and themes for CDDFT Incidents. The Trust currently has nine incidents reaching the criteria 
for Each Baby Counts with eight remaining under review. We also discussed further, the three 
maternal deaths, two of which are under review by HSIB. The Trust provided an overview of 
the most recent death from Sepsis and the clinical circumstances surrounding this tragic event.   
NHSE/I and the Trust’s commissioners have recommended that an external independent 
review of the three cases is undertaken to identify any potential links or themes for learning 
across the three cases. The Trust was in support of this and requested that HSIB be consulted 
regarding these plans.  One of the first steps will be to agree terms of reference for the review. 

Thank you for the informative update on the Trusts Flu vaccination plan which is very 
comprehensive and includes: 

• A comprehensive communication plan  
• A Flu Vaccinator Rota   
• Fixed Clinics & Walk-rounds at the same time in DMH, UHND & BAH 
• Community Peer Vaccinators offering drop-in clinics and opportunistic vaccines to 

colleagues 
• Vaccination of Local Authority Employees working alongside CDDFT staff 
• Capturing if staff have had vaccine elsewhere i.e. GP  

It was noted that the national target has been increased for 2019/20 from 75% to 80%, 
however, despite issues with supply of the vaccine the Trust is making good progress with an 
overall total uptake of 72.8%, the highest in the region. 

The Trust confirmed that they were aware of the alert issued by NHSE/I with regard to identity 
and employment checks that must be completed for healthcare staff being employed by 
Ambulance Trusts either directly or through a subcontracting arrangement with independent 
ambulance providers.  Cipher Medical, who are a CQC Regulated company (last inspected 
April 2019), are directly contracted by CDDFT and as a result the Trust has put checks in 
place including reviewing their most recent CQC inspection report which provided assurance 
regarding HR checks as well as meeting to audit the organisations Business Continuity 
Management System. In the event of new ambulance providers being engaged by the Trust, 
the Trust would ensure that all the points in the NHSI Alert were checked by the HR 
Department  

The Trust reported full compliance with the 7-day standards with the self-assessment having 
been recently reported to the Board. Other current quality work is focusing on F2SU and 
provision of training for all staff in relation to behaviour awareness, the introduction of Schwartz 
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Rounds and the Civility Saves Lives initiative. The Trust agreed to provide an update on this 
work at a later date. 

 
Finance and use of resources 
 
The Trust outlined the financial position as at month 7 2019/20 which saw a favourable 
variance to plan of £157k, this is a pleasing continuation to the strong start to the financial 
year.   
 
Underpinning this delivery and as at 31st October 2019 £7.2m of the phased efficiency plan 
has been delivered which is in line with the planned trajectory with a total of £10.9m (45%) 
removed from budgets over the entire 2019/20 financial year.  
  
You updated that you are formally still forecasting to meet the year end control total, however 
as a system you have jointly prepared a scenario analysis showing best worse and most likely 
case financial outcomes. This analysis has been presented to the System Assurance Group 
(SAG). 
 

 
 
 
You helpfully updated that since submission of the financial plan a further £2.8m of efficiencies 
has been identified taking the running total to £20.4m which is positive progress. However, 
this still falls short of the required efficiency level of £24.2m on which the financial plan is 
predicated. We discussed the ‘system’ approach to delivery of these remaining savings and 
shared mutual concern that the speed of progression of the Southern System programmes of 
work remains slow. It is imperative that the trust continues to develop internal plans where 
possible to mitigate the risk of slippage within wider system savings and maintains progress 
working with commissioners across the Durham Local Health Economy to ensure the £2.9m 
realistic case system variance can be fully mitigated in year. 
 
Operational Performance 
 
We would like to thank Trust colleagues for the presentation on operational performance which 
is challenged for the national access standards but strong in some other areas.   
 
We discussed the ongoing pressures around RTT and acknowledge the impact that the 
emergency care pressures are having on the recovery timescale.  We briefly discussed other 
factors impacting the recovery timescale, e.g. pension implications, some payroll issues linked 
to weekly pay and some equipment complications.  In addition to these we are also aware of 
the impact of the MSK service change and how this was not included in your baseline for 
measurement against the overall waiting list size.  Given the issues discussed we 
acknowledge there are risks to long waiting times occurring. 

You updated the meeting that the independent sector continues to be used to sustain RTT 
performance and aid recovery.   
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We discussed the current performance against the A&E standards and escalation of the 
Durham system with regards to reductions in performance.  As the system remains in 
escalation, my team are well sighted on the actions to improve performance across the system 
and have daily oversight of performance.  We look forward to discussing some of the expected 
improvement actions at our next QRM meeting.  
 
We were pleased to hear that performance against the Cancer 62-day standard remains an 
area of strength despite some pressures against the Breast pathway. 

 
Strategic Change  
 
You updated on the work being undertaken in the South ICP area and advised that the Trust 
also continues to work strategically with the Central ICP given the footprint of Trust services.   
The linkage between the ICP’s remains focused on four main service areas of Paediatrics & 
Obstetrics; Urgent Care; Stroke and Breast.  You also advised of an important connection for 
County Durham and Darlington FT with as North Tees and South Tees Foundation Trusts 
progress more collaborative working.   
 
 
Additional items 

The next QRM will be held in three months and we agreed to involve the CCG to enable a 

more system focussed discussion.  The team will continue to work with you in the meantime 

as we look to implement the incoming NHS Outcomes Framework and the focus on system 

level assurance. If you would like to discuss the contents of this letter, please contact your 

relationship manager Steve Lawson (steven.lawson3@nhs.net). 

 
Yours sincerely, 
 

 
 
 
Lucy Topping 
Deputy Locality Director 
NHS England and Improvement - Cumbria and the North East 
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DRAFT ONLY  

18 February 2010 

Senior Managers’ Briefing – Staff Survey 2019 

The results of the national staff survey 2019 are now publically available. The Trust 

carried out a sample survey of 1,250 colleagues from across the organisation with a 

final response rate of 44%. 

The response rate saw an improvement from 26% in the previous year and placed 

us just below the national average response rate of 46%. We are measured against 

48 other combined acute and community trusts. 

Thank you to those colleagues who took the time to complete and return your 

questionnaires, we value all staff feedback and as you will know the staff survey is 

just one of the vehicles we use to listen to colleagues, capture your views and then 

act on them.  

Therefore, the response information will feed into our continuous and wider work on 

staff engagement and development which as shown in the 2019 results is on a 

positive journey of improvement.  

Headline key messages:  

• Comparative analysis on the Trust’s results for 2018 and 2019 also highlights 

a statistically significant positive improvement in the two areas of safety 

culture and staff engagement.   

• We are the 4th most improved overall positive score change out of 21 Trusts 

supported by Picker 

• Improvement in 8 out of the 9 engagement indicator questions,1 remaining the 

same  

• An increase of 9% of people recommending us as a place to work 

• This year there is a directorate report which includes some level of breakdown 

into care groups: CLICK HERE to access this report  
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Areas of highest scores (Trust-wide):  

The tables below show our top 5 scoring questions compared to average and most 

improved from last survey. 

 Top 5 scores (compared to average) 

81% Q20. Had training, learning or development in the last 12 months 

77% Q19f. Appraisal/performance review: training, learning or development needs identified 

70% Q17d. Staff given feedback about changes made in response to reported errors/near 
misses/incidents 

94% Q19a. Had appraisal/KSF review in last 12 months 

60% Q19g. Definitely supported by manager to receive training, learning or development identified in 
appraisal 

 

 Most improved from last survey  

53% Q13d. Last experience of harassment/bullying/abuse reported 

59% Q17a. Organisation treats staff involved in errors/near misses/incidents fairly 

58% Q21c. Would recommend organisation as place to work 

70% Q17d. Staff given feedback about changes made in response to reported errors/near 
misses/incidents 

56% Q4f. Have adequate materials, supplies and equipment to do my work 

 

Areas for focus (Trust-wide): 
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Whilst the 2019 survey results indicate many improvements, there are also areas for 

focus and attention.  The tables below highlight our bottom 5 scores compared to 

average and least improved from last year. 

 

 Bottom 5 scores (compared to average) 

28% Q11d. In last 3 months, have not come to work when not feeling well enough to perform duties 

48% Q22c. Feedback from patients/service users is used to make informed decisions within 
directorate/department 

62% Q12d. Last experience of physical violence reported 

56% Q22b. Receive regular updates on patient/service user feedback in my directorate/department 

62% Q21d. If friend/relative needed treatment would be happy with standard of care provided by organisation 

 

 Least improved from last survey  

79% Q11f. Not felt pressure from colleagues to come to work when not feeling well enough 

81% Q12a. Not experienced physical violence from patients/service users, their relatives or other members 
of the public 

66% Q10b. Don't work any additional paid hours per week for this organisation, over and above contracted 
hours 

66% Q13a. Not experienced harassment, bullying or abuse from patients/service users, their relatives or 
members of the public 

48% Q22c. Feedback from patients/service users is used to make informed decisions within 
directorate/department 

 

Planning is already underway to respond to this feedback, and which also takes into 

account the work which has taken place to support the Staff Matter refresh and the 

NHS Interim People Plan, and some areas of focus include:  

• Appraisal Review – whilst this process was reviewed in 2018, it is clear from 

the last two annual staff surveys that we have a good percentage rate of 
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appraisal taking place, but the quality of these conversations still needs to 

improve to support #TeamCDDFT colleagues.  

• Talent Management – A focused increase in pace with the roll out of our Talent 

Matters Strategy and following on from a recent review of our Strategic 

Leadership Programme a full review of our current Leadership learning offer.  It 

has already been identified that in order to support us embedding a collective 

leadership model, leadership learning needs to be embedded further into the 

organisation throughout levels.  This has already commenced through 

partnership working with the Leadership Academy and pilot of a local Mary 

Seacole programme commences in February 2020 for Bands 5 – 7. 

 

• Wellbeing – This is already a focus for the Trust and with indicators in the staff 

survey results suggesting that people are coming to work when they are not 

well enough to do so and also highlighting that they are stressed at work, will 

continue to be an area of focus and development over the next 12 months. We 

have recently recruited an Occupational Health Consultant lead and also 

working across the region with the Health and Wellbeing delivery group. We 

have also launched the ‘Going Home Checklist’ in response to staff feedback.  

 

 

• We are revisiting a campaign on zero tolerance around bullying, harassment 

and violence against staff ensuring that concerns are listened and acted upon 

through the strengthening of the feedback loop demonstrating that the 

organisation listen to concerns and work towards reducing risk.  Some early 

work on this agenda is taking place in the Emergency Departments with new 

communications visuals:  
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Communications and Engagement – The past 12 months has seen a 

heightened level of bespoke engagement intervention through creating further 

channels to hear and act upon employee lived experience.  These interventions 

have been welcomed by our staff and it is important we continue ‘the 

conversation’ with them in the upcoming year to further strengthen our  

understanding of what it feels like to work here and inform the design of ongoing 

support mechanisms. This will be supported by an increased focus on internal 

communications and employee engagement.  

 

 

 

 
 

We will continue to share information through our communications and engagement 
channels but at any time you can share feedback and comments or raise queries by 
emailing: Cdda-tr.communications@nhs.net or  
cdda-tr.chiefexec@nhs.net  
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To read a summary of the benchmark survey results for County Durham and 

Darlington NHS Foundation Trust: CLICK HERE 

To read a copy of the full benchmark report for County Durham and Darlington NHS 

Foundation Trust: CLICK HERE  
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DRAFT ONLY – STAKEHOLDER BRIEFING  

 

18 February 2010 

Staff Survey 2019 

The results of the national staff survey 2019 are now publically available. The Trust 

carried out a sample survey of 1,250 colleagues from across the organisation with a 

final response rate of 44%. 

The response rate saw an improvement from 26% in the previous year and placed 

us just below the national average response rate of 46%.  

The Trust is measured against 48 combined acute and community trusts.  

The response information will feed into the organisation’s continuous and wider work 

on staff engagement and development which as shown in the following results is on 

a positive journey of improvement.  

Headline key messages:  

• CDDFT is the 4th most improved overall positive score change out of 21 Trusts 

supported by Picker 

• Improvement in 8 out of the 9 engagement indicator questions,1 remaining the 

same  

• An increase of 9% of people recommending us as a place to work 

• Comparative analysis on the Trust’s results for 2018 and 2019 highlights a 

statistically significant positive improvement in the two areas of safety culture 

and staff engagement.   
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Areas of highest scores (Trust-wide):  

The tables below show our top 5 scoring questions compared to average and most 

improved from last survey. 

 Top 5 scores (compared to average) 

81% Q20. Had training, learning or development in the last 12 months 

77% Q19f. Appraisal/performance review: training, learning or development needs identified 

70% Q17d. Staff given feedback about changes made in response to reported errors/near 
misses/incidents 

94% Q19a. Had appraisal/KSF review in last 12 months 

60% Q19g. Definitely supported by manager to receive training, learning or development identified in 
appraisal 

 

 Most improved from last survey  

53% Q13d. Last experience of harassment/bullying/abuse reported 

59% Q17a. Organisation treats staff involved in errors/near misses/incidents fairly 

58% Q21c. Would recommend organisation as place to work 

70% Q17d. Staff given feedback about changes made in response to reported errors/near 
misses/incidents 

56% Q4f. Have adequate materials, supplies and equipment to do my work 

 

Areas for focus (Trust-wide): 

Whilst the 2019 survey results indicate many improvements, there are also areas for 

focus and attention.  The tables below highlight our bottom 5 scores compared to 

average and least improved from last year. 
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 Bottom 5 scores (compared to average) 

28% Q11d. In last 3 months, have not come to work when not feeling well enough to perform duties 

48% Q22c. Feedback from patients/service users is used to make informed decisions within 
directorate/department 

62% Q12d. Last experience of physical violence reported 

56% Q22b. Receive regular updates on patient/service user feedback in my directorate/department 

62% Q21d. If friend/relative needed treatment would be happy with standard of care provided by organisation 

 

 Least improved from last survey  

79% Q11f. Not felt pressure from colleagues to come to work when not feeling well enough 

81% Q12a. Not experienced physical violence from patients/service users, their relatives or other members 
of the public 

66% Q10b. Don't work any additional paid hours per week for this organisation, over and above contracted 
hours 

66% Q13a. Not experienced harassment, bullying or abuse from patients/service users, their relatives or 
members of the public 

48% Q22c. Feedback from patients/service users is used to make informed decisions within 
directorate/department 

 

Planning is already underway to respond to this feedback, and which also takes into 

account the work which has taken place to support the Staff Matter refresh and the 

NHS Interim People Plan, and some areas of focus include:  

• Appraisal Review  

• Roll out of Talent Matters Strategy – includes pilot of a local Mary Seacole 

programme which commences this month (February).  

• Employee Wellbeing – includes recent recruitment of an Occupational Health 

Consultant lead and also regional work. The following checklist was produced 

before Christmas based on staff feedback.   
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• A campaign on zero tolerance around bullying, harassment and violence. Some 

early work on this agenda is taking place in the Emergency Departments with 

new communications visuals:  

   

 

• Communications and Engagement – The past 12 months has seen a 

heightened level of bespoke engagement intervention through creating further 

channels to hear and act upon employee lived experience.  These interventions 

have been welcomed by our staff and it is important we continue ‘the 

conversation’ with them in the upcoming year to further strengthen our  

understanding of what it feels like to work here and inform the design of ongoing 

support mechanisms. This will be supported by an increased focus on internal 

communications and employee engagement.  

 

To read a summary of the benchmark survey results for County Durham and 

Darlington NHS Foundation Trust: CLICK HERE 
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To read a copy of the full benchmark report for County Durham and Darlington NHS 

Foundation Trust: CLICK HERE  

If you have any comments or queries about the staff survey then please email us: 
Cdda-tr.communications@nhs.net  
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DRAFT ONLY – THE WEEK AHEAD ARTICLE  

 

18 February 2010 

Staff Survey 2019 

The results of the national staff survey 2019 are now publically available. The Trust 

carried out a sample survey of 1,250 colleagues from across the organisation with a 

final response rate of 44%. 

The response rate saw an improvement from 26% in the previous year and placed 

us just below the national average response rate of 46% so thank you to those 

colleagues who took the time to complete and return your questionnaires, we value 

all staff feedback and as you will know the staff survey is just one of the vehicles we 

use to listen to colleagues, capture your views and then act on them.  

The response information will feed into our continuous and wider work on staff 

engagement and development which as shown in the 2019 results is on a positive 

journey of improvement.  

Headline key messages:  

 

• We are the 4th most improved overall positive score change out of 21 Trusts 

supported by Picker 

• Improvement in 8 out of the 9 engagement indicator questions,1 remaining the 

same  

• An increase of 9% of people recommending us as a place to work 

• Comparative analysis on the Trust’s results for 2018 and 2019 highlights a 

statistically significant positive improvement in the two areas of safety culture 

and staff engagement.   
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Areas of highest scores (Trust-wide):  

The tables below show our top 5 scoring questions compared to average and most 

improved from last survey. 

 Top 5 scores (compared to average) 

81% Q20. Had training, learning or development in the last 12 months 

77% Q19f. Appraisal/performance review: training, learning or development needs identified 

70% Q17d. Staff given feedback about changes made in response to reported errors/near 
misses/incidents 

94% Q19a. Had appraisal/KSF review in last 12 months 

60% Q19g. Definitely supported by manager to receive training, learning or development identified in 
appraisal 

 

 Most improved from last survey  

53% Q13d. Last experience of harassment/bullying/abuse reported 

59% Q17a. Organisation treats staff involved in errors/near misses/incidents fairly 

58% Q21c. Would recommend organisation as place to work 

70% Q17d. Staff given feedback about changes made in response to reported errors/near 
misses/incidents 

56% Q4f. Have adequate materials, supplies and equipment to do my work 

 

Areas for focus (Trust-wide): 

Whilst the 2019 survey results indicate many improvements, there are also areas for 

focus and attention.  The tables below highlight our bottom 5 scores compared to 

average and least improved from last year. 

 

Ite
m

 6
 A

pp
en

di
x 

D
 -

 D
R

A
F

T
T

H
E

 W
E

E
K

 A
H

E
A

D
 -

 S
ta

ff

Page 88 of 203



 Bottom 5 scores (compared to average) 

28% Q11d. In last 3 months, have not come to work when not feeling well enough to perform duties 

48% Q22c. Feedback from patients/service users is used to make informed decisions within 
directorate/department 

62% Q12d. Last experience of physical violence reported 

56% Q22b. Receive regular updates on patient/service user feedback in my directorate/department 

62% Q21d. If friend/relative needed treatment would be happy with standard of care provided by organisation 

 

 Least improved from last survey  

79% Q11f. Not felt pressure from colleagues to come to work when not feeling well enough 

81% Q12a. Not experienced physical violence from patients/service users, their relatives or other members 
of the public 

66% Q10b. Don't work any additional paid hours per week for this organisation, over and above contracted 
hours 

66% Q13a. Not experienced harassment, bullying or abuse from patients/service users, their relatives or 
members of the public 

48% Q22c. Feedback from patients/service users is used to make informed decisions within 
directorate/department 

 

Planning is already underway to respond to this feedback, and which also takes into 

account the work which has taken place to support the Staff Matter refresh and the 

NHS Interim People Plan, and some areas of focus include:  

• Appraisal Review – whilst this process was reviewed in 2018, it is clear from 

the last two annual staff surveys that we have a good percentage rate of 

appraisal taking place, but the quality of these conversations still needs to 

improve to support #TeamCDDFT colleagues.  

• Talent Management – A focused increase in pace with the roll out of our Talent 

Matters Strategy and following on from a recent review of our Strategic 
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Leadership Programme a full review of our current Leadership learning offer.  It 

has already been identified that in order to support us embedding a collective 

leadership model, leadership learning needs to be embedded further into the 

organisation throughout levels.  This has already commenced through 

partnership working with the Leadership Academy and pilot of a local Mary 

Seacole programme commences in February 2020 for Bands 5 – 7. 

 

• Wellbeing – This is already a focus for the Trust and with indicators in the staff 

survey results suggesting that people are coming to work when they are not 

well enough to do so and also highlighting that they are stressed at work, will 

continue to be an area of focus and development over the next 12 months. We 

have recently recruited an Occupational Health Consultant lead and also 

working across the region with the Health and Wellbeing delivery group. We 

have also launched the ‘Going Home Checklist’ in response to staff feedback.  

 

 

• We are revisiting a campaign on zero tolerance around bullying, harassment 

and violence against staff ensuring that concerns are listened and acted upon 

through the strengthening of the feedback loop demonstrating that the 

organisation listen to concerns and work towards reducing risk.  Some early 

work on this agenda is taking place in the Emergency Departments with new 

communications visuals:  
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Communications and Engagement – The past 12 months has seen a 

heightened level of bespoke engagement intervention through creating further 

channels to hear and act upon employee lived experience.  These interventions 

have been welcomed by our staff and it is important we continue ‘the 

conversation’ with them in the upcoming year to further strengthen our  

understanding of what it feels like to work here and inform the design of ongoing 

support mechanisms. This will be supported by an increased focus on internal 

communications and employee engagement.  

 

 

 

 
Trust heads of department and senior managers will receive a presentation on the results and 

the wider engagement work at the next monthly ‘SMHODs’ meeting on Thursday 27 February.  
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We will continue to share information through our communications and engagement 
channels, or you can speak with your head of department following the presentation 
session mentioned above, and at any time you can share feedback and comments 
or raise queries by emailing: Cdda-tr.communications@nhs.net or  
cdda-tr.chiefexec@nhs.net  
 
To read a summary of the benchmark survey results for County Durham and 

Darlington NHS Foundation Trust: CLICK HERE 

To read a copy of the full benchmark report for County Durham and Darlington NHS 

Foundation Trust: CLICK HERE  
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Trust Board – 26th February 2020 

Item 6b – Care Quality Commission Update 

Open Session X Private & Confidential Session  

Authors Warren Edge, Senior Associate Director of Assurance and Compliance  

Emma Carter, Head 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 Board with respect to the progress on the ‘Must Do’ 

and ‘Should Do’ actions from CQC’s most recent inspection  

• Provide an update on sharing of intelligence from CQC Insights and CQC 

publications.  

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

The attached action plan has been shared with our Care Quality 

Commission (CQC) relationship management team who have 

confirmed that they have no issues with the content. The plan 

includes ‘Should Do’ actions, in addition to the ‘Must Do’ items, 

the former being at the Trust’s discretion but considered best 

practice.  

Action plan 

attached 

 Monthly meetings / conference calls have been established to 

track implementation of the plan with all action owners. The first 

of these – on 28th January 2020 – was very well attended by 

Executive Directors and risk owners.  

N/A 
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All actions are tracking against their deadlines. We have taken a 

proactive approach to the early identification and mitigation of 

potential risks, which is reflected in the status column in the 

attached action plan update. Two actions are inherently 

challenging and carry greater risk as indicated below.  

N/A 

 The Trust continues to monitor all positive and negative indicators 

in CQC Insights, with the latest position reported to the Board in 

January 2020, and to use intelligence to inform its ongoing 

improvement agenda. All issues flagged by Insights have action 

plans as previously reported to the Board. 

N/A 

 The Board agreed its priorities, to consolidate and improve upon 

the good rating from the 2019 inspection, in a seminar in January 

2020, and work is being undertaken with Executive Directors to 

develop specific actions which will form part of the Capacity and 

Capability update to be brought to the Board in March 2020, by 

the Chief Executive. 

N/A 

Key issues and 

actions within this 

report  

 

Issue and actions Page 

There are two actions which are inherently challenging and carry 

greater risk, as follows. Both are subject to proactive monitoring 

and support from the Assurance and Compliance Team and 

Executive Directors.  

 

• Paediatric staffing in A&E: Proposals are in place to 

further develop the Front of House Assessment Unit at 

UHND, which require working up in detail and system 

support. The Executive and Clinical Leadership 

Committee (ECL) has reviewed an initial options paper 

setting out these proposals. Further dialogue is to take 

place between the Family Health and IMS Care Group 

teams to agree a staffing model for Darlington Memorial 

Hospital to provide increased cover from Paediatric 

Staffing and expedite the movement of children from A&E 

to the ward when such staff are not on shift. 

• Role-specific training: As per the Board Assurance 

Framework report, of 49 areas, there are two areas rated 

red and around half of the remaining areas rated amber. 

The amber-rated areas are all capable of meeting their 

targets by the year end and are subject to proactive 

monitoring through Care Group and Executive 

Committees. A review of the process, to learn from high-

performing organisations – and utilising the IMPS 

methodology – is underway.  

Action Plan 

attached 
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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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CQC  CQC Action Plan (Full) - Update January 2020 County Durham Darlington NHS Foundation Trust

R
ef CQC REQUIREMENT

Where 

referenced in 

the reports

Report Detail (to be removed once actions agreed) TRUST ACTION OUTCOME: what do we want to achieve
MONITORING ARRANGEMENTS: How will 

we monitor this?
Status PROGRESS LEAD CARE GROUP TARGET DATE

Tr
u

st
 w

id
e

M
D

1

M
u

st
 D

o
The trust must ensure that all board member 

appointment checks are in line with the Fit and Proper 

Persons Requirement (FPPR). Regulation 5

4 Well Led We reviewed five personal files of board members and found that consistently Disclosure and Barring 

Service (DBS) checks were not repeated and in two cases not on new appointment. Also, the 

disqualified company directors register and disqualified charity trustees register were not completed in 

four out of five records. One file had the fit and proper person result (FPPR) and confidentiality form 

missing.

1. The process will be updated to require checks on disqualified directors and 

disqualified charity trustee registers which will be performed by the FT Office.

2. A new DBS check will be required for any internal promotion to the Board. 

3. The Senior Associate Director of Assurance will check that all document is filed 

correctly following each new appointment / annual update exercise.

Compliance with Fit and Proper Test requirements Annual review by SADAC

Completed

1. & 2 Protocol has been re-written and ll outstanding checks have 

been completed

3. Annual update exercise has been scheduled

Warren Edge Trust wide 31/01/2020

Tr
u

st
 w

id
e

M
D

2

M
u

st
 D

o

The trust must ensure that adequate numbers of staff 

receive training for MCA and DoLs. Regulation 12

26 Well Led On this inspection during our core service inspection we found low compliance rates with training for 

MCA and DoLs in some areas, however, leadership teams were aware of this and had a plan to address 

it. Trust wide, the MCA and DoLs training compliance rate was on track to meet the trajectory of 

training over a three year period and was in target but was only 34.29%.

NB: All staff receive Level 1 training which is included in core essential training 

every three years, with currently 98% compliance. Certain staff groups require the 

role-specific training which is now available face to face or through e-learning. 

1. Care groups to ensure that each staff group is  compliant with 66% target for 

identified staff for role specific training, including addressing shortfalls in medical 

staff training. 

2. Care groups to ensure plans are in place to achieved 85% target for role specific 

training in 2020/21

3. Care groups to maintain current compliance with Safeguarding Adults training in 

core essential training.

Achieve compliance with trust targets for MCA and DOLs  

role specific training and maintain compliance with 

Safeguarding adults core essential training

Monthly performance reviews

On track - with risk

Trust target for year end is 66%, Trust position at Dec - 56.78%

Nursing staff are compliant at 66% but medical staff are only at 44%

CSS and Community are fully compliant

IMS is compliant for nursing staff but not medical staff

FH and Surgery are non compliant for both Nursing and Medical Staff

Policy Leads Group to raise and escalate via ECL as necessary

Jason Cram / Care Group 

ADOs
Trust wide 31/03/2020
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The service must ensure syringe driver safety checks 

are completed in accordance with trust policy and 

national guidance. Regulation 12 (1)(2)

155 UHND 

EOLC

 Staff told us that syringe driver safety checks were completed for all patients with a driver in use. 

Syringe driver documentation reviewed showed that these checks were not completed in accordance 

with the ‘Policy for the administration of subcutaneous medication’ (2017) which stated safety checks 

must be completed every four hours. In all records we reviewed, all syringe drivers were checked 

between five and six hourly intervals.

Syringe driver safety checks were completed for all patients with a driver in use although these checks 

were not completed in accordance with the ‘Policy for the administration of subcutaneous medication’ 

(2017) which stated safety checks must be completed every four hours. In all records reviewed, syringe 

drivers were checked between intervals of five and six hours.

1. Review current policy to ensure consistency across all care settings and in line 

with best practice.

2. Implement revised policy

3. Implement  robust mechanism for audit following implementation of revised 

policy

Compliance with consistent policy across all care groups 

that provides safe care for patients on syringe drivers

Back to practice visits

Quarterly audits

ON TRACK

1. Policy has been reviewed and is goin g to EOLC steering group in 

February

2. To be implemented once updated policy shared

3. Audit programme to be included in Trust Clinical Audit Forward 

Plan
1. David Oxenham

2. Care Group ADNs

3. Rhona Beecham

Trust wide 31/03/2020
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The service must ensure systems and processes to 

safely prescribe, administer, record and store 

medicines are consistently used. Regulation 12 (1)(2)
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The service must ensure pain care assessments and 

plans are completed consistently in all patient records. 

Regulation 12 (1)(2)
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The department must ensure processes are put in 

place to ensure there are clinicians available with 

paediatric competencies to assess children who are 

streamed away from the emergency care setting. 

Regulation 12

103 UHND 

UEC

The service was aware that the Royal College of Paediatrics and Child Health (RCPCH) standards relating 

to the streaming of children away from the emergency department were not being fully met. This was 

due to staff with paediatric competencies not always being available. We were provided with the 

department’s gap analysis against the RCPCH standards which stated a process was being developed to 

address this gap and was due to be in place by August 2019. This was also identified as a risk on the 

department risk register.

Front of house model went live in September 2019 but only provides cover from 

10am to 10pm.

1. Review of the Front of House model to identify options to optimise the service, 

including to provide access to paediatric-competent nursing and clinical staff 

outside of the Unit's operating hours or extend opening times (already underway). 

2. Option appraisal, progression and approval of a business case for the favoured 

option. 

3. Implement the agreed option.

4. Agreement and roll out of a model to maximise the rota for paediatric-

competent nursing staff in A&E at Darlington and expediting the movement of 

children attending the department out of hours. 

An improved paediatric emergency care service that meets 

national standards

Annual audit of compliance of the rotas 

with RCEM/RCPCH standards / compliance 

with agreed pathways for children 

attending out of hours 

AT RISK with work being 

undertaken on the UHND 

model and a solution for 

DMH

1. A review of the UHND Paediatric Assessment Area Model has been 

completed.

2. Option appraisal (draft) reviewed by ECL on 6th February 2020. To 

be reworked and taken to LADB to discuss funding potential for the 

preferred (24x7) option.

3. Dependent on 2 above.

4. The discussions at Darlington need to progress further and the ADN 

for Family Health to pick up with the Matron for A&E

1. ADO, Family Health 

Care Group / Executive 

and Clinical Leadership 

Committee

2. ADO, Family Health 

Care Group

3. ADOs, Family Health 

and IMS Care Groups

4. ADOs, Family Health 

and IMS Care Groups

Family  Health

IMS

31/03/2020 

(agreed option / 

pathway)

31/07/2020 

(Implementation 

of both)
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The department must work to improve medical staffing 

and paediatric nurse staffing. Regulation 18

109 UHND 

UEC

111 UHND 

UEC

109 UHND UEC Current establishments for registered sick children’s nurses (RSCN’s) did not support 

RCPCH recommendations of having two staff on duty each shift. The department had struggled to 

recruit and retain RSCN’s. The current establishment was 2.5 WTE, with one of these staff members 

due to start maternity leave.

This was identified as a risk on the departments risk register. It was also identified on the gap analysis 

provided against the RCPCH standards. There was ongoing recruitment and it was hoped the new 

dedicated paediatric area would help with this.

111 UHND UEC   The department had challenges in meeting the medical staffing recommendations 

outlined by Royal College of Emergency Medicine (RCEM) workforce recommendations. There were 

two consultants present during the day from Monday to Friday covering the department from 9am to 

5pm and a RAT consultant from 1pm to 10pm. There was another consultant available Monday to 

Friday running the review clinic. This provided 14 hours of consultant cover each day. This was below 

the RCEM guidance of 16 hours.

The RCPCH standards identifies departments should have a dedicated paediatric emergency medicine 

(PEM) consultant. There was not one in place despite ongoing recruitment, however mitigating actions 

were in place.

Paediatric nursing is covered  in action MD6

Medical staffing recruitment is ongoing and include amongst other initiatives 

international recruitment drives and use of specialist agencies

Staffing models are being reviewed and there are plans to upskill nurse 

practitioners so that they can participate on the medical rota

To provide safe staffing levels at both sites for both adult 

and paediatric patients

Monthly Performance Reviews

ON TRACK

The Emergency Department have developed a comprehensive 

recruitment plan. ECL has agreed a plan to develop ANPs to a level 

equivalent to the middle grade doctors supporting A&E out of hours

Kerry Dawson

John Holmes

Shaz Alfal

IMS

As above for paeds 

and medical 

staffing will be 

ongoing to 

31/03/20 and 

beyond

Su
rg

er
y

M
D

8

The service must ensure that mandatory training 

compliance, including safeguarding training, Mental 

Capacity Act and Deprivation of Liberty Safeguards 

training, meets the trust’s target. Safe Care and 

Treatment Regulation 12

(1)(2)©

36 UHND 

Surgery

182 DMH 

Surgery

36 UHND SURGERY In surgery, the targets were met for seven of the nine mandatory training modules 

for which qualified nursing staff at University Hospital of North Durham were eligible.

In surgery, the targets were met for five of the 11 mandatory training modules for which medical staff 

at University Hospital of North Durham were eligible.

Managers monitored mandatory training and alerted staff when they needed to update their training. 

There was a RAG reporting system in place which alerted the ward manager when a member of staff’s 

training was due for renewal. As a result, the ward manager sent a reminder email to staff to complete 

the mandatory training that was due for renewal. The care group were aware of low compliance for 

infection control training and intended to take a pragmatic approach moving forward to increase 

compliance; however, we lacked assurance how the service would improve upon this.

182 DMH Surgery  In surgery, the targets were met for three of the nine mandatory training modules 

for which qualified nursing staff at Darlington Memorial Hospital were eligible.

In surgery, the targets were met for three of the 11 mandatory training modules for which medical 

staff at Darlington Memorial Hospital were eligible.

Managers monitored mandatory training and alerted staff when they needed to update their training. 

We discussed non-compliance results with the leaders of the surgery care group who told us that 

training was a priority within the care group. Staff were given time to complete training in order to 

drive improvement. The care group were aware of low compliance and intended to take a pragmatic 

approach moving forward to increase compliance.

1. Care groups to ensure compliance in each staff group with mandatory training 

targets

2.All  Care groups to set procedures to ensure ongoing compliance

To achieve and maintain trust target for mandatory 

training compliance therefore ensuring that staff are 

adequately trained for the safe care and treatment of 

patients 

Monthly performance reviews

Executive performance reviews

AT RISK (monthly 

monitoring by Policy 

Leads Group aiming to 

reduce amber rated 

areas)

Current care groups are not meeting trust target for mandatory 

training.  There are 9 courses that are mandatory.  Of these the care 

groups are compliant at 95% with the following number of courses

Family Health    3/9   (Nursing 2/9 medical 2/9)

Surgery 3/9  (Nursing 4/9 Medical 2/9)

IMS 3/9  (Nursing 2/9 Medical 1/9)

CSS 7/9  (Nursing 7/9 Medical 3/9)

Community 7/9  (Nursing 6/9 Medical 6/9)

Policy Leads Group to pick up issues and escalate to ECL

Care Group ADOs Trust wide 31/03/2020

Trust wide

1. , David Oxenham

2 Care Group ADNs

3. Emma Carter

1. David Oxenham is working with Lisa Ward to review assessments in 

Nervecentre and reviewing what assessments are in Systmone

2. To be implemented once updated policy shared

3. Audit programme to be included in Trust Clinical Audit Forward Pla

ON TRACK

155 UHND EOLC Although care plans were selected on the electronic recording system, nursing staff 

did not consistently record outcomes in nursing and medical notes in line with the trust ‘Medicine 

Policy’ (2019). For example, the pain care plan required the administration and monitoring of 

medication to be recorded, this was not done in all patient records. Similarly, records of pain 

assessments and re-assessments were not consistently completed

294 DMH EOLC - We saw pain assessments were inconsistently documented for palliative and end of 

life care patients across the wards we visited. We saw documentation specific to pain assessments 

were used on some wards and on others we saw no evidence of pain assessment. We reviewed the 

electronic pain care plan and saw that guidance was to ‘…administer medication and monitor’. Records 

reviewed showed no evidence of monitoring specific to pain management

155 UHND 

294 DMH 

EOLC

1. To review current process  for administration of pain medication and monitoring 

of pain across the organisation, led by David Oxenham in conjunction with Acute 

Pain Team and other appropriate services.  Develop consistent process and 

standards across the organisation

2. Implement new process

3. Audit compliance with standards once process has been fully implemented

Quarterly Audits

31/03/2020

A coherent approach to the documentation of pain 

management across all care groups
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R
ef CQC REQUIREMENT

Where 

referenced in 

the reports

Report Detail (to be removed once actions agreed) TRUST ACTION OUTCOME: what do we want to achieve
MONITORING ARRANGEMENTS: How will 

we monitor this?
Status PROGRESS LEAD CARE GROUP TARGET DATE

Su
rg

er
y

M
D

9

The service must ensure oxygen for patients is 

prescribed, in line with national guidance. Safe Care 

and Treatment

Regulation 12 (1)(2)(g)

50 UHND 

Surgery

197 DMH 

Surgery

The trust policy was to follow the British Thoracic Societies (BTS) guidance for the administration of 

oxygen. We observed during the inspection that oxygen was not prescribed or recorded in line with BTS 

guidance on all wards that we inspected. This increased the risk of harm to patients as clear records of 

administration and use were not maintained. We escalated this to the trust at the time of inspection

Compliance achieved need to provide evidence and close action, ongoing action 

will be bi-monthly audits from end February 2020 requested by CEC, which may 

reduce to quarterly and six monthly if results are positive, later in the year.

ON TRACK

Trust wide audit tool being developed

Audit to form part of Trust Wide clinical audit forward plan

Steve Cowie Trust wide CLOSED
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1
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Continue to develop the board’s knowledge and 

oversight of risk to the organisation.

17 Well led The judgment of risk within the BAF was however, not always robust. We saw risks such as those 

related to staffing which were scored on tolerance despite ongoing staffing issues across the trust. 

Senior leaders could not give adequate explanation to us how the scores they arrived at, were robust 

and there was a risk that scores were too low and were not therefore reviewed at appropriate levels 

within the trust.

1. Risk registers to be reviewed with Executive Directors as part of the sign off of 

the BAF every quarter, supplemented by discussion at RMC (8 times per annum).

Executive Directors have an up to date understanding of all 

risks relevant to their portfolios, and oversight of 

mitigating actions, appropriate to their level.

Risk surveys of Directors to be done by 

second teams from ARC (six monthly) and 

annual Internal Audit review

ON TRACK

New process has been implemented with February being the first 

round of meetings

Warren Edge Trust wide 31/03/2020
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Continue to improve compliance with role specific 

training targets and closely monitor this

27 Well Led On our last inspection, role specific training compliance was at 55% which was below the target set by 

the trust. On this inspection the trust gave us broken down figures for role specific training. Out of 44 

training modules across the trust, 31 met the target set by the trust (targets were variable dependent 

upon the type of training and its relevance to role and its trajectory for completion). Nine out of 44 

were classified as amber rating and below target although we were not told how the RAG rating was 

applied. Three modules were rated red and below target. For each module the trust provided us with 

trajectories for compliance rates and those that were below target the trust gave an explanation for 

delays in delivery of training and plans to address compliance.

1. Optimise the end to end process, including reporting monitoring and 

governance, using IMPS and ensure Care Group staff have the ability to accept 

accountability for ensuring compliance with bookings and attendance. 

2. Pursue effective remediation for any red and amber areas through current 

arrangements in the meantime.

3. Ensure that focus can be placed on tackling DNAs at the right levels 

A role specific training programme that is safe and 

achievable and has clear reporting and lines of 

accountability.

Performance Reviews

On track - some risk 

being managed

Workforce have initiated work to understand how outstanding trusts 

mnage role specific training

PMO team has been contacted to identify if there is an IMP 

practitioner to take on this project

The discussion identified that initial focus should be on the reasons 

for non-attendance at course and how this can be reduced. Morven Smith

Noel Scanlon
Trust wide 31/03/2020
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Work with care groups to embed the vision and 

strategy and make this meaningful for staff in frontline 

roles across the trust.

5 Well led However we heard mixed views from staff on how well embedded the vision and strategy were and 

how it translated to frontline staff. some care group leadership teams were more focused upon 

immediate operational issues than long term strategy.

1. Task and Finish Group to be put in place for improving internal staff engagement 

and communications, to help us reach all staff.

2. Strategy, vision and its applicability to each role to be an early objective for this 

work.

Staff have an appropriate awareness of the strategy and 

how it relates to their role

Back to Practice

Exec / Non exec visits

On track - some risk 

being managed

Work in progress,  including writing of a business case to request a 

fixed term communications post to lead on employee engagement 

and communications over a 12 month period. This post would be the 

lead on establishing the group. The business case and options 

appraisal are in development. 

2. Strategy, vision and its applicability to each role to be an early 

objective for this work. Communications team working on staff 

engagement programme for 20/21 which will focus on vision, values 

and key plans. This programme will draw on case studies such as 

those included in the strategy handbook to communicate how we are 

working towards the vision no matter what our roles. The team is 

also working on a proposal of a new video and refresh of staff 

induction which will support this work. A proposal is being developed 

to discuss with the CEO this month with the planned refresh to take 

place from 1st April. 

Gillian Curry Trust wide 30/06/2020
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Engage with staff to understand and resolve issues 

relating to demands wherever possible.

7 Well Led We also heard concerns from other areas of the trust around workload demands, lack of support for 

staff to take breaks and staffing shortages and that in some cases managers were unsympathetic to 

concerns and did not take action to improve staff experience. We were also told of incidences where 

staff felt vulnerable due to lack of training and incidences where staff did not feel they would be 

supported raising issues to senior staff. Not all senior leaders had a good insight into issues for staff and 

an understanding of bullying and harassment.

1. Surgery care group to implement actions based on theatre matters approach to 

address concerns raised re endoscopy during the inspection.

2. Staff Health and Wellbeing Agenda already includes actions to equip managers 

to better support staff through stress and anxiety, and to support personal 

resilience - these actions are in development and will be rolled out. 

3. All Care Groups and Corporate Directorates to be reminded to engage regularly 

with their staff and to engage proactively on any concerns with respect to 

workload demands, sharing any 'hard to address' areas through performance 

reviews and 1 to 1 meetings for Executive-level awareness and / or support.  

Ensure safe staffing models are in place for all relevant areas.

4. Task and Finish Group under SD3 above to consider any further actions e.g. staff 

network groups / forums / communication mechanisms to allow unresolved issues 

or concerns to be raised. 

Staff have mechanisms to raise concerns and are confident 

that they will be listened to. Staff understand the actions 

being taken to address concerns

Staff Survey

Staff FFT

On track - some risk 

being managed

1. Surgery Care Group have a 13 point action plan that is being shared 

with teams

2. Ongoing

3. Care groups have confirmed that this is in progress

4.  See SD3

1. Kathryn Burn 

2. Andrew Moore

3. Sue Jacques

4. M Smith/ G Curry

Trust wide 31/03/2020
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Develop the capacity and visibility of the FTSUG further 

across the trust.

8 Well Led The trust had also recruited two champions to support the role, while this was an improvement more 

could be done to increase the profile and visibility of the role of the FTSUG. Knowledge of the role and 

visibility was variable across the trust.

1. Full resource complement including Champions, SADAC, Corporate Affairs 

Manager to be captured.

2. Training programme for all managers, senior nurses, leaders and clinical leaders 

and inclusion in mandatory training (all staff)

3. Quarterly review of FTSUG workload versus capacity and formal assessment any 

risk of loss of momentum / urgency/ timely follow up

4. Formal reassessment of FTSUG resource if necessary

The Trust will be able to demonstrate that the total 

capacity provided is sufficient to support the timely and 

effective resolution of all concerns raised, and to coach 

and promote a Speaking Up Culture in line with NHSE/I, 

CQC and National Guardian's Office. All staff will be aware 

of the support available from the Guardian and all 

managers and leaders aware of their roles in promoting a 

Speaking Up Culture.

Staff Surveys already planned to be 

undertaken as part of the Workforce 

Experience programme - to be repeated

Audit / peer review - as per the Trust's 

Speaking Up Strategy ON TRACK

1. Resources set out in revised FTSU strategy shortly to be published.

2. Training programme for 2019-20 complete.

3. First quarterly review of capacity with Guardian complete. 

Guardian is of the view that she is able to maintain due momentum 

and urgency on all cases in her caseload at present. 

4. As above Warren Edge Trust wide 31/05/2020
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Communicate the financial position more clearly with 

staff to aid understanding of pressures

8 Well Led We saw limited evidence the trust communicates its financial plan and position throughout the 

organisation. Staff were not aware of the challenging financial position of the trust at ground level and 

the need to use resources wisely.

1. PLICS to be used to communicate the need for productivity and efficiency gains 

and the need to use resources wisely.

2. Existing communications to be made clearer and more accessible. This will be a 

further objective for the Task and Finish Group to be set up (SD3 above).

PLICS will be embedded in improvement activity for each 

Care Group and service. All staff will be aware of the 

Trust's finanical position and the need to minimise waste 

and ineffiicency. 

Audit / survey of use of PLICS

Audit / survey of staff awareness of the 

Trust's finanical position (as appopriate to 

their role)

On track - with risk

1.  Finance business partners are using PLICS information in regular 

discussion with care groups

2. An action has been developed to sharing and communicating 

finaciaal performance more widely  At  each SMHODs presentation 

there is an update on finance which is then also shared in the week 

ahead bulletin on the following Monday. Comms are working  with 

Associate Director of Finance to produce an animated version of this 

to make this information for accessible and digestible. 

Further discussion required to determine whether further actions are 

needed to engage staff with the finanical agenda.

1. David Brown,

2. Gillian Curry
Trust wide 31/05/2020
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Review the process of risk grading and consider if risks 

below and at tolerance are robustly scored.

17 Well led The judgment of risk within the BAF was however, not always robust. We saw risks such as those 

related to staffing which were scored on tolerance despite ongoing staffing issues across the trust. 

Senior leaders could not give adequate explanation to us how the scores they arrived at, were robust 

and there was a risk that scores were too low and were not therefore reviewed at appropriate levels 

within the trust

1. BAF objectives to be populated for assurance outcomes, specific operational 

risks and updates to action plans by ARC, then discussed by the Executive Directors 

Group. Risks to be assessed using the Trust's Risk Assessment Matrix with the 

rationale formally documented by ARC in the meeting.

2. Independent review of the operation of 1 above.

Documented audit trail, using the Trust's risk assessment 

matrix, supporting the risk grading for each BAF objective, 

arrived at through collective challenge and consensus by 

Executive Directors.

Review of BAF judgments in Board Sub-

Committees and independent review of 

process

ON TRACK

AS SD1

Warren Edge Trust wide

31/03/2020 

(process)

30/09/2020 

(review)
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Continue to embed the patient experience strategy to 

more services in the trust and to wider patient groups.

25 Well led The patient experience strategy was therefore in the early stages and required more time to embed 

and develop to spread initiatives across more clinical services.

1. Action plan from Patient Experience Framework Gap Analysis to be fleshed out 

and agreed through the Board.

2. Action plan to be monitored with updates to the Board.

3. Strategy to be revised accordingly. 

Established mechanisms in place, used to support a 

substantially wider patient engagement programme, at 

Trust and service level, with a much wider range of 

examples of changes influenced by patient views. 

6 monthly reports

On track - with risk

Refined gap analysis and action plan to come to Board (on agenda for 

February 2020). Resources are a rate limiting factor, but work is being 

done jointly with NECS, CCGs and patient groups to help address the 

gap. Board to review resourcing alongside the action plan.
Jason Cram Trust wide

30/06/2020 

(strategy and first 

Board update 

report)
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R
ef CQC REQUIREMENT

Where 

referenced in 

the reports

Report Detail (to be removed once actions agreed) TRUST ACTION OUTCOME: what do we want to achieve
MONITORING ARRANGEMENTS: How will 

we monitor this?
Status PROGRESS LEAD CARE GROUP TARGET DATE
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Continue to embed the QI approach and develop 

senior sponsorship and oversight mechanisms.

28 Well Led We saw evidence of improvement projects across the trust, the approach however, was still at an early 

stage of implementation and needed embedding throughout the organisation. Some board members 

although trained as ambassadors were not clear of how this role would deliver projects and the vision 

for the programme. However, we did see plans that executive directors would sponsor projects to raise 

the profile and impact of the work.

1. IMPS programme Year 2 focus and objectives to be monitored by the Board. 

2. The above to include promotion of the step up to practitioner with ideas for and 

senior-level sponsorship for projects.

To build on the foundation work that has taken place with 

the rollout of the  IMP programme, fully embedding this as 

the Trust's quality improvement approach.

6 monthly reports

ON TRACK

There are newcohorts of IMP practitioners in February and March 

with a greater emphasis on completion of projects.  There is a 

portfolio of development opportunities being compiled for 

practitioners that are interested but don't have something in their 

area. Craig Holden Trust wide

30/04/2020 

(objectives)

30/09/20 (report 

and increase in 

practitIoner 

projects)
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The trust should ensure syringe driver training and 

competence is monitored at ward level.

163 UHND 

EOLC

298 DMH 

EOLC

The medical devices team had also delivered trust wide training for the competent use of syringe 

drivers. Although large numbers of staff had attended the training, staff competence was not 

monitored or re-validated

1. Syringe driver monitoring chart to include prompt that person setting up the 

pump is competent

2.  Develop mechanism to record review of competencies at appraisal using the 

Clarity system

3. Develop mechanism to record Syringe Driver Competency on ESR

To ensure that staff are maintaining syringe driver 

competencies appropriately

6 monthly audits

ON TRACK

1. Policy has been reviewed and the form has been update to include 

this work

2&3 Functionality in ESR is being explored and decision to be made if 

it is required in both Clarity and ESR

1. David Oxenham

2. Carol Johnson

3. Andrew Thacker

IMS

Surgery

FH

Community

31/05/2020
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The trust should review the completion of fluid balance 

records, specifically in relation to patients receiving IV 

fluids

EI 294 (DMH 

EOLC)

However, we saw inconsistencies in the use of fluid balance charts across all wards we visited. Some 

ward staff told us that electronic fluid balance charts were now in use with no paper records to be 

completed. Other ward staff told us they used a combination of both formats. None of the six fluid 

balance charts we reviewed showed an outcome goal for either intake or output of fluids.

In addition we reviewed fluid balance charts for two patients receiving IV fluids at the time of 

inspection and saw that only two intake and output entries had been made in a 24 hour period.

1.  Continue with audit of fluid balance completion and develop qualitative audits 

of fluid balance management. This need to be shared at ward level with care 

groups

2. Deliver targeted education on wards in relation to correct completion of fluid 

balance on nerve centre.

3. Encourage staff to attend AKI course which includes fluid balance

4. Explore how insensible loss is managed within nerve centre fluid  balance for 

To ensure that fluid balance records are completed 

correctly to enable correct management of patients

Back to practice

Monthly audits

ON TRACK

1.  Discussion with Claire Stocks and team are reviewing how the 

audit findings are shared with the care group to enable them to act 

on findings

Lisa Ward Trust wide 31/03/2020
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The service should continue to monitor and improve 

the data quality process and management surrounding 

medicines reconciliation and critical missed dose 

medications.

58 UHND 

Surgery

206 DMH 

Surgery

We reviewed the surgery care groups audit compliance for medicines reconciliation, critical missed 

doses and controlled drugs audits post inspection. Pharmacy delivered surgical medicines reconciliation 

in line with priorities agreed with the surgical clinical directors. In orthopaedics, this involved focusing 

on the patients most at risk of post-operative complications (e.g. hip and knee replacement, patients 

with a fractured neck of femur). The audit undertaken in January 2019 evidenced low compliance rates 

on the four wards audited

1. Pharmacy have developed the reporting of medicines reconciliation and critical 

missed doses so they can be reported at care group level. These reports are to be 

shared at care group meetings

2. The pharmacy team, using IMP methodology are streamlining processes so that 

resources can be used more effectively to provide medicines reconciliation across 

more clinical areas.

3. Pharmacy will work with Care Groups to determine whether additional 

Pharmacy staff are required

To deliver a medicines reconciliation service across the 

organisation with clear reporting at care group and ward 

level

Care Group Governance Meetings

Safety Committee

ON TRACK

1. Reporting at care group level has been implemented 

2. IMP project underway

3. Business case including 7 day working will be ready for the end of 

February.
Jamie Harris Trust wide 31/03/2020
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The service should continue to monitor and improve 

the data quality surrounding the average length of stay 

for elective and non-elective patients, to improve 

performance standards measured against the England 

national average.

31 UHND 

Surgery 

49 DMH 

Surgery (main 

report)

UHND The average length of stay for patients having elective general surgery at University Hospital 

North Durham was 5.4 days which was higher than the England average of 3.9 days.

The average length of stay for patients having elective trauma and orthopaedics surgery at University 

Hospital North Durham was 5.4 days which was higher than the England average of 3.7 days.

DMH The service had a higher than expected risk of readmission for elective admissions in general 

surgery and ear nose and throat and a higher than expected risk of readmission for non-elective 

admissions in ear nose and throat surgery compared to the England average.

1. Care groups to work with Information to identify patients that should be 

recorded as ward attenders or elective booked admissions

2. Implement revised process

To ensure that activity is recorded appropriately in CaMIS, 

and therefore that any nationally benchmarked outcome 

data accurately reflects the trust position

Daily reports from Information team

Performance Reviews

ON TRACK

Care group are reviewing areas where patients come back as planned 

attendences to ensure that the activity is captured correctly.

Shane Longden Wendy 

Quinn

Surgery

IMS
30/03/2020
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The service should continue to monitor and improve 

the data quality surrounding referral to treatment 

times for ophthalmology patients

79 UHND 

Surgery

One specialty was below the England average for RTT rates (percentage within 18 weeks) for admitted 

pathways within surgery  Ophthalmology 62.5% vs national 64%

The care group have a comprehensive recovery plan for Ophthalmology To provide a responsive Ophthalmology service to our 

patients

RTT Assurance Meetings (Weekly)

Performance Reviews 

ON TRACK

This is monitored through RTT meetings and performance reviews

Shane Longden Surgery

In place (ongoing 

monitoring 

needed)
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The service should ensure that the process surrounding 

obtaining patient consent for the storage of 

contemporaneous records at the patient’s bedside is 

robust

87 UHND 

Surgery

197 DMH 

Surgery

The service used systems and processes to manage the storage of patient records. However, the 

management of obtaining patient consent for storage of contemporaneous records at the patients’ 

bedside was not robust. The trust had instigated a process for obtaining patient consent; however, on 

inspection of four patient consent forms inspected only one consent form had been signed for by the 

patient. The clinical record keeping and healthcare records management policy, appendix 12.1 page 13 

– consent for accessing contemporaneous records clearly stated the need for a patient signature. This 

was a deterioration since the last inspection, where the trust had received a should do action requiring 

1. Re-launch the policy for storage of patient notes at the bedside with clear 

guidance for staff

2. Care group ADNs to ensure all staff are aware of process

3. Audit compliance with the policy following re-launch

Consistent process for storage of patient notes at the 

bedside with consent of patients clearly documented

Back to practice

Quarterly audits

ON TRACK

1. Flow chart shared at SNALMG

2. ADNS have circulated information, need to strengthen comms on 

this though

3. Audit to be included in Trust wide Clinical Audit Forward Plan 

20/21

1. Noel Scanlon

2. Care Group ADNs 

3. Emma Carter

IMS

Surgery

FH

Community

1. 31/01/2020

2. 30/04/2020

3. 31/05/2020

Su
rg

er
y

SD
16

Sh
o

u
ld

 D
o

The service should ensure pain care assessments and 

plans are completed consistently in all patient records 

as per the trust policy

204 DMH 

Surgery

We saw pain assessments were not documented consistently across the wards we visited. We saw 

documentation specific to pain assessments were used on some wards and on others we saw no 

evidence of pain assessment. Ward staff told us that a care plan for pain management would be 

activated on the electronic pathway if patients required regularly analgesia and subsequently 

assessment of pain should be logged within the electronic system. However, we saw that paper pain 
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The service should ensure that there are dedicated 

paediatric trained nurses in the recovery area which is 

best practice where children are being nursed.

45 UHND 

Surgery

However, there wasn’t  a dedicated paediatric trained nurse in the recovery area which is best practice 

where children are being nursed.

1. The  policy for paediatric anaesthesia has been reviewed.  The  requirements for 

staff with specific paediatric training to be on duty and the levels of training 

required are clearly set out in this policy in line with the standards set out in 

Standards for Children's Surgery 2013.

2. Audit compliance at 6 monthly intervals

To provide a safe paediatric surgical service in line with 

national standards

6 monthly audits

ON TRACK

1. Policy has been reviewed

2. Audit of policy needs to be developed

Kathryn Burn Surgery
31/03/2020 (first 

audits)
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The department should review signage for patient’s 

attending the ‘see and treat’ area.

100 UHND 

UEC

The see and treat area did not have clear signage and did not have a receptionist. There was a sign 

informing people if they had been sent from the accident and emergency department to take a seat. 

The inspection staff were approached by two patients asking when they would be seen or if anyone 

knew they were waiting. However, another patient’s reported they were happy to sit and wait to be 

seen.

The department reviewed and implemented  new signage immediately after the 

inspection.  No further action required

CLOSED
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o The department should consider a more robust system 

for evidencing daily checks of resuscitation equipment.

101 UHND 

UEC

We observed that the system for daily checks of resuscitation equipment was a signature in a diary. 

Whilst we did not find any gaps in daily checks, for audit and assurance this did not seem to be the 

most robust system.

1. Claire Beckwith to liaise with Lisa Ward to determine requirements for daily 

checks of red trolleys

2. Claire Beckwith to liaise with Vicki Bailey to standardise practice across both ED 

departments

To ensure consistent practice on relation to the checking 

of resuscitation trolleys across the organisation 

Back to practice

ON TRACK

The department has reviewed practice and is now in line with other 

departments
Claire Beckwith IMS 31/03/2020
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The department should ensure that plans to improve 

the experience for children attending the department 

are implemented

132 UHND 

UEC

Staff had recognised that were improvements that could be made in the management of children and 

the environment was part of this. The team were aware the facilities in the department did not meet 

the needs of children. A new model of working had been developed and approved by the trust with a 

new area identified to provide dedicated paediatric care and treatment.
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The department should ensure MCA training is 

attended to improve training compliance for nursing 

and medical staff.

127 UHND 

UEC

268 DMH UEC

UHND Nursing - 26% (not on target)  Medical - 22% (not on target)

DMH Nursing - 42% (on target)  Medical - 8% (not on target) 
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The department should continue to work to reduce the 

number of patients waiting more than four hours from 

the decision to admit until being admitted.

131 UHND 

UEC

275 DHM UEC

From May 2018 to April 2019 the trust’s monthly percentage of patients waiting more than four hours 

from the decision to admit until being admitted was worse than the England average, with the 

exception of May 2018 where this was similar

The trust participated in a region wide Urgent Care summit and is committed to 

delivering the actions that result from this. 

The trust has an internal transformation plan which includes actions to support this

Substantive, incremental improvements in performance 

against the four hours waiting times standard, meeting 

short and medium term expectations agreed with the 

LADB and NHSE/I

LADB

SCB

ONGOING

All actions in the A&E improvement plans.

Wendy Quinn IMS

Ongoing in line 

with Summit / IMS 

transformation 

plans
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The department should ensure regular governance 

meetings are taking place.

141 UHND 

UEC

Bi-monthly governance meetings took place between August and November 2018. However, it was 

noted meetings had been more sporadic in 2019 with meetings only occurring in March and July.

Bi-monthly frequency maintained since July 2019, if maintained to April 2020 close 

the action and retain evidence

Governance meetings taking place in line with the 

frequency and expectations set out in the Trust's 

Governance Handbook

Performance Review

Completed

Meetings now taking place regularly

Jayne McClelland IMS 30/04/2020

Combine with MD4 and MD5

Combine with MD2

Combine with MD6

C:\Paediatrics\NNAP\NNAPPosterPDF_DARLINGTON MEMORIAL HOSPITAL_Page1.pdfC:\Paediatrics\NNAP\NNAPPosterPDF_UNIVERSITY HOSPITAL OF NORTH DURHAM_Page1.pdfG:\Family Health\Shared\Governance\Care Group Governance Meeting\Quality & Governance Meeting\2018\2018 02 19\4. Clinical Risk Management\County Durham and Darlington  DMH Neonatal Critical Care Report 021117 Final.pdfG:\Family Health\Shared\Governance\Care Group Governance Meeting\Quality & Governance Meeting\2018\2018 02 19\4. Clinical Risk Management\County Durham and Darlington  UHND Neonatal Critical Care Report 031017 Final.pdf
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Trust 21e6721d-a529-4a9b-b872-fb6b82a9fae5 County Durham Darlington NHS Foundation Trust

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 DATE COMPLETE

Tr
u

st
w

id
e

The trust should consider 

standardising equipment 

documentation for equipment 

servicing schedules as we saw 

evidence that different systems 

existed

Evidence 

appendix 

page 94

Standardised labels are already in place to 

show next service due dates. These will be 

rolled out as service work is scheduled on the 

pre-programmed plan or when devices are 

seen for requested repairs.

Through the use of the pre-scheduled 

plan applicable to the maintenance 

category of the item/device.

Standardused labels to devices showing 

inspection dates as pre-planned 

programme (i.e. "Next Service Due" 

labels)

Issued as per the PPM programme and 

staff adherence to affixing labels at 

service visit

This will progress as the service visits are 

actioned to the planned schedules.

Steve Morley Medical Engineering Target dates are 

12 monthly and 

48 monthly from 

service dates. 

This is dependent 

on the device 

type and category 

for service

TBA

Tr
u

st
w

id
e

Training: Overall compliance with 

training at the trust including role 

specific training was 55% which was 

lower (worse) than the target. After 

our review, the trust told us they 

considered ‘mandatory’ training to 

be ‘core essential’ training and they 

were on track to achieve 95% 

compliance by the end of the year.

page 18, 21, 

23, 56, 57, 89, 

91, 113, 130, 

131, 162, 197, 

229 & 264

New Governance Arrangements have been 

agreed to ensure the policy lead takes more 

responsibility for setting SMART role specific 

training priorities which are agreed at Training 

Priorities Group (TPG).  Monthly as opposed to 

quarterly monitoring has been introduced. 

Where there is a disagreement between the 

policy lead and TPG there is an escelation 

process to follow. Where there are concerns 

about the achievement of the targets there is 

also a comprehensive escalation process.

This will be embedded via training 

priorities group (TPG)  and via the 

monitoring from ECL along with the 

new escelation process which can be 

invoked if and when required. 

We want to ensure that the targets that 

are set are realistic and monitored for 

any concerns.  Then any concerns have 

a comprehensive escalation route to 

ensure they are addressed in a timely 

manner.

This will be monitored via monthly 

reporting to policy leads, service 

managers, ADO's and Directors.  Any 

concerns for excelation will be captured 

in the care group operational 

performance reviews and further 

escalated to Executive performance 

reviews where necessary.  TPG minutes 

will be sent to ECL for thier perusal.  If 

there still remains any areas of concern 

they will be excalated as exceptions via 

the operational Performance report 

submitted to IQAC and Board.

The paper has been prepared and 

consultation undertaken.  The paper is now 

being implemented. 

A Form W&OD 01-Apr-18 31-Mar-19

N Scanlon, W Edge 19/02/2020 Page 4
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Trust Board – 26th February 2020 

Item 6c – 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 over the last quarter and the resulting 

Red, Amber, Green (RAG) ratings for the strategic risks which the Board 

manages through the Board Assurance Framework (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 16 principal business 

objectives including any gaps in controls or assurance and associated action 

plans (Section 3); and 

• A summary of key risks (those above tolerances set by the Board), together with 

their mitigating actions (Section 4). 
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Positive 

performance / 

developments 

within this report   

 

Positive matters  Page 

Eight of the 16 principal business objectives are being managed in 

line with the target risk score. 

10-12 

 However, a further three objectives are being managed to the 

expected trajectory, leaving 11 objectives in line with the risk 

management trajectory set by the Board.  

10-12 

 A new objective ‘Sustainable Use of Resources’ has been added to 

the BAF (Domain 4, Objective 2) as requested by the Board.. No risk 

management trajectory has been proposed, pending the development 

of a Sustainability Strategy and agreement of key objectives. 

However, the Trust has achieved some notable improvements in prior 

years which are captured in the commentary.  

31 

Key issues and 

actions within 

this report  

 

Issue and actions Page 

The attached Board Assurance Framework has been updated, and 

risk scores assessed, based on the new approach agreed following 

the recent CQC inspection. Risk scores were proposed by the 

Assurance and Compliance Team, and mapped to the Trust’s risk 

assessment guidance. Executive Directors reviewed the risk 

assessments for all BAF objectives collectively in arriving at the risk 

scores included in the attached. A companion document, setting out 

the notes of this discussion has been shared with each of the Board 

Committees prior to the Board meeting, and is included in the Private 

and Confidential Meeting pack given issues of commercial sensitivity 

pertaining to some of the items discussed.  

N/A 

Five objectives are missing both their target risk scores and their 

trajectories: 

• Minimise avoidable death: current risk score of 10, target and 

trajectory risk score of 5. Executive Directors have 

reappraised the likelihood score, increasing it from 1 to 2 to 

recognise the inherent risk in providing healthcare which 

makes it unlikely that risk will be fully eliminated (which a score 

of 1 implies). Executive Directors would ask the Board to 

consider resetting the target score to 10 in view of this 

constraint. Whilst the outcomes of mortality reviews suggest 

the Trust is not an outlier, there are some areas for 

improvement with respect to acute kidney injury, coding and 

prompt treatment of sepsis, which are all subject to ongoing 

actions.  

• Minimise avoidable harm: current risk score of 9, compared to 

a current trajectory of 8 and a target score of 6. Executive 

Directors have reappraised the risk score. Whilst it remains 

their judgment that the likelihood of a major incident is low (the 

previous score of 8), the number and content of underlying 

risks in operational risk registers suggests that existing 

controls need to work effectively in order to mitigate the risk of 

 

 

13 

 

 

 

 

 

 

14 
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occasional incidents with moderate impacts (a score of 9). 

There has been no significant deterioration in safety 

performance overall and a number of actions have, however, 

been concluded.  

• Care in the Right Place at the Right Time: Current risk score 

of 16 compared to a trajectory score of 9, and a target score 

of 6. The Trust continues to see high levels of demand, set 

against physical and staffing constraints impacting on patient 

flow and, as a result remains the subject of increased 

discretionary support from NHS England / Improvement 

(NHSE/I) regarding A&E waiting times performance. 

Pressures on unscheduled care continue to have 

consequently impacts on elective services and referral to 

treatment times along with other factors including staffing 

constraints and the impact of taxation issues on pension 

increases and weekly bank pay, of which the Board have been 

made aware.  

• IS Strategy: Current risk score of 16 compared to a trajectory 

score of 9, and a target score of 6. The Trust remains in 

dialogue with NHSE/I to secure regulatory approval and to 

facilitate access to funding for the Electronic Patient Record 

project to commence from 1st April 2020. The further delay to 

approval has, as forecast in November 2019, increased the 

risk associated with legacy systems; in particular the likelihood 

and potential scale of additional costs needed to replace or 

upgrade legacy systems, which would have been included in 

the scope of the project, safe and secure in the interim.  

• Right Capacity (Workforce): Current risk score of 12 compared 

to a trajectory and target score of 9. The range of underlying 

risks indicates that additional mitigating actions (over and 

above day to day controls) are needed to ensure that safe 

staffing risks are minimised. These actions are enacted 

through escalation and command and control arrangements 

and included in the risk mitigation plan against this objective. 

 

 

16 

 

 

 

 

 

 

30 

 

 

 

 

 

 

 

 

 

22 

 

 Three more objectives are on trajectory, as expected, but with 

ongoing actions required to bring them to the target risk score: 

• Safe, Secure, Fit for Purpose Patient Environment: current risk 

score of 9, target score of 6 by April 2021. 

• Great Staff Engagement: current risk score 9, target score of 

6 by April 2020; and 

• Effective Patient and Community Engagement: current risk 

score of 9, target score of 6 by April 2020. 
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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) 

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. 

The Board is asked to approve a change in the target risk rating, and the trajectory, 

for the ‘Minimising Avoidable Death’ Objective, to 10.  
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Board Assurance Framework (Board report – January 2020)  Page 5 

BOARD ASSURANCE FRAMEWORK AND KEY RISKS 

1. INTRODUCTION 

This paper provides the Trust Board with: 

• An explanation as to how the framework should be read (Section 1). 

• An analysis of the movement in risk scores since November 2019, and the resulting Red, Amber, Green (RAG) ratings for the strategic risks which the Board manages through the Board Assurance Framework 

(Section 2). 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 16 principal business objectives including any gaps in controls or assurance 

and associated action plans (Section 3); and 

• A summary of key risks (those above tolerances set by the Board), together with their mitigating actions (Section 4). 

As previously agreed by the Board a further objective has been added to the BAF relating to Sustainable Use of Resources (Domain 4, Objective 5). However, this objective has not yet been risk-scored pending the 

development of a sustainability strategy to articulate the related principal business objective. It is expected that the required definition surrounding the objective will be available later in the year.  

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

The primary purpose of the BAF is to enable the Trust Board to understand the reliability of the controls in place to promote the achievement of principal business objectives and to manage related inherent risks. The 

reliability of controls is considered in the light of the outcomes of assurance work which comprises: 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 2019 to 31st March 2021, showing when and how planned mitigation is expected to take effect. These trajectories were agreed by the Board in April 2019. 

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 on 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 principal objectives, as captured in the detailed tables in Section 3 and the summary table in Section 2, and the 

underlying risks in Section 4, which are mapped to each objective in the tables in Section 3.  

3. BOARD ASSURANCE FRAMEWORK – HEADLINES 

Section 1 of this report sets out the movements in risk scores within the BAF since the last report. These are summarised in the tables below. Each objective has been mapped to the relevant objective within the 

Trust’s overall corporate strategy. Trajectories and target risk scores are as agreed with the Board in April 2019. As trajectories have only been reset at the start of the year, all objectives are reported as ‘on trajectory’. 

However, seven objectives have yet to reach their target risk score, with explanations noted overleaf.  

 

 

 

  

 

 

 

 

RAG rating Nov 2019 Feb 2020 

Red 2 2 

Amber 6 7 

Yellow 8 7 

Total  16 16 

 

Movement Indicator Number  

Improving risk 
score  

1 

No change / 
new risk 

 12 

Deterioration 
 

3 

 

Trajectory comparison  Number  

In line with planned trajectory 11 

Behind trajectory (planned risk score) 1 

Behind planned RAG rating 4 
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Five objectives are behind trajectory, with explanations as follows: 

Behind RAG-rating and trajectory: 

• Minimise avoidable death: current risk score of 10, target and trajectory risk score of 5. Executive Directors have reappraised the likelihood score, increasing it from 1 to 2 to recognise the inherent risk in providing 

healthcare which makes it unlikely that risk will be fully eliminated (which a score of 1 implies). Executive Directors would ask the Board to consider resetting the target score to 10 in view of this constraint. Whilst the 

outcomes of mortality reviews suggest the Trust is not an outlier, there are some areas for improvement with respect to acute kidney injury, coding and prompt treatment of sepsis, which are all subject to ongoing actions.  

• Minimise avoidable harm: current risk score of 9, compared to a current trajectory of 8 and a target score of 6. Executive Directors have reappraised the risk score. Whilst it remains their judgment that the likelihood of a 

major incident is low (the previous score of 8), the number and content of underlying risks in operational risk registers suggests that existing controls need to work effectively in order to mitigate the risk of occasional 

incidents with moderate impacts (a score of 9). There has been no significant deterioration in safety performance overall and a number of actions have, however, been concluded.  

• Care in the Right Place at the Right Time: Current risk score of 16 compared to a trajectory score of 9, and a target score of 6. The Trust continues to see high levels of demand, set against physical and staffing 

constraints impacting on patient flow and, as a result remains the subject of increased discretionary support from NHS England / Improvement (NHSE/I) regarding A&E waiting times performance. Pressures on 

unscheduled care continue to have consequently impacts on elective services and referral to treatment times along with other factors including staffing constraints and the impact of taxation issues on pension increases 

and weekly bank pay, of which the Board have been made aware.  

• IS Strategy: Current risk score of 16 compared to a trajectory score of 9, and a target score of 6. The Trust remains in dialogue with NHSE/I to secure regulatory approval and to facilitate access to funding for 

the Electronic Patient Record project to commence from 1st April 2020. The further delay to approval has, as forecast in November 2019, increased the risk associated with legacy systems; in particular the 

likelihood and potential scale of additional costs needed to replace or upgrade legacy systems, which would have been included in the scope of the project, safe and secure in the interim.  

Behind trajectory only 

• Right Capacity (Workforce): Current risk score of 12 compared to a trajectory and target score of 9. The range of underlying risks indicates that additional mitigating actions (over and above day to day controls) 

are needed to ensure that safe staffing risks are minimised. These actions are enacted through escalation and command and control arrangements and included in the risk mitigation plan against this objective. 

The following objectives are above their target risk scores, but being managed in line with the expected risk reduction trajectory: 

• Safe, Secure, Fit for Purpose Patient Environment: current risk score of 9, target score of 6 by April 2021. 

• Great Staff Engagement: current risk score 9, target score of 6 by April 2020; and 

• Effective Patient and Community Engagement: current risk score of 9, target score of 6 by April 2020 

 

4. SIGNIFICANT OPERATIONAL RISKS 

Section 4 includes a summary of operational risks as at 14th February 2020. The Risk Management Committee last met in December 2019 and reviewed mitigation plans the majority of the risks reported, relying on 

pre-work with Executive Directors where plans were already assured through governance and performance review meetings. Mitigating actions for all remaining risks have been reviewed by the Assurance, Risk and 

Compliance Team.  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 

17th February 2020   
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SECTION 1- INTRODUCTION 

How to read the Board Assurance Framework – core information 

The core information in the Board Assurance Framework is summarised below.  

Heading Explanation 

Principal business 
objectives 

The Board has identified 16 principal business objectives, which underpin fulfilment of our core purpose of providing safe, compassionate, effective and joined up care to our patients.  
 
It is important to understand that these objectives span both operational delivery and the implementation of changes required to ensure that we continue to fulfil our purpose in line with our vision of 
care for patients that is ‘Right First Time’. The Board requires assurance that: risks to the fulfilment of its purpose are under control; fundamental standards of care are in place; the necessary 
resources (workforce, physical resources and finance) and relationships are being maintained; and that licence and regulatory obligations are complied with. The Board is expected to make a 
number of assurance statements to accompany plans and reports, and at other times during the year, which focus on these critical operational impacts. 
 
Principal business objectives are not, therefore, solely focused on the implementation of strategy. That said, the Board also requires assurance that risks to the changes being made to sustain 
patient care for the future are also being managed. Therefore, strategy is taken into account under relevant objectives – see the mapping below.  

Principal risks These are the major risks which arise by virtue of the Trust undertaking the particular activity associated with the principal objective, and which must be managed in order to achieve that objective. 
They are inherent risks and are considered before making any judgment on the strength of the mitigations (‘controls’) in place. The purpose of the BAF is to understand the controls in place to 
mitigate such risks, to plan the gathering of evidence as to the quality of those controls and to evaluate the results and take action on any weaknesses in controls identified. It is not to manage live 
risks, which is done through the risk register. 
  

Controls These are the policies, procedures and activities undertaken to reduce the likelihood of inherent risks arising, or for early detection and action should they do so. Controls can be: 

• Directive – setting a framework within which the activities can take place (e.g. a policy) 

• Preventive – helping to prevent risks from arising (e.g. scrutiny and authorisation of transactions before committing to them). 

• Detective – controls designed to identify if errors are occurring and to trigger action (e.g. monitoring checks) 

• Contingency plans – controls which allow an organisation to respond effectively to risks arising and manage their impact. 
 

Sources of 
assurance 

These are the activities which are undertaken to provide evidence as to the strength or quality of controls. Some of these will be led by management, including self-assessment and monitoring 
checks; others will be undertaken by semi-independent monitoring functions such as the Director of Performance’s monitoring of referral to treatment times and resulting challenge to Care Group 
plans were appropriate. Others will be fully independent; for example, internal audits. Metrics are a further source of assurance, particularly where they are objectively verifiable and derived from 
systematic data collection rather than based on self-assessment. 
 
It is important to consider the frequency, independence, remit and evidence-base when evaluating whether there are sufficient sources of assurance available to provide robust and timely evidence 
as to the health of controls. For example, if the only source of assurance is a three-yearly internal audit, the Board is likely to need more robust and timely assurance. 
 

Gaps in controls The results of assurance checks may identify that controls in place are not operating as laid down, or are not covering all elements of the risks which they are designed to address. Such gaps can 
also come to light as a result of live risks captured to the risk register or from management self-evaluation. Any such gaps, or weaknesses, in controls are captured and should have a 
corresponding action in the Risk Mitigation Plan (see below). 
 

Gaps in assurance When capturing sources of assurance, and through ongoing evaluation, it may become apparent that there are no, insufficient, or untimely activities planned to obtain evidence on the health of 
specific controls. Again, such gaps need to be captured and should result in a corresponding action in the Risk Mitigation Plan. 
 

Assurance 
outcomes 
 

The results of assurance checks and key metrics. Adverse outcomes point to gaps in controls and gaps in assurance and should result in corresponding actions in the Risk Mitigation Plan 
 

 

The Trust uses the Board Assurance Framework to actively manage risks to the achievement of its principal objectives (‘strategic’ risks). Therefore the Board has added the following information to the framework: 

• Inherent, current and target risk scores for the aggregate risk to the achievement of each objective. Target risk scores are set with reference to the Board’s risk appetite (see below). 

• A two year risk management trajectory (quarter by quarter), setting out the anticipated reduction in risk over time. 

• A commentary – for each objective not within its target risk score – setting out the key actions required and conditions to be met to allow the target score to be met. 
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Mapping of objectives to the Trust’s strategy 

This is shown below: 

Domain Objective Mapping to strategy 

 

 

 

 

 

 

Quality 

Minimise avoidable patient 
death 

Quality Matters – Improving Learning from Deaths / Reducing Mortality 

Minimise avoidable patient 
harm 

Quality Matters – Safety Objectives  

Right Care, Right Place, First 
Time 

Clinical Services Matter – Sustaining and Improving Services, Transforming Community Services and Quality Matters – Improving Urgent and 
Emergency Care and Improving Cancer Care 

Best Outcomes Clinical Services Matter  - Sustaining and Improving Services 

Great Patient Experience Quality Matters – Patient Experience Objectives 

Safe, secure, fit for purpose 
patient environment 

Clinical Services Matter – Developing our Infrastructure and Facilities 

Strategy Strategy All elements of our strategy – this objective concerns the design and overall delivery of it 

Workforce Right staffing capacity Staff Matter – recruiting and attracting; building a workforce for the future 

Right skills Staff Matter - Develop Talent; Support and embed a high performance culture; Building a workforce for the future) 

Great staff engagement Staff Matter - organisational culture; Workforce Health and Wellbeing (Staff Matter) 

Resources and 
relationships 

Financial sustainability Medium-term financial strategy 

Stakeholder relationships Communications and Engagement Strategy -  

Community and patient 
engagement 

Communications and Engagement Strategy -  

IS Strategy IS Strategy – all objectives 

 Sustainable Use of Resources New objective added whilst Sustainability Strategy is in development  

Regulatory 
compliance  

Provider Licence Core operational regulatory objective not directly linked to strategy 

Fundamental Care Standards  Core operational regulatory objective not directly linked to strategy 

Risk appetite 

In April 2019, the Board reviewed its risk assessment matrix and its ‘risk tolerances’. The table used to assess and score risks in the BAF is shown below. Risk tolerances are, in effect, the risk scores beyond which Executive 

Directors are required to assure themselves that risks are being effectively and proactively mitigated by risk owners. They are defined with respect to five different types of adverse impact and are shown below. 

 

 

Risk tolerances agreed for 2019/20: 

Risk Impact 2019/20 

Score 

Care pathways 6 

Regulatory 8 

Financial 8 

Reputational 9 

Workforce 9 
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Risk appetite 

It is recommended good practice that Board’s develop a formal statement of their risk appetite. The Board has agreed the following statement based on the tolerances above: 

“The Board adopts a prudent but intelligent approach to risk management, in keeping with its responsibility for patient care and stewardship of public funds. It seeks to minimise risks to the safety of patients as far as reasonably 

practicable in a healthcare environment and ensure that a balanced and proportionate approach is taken risks associated with performance, compliance and use of resources. In doing so, the Board recognises the need to balance 

the management of risks in the short-term with the need to continuously replenish, develop and improve our services and facilities for patients in the future. The Board allows Trust managers, therefore, to take some risk in pursuit 

of innovation and improvement opportunities, whilst applying the risk management process rigorously and intelligently to prevent or lessen any unintended adverse impacts.” 

Approach to risk scoring 

In determining risk scores for each objective, the Trust’s approach is to make a judgment, which takes a holistic view of risk associated with each different area of business or aspect of performance contributing to the achievement 

of the objective. The score does not default to the highest-rated risk within the Trust’s operational risk register as such an approach would not be proportionate and could make it difficult for the Board to set and see progress 

against risk management trajectories where, for example, risk is being mitigated in most areas but remains challenging in one or two specific services. In making the judgment, the Executive Directors have regard to the risks set 

out in operational risk registers, as well as areas where no risks have been identified and registered. Furthermore, each risk has been considered in the context of the Trust’s detailed risk assessment matrix, which includes 

indicators for likelihood and impact based on the matrix guide provided by the National Patient Safety Agency. A separate paper – setting out the detail of the assessment – is included in the papers for the Private and Confidential 

session of the Board meeting, in recognition of the commercially sensitive nature of much of the information included.   

In Section 3, each principal objective contains a short summary of the ‘live’ risks in the operational risk register, and Section 4 sets out each of these risks and the mitigating action in some detail. Board members are therefore 

invited to consider whether the risk scores are appropriate in the light of the underlying operational risks using this information.   
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SECTION 2- 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 Commentary On Trajectory? 

 

1) Minimise Avoidable 
Patient Death 

10 5 5 

 

Off trajectory 

 

 

Executive Directors have reappraised the risk score on the basis that the likelihood score of 1, which implied that mistakes in care would 
almost never happen, did not realistically reflect the inherent risk in delivering healthcare. The likelihood score has therefore been 
increased to 2, resulting in an overall score of 10. The Board is asked to consider resetting the target score to 10, to recognise the 
inherent risk involved.  

Assurance outcomes are summarised as follows. The Hospital Standardised Mortality Ratio is in line with expectations. However, the 
Summary Hospital Mortality Index is above the upper limit and has been rising. Acute Kidney Injury is one area where the Trust is 
investing additional resource to improve outcomes. Further action is needed to address challenges in providing antibiotics to patients 
triggering the sepsis care bundle within the first hour, as a result of patient flow through ED and into the hospital and longer waiting 
times for ambulance handover during the autumn and winter months. Until the ME cohort is in place and able to carry out first line 
reviews of all deaths, there is a risk that not all relevant deaths are covered by the mortality review process.  

OFF 

 
 
 
 
 
 
 
 
 
 
 
 
Quality 

2) Minimise Avoidable 
Patient Harm 

9 8 6 

 

April 2020 

The risk score has been reappraised by Executive Directors. Whilst the likelihood of major incidents occurring with frequency remains 
low, in line with the previous risk assessment, the likelihood of moderate incidents occurring, on occasion, has been reappraised and 
increased to a score of 3, better reflecting underlying risks in operational risk registers. There has been no significant deterioration in 
key safety indicators over the reporting period.  

The Trust performs well, or in line with the median for a majority of safety indicators (HCAI, sepsis screening, pressure ulcers, falls and 
failure to rescue), with external validation from benchmarking. Infection and pressure ulcer rates have benchmarked very well over the 
long-term nationally and internationally. The rate of never events is ‘about the same’ as peer Trusts taking into account activity levels 
and the absolute rate has dropped to three never events in 12 months.  Increased reporting of no harm and low harm incidents provides 
evidence of an improving safety culture. However, learning from recent serious incidents including maternal deaths, and SIs in the A&E 
Departments also demonstrates that there is still some further work required to fully sustain and embed improvements. In addition, there 
is further work required to fully understand whether there is any manifestation of increased risk from high demand and capacity 
pressures in the Trust’s A&E Departments and to improve the timeliness and effectiveness of early interventions for Sepsis and Acute 
Kidney Injury.  
 
CQC flagged issues with pain assessments, syringe drivers and A&E department staffing resulting in an overall “Requires Improvement” 
rating for the Safe Domain, (however, all remaining services inspected since 2015 have been rated ‘Good’ and issues in Critical Care 
have been addressed but not validated through re-inspection). 
 
Safety indicators need to be SPC-charted and monitored over time routinely, and compared with benchmarks where available, to 
provide more robust assurance monitoring and support the review of risk in future – this work is underway. 

 

OFF 

 

3) Right First Time Patient 
Care 

16 16 6 

 

April 2020 

Over the longer-term, the Trust provides responsive services close to the patient resulting in a positive patent experience. Diagnostic 
services, seven day service standards and community services all continue to perform well, and cancer services are generally above the 
national average and benchmark well within the region.   

In recent months the Trust – in keeping with the NHS nationally, which saw its worst day on record for A&E waiting times’ performance 
on 4th November 2019 – has seen significant increases in demand, particularly for the most complex cases. The rolling average used to 
forecast daily activity increased by almost 20% over six months to December for certain days of the week. The risk stemming from the 
these sustained increases in demand coupled with a relative lack of resilience in the Trust’s bed base / physical capacity in the A&E 
Departments has resulted in a deterioration in waiting times triggering a system-wide summit and associated action plan. The impact of 
unscheduled care pressures, in combination with a number of other factors has resulted in the sustained failure to recover the trajectory 
for 18 week waits in line with the forecasts. It is important to note that the Trust’s management grip and control have not weakened, and 
that – in the context of similar pressures nationally – the Trust continues to fare reasonably 

OFF 

 

4) Best Clinical Outcomes 6 6 6 

Achieved 

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. 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. Actions in place aim to sustain performance in line with the 
target risk score. The key source of assurance is the CQC inspection and the Good rating for all services for the ‘Effective’ domain. 

ON 

 

5) Great Patient Experience 6 6 6 

Achieved 

Patient Feedback on the whole is positive, as evidenced by Friends and Family Test scores and CQC patient surveys, and the use of 
patient stories and patient feedback continues to improve. The national surveys, in line with the Trust’s own surveys, identify areas of 
focus for further improvement work, but no statistically poor performance, with improved performance across almost all areas.  There is 
still some further work required to reinforce understanding of MCA and DOLS requirements.  Quality Matters Strategy: progress is as 
anticipated for all areas subject to Elderly Care where CCG approval and OSC support is needed for the wider initiatives under 
consideration when the strategy was developed.  The risk mitigation plan aims to maintain the position at the target score. 

ON 
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Domain Objective Current risk 
rating /score 

 

Previous risk 
rating / score 

Target risk 
rating / score 

(target date)  

Assurance Commentary On Trajectory? 

 

6) Safe, Secure, Fit for 
Purpose Patient 
Environment  

9 9 6 

 

April 2021 

Overall there is good assurance with respect to the cleanliness and condition of the patient environment through the most recent PLACE 
inspection results which benchmark well nationally and regionally for these aspects, but more to do on dementia and disability.  There 
remain, however, a number of backlog maintenance risks which cannot be fully mitigated during the year. Risks to patient safety are 
escalated and addressed through Executive Directors as identified. One specific risk is greater than the risk for the overall objective: the 
Trust still needs to secure funding and regulatory approval for the new Emergency Care Centre (ECC) at UHND, with the current A&E 
Department at risk of overcrowding resulting in a poor patient experience and a need to take additional actions to ensure patient safety 
at times. The key actions required to mitigate risk in line with the target score would be the development of a credible, funded plan to 
mitigate all high risk backlog items and approval / funding for the UHND ECC.  

ON 

Strategy  

1)  Strategy  8 8 8 

Achieved 

 

The Trust’s Strategy “Our Patients Matter” sets out an incremental strategy over eight key areas, focusing on a three year horizon. The 
well-led review, undertaken as part of the CQC inspection in 2019, assessed the development, credibility and deployment of strategy 
according to CQC’s key lines of enquiry. Only one recommendation for improvement was raised, highlighting that some of the staff CQC 
spoke to were not fully aware of and / or engaged with the vision and strategy. This is to be addressed as part of a programme to 
strengthen our internal communications and engagement.  

The longer-term strategy for services will, in particular, be influenced by the outcomes of work being undertaken by the Cumbria and 
North East ICS and the sub-regional integrated care partnerships including work on service developments taking place between the 
Trust, North Tees and South Tees. The Trust needs to continue to play a full and proactive part in supporting this work to secure 
optimum benefits for patients in Darlington and in County Durham. The Risk Mitigation Plan aims to maintain the risk score within the 
target. 

ON 

Workforce 

1) Right capacity 12 12 9 

 

Off trajectory 

Growth in the medical workforce continues with fewer specialties with key staff shortages. The Trust has controls in place, validated by 
Internal Audit, over fill rates, job planning and recruitment but further progress continues to be needed in agreeing and implementing 
plans to sustain specific services subject to regional and national shortages and in rolling out the new nursing recruitment strategy to 
address nursing vacancies in a more sustainable manner.  In keeping with both the national and regional picture, the Trust has, 
however seen increasing levels of sickness absence resulting, together with vacancies in increased demand for bank and agency shifts, 
around three quarters of which are being filled. In combination, these factors therefore increase the likelihood of risks arising which will 
require action above the operation of day to day controls, as is evidenced by an increase in the number of operational risks recognised 
in risk registers (mainly with scores of 9 or 12).  

PARTIAL 

 

2) Right skills 9 9 9 

Achieved 

Improvements in role specific training achieved in 2018/19 (most of the 39 competencies achieved their trajectories) have enabled the 
Trust to bring risk in line with the target risk score. However, the process is not yet fully effective and the Risk Mitigation Plan seeks to 
sustain performance within the target score.   

ON 

 

3) Great engagement 9 9 6 

April 2020 

The Board agreed to hold the risk score at 9, despite positive indicators from the Staff Friends and Family Test and the CQC inspection, 
pending the receipt and evaluation of the NHS Staff Survey 2019 results and the development of the associated action plans. The initial 
NHS Staff Survey results appear positive and will be evaluated, with action plans brought to the Board, over the coming months, 
enabling the risk score to be reviewed ahead of the planned reduction in April 2020.  

ON 

Resources and 
stakeholders 

1) Financial Sustainability  8 16 8 

 

Achieved 

Following agreements reached with commissioners the Trust now expects to achieve its control total for 2019/20. In year performance 
on cost improvement programmes (including jointly owned schemes with CCGs) has been challenged. Levels of non-elective activity 
have been significantly higher than originally planned, which has resulted in unplanned costs in the form of escalation beds which have 
been in operation most of the year and impacted on capacity to deliver cost improvement plans. These factors have been recognised in 
the agreements reached with commissioners. 

Longer-term planning continues to be challenged, pending the development of a long-term system strategy. The four year ICS plan 
submitted in November provides some clarity required (although at a high level) and the Trust contributing to this work fully. 

ON 

 

2) Strong Stakeholder 
relationships 

8 8 8 

Achieved 

Overall, the Trust has evidence from third party reviews and direct feedback from stakeholders of positive stakeholder relationships. 
Governor feedback is generally positive and metrics monitored by the Board have demonstrated an improving trend. Social media 
penetration is improving. Progress is being made with respect to the key challenges of improving the Trust’s internet site and its 
membership and wider public engagement, as evidenced by the actions in progress.  

ON 

 

3) Effective patient and 
community engagement 

9 9 6 

April 2020 

The Board has identified the need to substantiate and roll-out the patient engagement strategy as a key priority for the next stage of the 
Trust’s improvement journey. There is a need to further substantiate and embed the strategy over the course of the next 12 months as 
set out in the risk mitigation plan.  

 

ON 
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Domain Objective Current risk 
rating /score 

 

Previous risk 
rating / score 

Target risk 
rating / score 

(target date)  

Assurance Commentary On Trajectory? 

 

4) IS Strategy 16 9 6 

April 2020 

The key actions required to bring risk within the target score are: 

• Secure funding and regulatory approval for EPR implementation.  

• Complete outstanding work on cyber-security risk management. 

Current year risks are taken into account in the Informatics capital allocation and programme for 2019/20. The Trust has escalated the 
potential increase in safety and security risks, and the likely financial risks relating to legacy systems to NHSE/I arising from any further 
delay with respect to a decision on approval and funding 

OFF 

Regulatory 
compliance 

1) Comply with Provider 
Licence 

6 6 6 

Achieved 

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. NHSI continue to place the Trust in Segment 2, with no mandated support supporting the reduction to 
the target risk score. The Risk Mitigation Plan is designed to maintain risk within the target score. 

ON 

2) Meet CQC Fundamental 
Standards  

6 6 6 

Achieved 

The Risk Mitigation Plan is designed to maintain the risk score in line with the target. The Trust is rated good overall, for both acute 
hospitals and for community services, and for all but one service. The key focus for the next 12 months is on implementing the post-
inspection action plan in full, improving quality metrics to help monitor adherence to Fundamental Care Standards on a ‘real-time’ basis 
and implementing actions to address the Board’s priorities for consolidating and further improving on our Good rating. This will include 
addressing remaining issues in the ‘Safe’ domain and other priorities in the ‘Well-Led Domain’ 

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 3 - BOARD ASSURANCE FRAMEWORK (FEBRUARY 2020) 
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OBJECTIVE 1: Minimise avoidable patient deaths 

Linked Strategic Objectives: 

• Quality Matters – Reducing avoidable mortality and improving how we learn from deaths 

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

Principal inherent risks: 

• The Trust may fail to 
prevent errors in care 
leading to worse than 
expected mortality 
rates and avoidable 
deaths. Potential 
causes involve failure 
to maintain safe 
systems of care in the 
face of demand, 
activity and workforce 
pressures.  

• The Trust may fail 
to learn from deaths 
and to improve 
care. Potential 
causes requiring 
controls include the 
challenge of 
maintaining 
capacity for review 
and learning and / 
or ineffective review 
and learning 
processes 

• A “Learning from Deaths” Policy is in place and has been 
disseminated. 

• Policies and procedures are in place for assessment of 
deteriorating patient, with Nerve Centre used to track and 
trigger escalation for patients at risk of deterioration on 
inpatient wards. 

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

• Training on the above policies is in place as part of 
essential training programmes and Healthcare Assistants 
undertake acute illness management updates every two 
years; 

• Staff requiring competence in life support (including 
advanced and paediatric life support) are identified via 
ESR and training compliance is monitored at Care Group 
and trust level as part of the scrutiny of role-specific 
essential training.  

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

• A core Mortality Review team has been established and is 
completing reviews of priority cases with learning captured 
and results and trends captured to the CLARITY system. 

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

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

• The Acute Intervention Team provides 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 is undertaken, reporting to Medical Director. These 
are now built into the selection criteria for reviews.  

Management assurance 

• The Mortality Reduction 
Committee (MRC) meets 
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 by the Cardiac Arrest 
Prevention Team 

• Investigation of VLADs.by 
clinical teams and scrutiny of 
results by MRC. 

• Exception reporting on the 
above and scrutiny by Clinical 
Effectiveness Committee 
(CEC).  

• SHMI indicator 
outlies statistical 
parameter. 
Investigation has 
found coding issues 
to be a contributor 
to the position, 
however it does not 
fully explain the 
mortality trend 
which is now 
subject to deeper 
investigation 

• Further Medical 
Examiner (ME) 
appointments 
required to provide 
a full service. 

• Until such time as 
MEs are in place 
and reviewing all 
deaths, there is a 
potential for 
avoidable deaths to 
be missed (as they 
may not meet the 
review selection 
criteria) 

• Pending all ME 
appointments being 
completed, there 
are no fully 
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 – 103.2 and 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 54% reduction in Cardiac Arrests over six 
years, benchmarking well nationally.  

• The Trust maintains very high rates of screening for Sepsis in both 
the Emergency Department and on inpatient wards (at or close to 
100%). 

• Some 157 deaths were reviewed to November 2019 – 78% were 
found to have good or excellent care. 

• Investigation of negative VLAD (mortality alerts) conducted in has 
concluded that, for a significant majority of cases reviewed, care 
was good, very good or excellent and that death was definitely not 
preventable. From an extensive investigation in 2018/19, four 
potentially avoidable deaths were reported, all of which had already 
been reported and investigated as part of the Trust’s serious 
incident reporting process.  

• The Lead Medical Examiner is in post and other suitable candidates 
being supported to apply once funding has been confirmed. 

• Good assurance from Internal Audit for Mortality Reporting.  
 
Other outcomes 

• Improvements in prevention of AKI required – triggered by CRAB – 
new care bundle continues to be piloted and AKI nurses are being 
recruited and will start in April 2020.  

• SHMI – currently 113.2 (now above the upper confidence limit). 

• Of the 157 deaths reviewed, one had evidence that better treatment 
might have helped to avoid the death, following full investigation. 

• Recent maternal deaths cases highlight key learning points re 
diagnostic imaging and the sepsis pathway in A&E. 

• A&E Departments have experienced challenge in providing 
antibiotics to patients with suspect sepsis in one hour due to flow in 
ED leading to waits for patients arriving by ambulance to be handed 
over.  

• Internal Audit of Coding – reasonable assurance provided.  

1. Complete work with NHSI to confirm funding 
and recruit the remaining five to six Medical 
Examiner posts providing 12 PAs per annum in 
total (JC, on-going). 

2. Pilot of ME process to be undertaken in 
November 2019 and process rolled out by 
March 2020 (JC, March 2020) 

3. Introduce ME first-line review of all deaths in the 
SHMI cohort once sufficient ME resource in 
place (JC, July 2020). 

4. Deep dive review into SHMI to be undertaken by 
the North East Quality Observatory (JC, April to 
June 2020) 

5. Conclude appointment of AKI Nurses on both 
acute sites. (JC, April 2020).  

6. Continue 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).  

7. Implement the actions from the ‘Caring for 
Families’ gap analysis through the End of Life 
Steering Group and working with the Medical 
Examiner (NS – ongoing). 

8. Ensure all key actions from the completed RCAs 
and HSIB investigation into Maternal Deaths 
cases are disseminated, implemented and 
embedded (NS, ongoing, with IQAC to assure). 

9. Local actions to be agreed with IMS Care Group 
to address challenges of delivering antibiotics to 
patients triggering Sepsis within one hour 
(CL/NS – April 2020) 

10. Task and Finish Group in place to identify and 
implement options to improve depth of source 
information for coding (JC, ongoing).  
  

Section 4 provides more detail of the actions being 
taken for the specific risks included in the risk 
register. 

Risks above board 
tolerance from risk 
register: 

• None.  
Metrics 

• Mortality rates – Summary 
Hospital Mortality Index (SHMI) 
and Hospital Standardised 
Mortality Ratio (HSMR)  

• Copeland’s Risk Adjusted 
Barometer (CRAB).  

Independent / semi-independent 

• Sepsis monitoring audits. 

• Acute Intervention Team audits 
e.g. pneumonia 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 2 5 10 1 5 5 

Planned Trajectory (April 2019 to March 2021 – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG HSMR is in line with expectations. SHMI is above the upper limit and has been rising. Acute Kidney Injury is one area where the Trust is investing additional 
resource to improve outcomes. Further action is needed to address challenges in providing antibiotics to patients triggering the sepsis care bundle within 
the first hour, as a result of patient flow through ED and into the hospital and longer waiting times for ambulance handover during the autumn and winter 
months. Until the ME cohort is in place and able to carry out first line reviews of all deaths, there is a risk that not all relevant deaths are covered by the 
mortality review process.  

Embedding of AKI nurses, improvements in the depth of source information for coding and local actions being taken by the A&E department are the key risk 
mitigations being put in place. 

OFF TARGET and OFF TRAJECTORY, but capable of being addressed within six months. 

Apr-19 5 (1x5, target) Apr-20 5 (1x5, target) 

Jul-19 5 (1x5, target) Jul-20 5 (1x5, target) 

Oct-19 5 (1x5,target) Oct-20 5 (1x5, target) 

Jan-20 5 (1x5, target) Jan-21 5 (1x5, target) 

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

Previous report risk score 

YELLOW– 5 (1x5) 
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OBJECTIVE 2: Minimise avoidable patient harm 

Linked Strategic Objectives: 

• All Safety Priorities in Quality Matters (Reducing harm from falls and sepsis, rolling out LocSSIPs, and improving learning from incidents / our safety culture 

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

Principal inherent risks: 

• The Trust may fail to prevent errors in care 
leading to harm Potential causes requiring 
controls to be in place involve failure to implement 
and maintain safe systems of care in the face of 
demand, activity and workforce pressures. Key 
themes relevant to the risk of harm given the 
Trust’s patient population are: 

• Healthcare Acquired Infections 

• Falls 

• Pressure Ulcers 

• Sepsis 

• Venous thromboembolism (VTE) 

• The Trust may fail to report and learn from harm 
effectively to prevent recurrence.  

• Infection Control policies and 
procedures are in place, The Infection 
Control team provides monitoring of 
compliance and expert direction of 
response to incidents. 

• Antibiotic prescribing policies are in 
place, with compliance monitored by 
the Antimicrobial Pharmacist. 

• Screening of patients on admission for 
MRSA; 

• Training in infections and in falls 
prevention and handling is included 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 policies are in place; 

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

• Medicines Management Policy and 
Procedures in place; 

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

• An incident reporting and 
management policy and procedures 
are in place. This requires that 
incidents are reported, investigated 
and Root Cause Analysis completed 
and action plans implemented.  

• Never Events are 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 work 
with wards ‘on the floor’ to reinforce 
key messages and learning.  

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

• Staffing levels for nurses, AHPs and 
midwives monitored using Safer 
Staffing Tools and national 
recommendations and reported to 
Board.  

• LocSSIPs in place for invasive 
procedures. 

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 monthly 
performance review 
meetings  

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

• ED Patient Safety Checklist 
audits (20 patients for each 
site, each month) 

• Some examples of 
specialty and care 
group governance 
meetings not 
effective, related to 
medical staff 
attendance / 
capacity 

• Despite clear 
improvements, the 
trend serious 
incidents continues 
to suggest further 
work is needed to 
embed the safety 
culture to become a 
‘high reliability’ 
organisation.  

• Challenges being 
experienced in 
delivering antibiotics 
within the first hour 
in the A&E 
Departments in 
recent months due 
to flow pressures 
and increased 
waiting times for 
ambulance 
handover. 

• Variable compliance 
with pain 
assessments 
identified by CQC 
inspection and with 
syringe driver 
policy.  

• There is a need for 
earlier and more 
timely intervention 
regarding the risk of 
Acute Kidney Injury 
 

 
 

Gaps 

• Safety indicators need to be SPC-charted and monitored over 
time routinely, and compared with benchmarks where available, 
to provide more robust assurance monitoring. 
 

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 bank and agency staff and 
management action to maintain safety in some ‘hotspot’ areas.  

• Falls of 5.7 per 1,000 bed days for Community Hospitals, within 
national benchmark. Falls per 1,000 bed days of 5.7 for Acute 
Hospitals, both in line with the national benchmark. 

• VTE targets (for assessment and action) being exceeded, with 
95.9% of patients being assessed appropriately.  

• Continuing low prevalence of high grade pressure ulcers in 
Trust hospitals for over 18 months.  

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

• Perfect Ward and Quality Matters – results are mostly positive 
(well over 90%) 

• Fluid balance audits now achieving high scores and template 
now in Nerve Centre. 

• Three never events reported in the last 12 months – now rated 
‘about the same’ as other Trusts by CQC (for never events / 
1,000 bed days) 

• NRLS data shows a 38% increase in incident reporting and the 
Trust remains the second highest reporter in the region 

• CQC complimented the Trust on governance systems, 
particularly systems to learn from and report on incidents. 

• ED Safety Checklists audits undertaken monthly 

• Hand hygiene audits and practical hand hygiene assessment 
scores generally at or above 90% for Care Groups, but with 
some variability between wards.  

• Incident Report Follow Up report from Internal Audit – Good 
Assurance. 

Other outcomes 

• Despite positive falls performance the ambition of a 10% year 
on year reduction is not being achieved. 

• Five MRSA cases in close succession in last three months. 

• C-Diff - 41 cases to the present date compared to a threshold of 
45, slightly above trajectory demonstrating a need for ongoing 
investigation and learning. 

• Trust in mid-pack for reporting based on NRLS data nationally. 

• Trust meets the majority of the recommendations of Treat As 
One and  intends to submit an application for accreditation 

• Trend in SIs in Maternity at DMH has triggered investigation but 
no themes or recurring issues found. 

• Trend in SIs compared to prior year in the Emergency 
Department, coupled with capacity pressures. Initial actions 
taken but remains subject to ongoing investigation. Detailed 
RCAs being undertaken. 

• CQC rating of ‘Requires Improvement’ for safe, mainly relating 
to A&E Department staffing and pain management.  

1. Roll out of strengthened falls 
prevention strategy and 
implementation of action plan being 
monitored by IQAC (NS ongoing) 

2. Strong messages to reinforce 
infection control practices via HCAI 
Reduction Group, particularly with 
respect to screening, sampling delays 
and isolation (NS – ongoing). 

3. Review of medical staff capacity and 
engagement in governance meetings 
in IMS (JC (SK) – April 2020) 

4. Remedial actions re MH issues 
working with TEWV as part of the 
Treat As One Action plan (NS, Project 
Plan, good progress, January 2020). 

5. Fully investigate and implement 
learning from trends in incidents in 
A&E Departments and from detailed 
RCAs (NS/CL – from March 2020) 

6. Conclude appointment of AKI Nurses 
on both acute sites. (JC, April 2020).  

7. Local actions to be agreed with IMS 
Care Group to address challenges of 
delivering antibiotics to patients 
triggering Sepsis within one hour 
(CL/NS – April 2020) 

8. Review and roll out of policies for pain 
assessment and syringe drivers (NS 
– April 2020).  

9. Embed patient safety champions in 
local areas to maintain increases in 
reporting (NS – June 2020)   

10. Implement HSIB recommendations 
and facilitate external, independent 
review of maternal deaths (NS, 
ongoing). 

 
Section 4 provides more detail on those 
risks included in the risk register including 
the actions being taken to address them.  
With respect to the red-rated risk, a 
capacity model is being drawn up which 
will be used to inform recruitment activity. 
Outsourced supplies are also being 
explored.  

Risks above Board tolerance  from risk register: 
Section 4 includes one red-rated risk relating to 
demand outstripping capacity in the Pharmacy Aseptic 
Unit. 
 
There are amber rated risks relating to: 

• Shortages of certain key medicines (2187 - score 
of 16) 

• Shortages of supply of some chemotherapy drugs 
(2137 – score: 12) 

• Risks of falls with harm (937- score: 12) 

• Inappropriate equipment being supplied when 
requested for children (1901 – score 12) 

• CTG machines nearing the end of their useful 
lives and no electronic monitoring or archiving 
facility (2226 and 1926  -scores 12, 9) 

• Key person dependency with respect to 
maintenance of the incident reporting system 
(2212 – score: 12) 

• Occasions when patients usual medications are 
not prescribed  post-operatively (2042 – score:12) 

• Blood products tracking system no longer has 
contracted support (1717- score: 9) 

• Shortfalls in Safeguarding training (1971 – 
score:9) 

• Increased incidents of drug resistant organisms 
(2220 – score: 9). 

• Learning from never events (1946 – score: 8) 

• Learning from a security incident re the UHND 
labour ward involving a failed baby abduction 
attempt (2114 – score: 8) 

• Patient Safety Incidents not all concluded in 60 
days (2246 – score: 9) 

• Ligature risk assessments – recommendations to 
be implemented (2253 – score: 9). 

• Loss of Haemosys (2240 – score:  12) 

• Risk re access to caesarean section lists (2256 :9) 

Metrics 

• Rates are monitored against 
agreed thresholds for falls, 
infection rates, ulcers 

• Benchmarking of above 
against peers 

• Safety Thermometer – a 
monthly point prevalence 
audit of key harm types. 

• Incident reporting and 
closure rates, benchmarked 
through NRLS / trends over 
time. 

Independent / semi-
independent 

•  ‘Quality Matters’ / Perfect 
Ward ward / team 
monitoring framework 

• Internal audits of incident 
reporting and action plan 
implementation for serious 
incidents and never events. 

• CQC peer review 
inspections 

• CQC Inspection  

 

 

 

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 (April 2019-March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust performs well, or in line with the median for a majority of safety indicators (HCAI, sepsis screening, pressure ulcers, falls and 
failure to rescue), with external validation from benchmarking. Infection and pressure ulcer rates have benchmarked very well over the long-
term nationally and internationally. The rate of never events is ‘about the same’ as peer Trusts taking into account activity levels and the 
absolute rate has dropped to three never events in 12 months.  Increased reporting of no harm and low harm incidents provides evidence of 
an improving safety culture. However, learning from recent serious incidents including maternal deaths, and SIs in the A&E Departments 
also demonstrates that there is still some further work required to fully sustain and embed improvements. In addition, there is further work 
required to fully understand whether there is any manifestation of increased risk from high demand and capacity pressures in the Trust’s 
A&E Departments and to improve the timeliness and effectiveness of early interventions for Sepsis and Acute Kidney Injury.  
 
CQC flagged issues with pain assessments, syringe drivers and A&E department staffing resulting in an overall “Requires Improvement” 
rating for the Safe Domain, (however, all remaining services inspected since 2015 have been rated ‘Good’ and issues in Critical Care have 
been addressed but not validated through re-inspection). 
 
Safety indicators need to be SPC-charted and monitored over time routinely, and compared with benchmarks where available, to provide 
more robust assurance monitoring and support the review of risk in future – this work is underway. 
 
OFF TARGET AND OFF TRAJECTORY 

Apr-19 8 (2x4) Apr-20 6 (2x3, target) 

Jul-19 8 (2x4) Jul-20 6 (2x3, target) 

Oct-19 8 (2x4) Oct-20 6 (2x3, target) 

Jan-20 8 (2x4) Jan-21 6 (2x3, target) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Previous report risk score 

YELLOW – 8(2X4) 
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OBJECTIVE 3: Patient care provided in the right place, first time 

Linked Strategic Objectives: 

⚫      Transforming community services (Clinical Services Matter)                ⚫   Improving Urgent and Emergency Care and Improving Cancer Care (Quality Matters) 

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

Principal inherent risks: 

• The Trust may fail to manage and 
organise capacity to provide access 
to emergency and elective services 
(including community services) to 
patients in line with the access 
targets enshrined in the NHS 
Constitution. Other potential causes 
of this risk, particularly relating to 
capacity or infrastructure are 
considered elsewhere in this 
document. 

• Command and control structures, supporting 
policies and plans are in place to manage 
patient flow in and out of hours. 

• Clinical escalation plans in place for all areas to 
manage demand pressures. 

• Bed management / site escalation policy also in 
place to provide the framework to manage 
demand pressures. 

• Symphony IT system tracks patient flow, events 
and time in the department for A&E patients.  

• A dedicated Patient Flow team is in place to 
expedite requests for beds.  

• Discharge Management Team and Procedures 
in place to manage complex discharges 
including specific procedures to expedite 
discharge of patients who are medically-
optimised and to minimise delayed transfers of 
care. 

• Ambulance handover bays in place. 

• Medical admissions reported to ensure timely 
medical review occurs, including daily board 
rounds on all wards (with some medical wards 
covered twice daily) 

• ‘Patient Status at a Glance’ screens in Nerve 
Centre provide Patient Flow with a view of the 
bed position for each ward, which supports their 
work (but cannot be fully relied on at present). 

• Protocols are in place to escalate action to avoid 
12 hour trolley waits through the Command and 
Control structures noted above. 

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

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

• Best practice processes followed for review of 
stranded and super-stranded patients, 
discharge (including DTOCs) and criteria-led 
discharge - continually refreshed and audited. 

• Project Board in place leading the UHND 
Emergency Care Centre extension  

• Local A&E Delivery Board, with Ops Group 
chaired by the Trust to assure and drive system-
wide delivery. Monitoring of patients awaiting 
operations takes place through weekly  ‘RTT 
Assurance’ meetings, including forecast 
positions 

• Cancer pathway management including 
trackers. 

• Community teams pathways of care to prevent 
avoidable admissions and facilitate supported 
discharge including in-reach into the Trust’s 
acute hospitals and a ‘virtual ward’ approach, all 
designed to provide wrap-around care closer to 
home for patients with long-term conditions.   

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. 

• ED safety checklist 
 

• Lack of resilience 
with respect to 
bed stock and 
A&E physical 
capacity to 
maintain flow in 
times of pressure. 
Both remain 
challenged by 
increasing 
demand (number 
and acuity of Type 
1 patient 
attendances) 

• Limitations in 
building design 
impacting on 
patient flow at 
UHND. 

• Backlogs for 
elective services 
in some areas 
and list size 
exceeding 
sustainable levels, 
exposing some 
specific 
challenges re: 
demand and 
capacity 
management.  

• Pressures on 
cancer services 
particular breast 
services due to 
demand and 
capacity 
constraints.  

• Ambulance 
handover bays 
not funded to be 
permanently 
staffed for 24 
hours. 

• Adherence to 
SAFER protocols 
remains variable   

Gaps 

• Output-based performance metrics for all services (now under 
development and being brought into use). 

Positive outcomes 

• Cancer services performance may vary against NHS Constitution 
standards but remains above the national average. 

• Cancer diagnostic services – the 31 day target is consistently 
delivered. 

• RTT performance is generally above the national average (although 
off trajectory and slightly short of the NHS Constitution standard). 

• Friends and Family Test results for A&E exceed the national average 
(91 to 93% across the year). 

• SPC charting demonstrates substantial reductions in. Length of stay 
performance is in line with the average. Audits have identified only 
small numbers of who may have stayed longer than necessary with 
optimal care. For patients waiting over 7 and 14 days actual numbers 
are reasonably close to the target thresholds. 

• Time to initial assessment – close to 90% within 15 minutes 
(significant improvement on prior years) on both sites. 

• No 12 hour trolley waits for over two years. 

• No cancelled operations (breaches of 28 day rule) 

• Diagnostic metrics long-term performance remains strong against 
target 

• Community Contract fully mobilised with a number of transformational 
initiatives now taking place and contractual KPIs being met.  

Other outcomes 

• A&E performance trajectories, and the waiting times standard, are not 
being and performance is deteriorating as complex demand increases. 
SPC charting shows sustained increases in the complexity of patient 
attendances and non-elective admissions limiting the impact of the 
changes and positive performance improvements outlined above. 
Current levels of variation point to the need for a step change in 
capacity and performance across the system (not just in the Trust) 
recover performance to targeted levels.  

• Regional and system-wide summit and Regional Medical Adviser visit 
has identified actions to further improve the A&E pathway. 

• RTT performance at 88%% (target of 92%). Remedial actions are 
being taken but the expected date to recover performance but this is 
constrained by the impact of unscheduled care demand, the impact of 
staffing constraints and of current issues with respect to 
decontamination of kit.  

• Cancer two week waits and 62 day waits – performance varies around 
the target but has worsened recently due to Histopathology pressures. 

• Pressures in endoscopy are impacting on diagnostic waiting times.  

• Two 52 week wait breaches in last 12 months (one reported in 
January 2019 and one in August 2019). 

• Appointment Slot Issues (ASIs) running above 20%, although this is a 
challenge across the region and not a focus of close regulatory 
interest.  

• Reasonable assurance- opinion from internal audit for discharge 
management.  

• A recent Healthwatch report also highlighted a need to improve 
information and communication with respect to discharge pathways. 
  

1. Roll out Trust actions in the plan developed 
from the system summit to address A&E 
pressures and hold system partners to 
account for delivery of their actions (CL on-
going). 

2. Develop, approve and roll out plans for Same 
Day Emergency Care to provide alternatives 
to A&E for suitable patients (CL, April to June 
2020). 

3. Work with system partners to explore to 
enhance integrated elderly care, establish 
frailty units, and secure support to identify 
sub-acute care facilities to take pressure off 
acute sites (CL, ongoing from April 2020) 

4. New emergency care centre to be built at 
UHND. Need to confirm source of funds and 
obtain regulatory approval (SJ, on-going to 
2022)  

5. Adapt reporting on A&E waiting times to take 
account of those patients with booked 
appointments now allowed to be counted in 
the measure. 

6. Work with our ICS and ICPs and through the 
LADB on response to demand on A&E 
services, including the Friarage Hospital 
Consultation and any resulting actions (SJ, 
CL – throughout the year). 

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

8. Ongoing RTT recovery plan for pressured 
services such as Dermatology and 
Rheumatology, and development sustainable 
service strategies for Ophthalmology and 
Dermatology, Plastics and Trauma and 
Ophthalmology – currently recovering as per 
forecast (CL, on-going). 

9. Implementation of new cancer services 
strategy and action plan, including sub-
regional discussions on a sustainable model 
for breast cancer services (CL on-going). 

10. Continue to require and monitor the 
implementation of plans to reduce ASIs as 
part of the Outpatients Improvement Project 
(CL on-going).  

11. Complete recruitment to the new roles for the 
C3 Care Co-ordination Centre and manage 
the relocation to better facilities (CL on-
going). 

12. Complete business case to source funds to 
maintain 24/7 ambulance handover bay (CL, 
March 2020). 

13. Implement a Rapid Diagnostic Centre (for 
cancer), working with partners (CL (NK), April 
2020). 
 

Section 4 provides more detail of the actions 
being taken for the specific risks included in the 
risk register. 

Risks beyond Board tolerance from 
risk register: 

Section 4 sets out red-rated risks 
covering (all scoring 16): 

• Lack of available clinical 
assessment rooms in the A&E 
Department at UHND (2110). 

• Poor environment for children in the 
A&E at Durham (2210) 

• Breast cancer and Dermatology 
waiting times (2126) 

• Interruption to surgical lists due to 
delays in obtaining decontaminated 
sets from Sterile Services (2233) 

• Decontamination Units for 
Endoscopy at end of life (1983) 

• Pressure on elective operations from 
unscheduled care demand (1985). 
 

Amber-rated risks are included re: 
appointment slot issues above target 
(2202) – score: 12; Brexit-related risks 
re access to consumables (2164) – 
score: 9, access to funding for the 
planned new Emergency Care Centre at 
Durham 2180) – score: 12, the ability of 
the nuclear medicine link processing 
system to support cancer waiting times 
(2255) – score: 12 , staff shortages in 
the lymphedema service (2239) –score: 
9; Rheumatology backlogs (2206) – 
score: 9 impact of Pathology reporting 
delays on 62 day waiting times (2293) 
score -12 and limited access to same 
day ambulance  transport  (2242) – 
score: 12 

Metrics 

• A&E indicators against 
national targets 
(including sub-targets). 

• ECIST dashboard 

• Tracking of referral to 
treat timelines against 
national targets, 
including cancer waiting 
times 

• Length of stay data; 

• Cancellation rates. 

• Ambulance handover 
times. 

• Diagnostic services 
waiting times. 

Independent / semi-
independent 

• Internal Audit follow up 
audit of clinical 
handover (planned for 
Quarter 2, 2019/20). 

 

 

 

 

Lead:  Carole Langrick           Committee: IQAC CQC Domain: Responsive 
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Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 4 4 16 2 3 6 

 

 

Planned Trajectory (April 2019-March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Over the longer-term, the Trust provides responsive services close to the patient resulting in a positive patent experience. Diagnostic services, 
seven day service standards and community services all continue to perform well, and cancer services are generally above the national 
average and benchmark well within the region.   

In recent months the Trust – in keeping with the NHS nationally, which saw its worst day on record for A&E waiting times’ performance on 
4th November 2019 – has seen significant increases in demand, particularly for the most complex cases. The rolling average used to 
forecast daily activity increased by almost 20% over six months to December for certain days of the week. The risk stemming from the 
these sustained increases in demand coupled with a relative lack of resilience in the Trust’s bed base / physical capacity in the A&E 
Departments has resulted in a deterioration in waiting times triggering a system-wide summit and associated action plan. The impact of 
unscheduled care pressures, in combination with a number of other factors has resulted in the sustained failure to recover the trajectory for 
18 week waits in line with the forecasts. It is important to note that the Trust’s management grip and control have not weakened, and that – 
in the context of similar pressures nationally – the Trust continues to fare reasonably.  

OFF TARGET AND TRAJECTORY 

Apr-19 9 (3X3) Apr-20 6 (2x3, target) 

Jul-19 9 (3X3) Jul-20 6 (2x3, target) 

Oct-19 9 (3X3) Oct-20 6 (2x3, target) 

Jan-20 9 (3X3) Jan-21 6 (2x3, target) 

RED – 16 (4ED – 16  

  

Previous report risk score 

AMBER– 16 (4x4) 
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OBJECTIVE 4: Best clinical outcomes for all our patients 

Linked Strategic Objectives: 

• Sustaining and improving services (Clinical Services Matter)    ⚫         Effectiveness priorities – Seven Day Services (Quality Matters) 

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

Principal inherent risks: 

• The Trust may fail to implement 
and / or follow evidence based 
good practice care pathways 
and / or may deliver care. There 
are other potential causes of 
this risk (capacity, skills, and 
infrastructure) which are 
considered elsewhere in this 
document.  
 

• All NICE guidelines are issued to 
the relevant service for an 
assessment of compliance. 
Where necessary pathways and 
clinical guidelines are updated to 
comply with the guidance. 
Barriers to compliance are 
escalated to the Clinical 
Effectiveness Committee and, as 
necessary, to ECL and the 
Clinical Quality Review Group. 

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

• Locally managed (service or care 
group specific) guidelines have 
been catalogued and approved for 
local management by the Clinical 
Standards and Therapeutics 
Committee (CSTC). 

• Regional network memberships 
are in place e.g. Cancer and 
Trauma – enabling peer review of 
standards, agreement of protocols 
and monitoring of services (peer 
review or TARN data) 

• There is an ongoing programme 
of national and local clinical audits 
in place through which the Trust 
benchmarks its performance 
against expected standards and 
seeks to improve and re-audit 
where necessary. A formal policy 
and strategy are in place and 
issues are escalated to the 
Clinical Effectiveness Committee.  

• The Trust uses benchmarking 
data ICNARC, SSNAP and TARN 
for example to monitor its relative 
performance. 

 

Management assurance 

• Monitoring reports on progress and 
outcomes from clinical audit, NICE 
compliance assessment, 
benchmarking and peer / external 
reviews to CEC and IQAC. 

• Specialist Committees monitor 
standards and compliance for some 
aspects of patient care: Resuscitation 
and Deteriorating Patient, Critical 
Care Delivery Group, Trauma 
Committee, Transfusion Committee 

• Use of CRAB data (Surgery 
complications). 

• Audits of Seven Day Service 
Standards. 

• Oversight of Clinical Effectiveness 
(including NICE, clinical audit, 
benchmarking and peer review) 
through Clinical Effectiveness 
Committee (CEC). 

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

• Need for further engagement / 
attendance of medical staff in 
Care Group Governance (IMS) 

• Learning and improvement from 
GIRFT reports is not yet 
embedded in service and care 
group business, resulting in a 
lack of evidence of outcomes 
from reviews discussed at CEC.   

Gaps 

• 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). 

• Need to embed assurance reporting to Board on seven day services. 

Positive outcomes 

• Surgeon specific outcomes are 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 (UHND), mortality, presence of key decision-
makers in theatre and length of stay 

• Positive practice identified from GIRFT for Ophthalmology, 
Anaesthetics and Orthopaedics and evidence of tangible 
improvements taken to CEC for Obstetrics. 

• Areas of shortfall against national benchmarks flagged in CQC 
Insights have been satisfactorily explained – ‘better’ or ‘much better’ 
indicators outweigh negative indicators. 

• Internal Audit of NICE Compliance Monitoring– Good Assurance. 

• Internal Audit of Clinical Audit – Good Assurance 

• 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 except for issues involving access 
to theatre slots. 

• SSNAP – Trust performance has improved to a B (from a D, overall). 

• High levels of NICE compliance above contractual requirements. 

• Rated ‘Good’ for Effective for all services by CQC.  

Other outcomes 

• Two NICE guidelines where not complaint (of over 700) and around 
60 with partial compliance. All with plans and risk mitigation discussed 
and agreed with commissioners. 

• Clinical Audits – risk highlighted with respect to National Paediatric 
Diabetes Audit (health checklist completion– significant outlier)  

• Stroke Service SSNAP scores are constrained by lack of therapy 
services and early supported discharge in the community (part of 
plans on which the Overview and Scrutiny Committee is engaging). 

• Orthopaedics – GIRFT strongly recommended separation of elective 
and trauma work, which is not fully in place at DMH.  

1. Review of medical staff capacity 
and engagement in governance 
meetings in IMS (JC (SK) – April 
2020) 

2. Implement action plan to improve 
Paediatric Diabetic Care, 
overseen through Clinical 
Effectiveness Committee (JC, 
ongoing monitoring). 

3. Review of Care Group plans to 
respond to GIRFT 
recommendations through CEC 
and progress on key actions. 
Rolling programme in place JC – 
ongoing). 

4. Progress proposals to develop the 
Stroke Service to increase access 
to community-based therapy and 
supported discharge (CL – 
ongoing). 

5. Peer review reporting to be 
strengthened (WE/JC – April 
2020) 

6. Embed reporting on seven day 
services to the Board (JC/WE – 
March 2020). 

7. Complete establishment of 
elective Orthopaedic Ward at 
DMH - temporary solution in place 
(CL/ JC – April 2020). 

 
Note: All non-compliant NICE 
guidelines have actions in place 
captured within the risk register or 
reporting to CEC.  
 
Section 4 provides more detail of the 
actions being taken for the specific 
risks included in the risk register. CEC 
will take escalation in respect of any 
delays or barriers to resolution for 
these action plans. 

Risks beyond Board tolerance in 
risk register : 
Section 4 includes amber-rated risks 
re: 

• Currency of clinical guidelines 
and procedures held at local 
level (1424 – score: 9) 

• Lack of an electronic system for 
foetal CTG monitoring (2226, 
1926 – score: 12,9) 

• Outlier status for completion of 
health checklists for Paediatric 
Diabetes, from national audits 
2108 – score:9) 

• Challenge in meeting 
expectations for “Continuity of 
Carer” in Midwifery (2258 – 
score: 9) 

• Lack of theatre time for 
Gynaecology patients choosing 
surgical management 
miscarriage (2224 – score:9) 
 

Metrics 

• CRAB 

• Best Practice Tariff Datasets for areas 
such Stroke, Hip Fracture and 
Paediatric Diabetes. 

• Benchmarking using Getting It Right 
First Time (GIRFT) 

 

Independent / semi-independent 

• Benchmarking through national 
clinical audits  

• Benchmarking through CQC’s Insights 
Report (reported to Board) 

• National benchmarking e.g. SSNAP 
and NHFD 

• Peer and network reviews 

• External visits / accreditations / 
inspections including peer reviews  

• Internal audit of clinical audit  

• PROMS (although limited and quickly 
out of date) 

• Surgeon specific outcomes data 

• GIRFT reports for key specialties 

 

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 (April 2019-March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

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. 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. Actions in place aim to sustain performance in line with 
the target risk score. The key source of assurance is the CQC inspection and the ratings for the Effective 
domain. 

ON TARGET 

Apr-19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

Lead:  Jeremy Cundall              Committee: IQAC CQC Domain: Effective 

Previous report risk score 

YELLOW - 6 
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OBJECTIVE 5: Great patient experience  

Linked Strategic Objectives: 

• Patient Experience Priorities (Quality Matters) – Learning from Patients and Families; Improving Dementia Care; Improving Nutrition; Improving End of Life Care and Improving Elderly Care 

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

Principal inherent risks: 

• The Trust may fail to 
obtain and understand 
patient views on 
service performance 
and developments. 

• The Trust may fail to 
make improvements 
targeted in priority 
areas (Quality Matters) 

• The Trust may fail to 
comply with Human 
Rights Legislation re: 
the Mental Capacity 
Act, Best Interests and 
Deprivation of Liberty 
Standards (DOLS) 

 

Main controls – patient experience: 

• There is a-Board approved Patient Experience and Community 
Engagement Strategy.  

• The Trust runs a Patient Experience Forum, comprising local 
champions, HealthWatch and other external stakeholders 
(including Governors) to agree and direct interventions to 
improve experience. 

• A number of tools and channels are used to obtain patient 
views, and reporting on trends at ward, specialty, Care Group 
and Trust level.  

• National surveys (review and response); 

• Friends and Family Test (including ‘You Said, We Did’ 
responses) 

• Comment cards; 

• Patient stories; and 

• Complaints reports; 

• Compliments analysis. 
These generally result in over 90,000 patient contacts per 
annum. 

• Action plans (You Said, We Did) are used at wards and service 
level.  

• There is a formal Complaints Policy, including delegation to 
senior managers to review and sign off complaints, The CEO 
reviews and signs off of all complaints received into her office,  

• HealthWatch periodically review samples of complaints and 
advise the Trust of potential improvements. Results are shared 
with IQAC. 

• Findings from the PHSO are shared with the Board and action 
plans are implemented where required.   

• Non-Executive ‘board visits’ to wards and teams take place 
including speaking with patients.  

• ‘Great Expectations’ training offer in place for all staff 
 
Controls for specific Experience Priorities in Quality Matters 

• MUST scoring embedded into Nerve Centre to support 
identification and care planning for nutrition needs 

• Dementia screening and assessment tools embedded in Nerve 
Centre and Dementia training required by all staff – monitored 
through Role Specific Training. 

• End of Life Steering Group in place to review and direct action 
with respect to VOICES feedback, complaints and other patient 
feedback.  

• Elderly Care – Rockwood scoring in place in A&E departments 
and Frailty Unit at Durham.  

Management assurance 

• Scrutiny of patient experience 
feedback by Executive Patient Safety 
and Experience Committee, Integrated 
Quality Assurance Committee and 
Board. 

• Frequent ‘assurance rounds’ – checks 
on MCA and DOLs awareness and 
compliance by the Safeguarding 
Adults Team (including the MCA 
Lead). 

• Reporting to SCB on implementation 
of actions for patient experience 
priorities for Quality Matters including 
metrics. 
 

• The Patient Experience 
Forum has fallen away 
and needs to be 
replaced, or its 
functions fulfilled 
through another 
Committee. 

• Gap Analysis against 
good practice issued by 
NHSI flags a number of 
areas where we can 
improve in line with the 
best performers for 
learning from the patient 
experience.  

• Point Prevalence audits 
- there remain some 
areas where particular 
aspects of the Mental 
Capacity Act, and 
Deprivation of Liberty 
Standards need to be 
reinforced. 

• Need to engender 
greater awareness of 
the need for parity of 
care re physical and 
mental health needs, 
which is being taken 
forward through the joint 
programme of work with 
TEWV and 
neighbouring Trusts to 
implemented the “Treat 
As One” 
recommendations and 
seek plan accreditation. 

• Complaints response 
process is not in line 
with best practice per 
HealthWatch and 
benchmarking (limited 
visibility to the CEO). 

Gaps 

• None.  

Positive outcomes 

• CQC rate all Trust services as Good for caring.  

• Friends and Family Test results – all three areas well above 
national average. A&E scoring 91-93%, Inpatient scoring 97-
98%, Maternity 98-99%, 99% for Community Services.  

• Complaints turnaround times have remained well within 40 
days for the Trust as a whole for some time. 

• Good assurance from Internal Audit with respect to the 
complaints process. 

• National Urgent and Emergency Care Survey 2018 – positive 
results and improvement on the prior survey 

• National Inpatient Survey 2018 – Trust ‘about the same as’ 
peers, no outliers. Four 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). Overall score up to 8.2 from 7.9. 

• National Cancer Survey – results above the same as others 
but with significant improvement since the last survey and 8 
answers in the top 20%.   

• National Maternity Survey – overall score of 80% (one per 
cent up on the last survey, with all results the same or better 
than peers). 

• Trust ‘responsiveness to personal needs’ score is above the 
national average. 

• Treat As One Action Plan progressing well – majority of 
actions areas now self-assessed as Green.  

• VOICES feedback shows improvement on all areas under the 
Trust’s control (end of life care). 

• Dementia screening, referral and assessment compliance all 
over 90% on most recent data. 

• Self-assessment of compliance with NICE guidelines on 
mental capacity – 80% compliant with ability to progress to 
100% shortly.  
 

Other outcomes 

• National Children’s survey – some areas for improvement 
identified, overall about the same as others.  

• Point prevalence audit – still need to reinforce some aspects 
of the Mental Capacity Act and DOLs.  

1. Continue embedding of 
improved processes for 
compliance with MCA and 
DOLS including a further point 
prevalence audit. 

2. Continued roll out of ‘Treat As 
One’ action plan (jointly with 
Tees, Esk and Wear Valleys 
Mental Health Trust)  through 
the Project Board (NS – 
application for PLAN 
accreditation on-going) 

3. Identification and 
implementation of 
improvement actions from 
national surveys (NS, 
ongoing). 

4. Refresh / replace Patient 
Experience Forum – see also 
Domain 4, Objective 3 (NS, 
May 2020). 

5. Develop more refined and 
meaningful patient experience 
reports using ‘SUPERB’ (NS, 
January 2020). 

6. Final gap analysis report and 
action plan to Board 
(December 2019). 

 

Risks beyond Board 
tolerance in risk register 
None – however, a number 
of the risks in Section 4 
potentially have patient 
experience impacts 

Metrics 

• Trend and analysis in complaints; 

• Compliments data; 

• Perfect Ward Experience Measures 
(these do not actually measure 
experience but compliance with 
expected actions which are known to 
be drivers of a good patient 
experience) 

• 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 
National Dementia Audit (Carer 
Feedback annual) 

• 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 (April 2019 to March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG 

Patient Feedback on the whole is positive, as evidenced by Friends and Family Test scores and CQC patient surveys, and the use of patient stories and patient 
feedback continues to improve. The national surveys, in line with the Trust’s own surveys, identify areas of focus for further improvement work, but no statistically 
poor performance, with improved performance across almost all areas.  There is still some further work required to reinforce understanding of MCA and DOLS 
requirements.  Quality Matters Strategy: progress is as anticipated for all areas subject to Elderly Care where CCG approval and OSC support is needed for the wider 
initiatives under consideration when the strategy was developed.  The risk mitigation plan aims to maintain the position at the target score. 

ON TARGET  

Apr 19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

Lead:  Noel Scanlon         Committee: IQAC CQC Domain: Caring 

Previous report risk score 

YELLOW - 6 
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OBJECTIVE 6: Safe, Secure Fit for Purpose Patient Environment   

Linked Strategic Objectives: 

• Improving our infrastructure and facilities (Clinical Services Strategy) 

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

Principal inherent risks: 

• The Trust may fail to develop and 
maintain its buildings, infrastructure 
and facilities effectively, resulting in 
a patient environment which 
provides a poor experience, is 
unsafe or incapable of supporting 
the achievement of related 
objectives relating to the patient 
experience, service access and 
clinical outcomes.  

 

• 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 are in place and a Monitoring 
Officer programme is in place for regular checks. This includes a 
Monitoring Officer in CDDS to monitor work by subcontractors 

• Prioritisation of backlog schemes is carried out through the 
Estates Capital Sub-Group, Investment Planning and Appraisal 
Group and Executive Directors’ 

• Project management procedures for capital works are in place 
the Trust’s SLA with CDDS and KPIs form part of the contract 
monitoring process. 

• A Local Security Management Service is in place via the Trust’s 
contract with CDDS. 

• Security, Violence and Aggression and Health & Safety Risk 
Assessments are completed and updated for all areas on a 
regular basis. 

• Health and Safety, fire and security audits are undertaken 
covering all areas and follow up audits are undertaken where 
issues are identified. 

• The 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 

• There is a Decontamination Safety Group reporting to the 
Infection Control Committee, setting policy, monitoring training 
and outcomes of audits, checks and inspections 

• Food Safety Training is provided to all relevant staff. 

• Infection Control audits* e.g. annual commode audit. 

• Catering audits* and actions 

• The Water Safety Group oversees legionella testing 

• The Medical Gas Committee monitors the safety of the medical 
gas infrastructure  

• Authorised Engineer audits* of maintenance works and actions 
(provided through SCL) 

• Medical and Surgical Equipment requirements are prioritised by 
clinical services and managed against current available 
resources.  

• Systems are in place to plan capacity against demand and to 
allocate cleaning and portering resources to support required 
tasks. The new tool is in place in A&E at DMH and is to be rolled 
out to other areas.  

• Compliance Manager in place to monitor KPIs and Premises 
Assurance. 

* Included in controls as essentially these are frequent management 
checks on compliance, with non-compliance reports acted upon. 

Management assurance 

• Checks on PFI provider soft FM and 
in-house services) and on CDDS 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 

• Audits of compliance with the Trust’s 
waste policy covering all areas.  

• Backlog Maintenance 
funding is not sufficient 
to address all risks 
identified, requiring 
prioritisation and 
leading to some 
potential health and 
safety risks requiring 
further action 

• On-going work re fire 
compartmentation and 
the Category 3 Room in 
the Microbiology 
Laboratory at UHND, 
and removal of ligature 
risks in higher risk 
areas. 

• The A&E Department at 
UHND is not fit for 
purpose with respect to 
current levels and mix 
of patient demand.  

• Asset management 
controls have several 
gaps: whilst none are 
material with respect to 
the Trust’s annual 
accounts, the current 
policy is out of date, no 
dedicated asset 
management function is 
in place and no physical 
verification. A post has 
been being recruited to 
oversee a remediation 
plan. 

• Understanding of 
lifecycle position at 
UHND – validation 
required to inform 
management of final 
years of PFI agreement 
and lifecycle works. 
External advisers have 
been appointed to 
support this work. 
 

 

Gaps 

• Premises Assurance Model – first 
exercise completed for DMH but 
not yet included in the Estates 
and Facilities Assurance Reports 
to ECL and to IQAC. 

• Gap in meetings for groups 
dealing with Asbestos and 
Electrical Infrastructure – gap in 
reporting to H&S Committee 

Positive outcomes 

• PFI providers and CDDS are 
meeting KPIs. 

• PLACE scores for 2019 are above 
national average and benchmark 
well within the region for all areas 
for cleanliness, condition and 
food. 

• Five-star rating from most recent 
LA food hygiene inspections. 

• An external quality inspection of 
catering services was completed 
in January 2020.  Only six minor 
non-compliances have been 
noted and actions will be 
completed within 28 days. 

• Fire inspections of all sites found 
‘broad compliance with the 
Regulatory Reform Order (highest 
rating) confirmed by County 
Durham Fire Service) 

• ‘Green’ rating from commissioner 
assurance visit. 

• Good Assurance from Internal 
Audit on follow up of Portering 
audit for SCL 

• Cleanliness inspections 
evidencing targets met, very close 
to the 95% target in Durham over 
the last year (94.5%) 

Other outcomes 

• PLACE scores for 2019 are below 
the national average and regional 
position for dementia and 
disability. 

1. Specific actions, tracked through the risk register 
in respect of key risks associated with backlog 
maintenance and continuous prioritisation (AM, 
on-going).  

2. Health and safety risks to the CDDFT Group  for 
backlog items to be identified and brought to RMC 
(AM, WE, March 2020) 

3. Secure funding for, and progress building works 
for the new Emergency Department at UHND as 
part of the Major Projects Programme to be 
overseen by SCB (SJ,CL on-going, currently 
impacted by national constraints on capital but 
sources of funding identified) 

4. Finalise and report initial assessment under 
Premises Assurance Model for all sites, to enable 
benchmarking across sites (including PFI 
providers) and with other Trusts, and associated 
action plans (SJ/AM, April 2020) 

5. Complete improvements to the Category 3 Room 
in the Laboratory at Durham (AM – operational 
from March 2020) 

6. Appoint Asset Officer to provide an asset 
management function (AM – March 2020).  

7 Complete Phase 2 and Phase 3 fire 
compartmentation works, in line with capital 
programme (AM – on-going) 

8.  A temporary contingency plan is in place to cover 
any failure of the booster pump and a feasibility 
study is being undertaken re: re-siting the 
pumping station. 

9. Roll out PFI lifecycle monitoring and handback 
planning following external adviser appointment 
(DB/AM – from December 2019). 

10. Reinstate meetings of asbestos and electrical 
infrastructure groups and ensure that the forums 
report in to the Health and Safety Committee 
(WE/AM – February 2020)  

11. Implement actions from ligature risk assessments 
taking a proportionate approach (WE/AM – April 
2020)  

12. Implement remedial actions from 2019 PLACE 
assessment (AM, ongoing)  
 

For risks contracted out to Synchronicity Care Limited 
(SCL), Executive Directors will maintain oversight of 
delivery.  

Section 4 sets out the mitigating actions for specific 
risks in the risk register. 

Risks beyond Board tolerance in risk 
register: 
Section 4 has red-rated risks: 

• Lack of clinical assessment rooms 
and physical capacity in the A&E at 
Durham (2110 – score: 16). 

• Location of booster pumps at DMH 
(underground) could be liable to 
flooding (2084 – score: 15). 

• Envair isolates beyond life and not 
on capital programme – risk to 
chemotherapy (1835 – score: 15) 

Amber-risks are as follows: 

• The planned new A&E at Durham 
subject to funding constraints (2180 
– score: 12) 

• Phase 2 Fire compartmentation 
works at DMH (2077 – score: 10) 

• Category 3 Room Microbiology Lab 
(UHND) (1948 – score: 10)) 

• Medical Gas pipeworks maintenance 
(1490 – score:9) 

• ITU ventilation system (2043 – 
score: 9) 

• Lack of IPS/ UPS in some areas 
(2032 – score:9) 

• Lack of lifecycle management for 
cleaning equipment (2271 –score:9) 

• Availability of maintenance funding 
post PFI contract to cover lifecycle 
costs (2245 – score: 12). 

Metrics 

• SCL KPI reporting and KPIs for PFI 
providers 

• ERIC (Estates Return Information 
Collection) data. 

• Model Hospital 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 CDDS: 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 (April 2019 to March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Overall there is good assurance with respect to the cleanliness and condition of the patient environment through the most recent PLACE inspection 
results which benchmark well nationally and regionally for these aspects, but more to do on dementia and disability.  There remain, however, a number of 
backlog maintenance risks which cannot be fully mitigated during the year. Risks to patient safety are escalated and addressed through Executive 
Directors as identified. One specific risk is greater than the risk for the overall objective: the Trust still needs to secure funding and regulatory approval for 
the new Emergency Care Centre (ECC) at UHND, with the current A&E Department at risk of overcrowding resulting in a poor patient experience and a 
need to take additional actions to ensure patient safety at times. The key actions required to mitigate risk in line with the target score would be the 
development of a credible, funded plan to mitigate all high risk backlog items and approval / funding for the UHND ECC.  

OFF TARGET BUT ON TRAJECTORY  

Apr-19 9 (3x3) Apr-20 9 (3x3) 

Jul-19 9 (3x3) Jul-20 9 (3x3) 

Oct-19 9 (3x3) Oct-20 9 (3x3) 

Jan-20 9 (3x3) Jan-21 9 (3x3) 

Lead:  Alison McCree (contracted out)       Committee: IQAC CQC Domain: Safe / Responsive 

Previous report risk score 

AMBER - 9 (3X3) 

• Optimising the use of our estate (Estates Strategy) 
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OBJECTIVE 1: Strategy Development and Delivery    

Linked Strategic Objectives: 

• All elements of the strategy but clinical services matter in particular  

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

Inherent risks: 

• The Trust’s Strategy may 
not reflect the views of 
staff and stakeholders and 
may not therefore be 
supported within the Trust 
or externally 

• The Strategy may fail to 
respond to the challenges 
faced by the Trust. 

• The Strategy may be 
unrealistic and not 
achievable. 

• The Trust may fail to 
adapt the strategy in the 
light of changes in 
conditions. 

• The Trust may not 
implement the Strategy 
effectively. 
  
 

• The Strategic Change Board (SCB) is in place to oversee development of strategy, 
proposal of strategy to the Board and monitoring of implementation. This has included 
monitoring of the mobilisation plan for Adult Community services and will move on to the 
Transformation Plan.  

• The Vision was defined and agreed with staff and stakeholders in prior years. 

• Mission Statement refined and agreed with staff following meetings and an extensive 
survey of staff views (in 2019). 

• The Trust’s Values agreed with staff in 2014 Focus Groups and subsequently reaffirmed. 

• The Strategy Handbook (overall summary) and underpinning strategies are reviewed and 
approved by the Board after taking account of the views of the Council of Governors. 

• The Board reviews strategy at least twice annually including changes in the external 
environment and internal capability. 

• Strategic objectives have been 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 and success measures, 
with implementation monitored every quarter by SCB. 

• The 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. 

• A Strategy poster is 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 are 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 any service which comes under imminent pressure. 

• The Trust is working with partners to define locality and region-wide longer term strategies 
through (i) joint work as part of the South ICP and Central ICP (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. 

• A Trust Programme Manager and senior Executives and Clinical Leaders are engaged in 
work-streams for the ‘South ICP’ (work with North and South Tees) reporting into SCB and 
ECL. It has now been agreed that work-streams will be aligned between the South and 
Central ICPs. 

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 
place-based strategies within 
ICS and ICP footprints. 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 (four 
years in the case of 
community services given the 
contract period). 

• There remains an ongoing 
need to communicate and 
reinforce understanding of 
strategy among staff (as 
relevant to their roles) and to 
ensure that they are able to 
enact local plans and actions 
in support of it. This was 
reinforced by the findings of 
the recent CQC inspection.  

 

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 
 

• KPMG Well-Led Review – 
Strategy Domain now rated 
Amber/Green. 

• Overall rating of ‘Good’ 
awarded by CQC from the 
well-led review (which 
includes the Key Lines of 
Enquiry re: Strategy) 
 

1. Continue to ensure Trust 
involvement in local and regional 
strategy / planning forums to 
inform the consideration and 
evaluation of options, and fully 
support the development of 
locality and region-wide plans (SJ, 
CL, DB, JC – on-going). 

2. 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). 

3. 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).  

4. Action within the CQC Inspection 
Action Plan to strengthen internal 
communications and engagement 
to reach all staff, including 
promoting and including the 
strategy and how individual teams 
engage with it as a priority (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: 

• None 
     

Independent / semi-
independent 

• KPMG review of strategy 
domain as part of well-led 
review follow up 
(completed) 

• CQC well-led review (report 
awaited). 

 

 

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 (April 2019 to March 2021 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust’s Strategy “Our Patients Matter” sets out an incremental strategy over eight key areas, focusing on a three year horizon. The well-led review, 
undertaken as part of the CQC inspection in 2019, assessed the development, credibility and deployment of strategy according to CQC’s key lines of enquiry. 
Only one recommendation for improvement was raised, highlighting that some of the staff CQC spoke to were not fully aware of and / or engaged with the 
vision and strategy. This is to be addressed as part of a programme to strengthen our internal communications and engagement.  

The longer-term strategy for services will, in particular, be influenced by the outcomes of work being undertaken by the Cumbria and North East ICS and the 
sub-regional integrated care partnerships including work on service developments taking place between the Trust, North Tees and South Tees. The Trust 
needs to continue to play a full and proactive part in supporting this work to secure optimum benefits for patients in Darlington and in County Durham. The 
Risk Mitigation Plan aims to maintain the risk score within the target. 

ON TARGET 

Apr-19 8 (2x4, target) Apr-20 8 (2x4, target) 

Jul-19 8 (2x4, target) Jul-20 8 (2x4, target) 

Oct-19 8 (2x4, target) Oct-20 8 (2x4, target) 

Jan-20 8 (2x4, target) Jan-21 8 (2x4, target) 

 
 
 

Lead:   Sue Jacques                Committee: Board 

Previous quarter risk score 

AMBER - 8 (2x4) 
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OBJECTIVE 1: Right staffing, right place, right time 

Linked Strategic Objectives: 

• Recruiting and attracting; building a workforce for the future (Staff Matter)  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

• The Trust may fail to effectively 
understand, plan for and recruit for 
workforce needs resulting in 
shortages of medical and / or 
nursing staff in particular services; 

• The Trust may fail to recognise, and 
allow for, changing workforce needs 
over time in developing and rolling 
out plans  

 

• A “Staff Matter” Strategy is in place for 2017-2020, with 
annual action plans developed and integrated into business 
plans. These include actions to maintain and, where 
required, increase capacity.  

• SCB receives updates on the implementation of annual 
‘Staff Matter’ action plans for all areas every quarter.  

• A Workforce Planning Group is in place to coordinate 
planning and recruitment activity across the Trust, working 
to a Trust-wide recruitment plan. 

• A Recruitment Strategy is now in place, combined with a 
monitoring process through Care Groups to recruit 
consultant and other medical posts. This allows recruitment 
activity to planned and escalated at three levels (from 
traditional channels through to use of specialist agencies 
and international recruitment). 

• A wide range of innovative solutions is deployed to attract 
nursing and medical staff to ‘hard to recruit areas’ including 
MTI, Physicians Associates, and Return to Practice, 
Nursing Associates Apprentices. 

• Medical Workforce Review meetings take place with each 
Care Group with senior staff from the Medical Directorate 
on a 1, 2 or 3-monthly cycle based on the MD’s review of 
risk.  

• Approved recruitment policies and procedures in place.  

• Nursing recruitment campaigns are in place and on-going, 
including the introduction of one stop shops to cover the 
whole process and make rapid offers. On-going adverts are 
placed on NHS Jobs. 

• There is a planned 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. 

• A Nursing and HCA bank is in place managed by the Staff 
Bank and Recruitment Team, with use of bank staff to fill 
vacant shifts. A Neutral vendor in place for agency requests 
(ensuring compliance with framework requirements) 

• A Medical Staff Bank is in place to cover most requirements 
for additional medical staff shifts. The Circular Wave system 
is used to manage shift allocation, payment and tracking.  

• A Master Vendor is in place to meet requests for agency 
and locum medical staff 

• There is an agreed process for escalation of short-term 
needs (including authorisation to ‘break the glass’ re NHSI 
caps). 

• All areas required to specify actions to improve retention in 
their Staff Matter Action Plans monitored by SCB.  

• Service strategies / plans in development to address areas 
with locum dependency (as part of overall planning 
process).  

• Absence management policies are in place and HR Leads 
linked to each Care Group monitor and drive compliance 
with these.  

• Monitoring arrangements are in place to maximise the 
utilisation of the apprenticeship levy.    

• An escalation process is in place through Care Groups (in 
hours) and Silver Command (out of hours) to maintain safe 
staffing in inpatient areas. 

• Retention Strategy in place. Surveys and working groups 
held with respect to particular staff groups to plan 
appropriate interventions.  

• Workforce Planning Group in place to oversee development 
of workforce plans aligned to demand and capacity needs.  

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. 

• Weekly bank and 
agency submissions 
to NHSI. 
 

• Workforce Planning, 
and associated 
recruitment and 
retention strategies 
need to go further to 
address challenges 
associated with hard 
to recruit posts in 
some areas, address 
emerging risks 
particularly with 
respect to high 
numbers of 
retirements and to 
proactively plan, for 
and manage attrition; 
for example where 
this is predictable due 
to retirements.  

• Impact of pension 
scheme changes 
nationally on working 
of additional PAs on 
some specific 
specialties (which 
persists despite 
national and local 
measures being 
offered to affected 
staff). 

• Nurse bank fill rates 
reduced to around 
70% following weekly 
payroll tax issue 
(although now 
resolved, the Trust’s 
own staff can be paid 
weekly without the 
same tax issues 
elsewhere) and 
potentially as a result 
of ongoing demands 
on substantively 
employed staff 

• Net vacancies of 125 
for registered nurses 
and 56 for HCAs (net 
of posts out to advert 
and being appointed 
to). 
 

Gaps 

• The Trust is compliant with NHSI’s Workforce 
Safeguards; however, development of reporting to 
enable quality indicators and workforce indicators to 
be considered, at ward or team level alongside each 
other can be strengthened  

• Following the implementation of the new financial 
ledger it is proving more difficult to report on 
effective staffing shortfalls 
. 

Positive outcomes 

• Medical Staff Bank and Master Vendor able to fill 
additional medical shift requirements. 

• Taking account of start dates agreed with 
consultants, and NHS Locums, consultant staffing 
has been strengthened in Ophthalmology, Stroke, 
Palliative Care, Paediatrics, Gastroenterology and 
Obstetrics.  

• A net 4% increase in medical staff in 2018/19 and a 
reduction in risks above tolerance re medical 
staffing in 2019/20. Recent consultant appointments 
to A&E, Dermatology, Rheumatology and 
Radiology, plus recent middle grade appointments 
to Elderly Care, Ophthalmology, Surgery and 
Paediatrics 

• A majority of Medical Staff shifts are filled by bank 
staff, with additional fill from agencies.  

• Recruitment of Nursing Associate Apprentices now 
underway for a five year programme. 

• Retention at 94% or better for all care groups and 
the most improved in the region for nursing staff. 

• Voluntary turnover is holding at 7-7.5% against a 
target of 9%. 

• Good assurance for the Internal Audits of 
Recruitment and of Bank and Agency Staffing. 

• Rostering issues in Surgery resolved based on 
GMC survey results. 

• Job Planning approach regarded as good practice 
by NHSI plans in place for current year and 
prospective planning cycle for 2020/21 underway  

• Good uptake for the internal transfer scheme 
introduced to support nurse retention. 
 

Other outcomes 

• Bank fill rates for RNs at now only around 70% for 
RNs and 65% for HCAs. 

• Staff sickness absence at around 5.8% for 
November and December 2019 (above target, 
worse than prior year and benchmarks worse than 
average) 

• Reasonable assurance Internal audit reports on 
Medical Staff Job Planning and sickness absence 
(the key issue for the latter being compliance of 
documentation).  

• Remaining services with shortfalls in medical staff 
(all have plans to keep safe). Respiratory 
Rheumatology, Dermatology, Radiology and A&E.  

1. Optimise the new Workforce Committee to 
seek assurance with respect to workforce 
planning and implementation of plans and 
use the Committee to oversee and report o 
full compliance with Workforce Safeguards. 
This group will also oversee the work of the 
Nursing Recruitment Committee and 
Nursing Associate Steering Group (MS/ WE, 
August 2020). 

2. Implement the recently approved Nursing 
Recruitment Strategy including ‘One Stop 
Shop’ recruitment days and international 
recruitment (NS/MS – from March 2020) 

3. Roll out of recruitment strategy for hard to 
recruit posts (escalating from usual 
channels through to specialist recruitment 
agencies and international recruitment) 
(MS/JC – on-going). 

4. Continued oversight of roll out of plans to 
sustain stretched services including 
Dermatology and Rheumatology and roll out 
recruitment strategy for respiratory, through 
monthly medical workforce meetings (JC 
on-going), 

5. Work with ICPs / ICS on collaborative 
pathways to support other services with 
workforce challenges (JC, on-going). 

6. Evaluation and action planning from the 
survey of Medical Staff, to support retention 
planning, to be undertaken (MS, March 
2020) 

7. Continue regional collaborative work on 
Regional Passport, through the Flexibility of 
Employment Workforce Delivery Group as 
part of the regional streamlining work (JC/ 
MS – clinical passport in place, wider 
regional passport on-going). 

8. Roll out of the toolkit and supporting training 
for managers / support offer for staff re 
sickness absence due to stress / anxiety / 
mental health issues following conclusion of 
deep dives with each Care Group (MS, 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 4.  

Risks beyond Board tolerance in 
Board risk register: 

The risk register includes workforce-
related risks beyond tolerance in the 
following areas: 

• Shortage of Paediatric qualified 
nurses in the A&E Departments at 
both sites (2209 – score: 9) 

• Gaps in rota for Associate Specialist 
and Registrar in both A&E 
Departments (2247 – score: 12) 

• Respiratory service could become 
unable to meet demand due to 
retirement of senior medical staff 
(2252 – score: 12) 

• Demand outstripping capacity in the 
Aseptic Unit (2079  - score: 12) 

• Shortages in Dermatology leaving 
capacity short of demand (2169 – 
score: 16) 

• Lack of capacity in Assisted 
Conception Unit at BAH  (2116 – 
score: 15) 

• New junior doctor contract – inability 
to move to required weekend rota 
until August 2020  

• Staffing shortfall on Ward 11, UHND 
due to sickness, maternity leave and 
vacancies (2294 –score:12) 

• Challenge of sustaining overnight 
medical rota in A&E at UHND (2299 
–score:12)  

• Vacancies in endoscopy impacting 
on waiting times for diagnostics and 
surgery (2292 –score:12) 

• Shortages of nursing staff on Wards 
4 and 6, BAH 2279 and 2290 – both 
score:15) 
 

There is also a range of staffing risks 
scoring 9 re: AMU UHND (nursing and 
medical staff) nursing staff for Ward 5 
(UHND) and Ward 52 (DMH), neonates, 
gynaecology and in Orthopaedics. Also 
consultant vacancies in Microbiology and 
Cytology. 

Metrics 

• Workforce monthly 
and quarterly 
reporting (staff 
numbers, turnover, 
agency staff, sickness 
absence) 

 

Independent / semi-
independent 

• Internal audits of: 
➢ Recruitment and 

Retention 
(completed) 

➢ Audit of bank and 
agency staffing 
(completed) 

➢ Medical Staff Job 
Planning  

 

Lead:  Morven Smith    Committee: IQAC 
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Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 4 3 12 3 3 9 

 

Planned Trajectory (April 2019 to 2021 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG 
Growth in the medical workforce continues with fewer specialties with key staff shortages. The Trust has 
controls in place, validated by Internal Audit, over fill rates, job planning and recruitment but further progress 
continues to be needed in agreeing and implementing plans to sustain specific services subject to regional 
and national shortages and in rolling out the new nursing recruitment strategy to address nursing vacancies 
in a more sustainable manner.  In keeping with both the national and regional picture, the Trust has, 
however seen increasing levels of sickness absence resulting, together with vacancies in increased demand 
for bank and agency shifts, around three quarters of which are being filled. In combination, these factors 
therefore increase the likelihood of risks arising which will require action above the operation of day to day 
controls, as is evidenced by an increase in the number of operational risks recognised in risk registers 
(mainly with scores of 9 or 12).  

OFF TARGET AND TRAJECTORY 

Apr-19 9 (3x3, target) Apr-20 9 (3x3, target) 

Jul-19 9 (3x3, target) Jul-20 9 (3x3, target) 

Oct-19 9 (3x3, target) Oct-20 9 (3x3, target) 

Jan-20 9 (3x3, target) Jan-21 9 (3x3, target) 

 

  

Previous report risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 2: Right workforce skills 

Linked Strategic Objectives: 

• Develop Talent; Support and embed a high performance culture; Building a workforce for the future (Staff Matter)  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent 
risks: 

• Staff may be 
appointed without 
sufficient, 
appropriate skills or 
their skills allowed 
to lapse over time. 

• Staff may fail to 
attend or undertake 
essential learning 

 

• Pre-employment vetting procedures are in place including reference and 
registration checks (permanent, bank and agency staff). 

• Policy and procedures are in place for development of the Training 
Needs Analysis and Learning Prospectus. Trust-wide Training Priorities 
Group works with policy owners to determine the focus of essential and 
role-specific training, staff requiring each competency and course 
provision.  

• ESR is used to capture all role-specific competencies required for each 
staff member and to monitor and track compliance. 

• Role-specific essential training – agreed trajectories in place, 
competencies identified and monitored via ESR and regular reporting to 
Care Groups and Executive Committees.  

• Monitoring of booking onto and attendance at Essential Training and 
Role-Specific Training programmes through ESR. Reporting and 
management of Did Not Attends and escalation of non-attendance 

• A Nursing skills passport is in place (linked to appraisal process); 

• Medical Education strategy and processes in place, overseen by a 
Director of Medical Education and a Director of Undergraduate Medical 
Education. 

• Arrangements in place to maximise utilisation of the apprenticeship levy. 

• Revalidation processes are in place for medical and nursing staff, with 
individual tracking and support to all nursing staff. 

• Junior doctors’ rotas are managed to maintain capacity for training and 
supervision.  

• Temporary Worker requests for nurses and HCAs sourced through Staff 
Bank or Neutral Vendor providing assurance of vetting before starting 
work. 

• Strategic Leadership Development Programme in place to train all trust 
leaders in core skills. There is a leadership development matrix with a 
range of development courses matched to staff levels and needs for staff 
at lower levels.  

• A Master Vendor is in place to appoint medical agency staff in line with 
the Trust’s standards and after appropriate vetting of skills and 
qualifications. 

• Board and Executive Directors’ Development programmes in place. 

• Values-based recruitment, appraisal and talent management 
approaches undertaken to help ensure that staff have the behaviours 
and soft skills expected in their roles 

• Non-Executive Directors training is supported through the FT Office and 
a register of training maintained and reviewed by the Board.  

• Two day induction programme in place for new consultants 

• GMC have supported the development of a consultant training 
programme. 

Management assurance 

• Monitoring of essential 
training attendance and role-
specific attendance through 
ESR, with management 
information reported to all 
Care Groups and Executive 
Committees  every month and 
to IQAC and the Board every 
quarter; 

• Revalidation Officer 
monitoring and reporting on 
medical staff revalidation 

• Nursing revalidation 
programme and monitoring 

 

• There are gaps in 
records to evidence 
local induction of 
nursing and medical 
agency / bank staff. 

• Reporting is being 
further adapted to aid 
monitoring by service, in 
each Care Group. 

• A minority of trajectories 
for role-specific 
essential training for 
2018/19 were not met. 
Did Not Attends and 
availability of courses 
are being remain 
challenges. There 
remain challenges with 
a minority of red and 
amber rated areas in 
2019/20 with a 
continuing issue re 
DNAs and compliance 
with e-learning.  

• Need to roll out Talent 
Management Strategy 
and Succession 
Planning approach.  

• From the 2018 Staff 
Survey, the qualitative 
element of appraisals 
needs to be 
strengthened.  

.  
 
 

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 is not yet fully embedded. Current 
compliance rates are green for 22, amber for 
24, and red for 2 of the 48 competencies, with 
remediation plans in place for all. Amber rated 
areas are within 5 to 10% of target. 

• Quality of appraisals is deficient per NHS 
Staff Survey feedback. 

Positive outcomes 

• 93% of staff compliant for essential training  

• Internal Audit of Medical Staff Revalidation 
and Appraisal – substantial assurance given. 

• NHS Improvement complimentary re 
leadership development programme.  

• One of the best regional performers for 
apprenticeship levy utilisation and have 
exceeded the target for public sector 
organisations. 

• Positive evaluation of Board and Executive 
Directors’ development sessions and training 
supplemented by Moving to Good Seminars 
from NHSI. 

• Positive feedback from last ADQM meeting 
(April 2019). 

• GMC Survey 2018 – improvement in Trust 
relative position (up to 92 from 122) and 
trainee satisfaction with fewer red outliers. 

Other outcomes 

• Current rolling compliance for appraisal is 
71%. 

• Backlog in training for the IG element of core 
essential training, subject to a remediation 
plan.  

1. Policy Leads Group maintaining oversight of 
performance for each element of role-specific 
training with escalation to Executive Committees 
and on-going review in Care Group Board and 
Performance Review meetings, with DNAs a 
key focus (MS/NS – on-going). 

2. Actions within the CQC Action Plan to review 
the role-specific training programme using the 
IMPS quality improvement methodology (MS/NS 
– June 2020) 

3. Complete audits of the record-keeping for local 
induction for temporary staff by the Staff Bank 
team, to inform further actions to embed local 
compliance (MS, March 2020) 

4. Training session for Executive Directors and first 
Talent Board to be established by April 2020, 
with roll out through Care Group senior 
structures over the remainder of 2020/21 (MS 
on-going). 

5. Evaluate the recent audit of the quality of 
appraisals and develop and roll out an 
improvement plan as required (MS, roll out from 
March 2020). 

6. Continued escalation and monitoring of 
completion of IG training via ECL (MS, NS, on-
going). 
 

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) Safeguarding training records are being 
reconciled to local records and gaps escalated 
through Care Groups.  
(3) Specific action plans are in place for all risks in 
underlying risk registers (see Section 4).  

Risks beyond Board 
tolerance in risk 
register 

• Shortfalls in training 
rates for safeguarding 
of adults and children 
(1971 – score: 9) 

• Bank and agency 
staff potential shortfall 
in core training (2254 
– score:9) 

• The Trust is taking on 
additional medical 
students, which will 
carry a challenge of 
improving educational 
and supporting 
facilities to 
accommodate the 
extra numbers (2300 
– score:12) 
 
 

  

Metrics 

• Percentage completion of 
essential training and role-
specific training including 
breakdown by area. 

• Appraisal rates. 

• ESR reports on training rates 
prospective and retrospective 
 

Independent / semi-independent 

• Planned internal audits of: 

• Medical staff revalidation 
and appraisal (completed) 

• Nursing staff revalidation 
(completed) 

• Review of local induction 
planned of Medical Locum 
Staff (Q3, 2019/20). 

• GMC survey  

• HENE monitoring visits 

• Annual Deanery Quality 
Meeting (ADQM) – latest 
meeting held April 2019. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 3 9 3 3 9 

 

Planned Trajectory (April 2019 to 2021 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Improvements in role specific training achieved in 2018/19 (most of the 39 competencies achieved 
their trajectories) have enabled the Trust to bring risk in line with the target risk score. However, the 
process is not yet fully effective and the Risk Mitigation Plan seeks to sustain performance within 
the target score.   
ON TARGET 

Apr-19 9 (3x3, target) Apr-20 9 (3x3, target) 

Jul-19 9 (3x3, target) Jul-20 9 (3x3, target) 

Oct-19 9 (3x3, target) Oct-20 9 (3x3, target) 

Jan-19 9 (3x3, target) Jan-21 9 (3x3, 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: 

• Engaged organisational culture; Workforce Health and Wellbeing (Staff Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent 
risks: 

• The Trust may 
fail to engage 
staff sufficiently to 
respond to their 
needs and 
concerns, or to 
obtain their full 
participation in 
delivering change 
and meeting the 
Trust’s 
challenges. 

 

• The Staff Matter Strategy 2017-2020, includes core objectives relating to 
engagement. Each Care Group or directorate is required to have an 
annual plan (a subset of their business plan) to meet Staff Matter 
objectives and progress against plans is monitored every quarter by the 
Strategic Change Board. 

• Senior Management and Heads of Department (SHMODs) meetings are 
held every month with Chief Executive, and there is a linked cascade 
process 

• Annual Staff Awards are held to recognise the contribution of staff. 

• Formal engagement and consultation forums are in place for engagement 
with staff (including clinicians) through the Medical Advisory Council and 
Joint Consultative Negotiating Committee. 

• Vision, Values and Behaviours have agreed through a staff consultation 
now in place and these are reinforced through the appraisal process. 

•  ‘Breakfast with Sue and Paul’ meetings are held every month providing an 
opportunity for informal dialogue with a random sample of staff.  

• Staff Governors are appointed to represent all staff groups in the Trust. 

• A programme of six-monthly leadership conferences is in place and there 
are further, annual professional conferences such as conferences for 
International Nurses Day and International Day of the Midwife.  

• Board visits involving the Chairman, CEO and Non-Executive Directors 
take place regularly, involving face to face discussions with staff.  

• Behind The Scenes Tours for stakeholders, including staff. 

• Clinical Leaders Forum meetings are held monthly chaired by the Medical 
Director 

• Weekly Care Group Directors meetings are held chaired by Medical 
Director 

• Junior Doctor Forums are in place, including meetings with the Guardian of 
Safe Working. 

• A Freedom to Speak Up Guardian and Speaking Up Champions are in 
place reporting on frequent visits to wards and providing support to staff. 

• A Staff Health and Wellbeing (SHWB) Strategy is in place which is 
currently being refreshed  

• Excellence Reporting in place to recognise excellent work and reporting is 
actively encouraged.  . 

• W&OD provide a ‘Teams in need of support programme’.  

• There are Staff Networks and closed Facebook Groups for staff with 
protected characteristics.  

• The Trust has an Equality, Diversity and Inclusion Strategy and monitors 
its progress through EDS2 and WRES and WDES reporting. This has built 
on learning from the ‘Building Leadership for Inclusion’ Programme. 

• ‘Moving to Good’ engagement programme including training to strengthen 
managers’ skills in staff engagement and to promote inclusive and 
collaborative relationships.  

• Schwartz Rounds in place.  

Management 
assurance 

• Review, co-
ordination and 
reporting on staff 
engagement 
initiatives through 
the Workforce and 
OD Senior 
Management Team 

 

• NHS Staff Survey 
feedback highlighted 
inconsistency in the 
quality of staff 
appraisals and training. 

• The Trust needs to 
further increase the 
level of Clinical 
Engagement in 
addressing quality and 
business challenges. 
This is partly a reflection 
of capacity and has 
continued to improve 
quarter on quarter. 

• SHWB Strategy needs 
to be refreshed 
including a review of the 
support offer for staff. 
NHS Staff Survey 2018 
highlights a need to 
strengthen support for 
staff in some areas. 

• The CQC inspection 
report queried the 
capacity of the Freedom 
to Speak Up (FTSU) 
Guardian and a gap 
analysis against NHSI 
guidance identified 
some improvement 
actions  

• Increasing pattern of 
violence and aggression 
against staff requiring 
further leadership 
support. 

 
 

 

Gaps 

• None 

Positive outcomes 

• The CQC inspection report notes an overall positive view from 
staff with respect to an improving culture in the Trust.  

• In the 2019 NHS Staff Survey, the Trust was the 4th most-
improved Trust for staff engagement in its peer group of 21 
Trusts, with improvements for 8 out of 9 key staff engagement 
questions (one stayed the same) and a 9% increase in the 
percentage of staff recommending the Trust as a place to work. 

• Staff Friends and Family Test results for Quarter 1 and Quarter 
2 show significant increases in the percentages of staff 
recommending the Trust as a place to receive treatment. The 
second quarter survey found an 8% year on year increase in 
staff recommending the Trust as a place to work.  

• Substantial assurance for the Internal Audit report on 
Appraisals – Data Quality.  

• SEQOHS accreditation for SHWB function. 

• Continuing Excellence Award for SHWB function in the national 
‘Better Health at Work’ awards. 

• The Trust has presented to the North East Leadership Academy 
Inclusion Carousel as an Exemplar site for Equality, Diversity 
and Inclusion and, through the work completed with Building 
Leadership for Inclusion the Trust is part of a national network of 
Trusts recognised for inclusive leadership systems. The take up 
of the Rainbow Badge (230) staff is further positive evidence of 
this along with the response rate for the recent equality survey 
(930 staff) and the success of the staff networks which have met 
monthly since July 2019.  

• Teams in Need of Support programme – positive verbal 
comments received from CQC’s Specialist Adviser (Workforce) 
during well-led review. 

• GMC Survey – improved overall satisfaction. Now three pink 
indicators and only one red indicator (from four indicators 
before). 

 

Adverse outcomes 

• WDES and WRES reports (supplemented by focus groups and 
staff networks) have identified some areas for improvement. 

• The CQC inspection report highlights a need to go further to 
ensure that internal communications reach all staff and that all 
staff are aware of, and embrace the Trust’s strategy. 

• The report also highlights some areas where feedback from staff 
suggests the culture (in specific areas) could be strengthened to 
be more supportive.  

1. Excellence reporting to be reviewed by 
Care Groups and included in the scope 
of performance reviews (MS, CL – on-
going). 

2. Evaluate the recent audit of the quality 
of appraisals and develop and roll out 
an improvement plan as required (MS, 
roll out from March 2020). 

3. Refresh the Staff Matter Strategy to set 
engagement (and other) goals for the 
next three years (MS, April 2020). 

4. Next stage of work with Building 
Leadership for Inclusion (with the Trust 
Board) and agreement with staff 
networks of the Equality, Diversity and 
Inclusion engagement agenda for 
2020/21. 

5. Consolidation of the Moving to Good 
Engagement Programme including 
leveraging the framework now in place 
and continuing to roll out engagement 
workshops for managers (MS, on-
going). 

6. Continued roll out of Civility Saves Lives 
Campaign (JC, MS, on-going). 

7. Roll out of updated Freedom to Speak 
Up Strategy and Action Plan to address 
further developments required (WE, on-
going).  

8. Quarterly, documented review, of 
capacity within the FTSU team and 
escalation of any issues to the Chief 
Executive (WE – ongoing) 

9. Violence and Aggression Reduction 
Programme being monitored through 
ECL (NS/ WE on-going).  
 

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 
 
 

Metrics 

• Outcome-based 
metrics (appraisal 
rates, absence, 
turnover, training 
rates) 

• NHS Staff Survey 
Engagement Score 

 

Independent / semi-
independent 

• National Staff 
survey  

• Staff Friends and 
Family Test 
(quarterly, focusing 
on different Care 
Groups). 

• NHS Staff Survey 
Audit planned for 
2019/20 -  how  
responses linked to 
Care  Group/ 
Corporate Staff 
Matter Action Plans 

• Staff Retention 
Audit planned for 
2019/20 

 
 
 

 

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 (April 2019 to 2021 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The Board agreed to hold the risk score at 9, despite positive indicators from the Staff Friends and Family Test and the CQC inspection, pending 
the receipt and evaluation of the NHS Staff Survey 2019 results and the development of the associated action plans. The initial NHS Staff 
Survey results appear positive and will be evaluated, with action plans brought to the Board, over the coming months, enabling the risk score to 
be reviewed ahead of the planned reduction in April 2020.  

OFF TARGET, ON TRAJECTORY 

Apr-19 9 (3x3) Apr-20 6 (2x3, target) 

Jul-19 9 (3x3) Jul-20 6 (2x3, target) 

Oct-19 9 (3x3) Oct-20 6 (2x3, target) 

Jan-20 9 (3x3) Jan-21 6 (2x3, target) 

Lead:  Morven Smith      Committee: IQAC 

Previous report 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: 

• The Trust may fail 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 basis. 

• The Trust may fail 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) 

• If commissioners are unable 
to manage demand 
resulting pressures could 
impact on the achievement 
of the Trust’s financial plan 

• The Trust may fail to meet 
the conditions required to 
secure Provider 
Sustainability Funding 

• Failure to meet loan 
repayment obligations  

 
Risks beyond Board tolerance 
in risk register: 

• Three care groups have 
flagged red-rated risks re 
achievement of their CIP 
target.(2216, 2238 and 
2208 – all scored 16) 

• Another care group has 
flagged high amber risks 
(scoring 12) re the 
achievement of CIP and 
overspending in the A&E 
Departments (2211 and 
2150). 

 
NB: In the context of this 
objective the above risks are 
considered as pressures and 
risks to the achievement of 
Trust’s overall financial plan.  
 
There is also a recognition of 
risk scoring 12 – around the 
potential for HMRC to review the 
use of / financial benefit from 
subsidiary companies (2200) 
 
A further risk scoring 9 has been 
flagged re the financial risk of 
lost or damaged topical negative 
pressure devices (2145) 

Cost control and ownership 

• Budgets and  CIP for 2019/20 were agreed with Care Groups through ECL 
and ratified by the Finance Committee and Trust Board 

• Care Groups continue to operate cost controls locally.  

• A Joint CIP and QIPP programme board is in place with CCGs to explore 
joint opportunities, reporting into the Financial Recovery Group. 

Management of cash and capital spend  

• The Investment Planning and Appraisal Group (IPAG) reviews and 
approves annual capital plan and business cases. ED approval is 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 are approved through the Information 
Strategy Sub-Committee, investments being resourced within the annual 
capital plan. 

• A 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, loan finance and related obligations. 

Operational financial control (income and cost control) 

• Care Group plans are required to identify and profile income aligned to 
forecast activity, capacity and workforce and PMO / Finance reporting 
formally monitors delivery of these aspects of the plans, with escalation 
through the Performance Review process. 

• Established systems are in place 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 have been agreed for 2019/20 (however, with a 
number of gaps and high risks). These are independently tested and 
validated through review by Executive Directors.  

• A PMO function is 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.  

• An escalation process in place for issues with Care Groups’ delivery of 
their financial plans monitored through Finance Clinics and then Executive 
Directors Care Group Performance Review meetings. Escalation triggers 
increased scrutiny by Finance Committee  

• The annual plan was submitted to NHSI and their queries resolved. 

• The contract was 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, which has been refreshed for 2019/20. 

• Chief Officers and FDs meet monthly to review financial position and 
dedicated officers are 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 

• The contract agreement provides greater certainty of income expectation 
and secures commitment to a joint strategy and working with CCGs to 
reduce activity and cost in line with available funding 

• Medium-term initiatives have been identified and are being worked on in 
particular increased use of SCL where appropriate, shared services 
discussions with neighbouring Trust and benefits from ICPs which are 
deliverable within that timeframe. 

• Collaborative working is being undertaken 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. 
 

 

Annual plan 

• Against the £24.2m CIP 
target, the forecast 
trajectory is falling short of 
the plan taking account of 
the lack of cash releasing 
savings from joint 
CIP/QIPP schemes with 
CCGs and high risk 
internal schemes, with 
only around £15m now 
included in the forecast.  

• Pressure of non-elective 
activity – requiring 
escalation beds to remain 
open continues to impact 
on financial performance. 

• Following agreements 
reached with 
commissioners, the Trust 
is now forecasting to 
achieve its control total for 
the year. 

 
Medium-term planning  

• The Medium Term 
Financial Strategy is 
uncertain. Whilst there are 
longer term cash 
projections, there is a lack 
of clarity with respect to 
financial assumptions 
beyond a two-year to three 
year horizon. As the 
national planning 
requirement has been 
changed in favour of a one 
year plan, this lack of 
clarity may persist beyond 
that date. 

• The short-term capital 
programme is over-
subscribed against 
available funds. 

Gaps 
 
None 
 
Positive outcomes 

• Month 10 position - £0.1m ahead of 
Control Total 

• Performance on CIP - £14.82m 
removed from budgets (full year) as 
at Month 10, against the overall 
internal plan of £20m for the full year. 

• Cash balance of £1m (£0.2m better 
than plan) at 31st January 2020 

• Agency spend is well within expected 
control limits 

• The conditions for the draw-down of 
£8m of non-recurrent funding have 
been met and the Trust is drawing 
down the remaining amounts, 
invoiced in monthly instalments. 

• Good assurance from Internal Audit 
for the roll out of PLICS 

• Additional £2m funding secured from 
local CCGs as part of risk sharing 
arrangements and agreements in 
place covering the remainder of the 
year, leave the Trust able to achieve 
its control total. 

• Additional PDC funding allocated to 
Trust to support the capital plan in 
2019/20 (EPR & Radiology image 
transfer & reporting) 

 
Other outcomes 

• Use of Resources Rating of 3 (Target 
position is 3).  

• Cost improvement programme – no 
financial benefits expected from joint 
CIP/QIPP schemes. The Trust has 
worked with CCGs to formalise risk 
sharing arrangements including the 
use of system reserves to help to 
mitigate the risk of a shortfall in 
delivery. 

• Further CIP risk relating to a shortfall 
against the target, taking account of 
pipeline schemes and a number of 
schemes still in the pipeline / rated 
high risk. 

• Capital demands exceed available 
resources for 2020/21, with additional 
funds being sought for priorities such 
as the EPR system and UHND 
Emergency Department. Financing 
strategies are in development for the 
EPR and ECC cases.  

• Reasonable assurance provided by 
Internal Audit re the formulation of 
CIP schemes.  

• Planning guidance received and 
expectation is that interim cash 
support will be converted to PDC with 
effect from 1st April 2020 

Financial Plan 2019/20: 
1. Firm up internal plans for remaining CIP schemes, 

to the maximum level achievable (Execs, ongoing). 
2. Finalise the transactions required to enact the 

agreement reached with commissioners and 
oversee internal actions to deliver the control total to 
the end of the year (SJ, DB – ongoing to the year-
end). 

3. Finalise the additional income from the risk sharing 
arrangement agreed with CCGs to mitigate the risk 
of non-delivery of joint CIP schemes including joint 
planning of the use of system reserves (over and 
above £2m received in month 10). 

4. Contribute to system-wide planning and 
management activity to address the wider system 
deficit including all Trusts and CCGs in the North 
East region and update Trust plans to take into 
account expected benefits as they emerge (SJ/DB – 
ongoing).  

5. Oversee actions to ensure that PLICS is used 
proactively to identify productivity and efficiency 
opportunities (DB/CL from November 2019) 

6. Weekly updates on use of PLICS to identify 
productivity and efficiency improvements being 
requested from Care Group Accountants through 
Senior Finance Meetings (DB, from December 
2019) 

7. Continued implementation of recommendations and 
productivity improvements from GIRFT reports, 
Model Hospital, PLICS and Reference Cost 
Benchmarking (CL,JC, ongoing) 

8. Maintain close control of cash position (DB, on-
going). 
 

Medium and longer-term 
9. Oversee and hold Care Group to account for 

delivery of community services transformation plan 
agreed with CCGs (CL, ongoing). 

10. 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).  

11. Quantify expected benefits from shared services 
including back office functions over the medium and 
long-term and review the potential future benefits 
from the Trust’s Group structure ( DB – on-going) 

12. Further iterations of Medium-Term Financial 
Strategy, on expectations from 1 and 2 above and 
the ICS Plan submitted in Autumn 2019 (DB – on-
going). 

13. Maintain 15 year capital plan, including projecting 
finances beyond the end of the Trust’s PFI contracts 
(DB on-going). 

14. Track the impact of current performance on longer-
term cash flow and develop long range planning 
(DB, on-going iterations to Finance Committee) 

15. Develop financing strategies to fund capital works, 
especially the new emergency care centre at UHND 
and EPR (SJ / DB– on-going – initial meeting held 
end January). 

Metrics 

• Cash flow forecasts 

• Performance against 
budgets 

• Run rates (leading 
and lagging) for pay 
and non-pay 
expenditure and 
components 

• Reporting of status of 
CIP 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 4 16 2 4 8 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 (April 2019 – March 2021) Commentary (including actions required and conditions to be met to meet target score) 

Month Score/ RAG Month Score/ RAG Following agreements reached with commissioners the Trust now expects to achieve its control total for 2019/20. 
In year performance on cost improvement programmes (including jointly owned schemes with CCGs) has been 
challenged. Levels of non-elective activity have been significantly higher than originally planned, which has 
resulted in unplanned costs in the form of escalation beds which have been in operation most of the year and 
impacted on capacity to deliver cost improvement plans. These factors have been recognised in the agreements 
reached with commissioners. 

Longer-term planning continues to be challenged, pending the development of a long-term system strategy. The 
four year ICS plan submitted in November provides some clarity required (although at a high level) and the Trust 
contributing to this work fully.  
ON TARGET 

Apr-19 16 (4x4) Apr-20 8 (2x4, target) 

Jul-19 16 (4x4) Jul-20 8 (2x4, target) 

Oct-19 12 (3x4) Oct-20 8 (2x4, target) 

Jan-20 8 (2x4, target) Jan-21 8 (2x4, target) 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Previous report risk score 

RED – 16 (4x4) 
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OBJECTIVE 2: Stakeholder needs met / stakeholder engagement and support 

Linked Strategic Objectives: 

• Communication and Engagement Matters 
 

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

Principal inherent risks: 

• The Trust may fail to 
develop and maintain 
strong working 
relationships with key 
stakeholders, 
impacting upon the 
Trust’s reputation and 
undermining the 
effectiveness of joint 
work to address 
system-wide 
challenges which 
impact on the Trust’s 
plans and 
performance. 
Stakeholders include, 
among others, CCGs, 
regulators, NHS 
England, Governors, 
Local Authorities  

 

• The Trust Board has agreed a Communication and Engagement Strategy which 
is being rolled out. 

• The Board receives quarterly reports on performance metrics for communication 
and engagement. 

• The Board receives updates from the CEO on stakeholder relationships as part 
of the CEO update to Board meetings. 

• Regular, formal CEO-level relationship management meetings take place 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 

• There is a three-year contract 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). There is therefore a shared vision with 
commissioners. 

• The Trust is fully engaged in the development of plans for the region-wide 
Integrated Care System and local Integrated Care Partnerships. 

• The Trust is represented in the Local Authority Integration Board, and Health 
and Wellbeing Boards, and reports to their Overview and Scrutiny Committees 

• Trust officers’ chair or co-chair LHE forums e.g. Local Accident and Emergency 
Delivery Board. The Trust’s relevant plans are included in a Joint Health and 
Wellbeing Plan for County Durham. 

• The quality assurance needs of CCGs and other stakeholders are serviced 
through Quality Assurance Committee. 

• Regular, scheduled meetings take place with local MPs. 

• The Trust involves stakeholders in Clinical Strategy Events and has active 
involvement in their reciprocal events e.g. Rhetoric to Reality in Darlington. 

• There is 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). 
Chair and NED involvement is also increasing in these events.  

• The Trust is actively involved in MDT developments in Darlington, North Durham 
and DDES, including representation on the Integration Board for County Durham 

• There is a programme of communication with local GPs through presentations to 
the LMC and newsletters, supported by the Trust’s Clinical Leaders in place. 

• A programme of communication and engagement of Governors and members is 
in place through bulletins, scheduled meetings and events in place. 

• A Patient Experience and Community Engagement Strategy is in place.  

• The Trust makes proactive use of social media communications with the impact 
being monitored and reported to the Board using analytics.  

Management assurance 

• Informal views on stakeholder 
relationships are taken by the 
Chairman in meetings with 
stakeholders and reported 
informally to Board. 

• Quarterly Communications and 
Engagement reporting to Board 
and dashboards. 
 

 

• Member 
engagement 
events reach only 
small audiences 
at present 

• The CQC 
inspection report 
highlights a need 
to go further to 
ensure that 
internal 
communications 
reach all staff and 
that all staff are 
aware of, and 
embrace the 
Trust’s strategy. 
 
 
 

Gaps 

• New internet site not yet evaluated.  
 

Positive outcomes 

• Local Authority co-chairs report good relationships 

• External well-led review rated the Engagement 
Domain as ‘Amber-Green’ and the follow up review 
has confirmed improved stakeholder feedback on 
how they have been engaged re: the Trust’s 
strategy. 

• 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. The CCG 
commended the Trust’s for its contribution to the 
community contract mobilisation and there is 
ongoing informal evidence of positive 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. 

• Communications Dashboard indicators remain 
mainly positive, especially Twitter and social media 
indicators. 
 

Other outcomes 

• Council of Governors effectiveness assessment 
flagged a need to increase member engagement. 

• Stakeholder survey confirms positive perceptions 
but highlights some areas of further focus for 
communications and engagement activity.  

• KPMG comments flagged a perception that the 
Trust could involve clinicians in discussions on 
strategies and plans more, and could empower staff 
to make decisions more in joint forums. However, 
CCG feedback suggests that this is improving and 
takes place around specific improvement projects. 
There are plans for bi-monthly meetings with 
Primary Care Networks to further improve this.  
 

1. Roll out member engagement 
plan for 2020 including open 
days, in-house events and 
community-based events 
(SJ(GC)/WE from March 2020) 

2. Durham Congress event to 
inform a further plan of 
engagement events with Health 
Watch (SJ (GC), March 2020). 

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. Evaluate the impact of the new 
internet set and identify any 
actions required for optimisation 
(SJ (GC) – early 20202). 

5. Implement bi-monthly meetings 
with Primary Care Networks 
(JC, from February 2020). 

6. Plan and roll out programme of 
meetings with new MPs (SJ, 
on-going). 

7. Updated survey of stakeholder 
perceptions re the community 
contract (comparing to the 
baseline taken when the 
contract was let) (SJ (GC) May 
2020. 

8. Task and Finish Group to 
develop internal 
communications, including on 
strategy, for wider reach (SJ 
(GC) from April 2020). 

 

Metrics 

• Metrics are in place for 
communications through the 
media, social media and the 
Trust’s website.  
 

Risks beyond Board 
tolerance in risk register  
No specific risks. 

 

Independent / semi-independent 

• Follow-up well led review by 
KPMG (reported) 

• CQC Inspection Report (well-led 
section) 

• Briefings to Overview and 
Scrutiny Committee and 
feedback from Scrutiny Officers 
including views relationships 
with / communications by the 
Trust and any concerns 

• Perceptions survey undertaken 
as part of ICS roadshows on 
Trust sites. 

• Durham Congress event to be 
held in March 2020 to design a 
programme of engagement 
events (with Health Watch) will 
include taking the views of the 
public.  

 

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 (April 2019 – March 2021) Commentary (including actions required and conditions to be met to meet target score) 

Month Score/ RAG Month Score/ RAG Overall, the Trust has evidence from third party reviews and direct feedback from stakeholders of positive 
stakeholder relationships. Governor feedback is generally positive and metrics monitored by the Board have 
demonstrated an improving trend. Social media penetration is improving. Progress is being made with respect to 
the key challenges of improving the Trust’s internet site and its membership and wider public engagement, as 
evidenced by the actions in progress.  

The Risk Mitigation Plan aims to sustain performance in line with the target risk score.  

ON TARGET 

Apr-19 8 (2x4, on target) Apr-20 8 (2x4, on target) 

Jul-19 8 (2x4, on target) Jul-20 8 (2x4, on target) 

Oct-19 8 (2x4,on  target) Oct-20 8 (2x4,on  target) 

Jan-20 8 (2x4), on target) Jan-21 8 (2x), on target) 

 

Lead: Sue Jacques       Committee: Board 

Previous report risk score 

AMBER - 8 (2x4) 
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OBJECTIVE 3: Effective Patient and Community Engagement  

Linked Strategic Objectives: 

• Implementation of the IS Strategy (Health Informatics Matter) 

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

Principal inherent risks: 

• The Trust may fail to involve 
patients and the public 
effectively in proposals to 
develop or change services, 
resulting in missed 
opportunities to optimise the 
patient experience in clinical 
pathways and / or opposition to 
proposals with clinical benefit 
 

• A Patient and Community Engagement Strategy is in place. 

• Patient Experience and engagement information is reviewed 
by the Executive Patient Safety and Experience Committee 
(EPSEC) each month. Formerly the Patient Experience 
Forum was in place to identify developments to improve the 
patient experience and reported to EPSEC (see gaps in 
controls). 

• The Trust engages patients through various networks and 
focus groups operating at the individual service level. A 
number of these are run through regional networks. 

• Patient stories are collated and reviewed at Board level 
(through IQAC) and there are examples of patients’ views 
being acted upon to make positive changes as a result of 
this. 

• Some 20 public governors within the Council Governors, are 
elected to represent the views of the public and members. 

• There is planned approach to working with the Overview 
and Scrutiny Committees (OSCs) in County Durham and 
Darlington, to keep the OSCs informed of planned 
development and to agree joint approaches to engagement 
and consultation. This approach also encompasses our 
CCGs. 

• Patients views are elicited through relevant audits e.g. 
National Dementia Audit, VOICES end of life service and 
used to inform service planning. 

Management assurance 

• Reporting on Patient Experience 
and Engagement into EPSEC 

• Lack of a holistic approach to 
driving, tracking patient 
engagement and involvement, 
making it difficult to provide the 
Board with an overview of 
activity and actions taken 

• Gap analysis (in draft) against 
good practice recommended by 
NHSI has identified some 
further improvements which 
could be made 

• Patient Experience Forum – 
attendance and engagement 
has fallen off and the forum has 
no essentially lapsed. 

• Membership engagement by 
Governors (with Trust support) 
covers only a limited proportion 
of members and may not be 
representative. 

Gaps 

• None. 
 

Outcomes 

• Well-led reviewers (KPMG) 
rated the engagement domain 
as ‘Amber-Green’ overall. 

• Some good examples of 
engagement and changes being 
made at the service level 

• In their well-led assessment 
(part of their inspection report) 
CQC commented on the need 
for the Trust’s Patient and 
Community Engagement 
Strategy to become more fully 
embedded.  

1. Action plan from the gap analysis against 
good practice to be taken to the Board in 
February or March 2020, for agreement and 
support and rolled out thereafter (NS / SJ 
(GC) – from April 2020).  

2. Key actions from the above will include: 
a. Requiring patient engagement to be 

considered in Quality Impact 
Assessments and Business Cases 

b. Working with NECS to engage 
patients and the public through Area 
Action Partnerships 

c. Working with Health Watch to engage 
patients and the public through a 
programme of work to be undertaken 
following the Durham Congress 
meeting to be held in March 2020 

d. Bringing patient engagement initiatives 
at service level within the IMPS quality 
improvement process to facilitate 
tracking and secure improvements  

3. ARC to introduce tracking of patient and 
service user-led changes reported through 
Trust Bulletins (WE, from March 2020). 

4. Refreshing the Patient Experience Forum 
are identifying an alternative forum to review 
and evaluate the outcomes of patient 
engagement work and actions resulting from 
it (NS – May 2020) 

. 

Metrics 

• Patient contacts reported and 
monitored through the Patient 
Experience Intelligence Dashboard 
and CLIPS report 

• Complaints reports 

• National patient surveys 
 
 

Risks beyond Board tolerance in 
risk register: 
 

• No specific risks 

Independent / semi-independent 

• Well-led reviews by KPMG and 
CQC 

• Scheduled Internal Audit of Patient 
and Public Engagement in 2019/20 
(Quarter 4). 

 

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 (April 2019 – March 2021) 
Commentary (including actions required and conditions to be met to meet target 

score) 

Month Score/ RAG Month Score/ RAG The Board has identified the need to substantiate and roll-out the patient engagement 
strategy as a key priority for the next stage of the Trust’s improvement journey. There is a 
need to further substantiate and embed the strategy over the course of the next 12 months 
as set out in the risk mitigation plan.  

OFF TARGET BUT ON TRAJECTORY 

Apr-19 9 (3x3) Apr-20 6 (2x3, target) 

Jul-19 9 (3x3) Jul-20 6 (2x3, target) 

Oct-19 9 (3x3) Oct-20 6 (2x3, target) 

Jan-20 9 (3x3) Jan-21 6 (2x3, target) 

 

 

 

 

 

Lead: Sue Jacques, Noel Scanlon                  Committee: IQAC 

Previous report risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 4: IS Strategy Development and Delivery 

Linked Strategic Objectives: 

• Implementation of the IS Strategy (Health Informatics Matter) 

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

Principal inherent risks: 

• The Trust may fail to update its 
systems in line with the needs of 
clinical services. This would impact 
upon the quality, safety and 
sustainability of clinical services, the 
Trust’s ability to implement its clinical 
services strategy and potentially 
increase the risk of a security breach. 

• The Trust may fail to protect its 
systems from a cyber-security breach  

• The Information Strategy Steering Group (ISSC) oversees the 
implementation of Health Informatics Matter and the 
development and implementation of IS (including security 
policies) 

• There is clinical representation from Care Groups on ISSC, to 
enable the development of Health Informatics Matter to be 
evaluated in the light of the needs of clinical services.  

• A Chief Clinical Information Officer is in place to lead and 
coordinate clinical input to the development of IS Strategy. 

• Programme and project management controls are in place 
within the Health Informatics team, and these are applied to 
any IS systems / strategy project. 

• A digital maturity matrix is maintained by Health Informatics, 
as and when required, providing benchmarked assurance with 
respect to the maturity of systems and identifying gaps to be 
addressed in the IS strategy.  

• Health Informatics Matter, and the associated Strategy 
Delivery Plan has been approved by the Board and are in 
place. 

• The Strategy Delivery Plan sets out how Health Informatics 
Matter will be implemented. 

• A specific Cyber-security strategy is in place and has been 
largely implemented following Board approval.  

• A Project Board is in place to oversee the Electronic Patient 
Record project. The planned system will address many (but 
not all) of the system replacement requirements. The 
specification and procurement phases are now largely 
complete.  

• Some 40 clinical champions and 20 others provided sessional 
commitments to support system selection, design and 
identification and quantification of benefits.  

• There is a Health Informatics Sub-Group which monitors the 
IT estate and, with input from Care Groups, prioritises and 
proposes capital spending plans for each year.  

• Periodic Phishing and Penetration Tests are undertaken to 
evaluate the risk of the Trust’s networks and systems being 
breached. 

• Cyber-security exercises are also undertaken periodically, as 
are penetration tests. 

• Data Security and Information Risk Management procedures 
are in place, which are monitored on a quarterly basis by the 
Data Security and Protection Committee.  

• Cyber security risk appetite statement agreed by the Board 
and cyber-security risk register in place.  

Management assurance 

• ISSC reports into SCB and 
Integrated Quality and Assurance 
Committee on the progress of EPR 
and other projects. 

• There is frequent reporting into EDs 
and Board on the progress of the 
EPR programme. 

• Monitoring and reporting of 
compliance with the 10 key steps for 
cyber security through the Data 
Security and Protection Toolkit and 
drawing on regional and national 
programmes including “CareCERT” 
validation of patching for key 
systems. 

• The implementation plan for 
the agreed strategy remains 
contingent on funding and 
regulatory approval for 
EPR, and on funding being 
available for other systems. 
Given the national 
requirement to constrain 
capital earlier in the year, a 
start date of April 2020 is 
now targeted for the 
systems implementation 
project. However, this date 
remains at risk until 
regulatory approval and 
funding are confirmed. 

• Further delay to approval 
will potentially increase 
safety and security risks, 
and trigger financial risks 
associated with continuing 
to run legacy systems. 

• 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 believed).  

• Weaknesses with local 
system-management of 
cloud hosted systems 
identified from audits (see 
next column) 

• A cyber-security risk 
appetite programme 
(including an externally 
facilitated risk assessment) 
is almost, but not fully, 
complete.  

• Clinical and Care Group 
representation at ISSC 
meetings is limited.  
 

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. Sources of funding are 
being explored to offset this risk. 

• Third parties working with the project 
team and NHSI have complemented the 
robustness of the business case and 
benefits planning for EPR. 

• The Gateway Review for EPR flagged 12 
recommendations, including one critical 
action to accelerate the development of 
analyses required for NHSI approval of 
the business case. The Board received 
assurance from the Project Board that all 
internal actions were implemented.  
Regulatory (including Integrated Care 
System) approval is still awaited. 

• PWC reported Critical / High Risk findings 
for the management of certain systems 
hosted in the Cloud, with particular 
reference to the lack of a supplier 
management framework and holistic 
overview of cloud systems and 
associated risks. Actions are ongoing. 

• The cyber security risk assessment has 
identified some specific risks which are 
beyond the risk tolerance agreed with the 
Board and where further mitigating 
actions have been agreed between 
Executive Directors and the service.  

1. Funding and regulatory 
approval has been requested 
from NHSE/I to allow EPR 
implementation to commence 
in April 2020. The increase to 
risks from legacy systems after 
that time has been highlighted 
(SJ/NS – on-going). 

2. Plan and confirm approvals for 
the 2020/21 Health Informatics 
capital plan and those systems 
replacements needed 
alongside the EPR project or 
as a result of the change in 
timeline from the original plan 
(NS, on-going). 

3. EPR Project Board engaging 
with primary care to 
understand their requirements 
from roll out of EPR (NS, on-
going). 

4. Cyber-security risks outside of 
tolerance to be brought into the 
main Health Informatics risk 
register and actions for risks 
beyond tolerance implemented 
(NS/WE – on-going) 

5. Ensure implementation of 
actions to address 
weaknesses re cloud hosted 
system, with oversight through 
ISSC (NS, March 2020). 

6. Address shortfalls in 
representation at ISSC (Execs, 
April 2020). 

 
Section 4 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: 
Section 4 includes red-rated risks relating 
to the EPR system (funding and approval 
and delays), the key issues and actions for 
which are captured in the last three 
columns of this table, refs: 2048, 2047, 
2277, 2278 – scores from 16 to 25 

Other red rated risks relate to Maternity 
system going out of support (score of 20) 
and the capacity of the Trust network 
storage to cope with demand (score of 15) 

Amber-rated risks relate to: 

• Pharmacy robot – at end of life next 
year (2017 – score:12) 

• PC replacement demand exceeding 
funding (2098 – score: 9) 

• Financial risk re machines not 
upgraded to Windows 10 by the end 
of the financial year (2275: Score 9) 

• Access to the Haemosys (blood 
cancer reporting) system (2240: 
Score 12) 

 

Independent / semi-independent 

• AuditOne (IT internal auditors) 
review of IS strategy and 
programme of IT Audits 
(completed).  

• PWC (previous IT internal auditor) 
review of IS governance 
(completed). 

• PWC review of Cyber Security 
(completed).  

• External Assessment of Cyber 
Security (Deloitte on behalf of 
national programme) 

• IQAC scrutiny of programme 
reports. 

• External assurance was sought on 
the business case for EPR, 
including the benefits case. This 
was the independent, external 
Gateway review 

• External facilitation and challenge to 
development of detailed cyber-
security risk assessment. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 4 4 16 2 3 6 

 

Planned Trajectory (April 2019 – March 2021) Commentary (including actions required and conditions to be met to meet target score) 

Month Score/ RAG Month Score/ RAG The key actions required to bring risk within the target score are: 

• Secure funding and regulatory approval for EPR implementation.  

• Complete outstanding work on cyber-security risk management. 

Current year risks are taken into account in the Informatics capital allocation and programme for 2019/20. The Trust has escalated the potential increase in 
safety and security risks, and the likely financial risks relating to legacy systems to NHSE/I arising from any further delay with respect to a decision on approval 
and funding.  

OFF TARGET AND OFF TRAJECTORY 

Apr-19 9 (3x3) Apr-20 6 (2x3, target) 

Jul-19 9 (3x3) Jul-20 6 (2x3, target) 

Oct-19 9 (3x3) Oct-20 6 (2x3, target) 

Jan-20 9 (3x3) Jan-21 6 (2x3, target) 

Lead: Noel Scanlon       Committee: IQAC 

Previous report risk score 

AMBER - 9 (3X3) 
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OBJECTIVE 5: Sustainable use of resources   

Linked Strategic Objectives: 

• Implementation of the IS Strategy (Health Informatics Matter) 

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

Principal inherent risks: 

• The Trust may fail to deliver on 
its strategic objectives for 
sustainable procurement and 
management of resources  
 

• A Sustainability Group is in place, co-chaired by the Chief 
Executive and a senior clinician, to set the key objectives for 
sustainability and to develop and oversee the work plan. 

• Carbon Management Strategy (Buildings) is already in place 
and reductions in carbon tracked annually. 

• Energy efficiency programme in place, with benefits 
monitored and reported annually. 

• Estate rationalisation programme in place. 

• Waste management procedures and policy in place.  

• Sustainable procurement practices including consideration 
of sustainability in tendering and in contract clauses with 
suppliers.  

Management assurance 

• Reporting on actions to the 
Sustainability Group by 
management 

 
 

• Sustainability Strategy in 
development 

• Objectives and priorities are 
therefore to be confirmed 

• The work plan is also in 
development  

Gaps 

• Action tracking process through 
the Sustainability Group not yet 
firmed up and embedded 

• Peer review and benchmarking 
processes to be established 

•  
 

Outcomes 

• Zero waste sent to landfill 

• 35% reduction in carbon over 
the life of the carbon reduction 
footprint (2007 to 2018) 

• 26% of waste recycled in 
2018/19. 

• Year on year reductions in 
waste produced from 2016/17 to 
2018/19 (12% and 7% in 
2017/18 and 2018/19 
respectively). 
 

1. Sustainablity Group to be embedded (SJ, 
July 2020). 

2. Sustainablity objectives and priorities to be 
defined as part of an overall sustainability 
strategy (SJ, July 2020) 

3. Sustainability work plan to be finalised and 
action tracking introduced (SJ, May 2020). 

4. Peer review / support and benchmarking 
arrangements to be established (SJ, July 
2020). 

Metrics 

• Range of metrics reported in the 
Trust’s annual report covering 
waste, travel, water usage and finite 
resources.  

 

Independent / semi-independent 

• Benchmarking with other Trusts and 
similar bodies 

• Peer review  
 
 

  

Lead: Sue Jacques    Committee: IQAC 
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OBJECTIVE 1: Provider Licence Compliance 

Linked Strategic Objectives: 

• None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources  of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

• The Trust may fail to 
maintain adequate 
monitoring systems to ensure 
compliance with its Provider 
Licence, Particularly 
important systems are those 
relating to quality 
governance, financial 
stewardship, reporting and 
information and board 
governance. Related risks 
include failure to meet targets 
informing assessment within 
the five domains in the Single 
Oversight Framework; failure 
to maintain adequate CSRR 
and Incomplete / inaccurate 
performance reporting; 
 

• Systematic data collection and validation 
processes are in place, supported by an 
independent assurance from Internal and 
External Audit and use of data kite-
marking 

• Information Services perform 
reasonableness and reconciliation checks 
on data collected and on performance 
reported against performance indicators. 

• Data Quality Policies are 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 e.g. CQC and KPMGs’ well-
led reviews. 

• Financial planning and management 
systems are in place – validated by 
internal and external audit.  

• Actions from NHSI Bulletins are allocated 
and monitored through to completion 
through the Executive Directors’ meetings. 
This includes monitoring of adherence to 
deadlines for the provision of information 
requests. 

• Reporting of Use of Resources Rating, 
and performance against control totals 
(including the Agency Cost Control Total) 
is through Finance Committee, and 
reporting on quality through IQAC 

• The Annual Certification process is based 
on evidence collated and reported through 
this BAF and further detailed commentary 
on assurances in place / other evidence 
from the SADAC 

• A Board Development Programme and 
NED training register are now in place. 

Management assurance 

• Validation checks on datasets by Information 
Services; 

• Monitoring of financial risk rating through monthly 
Board Finance Reports. 

• Review of sources of evidence and reporting to 
the Board prior to declarations required with the 
Annual Plan / accounts (by SADAC). This includes 
assessment of compliance with key Licence 
Conditions 

 
 

• Some remaining 
actions to 
consolidate good 
practice from the 
KPMG LLP well-led 
follow up review 
reported early in 
2019. 

• Formal 
consideration of 
issues raised in 
quality meetings for 
any impact on CQC 
Fundamental Care 
Standards 
compliance does 
not take place 
consistently.  
 
 
 

Gaps 

• None. 
 
Positive outcomes 

• Positive performance against Financial Control Total in 
the year to date( see Domain 4, Objective 1)  

• External well-led reviewer now rates the Trust ‘Amber-
Green’ for 10 out of 10 Domains  

• CQC assessed the Trust as ‘Good’ for the Well-Led 
Domain in their 2019 inspection.  

• Board reviewed sources of assurance and outcomes in 
support of the year end and June 2019 self-certification 
statements and confirmed those statements (including 
arrangements in place to review and provide reasonable 
assurance of licence compliance) in May 2019. 

• Substantial assurance for the Internal Audit report on 
Risk Management and the audit of SCL’s Governance.  

• No fundamental control weaknesses per Head of 
Internal Audit Opinion and Annual Governance 
Statement for 2018/19 and none advised to the Audit 
Committee from Internal Audit work completed in 
2019/20 to date.  

• NHSI have placed the Trust in Single Oversight 
Framework Segment 2 in all Quarterly Review Meetings 
in 2018/19 and the first three quarters of 2019/20. 

• However, as part of the County Durham system the 
Trust is subject to heightened scrutiny of its A&E waiting 
times’ performance.  
 

1. Oversea the implementation of the 
remaining actions from follow up review 
of well-led framework from KPMG LLP 
on well-led (WE, on-going). 

2. Embed formal consideration of CQC 
standards in Care Group and Trust 
Governance meetings (WE, ongoing) 

 

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 
NHSI key indicators through the Integrated 
Performance Report. 

 

Independent / semi-independent 

• 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 (April 2019 to March 2021 – by quarter) 
Commentary (including summary of actions and conditions needed to meet the 

target) 

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. NHSI continue to 
place the Trust in Segment 2, with no mandated support supporting the reduction to the 
target risk score. The Risk Mitigation Plan is designed to maintain risk within the target 
score.  

ON TARGET  

  

Apr 19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

Lead: Warren Edge        Committee: Board 

Previous report risk score 

YELLOW - 6 (2x3) 
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OBJECTIVE 2: Fundamental care standards met 

Linked Strategic Objectives: 

• None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources of assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

• The Trust may fail to 
adhere to CQC 
Fundamental 
Standards across the 
five domains (safe, 
effective, caring, 
responsive and well-
led); 

• The Trust may fail to 
meet standards for 
clinical care e.g. NICE 
guidelines. 
 

• Quality Matters / Perfect Ward audits, aligned 
to CQC standards and in place every month, 
with results linked directly to the performance 
review and ED oversight processes as well as 
reported into the Integrated Quality and 
Assurance Committee (IQAC - for assurance, 
every month). 

• A process is in place for the facilitation of 
CQC visits and follow-up of actions from CQC 
inspections. 

• A formal policy and procedure are 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 NICE 
guidelines takes place with assurance to  
IQAC and escalation to CEC / ECL 

• Actions agreed with CQC, changes in CQC 
Insights and CQC publications are tracked 
and reported to Executive Directors (through 
Committees) to IQAC and Board, and with 
commissioners through the Quality Assurance 
Committee 

• The Integrated Performance Report and BAF 
are aligned to CQC Domains 

• 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  

• Quarterly reporting on CQC Insights and 
intelligence / outstanding practice from CQC 
reports and publications. 

• Additional peer reviews and cross-site 
inspections are arranged to assess and 
monitor compliance with standards.  

Management assurance 

• Review of status of compliance 
with NICE, NCEPOD and NPSA 
alerts through IQAC. 

 

• 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. 

• Better metrics are needed, 
which are aligned to the CQC 
standard and Domains, to 
routinely disclose the Trust’s 
CQC compliance position.  

• Peer reviews / mock inspections 
are ad hoc rather than 
systematic 
  

 

Gaps 

• Committee structures alignment to CQC Fundamental 
Standards requires further definition and embedding. 
  

Positive outcomes 

• Almost all wards scoring green for all standards ad 
questions for Perfect Ward, and  Urgent Treatment 
Centres and Community Teams scoring green or blue 
(higher) for Quality Matters 

• External well-led review now rating 10 out of 10 
domains (including those most closely focused on 
quality) to be ‘Amber Green’. 

• Current good CQC ratings for well-led (Trust level), 
Caring and Responsiveness  

• All Must Do actions from 2017 inspection now 
compete. Small minority of ‘should do’ actions to be 
reappraised once 2019 inspection report finalised and 
received. 

Other outcomes 

• 9 Must Do actions agreed with CQC following the 
2019 inspection. Two out of nine have already been 
implemented following the publication of the draft 
report in December 2019.  

• Further ‘Should Do’ actions included in the post 
inspection action plan.  

• Safe Domain still rated requires improvement – 
covered by Must Do actions relating to pain 
assessment, syringe driver training and A&E 
Department staffing.  

 

1. Ensure Committee agendas provide sufficient, 
timely coverage and assurance of all CQC 
Fundamental Standards of Care (WE, NS, 
ongoing). 

2. Plan in six monthly peer reviews / mock 
inspections (WE, starting from April and May 
2020). 

3. Develop a refined suite of quality metrics and near 
real-time measurement to support disclosure of a 
CQC compliance position for each domain and 
standard (WE – on-going, with an ambition of 
achieving this by September 2020). 

4. Oversee the implementation of the CQC 
Inspection Action Plan, through monthly 
conference calls / meetings (WE/ NS – majority of 
actions by April 2020, some run to July 2020). 

5. Agree prioritities to consolidate the overall Good 
rating with further improvements with the Board, 
together with improvement actions to be included 
in the ‘Capacity and Capability’ plan from the CEO 
to be presented in March 2020 (SJ/WE – March 
2020).  

Risks beyond Board 
tolerance in risk register 
Risks captured under 
Domain 1 (Quality). 
 

 

Metrics 

• Board 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 

• Follow-up of well-led review. 

• NHSI independent review of Trust 
assessment re Paediatric 
Services. 

 

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 (April 2019 to March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG 
The Risk Mitigation Plan is designed to maintain the risk score in line with the target. The Trust is 
rated good overall, for both acute hospitals and for community services, and for all but one service. 
The key focus for the next 12 months is on implementing the post-inspection action plan in full, 
improving quality metrics to help monitor adherence to Fundamental Care Standards on a ‘real-
time’ basis and implementing actions to address the Board’s priorities for consolidating and further 
improving on our Good rating. This will include addressing remaining issues in the ‘Safe’ domain 
and other priorities in the ‘Well-Led Domain’.  

ON TARGET  

  

Apr 19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

Lead: Warren Edge / Noel Scanlon       Committee: IQAC 

Previous report risk score 

YELLOW – 6 (2x3) 
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SECTION 4 – RISKS BEYOND TOLERANCE AND SUMMARY MITIGATIONS 

The position below reflects the risk register at 14th February 2020  

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 

2048, 
2047 

25, 20 See Domain 4, Objective 4 in the BAF. The supplier expressed the view that the benefits in the business case are 
achievable and discussions have taking place with a view to structuring a deal where payments are aligned to 
benefits realisation. The Final Business Case was approved by the Board meeting on 30th January 2019 subject to 
funding. Exec Directors and Associate Director of Health Informatics are pursuing all possible options to secure the 
relevant funding. However, in 2019/20 there is a national requirement to reduce NHS capital spending and the 
Trust agreed to re-phase implementation to start from April 2020 
 
Current IT systems are closely monitored for resilience and reliability. The age of some systems does increase the 
risk with respect to those systems.  Current needs have been identified to Executive Directors and funded for 
2019/20. 
 
Renewing / aligning contracts to the EPR programme is now a specific item on the EPR Procurement Task and 
Finish Group agenda 

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 
EPR: Risk of further delays in the NHSIE approvals process leading to: 
• Clinical systems becoming unsustainable due to their age; 
• Changes to supplier strategies as EPR will not replace systems at the planned time 
• Disillusionment and disengagement of staff involved in the work to date, particularly clinical staff 
• Additional costs to implement short-term solutions to cover the delay period. 

Nursing 
Directorate 

2277/ 
2278 

20, 16 See Domain 4, Objective 4 in the BAF. The programme of engagement with NHSE/I and with the relevant ICS/ICP 
leads is continuing, and NHSE/I have been advised of the escalating risk to the Trust from delay.  
 
Support for the preferred option from local Commissioners has been secured.  
 
The Programme Board continues to work on a communications strategy and plan to engage with Trust clinicians to 
manage the impact of the delay. 

There is a risk that the Trust will not be able to implement the Maternity record standard and the 
associated Information Standards Notice (ISN) within the required timescales due to the CSC 
Maternity system being put on official end of life by the supplier from April 2020.  The supplier has 
given only an indication that reduced support will be made available past the end of CDDFT contract 
November 2020. 

Family 
Health 

2289 20 Working with Health Informatics Team to complete final upgrade to system and awaiting implementation of EPR.  

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 Current year systems replacement needs have been funded in the 2019/20 capital plan. See Domain 4, Objective 4 
in the BAF. This risk will be closed in the near future and managed directly through the BAF as a strategic risk.  

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 16 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 improvement plans re A&E performance include a 
number of actions - including embedding of discharge pathways, expansion of ambulance handover bays, and 
increased access to surgical assessment which will provide further, interim mitigation.  The new Front of House for 
facility for Paediatrics (12 hours per day) will help to ease some daytime pressure on the main ED areas also and 
there are plans to explore further same day emergency care facilities to take pressure of the ED Department 
where possible.  

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 Executive Directors have agreed an option to consolidate the service with the Care Group and proposals are now 
being worked up with Phase 1 complete. The Care Group has developed contingency plans, involving the sourcing 
of a mobile unit if necessary in the interim.  However, these plans now require exercising to test their reliability.  
There would be likely to be some delay to the installation of a mobile unit, resulting in the Trust requiring support 
from elsewhere. 
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Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

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 for those 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 and opening of Day Surgery where 
appropriate is allowing the RTT backlog to be minimised as far as possible. A business case has been approved, for 
the move of the majority of Orthopaedic procedures to Bishop Auckland Hospital to protect elective operations 
from the impact of surges in demand for unscheduled care.  In the meantime, issues with taxation of pensionable 
earnings – undermining the willingness of medical staff to work extra sessions, shortages of theatre staff and 
challenges in filling bank shifts for Theatre staff have all exacerbated the challenge of bringing RTT performance 
back in line with trajectory. 

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 16 Discussions continue as part of work with the Regional Cancer Alliance to establish system-wide solutions to 
pressures on breast cancer services with ICS work in the south also progressing. The Trust has been able to 
increase its breast radiology capacity by three sessions and a recent appointee to work in General Radiology may 
choose to contribute further capacity later in the year.  

Potential for interruptions to elective surgical lists due to insufficient decontaminated or lack of 
equipment due to ongoing work to centralise CSSD. 

Surgery 2233 16 The Central Sterile Services Department (CSSD) and the Surgery Care Group are meeting weekly to work through 
all issues and weekly updates are being provided to ECL. Ultrasonic washers have been introduced, pre-wash 
cycles increased and wetting agents are now being used. Quality control procedures in CSSD – for Orthopaedic 
sets – have been strengthened and an external expert has reviewed the service, making recommendations which 
are now being implemented.  

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 2169 16 The RTT Backlog has improved, as a result of support from the independent sector and further measures including 
skill mix review and introduction the introduction of Tele-dermatology triaging.  

There is an increased risk of theatre cancellations due to the inability to staff all lists due to ongoing 
recruitment, retention and sickness issues 

Surgery 2283 16 Prospective weekly theatre allocation meetings are in place. Visits to neighbouring trusts to consider different 
workforce models have been undertaken. Work is being done to support unregistered workforce in secondment 
opportunities to develop current HCA's. A skills mix review is underway to incorporate new workforce model, with 
the aim to reallocate work as necessary.  

Care group unlikely to deliver balanced budget and required cost improvement in 2019/20. Forecast 
out-turn at M7: £1.390M deficit (operational position), £1.662M (undelivered CIP). 

Clinical 
Specialist 
Services 

2297 16 The Care Group is working closely with the PMO to identify and maximise CIP plans and delivery, with Executive 
Support being provided through Finance Clinics. With respect to the BAF, Domain 4, Objective 1, risk with respect 
to individual Care Groups are considered in aggregate, and taking account of macro-level mitigations, with respect 
to the risk to the Trust's achievement of its overall financial plan, rather than in isolation. 

The Family Health Care Group may not meet the CIP target for 2019/20. Family 
Health 

2238 16 The Care Group is working closely with the PMO to identify and maximise CIP plans and delivery, with Executive 
Support being provided through Finance Clinics. With respect to the BAF, Domain 4, Objective 1, risk with respect 
to individual Care Groups are considered in aggregate, and taking account of macro-level mitigations, with respect 
to the risk to the Trust's achievement of its overall financial plan, rather than in isolation. 

Risk that the Surgery Care Group will not meet the CIP target for 2019/20.  Surgery 2208 16 The Care Group is working closely with the PMO to identify and maximise CIP plans and delivery, with Executive 
Support being provided through Finance Clinics. With respect to the BAF, Domain 4, Objective 1, risk with respect 
to individual Care Groups is considered in aggregate, and taking account of macro-level mitigations, with respect 
to the risk to the Trust's achievement of its overall financial plan, rather than in isolation. 

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 A contractor has completed a feasibility study with respect to re-siting of the pumping station and tanks. Funding 
options are being considered and a potential external funding source identified. 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. 

Two Envair negative pressure isolators used for the preparation of chemotherapy are now end-of-life 
and considered obsolete by the supplier. Not on capital replacement programme. Expected cost of 
replacement £50,000 plus installation costs. The air handling unit also end-of-life with increase 
system failures occurring, including a 3 week period when both isolators failed.  

Clinical 
Specialist 
Services 

1835 15 The functionality of the isolators is tested quarterly by regional QA. The isolators have had planned preventative 
maintenance with an ongoing arrangement for 12 months support. Business continuity plans in place. Business 
case is being drafted and initial quotes obtained.  
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Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

There is a risk that the laboratory Assisted Conception Unit at BAGH will not be appropriately staffed 
or resilient against increased demand or staff absence, due to it currently being supported by one 
part time Band 6. Changes in practice have also increased the time taken to perform testing and as 
such has increased the risk. This is impacting on targets in Obstetrics and Gynaecology. 

Clinical 
Specialist 
Services 

2116 15 A new service model for regional service is being reviewed. Approval for additional temporary staffing is being 
sought in the interim, with a business case to be brought forward as a priority.  

Nurse staffing shortage on Ward 6 at Bishop Auckland Hospital (BAH) 
(7.2 WTE B5 vacancies, leaving 6.6 in post.  Forecast to decrease to 5.6 in post in January 2020) 

Integrated 
Medical 
Specialties 

2279 15 1 Band 5 has been appointed to and a block booking secured with agency. Rolling job advert in place.  

Shortage of Staff Nurses on Ward 4, BAH 
(From January 2020 7.55 B5 in post, 7.71 B5 vacancies, 1 B6 vacancy.  This is due to the ongoing 
Stroke consultation) 

Integrated 
Medical 
Specialties 

2290 15 1 Band 5 has been retained to and a block booking secured with agency. Rolling job advert in place.  

There is a risk that the Isilon (Trust's storage system) will run out of space prematurely due to the 
over usage and over growth of some clinical systems. Any clinical systems which rely on this storage 
system could become inoperable if the system fills up prior to sufficient legacy data being removed. 

Nursing 
Directorate 

2296 15 McAfee security suite in place to prevent against security risk of simulating legacy browsers. Currently working 
with the PACS supplier to understand existing usage and expected growth. (Understanding storage vs contract). 
Business case has been approved and orders placed.  

Lack of appropriate backup for a paging system failure Operations 
And 
Performance 
Dir 

2303 15 Planned downtime is covered by BCP but the solution with respect to unplanned downtime is being developed.  

Due to the Company's reliance on Reverse SLAs for key functions (Finance, HR, IT, Payroll and Health 
Informatics) there is a risk that the Company does not have control over these key functions. 

CDD Services 2155 12 Robust management of SLAs is in place and a Compliance Manager has been appointed. A monitoring plan being 
developed. Further work is ongoing to ensure contractual 
processes are followed when a contractual breach is identified. 

Cash is managed on a group basis and therefore there is a risk that intercompany invoices between 
CDDFT and SCL remain unpaid impacting on SCLs ability to pay its own suppliers. 

CDD Services 2161 12 There is ongoing monitoring via KPIs of the reverse SLA for financial services and via internal audit processes. Work 
is being done to ensure reporting of suppliers payments is being captured under the reverse SLA KPI report. SCL 
are working with the Trust to develop working capital/cash flow reporting and strengthening closer working 
between procurement and accounts payables. 

Changes in regional/national landscape re: procurement or Estates and Facilities CDD Services 2214 12 The Trust and SCL are developing ongoing national and regional relationships to ensure the Trust feeds into 
national and regional review processes. Outputs from reports presented to a Star Chamber were presented to 
Executive Directors in October 2019 for consideration.  The Managing Director of SCL is providing regular updates 
to the SCL Board and Trust Directors and is currently assessing opportunities to SCL. 

There is a risk that the current capital allocation will be insufficient to manage the estate when the PFI 
contract at UNHD comes to an end on 31 March 2028.  

CDD Services 2245 12 A PFI project "hand-back" has been started to determine, with the PFI provider, the process and method of 
handback and address any issues and work to resolve outstanding lifecycle works. An external consultant working 
for the Trust has begun collecting data and commenced a desk-top exercise to identify major weaknesses. The 
Trust has appointed an external specialist to undertake a deep dive into lifecycle and the reporting of PPM. 
Discussions will commence to decide whether to appoint professional advisors on lifecycle. 

Lack of appropriate finanical experience within SCL Board due to resignation of the Director of 
Finance 

CDD Services 2301 12 The Interim Chair is also Chair of the Finance Commitee and therefore has a high degree of financial knowledge. 
Further work is underway to review the Board skills matrix and assess requirements for a replacement Director 
and the requirements of financial management in SCL.  

The Trust has been invited and accepted the offer to accommodate increasing numbers of medical 
students.  This will lead to increasing income within the Trust, but also the need to have improved and 
facilites, increased office space for additional teaching staff, and increasing and improved teaching 
facilities.  The current footprint of the Education Centres make it impossible for any developments to 
add additional space.  Education Centres continue to be used for meetings, which is impacting on 
teaching facilities. Good feedback to the Medical School is essential for the Trust to continue to 
attract new medical students and ultimately junior medical staff.  Income currently exceeds £2million 
and is expected to increase with additional numbers. 

Medical 
Directorate 

2300 12 Office space and configuration is being reviewed with the Estates team  

There is a risk that the Trust will be unable to meet the 62 day cancer target due to delays to 
Pathology reporting, particularly for Skin excisions.   

Clinical 
Specialist 
Services 

2293 12 Executive Directors have approved a business to secure external resource to support to mitigated this risk 

Ite
m

 6
c 

- 
B

oa
rd

A
ss

ur
an

ce

Page 135 of 203



 

Board Assurance Framework (Board report – January 2020)  Page 37 

Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

The new Emergency Care Centre may not be funded (funding not approved from NHSI). Future ED 
services may not be fit for purpose. 

Integrated 
Medical 
Specialties 

2180 12 Following agreement of a business case at Trust Board in February 2019, authorisation to pursue alternative 
funding sources has been agreed and the Board is working to identify and confirm funding and regulatory 
approval. 

There is limited access to same day ambulance transport Monday to Friday 2pm to 8pm for patients 
from North Yorkshire. Patients requiring transport outside of these times can be subject to long waits. 

Operations 
And 
Performance 
Directorate 

2242 12 Discussions on going with the ambulance service and CCGs to put in place a sustainable solution; temporary 
measures have been agreed to provide patient transport which are being funded by the CCG. 

DMH Pharmacy Aseptic Unit experiencing demand at 150% of capacity (two members of Pharmacy 
staff) 

Clinical 
Specialist 
Services 

2079 12 Efforts have been made to identify additional products that can be purchased as pre-made outsourced products. A 
business case for an outsourced outpatient pharmacy has been approved for implementation, which includes 
dispensing of oral chemotherapy and chemotherapy-supportive medication.  A capacity model is being 
undertaken and recruitment to vacancies is also underway. Some staff have also returned to work which will help 
to mitigate the risk going forwards. 

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 development and confirmation being sought that this is included in the 
2020/21 Capital Programme. The lead time to acquire and install a new robot is not significant. Pharmacy are 
awaiting final plans and quotes from two leading providers on Framework and are arranging potential site visits to 
Newcastle and Northumbria. 

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 

Clinical 
Specialist 
Services 

2137 12 Linked to risk 2079. Efforts have been made to identify additional products that can be purchased as pre-made 
outsourced products. A business case for an outsourced outpatient pharmacy has been developed, which includes 
dispensing of oral chemotherapy and chemotherapy-supportive medication. This has been approved and 
Executive Directors have instructed that the works should commence.  A capacity model is being undertaken and 
recruitment to vacancies is also underway. Some staff have also returned to work which will help to mitigate the 
risk going forwards. 

Pharmacy are experiencing a number of shortages of key medicines, partly related to stockpiling for 
Brexit. 

Clinical 
Specialist 
Services 

2187 12 A Regional Memorandum of Understanding has been agreed reducing the risk to 12. A "letter of comfort" is being 
obtained from NHSI regarding relaxation of Human Medicines Regulations. 

Potential Challenge from HMRC re: commercial nature of contract between Trust and SCL if SCL is not 
truly arm- length.  

CDD Services 2200 12 The Group has ensured that indicators of commerciality exist within the contract and that the Company can 
demonstrate savings made to date as well as its plan for future Business development. Further work has been 
identified following objective setting for 2020. 

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  

Integrated 
Medical 
Specialties 

2150 12 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. The 
overall impact on the financial plan is being mitigated in accordance with the Board Assurance Framework, 
Domain 4, Objective 1. 

Care Group financial risk of overspend on pay budgets due to high usage of temporary staffing Integrated 
Medical 
Specialties 

2211 12 The Care Group has mitigation in place in the form of the IMS Transformation Programme. The Board will consider 
the risk to individual Care Group's CIP Plans 'in the round' and with respect to the Trust's overall financial plan. 

Complex Gynaecology cancers are referred from Darlington Memorial Hospital and Bishop Auckland 
Hospital to The James Cook University Hospital (JCUH) for surgery following MDT discussion. 
However, due to unavailability of Consultant, JCUH are unable to operate on CDDFT patients within 
nationally agreed timescales. 

Family 
Health 

2224 12 Weekly discussion at Family Health Patient Tracking List meetings takes place to monitor cancer targets and 
waiting times. There is ongoing work with the tertiary centre to ensure that women receive their surgery within 
identified timescale. Further actions taking place are the development of a formal escalation process to 
neighbouring Trusts. The staffing issues at JCUH have now been resolved and the risk is being managed. It remains 
on the risk register because of the ongoing dependence on a very small number of key staff at JCUH. 

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 is monitored 
through monthly Care Group governance meetings.  Care Groups are being asked to agree an overall action plan 
to address areas of non-compliance. Compliance is variable and discussions commencing with Associate Directors 
of Nursing (ADNs) to strengthen compliance reporting. The latest audit shows 91% compliance, and the aim will be 
to maintain this improvement.  
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Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

There are gaps in Trust Associate Specialist and Registrar rotas at both sites in A&E especially at night. 
Consultants are currently covering shifts at a premium. The Trust pays less than neighbouring Trust 
for bank shifts.  

Integrated 
Medical 
Specialties 

2247 12 Gaps in rotas are being escalated within the Care Group structure promptly as they arise. Plans are in place to 
engage a specialist external company to assist in sourcing Associate Specialists and Registrars and a review of pay 
rates for locum staff is underway. 

There is a risk that the Respiratory service is could become unable to meet demand due to planned 
retirement of senior medical staff and reduced MPET funding for posts.  

Integrated 
Medical 
Specialties 

2252 12 The Care Group is proceeding with recruitment strategies in line with proposals presented to ECL, including 
progressing overseas recruitment to two substantive posts. Business case due to be presented to IPAG in 
November 2019. 

Insufficient senior clinicians overnight in ED, UHND Integrated 
Medical 
Specialties 

2299 12 Consideration being given to expanding ACP numbers and role/remit. 

There is a risk that the changes to the Junior Doctor contract will have an impact on filling rotas. 
Changes include working not less than 1:3 weekends for all doctors in training for December 2019. 
Any doctors not working to the 1:3 rota is required to be paid a financial premia.  

Medical 
Directorate 

2273 12 Meetings will need to take place between all F2 doctors who are due to work in Emergency Departments on both 
sites with the Guardian of Safe Working and the Clinical Director, to ensure that they are happy to proceed with 
the 1:2 rotas for the changeover in December 2019 and April 2020. Costs and funding are being identified to move 
to the 1:3 rota in August 2020. 

Due to the discontinuing use of Pathosys the department has also lost use of Haemosys in March 
2018.  Consequently the Trust is non-compliant with NICE guideline NG47, requiring an integrated 
report for all haematology cancers. 

Integrated 
Medical 
Specialties 

2240 12 A business case to reinstate access to the system has been approved and a replacement system is being procured. 

Following Orthopaedic GIRFT visit in 2019 concerns were raised in respect of the separation of 
elective and emergency orthopaedic patients and the risk of surgical site infection, particularly at the 
DMH site 

Surgery 2282 12 Plans in place to ensure as much elective activity to be done at Bishop Auckland Hospital and all elective patients 
to be nursed in a sideroom or cancelled if not available. Scoping work at DMH site to enable segregation of 
elective and trauma cases is ongoing.  

Due to high levels of nursing staff sickness and vacancies within Endoscopy on all sites capacity is 
reduced leading to cancelled and delayed procedures resulting in long delays and poor patient 
experience 

Surgery 2292 12 A bespoke recruitment campaign is underway to support appointment of new staff to the endoscopy units. 
Information from JAG staff surveys and TINS assessment is being utilised to develop an action plan to support 
retention.  

Shortage of registered nurses on Ward 11, UHND - total shortfall as of January 2019: 9.16WTE 
(mixture of leavers, LTS & maternity leave) 

Integrated 
Medical 
Specialties 

2294 12 Temporary skill mixing of band 5 vacancies to enable the appointment of 2 WTE Nurse Associates in April 2020 
with 2.88WTE graduates recruited.  

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 continue to be held with CCGs to agree actions to reduce the risk, including the appointment of a 
Product Advisor by the outsourced contractor who is now in place. A working group was established, which has 
agreed a specialist equipment ordering process and joint policy.  Issues persist with the quality of supply and these 
are being highlighted to commissioners as they arise. The Director of Nursing is closely involved in discussions with 
commissioners. 

Linked to Risk 1926 - Cardiotocograph (CTG) machines currently in use will be 10 years old in August 
2019 and will need to be replaced. They are currently not part of MSE replacement programme for 
2019/20. 

Family 
Health 

2226 12 A business case is in development and funding sources being explored.  Work is taking place with Medical 
Engineering to understand any Patient Safety implications of using these machines beyond 10 years. Clinical 
Engineering are identifying available funding for the replacement of the CTG monitors. This has been recognised 
by the MSE group as an area of high priority. 

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 and are now in line with national 
benchmarks.  This is, however, an ongoing risk given the characteristics of the Trust’s patient population, which 
has a severe impact for those few patients where falls occur and care could have been better (five in 2018/19 
compared to 10 in the prior year).  

The Ulysses Risk Management System is supported and managed by one system manager, and 
currently when the system manager is on annual leave or unexpected sick leave there is no clear 
contingency plan in place to support the system day to day. 

Nursing  2212 12 A review of team competencies is underway to identify any in house support required. Business continuity plans 
are being reviewed to ensure appropriate cover if the system manager is unavailable. 

Incident reporting identifying that patients usual medications are not prescribed post operatively 
upon returning to ward increasing potential risk of harm. 

Surgery 2042 12 The Care Group is piloting pharmacy pre-operative assessment for patients having high risk surgery and with 
multiple co-morbidities and supporting pre-assessment nursing teams with completion of non-medical 
prescribing. Matrons have been tasked with analysis of incidents to establish the current risk so that required 
actions can be escalated through Care Group Board. 

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 10 Works are nearing completion, and the new unit is to be commissioned in March 2020. The Health and Safety 
Executive have been kept fully informed and are due to visit the Trust to inspect the new laboratory once opened. 

Ite
m

 6
c 

- 
B

oa
rd

A
ss

ur
an

ce

Page 137 of 203



 

Board Assurance Framework (Board report – January 2020)  Page 39 

Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

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 completed. Phase 2 
works, included in the capital plan for 2019/20, also now largely complete. 

There is a risk that the Trust cannot comply with Tax Digitalisation legislation from 1 April 2019 due to 
awaiting software development for NEP and VAT liaison. HMRC have allowed a 12 month soft-landing 
but meeting the extended deadline may be challenging.  

CDD Services 2201 9 The Trust is working with North East Patches (NEP)/VAT Liaison on roll-out and testing of the digitalisation 
solution. Plans are in place to write to NEP as a collective of subsidiary users to express dissatisfaction and to invite 
HMRC in to review the current solution. 

Financial restrictions on cleaning equipment, will increase the risk that equipment will fail due to age 
and will become obsolete or uneconomical to repair. This will lead to insufficient equipment available 
to ensure the required standards of cleanliness are met. 

CDD Services 2271 9 Review of equipment has commenced and funding has recently been approved via Capital for equipment which 
was immediately required. Costs for replacement equipment have been added to the 5 year BHFS Plan. Further 
review is being undertaken of equipment and costs for replacement taking lifecycle into account before funding 
can be disucssed. 

Risk of non-conformance trend analysis for Decontamination processes and effective corrective action 
resolution, being insufficient to satisfy external audit requirements (ISO 13485 Medical Devices 
compliance) 

CDD Services 2295 9 Monitoring is in place of departmental non-conformance data against full departmental activity and full analysis of 
Ulysses reports detailing perceived non-conformance issues (end user generated). There are monthly senior 
leadership meetings to monitor system wide action plan improvements and weekly meetings to monitor data. 
Action plan is being progressed.  

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 are being developed to improve resilience in specific areas, in particular the Special Care Baby Unit, 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. Initial works have 
been completed. 

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 was allocated for IPS / UPS supplies to be installed on a priority basis in the 2019/20 capital programme 
and residual works are to be included in the plan for 2020/21. Again, works need to be carefully phased to 
minimise risk and disruption to the wards. 

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.  Plans are in place for the ITU to move to a ward area, 
with part of the ITU to be used as an elective Orthopaedic area, which- once implemented - will see this risk 
mitigated. 

Risks to the ability of the Trust to procure and receive deliveries of consumables following the UK’s 
exit from the EU. 

CDD Services 2164 9 The Trust has evaluated risks for all product lines and is implementing local mitigation plans in addition to the 
national plans for key product lines being implemented by the Department of Health. This work has been 
reviewed by the Executive Directors’ Group and formed part of the wider ‘Brexit risk assessment’ brought to Board 
earlier in the year. 

When the new medical device regulations come into force in late 2019/early 2020 the nuclear 
medicine LINK Medical Processing system that processes the raw data from the gamma cameras into 
usable clinical images, will not be compliant. A replacement system costs £150k. Failure to have this 
system will affect the 2 week wait cancer target.  

Clinical 
Specialist 
Services 

2255 9 A review has confirmed that work can be undertaken at both sites. This reduces the risk although additional work 
is required to ensure the system is compliant.  Funding has, however, been identified for works to ensure that the 
system is compliant.  

Lack of identified Theatre time for Gynaecology patients who choose surgical management of 
miscarriage. 

Family 
Health 

2225 9 Individual cases continue to be reviewed at the Gynaecology risk management meeting. Work is ongoing with 
Theatres to identify possible solutions and discuss access to Emergency Theatre lists for these women. The Clinical 
Effectiveness Committee has now been asked to oversee this work. 

It has become apparent that patients have been lost within the booking process for a number of 
medical specialties.  Specialties now taking ownership.  Validating the backlog and slotting into 
appropriate clinics.  However, Rheumatology remains a key risk in terms of capacity to slot patients 
that are potentially lost within the follow up process. 

Integrated 
Medical 
Specialties  

2206 9 An electronic tracking system is being put in place to ensure that patients are being seen in date order and 
telephone appointments are being used to reduce backlogs where appropriate. 

The Care Group is currently not achieving National Requirement for Appointment Slot Issues (ASI) of 
4% and Trust target of 15% due to multiple factors including single site provision, demand and 
capacity and GP referrals not offering full options of sites availability. 

Surgery 2202 9 Liaison will take place with Primary Care Links to work collaboratively to ensure all available appointment slots are 
offered to patients, preferably across multiple sites. Review is being carried out of individual clinics to ensure that 
there is capacity available to meet the demand. The Care Group is working collaboratively with clinicians to find 
solutions to enable patients not generating an ASI. Work is on-going within the Outpatient Review Group to aim to 
reduce inappropriate referral and single speciality outpatient provision is being reviewed and considered. 

Staffing issues Microbiology due to vacancies and maternity leave as well as increased demand and 
complexity of work, is leading to reduced quality of service and impact on patients and staff. Unable 
to consistently deliver services linked to CL3 project delays and collaboration instability. 

Clinical 
Specialist 
Services 

1866 9 DMH CL3 and UHND CL2 cover position extended due to longer term works as PFI have extended the build 
timelines until February 2020. Business continuity planning for standing down shifts, services, processes and on 
interim staffing models during the period of service change.  
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Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

Increased demand on the IV service may lead to them being unable to fulfil all requests. This impacts 
on patient diagnostic and treatment plans such as access to diagnostic service (CT, angio, MRI, 
endoscopy) and IV access for IV therapy, venepuncture, for diagnostic purposes and potential 
discharges. 
Limited training sessions provided for venepuncture and cannulation care and maintenance of central 
lines and mid lines and IV drug administration in addition to the refresher and ad hoc training. 

Nursing 
Directorate 

2302 9 Options appraisals being considered for progression through February 2020 IPAG.  

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 

Nursing 2145 9 There are 30 devices in use at a unit cost of £6,500. The Procurement Department is seeking to negotiate a 
reduction in liability with the supplier; however, no timescale had been confirmed to date. 

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 All Care Groups have presented their catalogues and FH have now updated Paediatric guidelines. CSTC have 
requested that Surgery re-attend, as the Care Group identified some gaps, and likewise IMS (A&E). There has been 
some slippage with this work and some gaps identified. Centrally managed policies are tracked through the 
approval process by Executive Committees using reports from ARC with early warning of due dates for review.  

The UHND mortuary facilities are not at the standard required. Clinical 
Specialist 
Services 

2172 9 Charitable Funds have been used to make interim improvements with the viewing room, with work now complete, 
and Nutwell temperature alarms fitted. Funding is in place for the upgrade of the fridges, with work ongoing. 
Review of the overall mortuary strategy for developing UHND, DMH mortuary services including equipment is 
ongoing with Executive Directors. A paper has been completed setting out possible options including investment 
in equipment and partial service disinvestment. 

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 Paper copies are being taken of CTG traces required for RCA meetings and staff continue to be trained in the 
interpretation of CTG scans within the Maternity Service. A business case to introduce an electronic system has 
been reviewed by Executive Directors, with some further work outstanding. 

The Trust is non-compliant with standards (national outlier) for some aspects of the National 
Paediatrics Diabetes Audit. 

Family 
Health 

2108 9 A detailed action plan has been approved by the Executive Directors and is being monitored by the Clinical 
Effectiveness Committee. HbA1c performance is now much closer to the mean average. A business case to invest 
in resources required for full Best Practice Tariff compliance and to mitigate outlier status has been supported. A 
further action plan has been signed off by Executive Directors to address shortfalls in completion of the healthcare 
checklists required by the service. Further work is now required to ensure that all parts of the healthcare checklist 
are completed when patients are seen / attend clinic. Progress on mitigating actions is monitored through the 
Clinical Effectiveness Committee. 

Following the move of the Cytology service to QE, the Trust is without a CSPL (NHS cytology screening 
programme lead).  This role is essential to be compliant with requirements of NHS screening 
programme. However there is currently no capacity identified in consultant teams in either histology 
or colposcopy.  

Clinical 
Specialist 
Services 

2248 9 An advert for the Regional CSPL is planned to cover CDDFT, North Tees and South Tees. 

50% of Consultant posts unfilled across the Care Group especially in Elderly Care.  Heavily reliant on 
Locums to fill posts 

Integrated 
Medical 
Specialties 

2040 9 Rolling job advert in place and international recruitment is underway.  

Pathology IT provider has withdrawn support for Fridge Level Issue (FLI) software programme. FLI 
electronically records the issue of blood products from the blood transfusion database. Without the 
software the department is unable to provide an electronic audit trail of blood products issued to 
patients. The Trust currently carries risk relating to incomplete documentation and unrestricted 
access to blood issue fridges. 

Clinical 
Specialist 
Services 

1717 9 The business case is being reworked to examine alternative solutions, following which it will be re-taken through 
the approval process.   

There is a risk that not all bank workers are fully compliant with Core Essential Training. Workforce 
And OD 
Directorate 

2254 9 This is a new risk and a mitigation plan is in development. 

The Payroll and Pension Team is not currently resourced appropriately in order to effectively maintain 
the service.  Due to staff leaving, knowledge and skills of pensions and payroll runs is now limited to 
one member of staff. This also results in the need for the member of staff to work weekends to 
process the pay runs. The introduction of weekly pay in July 19 has increased demand on the service.   
There are also 4 vacancies which are being recruited to, but with a lead time expected before they will 
mitigate this risk.  

Workforce 
And OD 
Directorate 

2272 9 A second member of staff is currently being trained and recruitment has resulted in the appointment of an 
Apprentice and a Band 3 Technical Support Officer.  A review of workload has been undertaken to streamline 
processes as busy times and the team is now supported by bank staff. A BCP is being drafted to include support 
from other trusts if necessary.  
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Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

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 9 Retention is being made through the band 6 nursing opportunities which provides career development for 
neonatal staff. A recent recruitment process attracted a number of applicants and 2.5WTE remain and further 
recruitment campaign commenced. Work also continues through the Integrated Care System to develop a 
sustainable model for neonatal and Paediatric services.  

Nurse staffing within Gynaecology Services depleted due to long term sickness absence, maternity 
leaves, vacancies and other HR related issues. Within such a small team this is impacting on safe 
staffing especially within the acute wards at DMH and UHND. 

Family 
Health 

2288 9 The recruitment process is underway but there is a considerable lead in time before staff commence in post due 
to necessary training. Use of bank staff continues to mitigate in the short term.  

Insufficient nursing staff available to be allocated to the paediatric area in ED DMH at times of 
increased demand and high acuity of children; especially concerning when a very sick child presents 
who requires 1:1 from the paediatric nurse on duty for an extended period of time. This impacts on 
long delays for assessment, treatment and enhancing the likelihood for failure to recognise other sick 
paediatric patients to not be recognised and a serious patient safety incident to happen.  

Integrated 
Medical 
Specialties 

2060 9 Recruitment to paediatric nursing posts is being monitored through the CQC action plan. Visits to other Trust have 
been undertaken to identify any new models of care. The Family Health and IMS Care Groups are working 
together to develop a staffing model to provide Paediatric Nursing cover for the majority of the 24 hour period or 
to enable children to be taken to the Paediatric ward where cover in ED is not in place.  

Unable to recruit substantive RGN's on Ward 5, UHND (50% vacancy) therefore a reduction in 
continuity of patient care and potential of an increase in patient incidents. This impacts on patient 
experience, Financial pressures from use of bank and agency staff and increases the risk that patient 
safety incidents. 

Integrated 
Medical 
Specialties 

2087 9 Staffing and skill mix have been reviewed daily to ensure appropriate cover. Appointments to vacancies have been 
made and the Ward is now awaiting staff to commence employment.  

AMU, UHND Registered Nurse staffing shortage. Integrated 
Medical 
Specialties 

2192 9 Ongoing use of bank staff. The AMU is an active participants in the international recruitment programme now 
underway. 

Shortage of band 5 substantive nurses on Ward 52 Integrated 
Medical 
Specialties 

2198 9 Staffing and skill mix have been reviewed regularly to ensure appropriate cover. Appointments to vacancies have 
been made and staff will commence in post in March 2020. There is an ongoing recruitment drive. 

Emergency Department at UHND does not have sufficient Paediatric Nurses per shift impacting on the 
quality assessment that a child may receive. Also staff may potentially be unaware of current and up 
to date management / treatment plans for children and on occasions adult nurses are assessing and 
treating children. 

Integrated 
Medical 
Specialties 

2209 9 The Trust has implemented a different model which provides Front of House paediatric care (12 hours) by using a 
co-located estate. Active recruitment is taking place to paediatric positions within the department and work is 
taking place to develop pathways with Paediatrics to expedite the transfer of children attending the A&E 
Departments after front of house unit closes, to the Paediatrics Department. Plans are in place to increase the 
opening hours for the unit closer to 24 hours.  

Shortfalls in training rates for Safeguarding of Adults and Children Nursing 1971 9 The risk is 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. Backlogs for 
2018/19 were addressed by June 2019; however, there is a need for continued monitoring on a rolling compliance 
basis going forwards. 

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 Executive Directors have approved plans for international recruitment and a new nursing recruitment strategy 
which focuses on a range of responses to maximise the nursing workforce. Use of Nursing Associate 
Apprenticeships and Return to Practice schemes also in place. 

Nursing staffing issues within in Orthopaedics. Despite some success in recruitment there remains a 
pressure within the service in particular with the support required for newly qualified staff and EU 
recruits who are undertaking required induction processes. 

Surgery 2104 9 Nurse Associate models and cross site working with Trauma & Orthopaedics reviewed. Escalation in place when 
staffing challenges present. Ongoing skill mix review to ensure correct staff are in each area. Rolling advert in place 
and international recruitment ongoing.  

Environmental Ligature Risk Assessments carried out by the Health and Safety Team in high risk areas 
including Paediatric Services at UHND and DMH have identified a number of actions that require 
funding to be identified.  

Family 
Health 

2253 9 The Care Group is to identify and act on those recommendations from the audit that can be implemented without 
significant funding needs. All other actions that carry a cost implication will be reviewed by Executive Directors for 
a decision on priority. 

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 9 Executive Directors have agreed to fund requirements for 2019/20 based on advice and risk assessment from 
Health Informatics. The risk remains on the risk register because demand is likely to remain challenging with 
regard to available funding in future years. The agreement of the current year's allocation has reduced the risk 
from a score of 12 to one of 9 in the reporting period. 

Risk of Increased incidence of Multi drug resistant organisms Nursing  2220 9 Infection Control / Microbiology are to scrutinise incidents reported due to failure to HPV and understand reasons 
behind failure. Review trends of alert organism surveillance. 

There is a risk that patient safety incident reports are not being actioned promptly with some 
exceeding the 60 days Threshold.  

Nursing  2246 9 Care Groups are being provided with better, more transparent open incident reports and progress in clearing 
backlogs is to be proactively monitored through the fortnightly Patient Safety Forum meetings, with escalation as 
necessary to ECL. 
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Risk summary Care Group / 
Directorate 

Reference Current 
score 

Summary of risk mitigation 

There is a financial risk that any machines not upgraded to Windows 10 before the end of the 
financial year may be withdrawn by NHS Digital. 

Nursing 
Directorate 

2275 9 Implementation plan in place and being implementation and financial risk being monitored. 
NHS Digital are performing an audit in January 2020 and have indicated that licences will be retained if a 
demonstrable timetable is in place. 

Due to an increased reporting of safeguarding in maternity there is a risk that staff do not have the 
necessary safeguarding knowledge. 

Nursing 
Directorate 

2281 9 Ongoing monitoring of incidents with escalation to EPSEC in place. There are ongoing discussions with Family 
Health ADN to address concerns.  

There is a risk that computers are still operating in 'Internet explorer compatibility mode' effectively 
simulating legacy browsers. There is a security risk using legacy browsers. Modern systems may not 
function correctly when compatibility mode is enabled. Some legacy systems will not operate without 
compatibility mode. 

Nursing 
Directorate 

2298 9 The current McAfee security suite is in place protecting against any threats presented by simulating legacy 
browsers. Work is ongoing to determine the business sites which require compatibility mode to operate and 
communicate with the site providers to understand a timescale to have the dependency removed. 

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 A full remediation programme is in place with assurance provided to the Risk Management Committee in that 
actions were progressing. 

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 The Health and Safety Committee has asked for a full update on the remedial actions taken and a timetable for the 
resumption of exercising of response plans for a baby abduction. Exercises to test controls over the risk of baby 
abduction have recently been completed at both sites with learning identified and action plans in place. 

Never Events experience has highlighted an increased risk of patient safety incidents in the operating 
theatres environment 

Surgery 1946 8 Local Safety Standards and WHO checklists in place and now being reinforced through observational audits (as 
well as quantitative checks). Mechanisms are being established with L&OD to ensure all staff have received 
appropriate training.  
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Healthcare Workers Seasonal Flu 
Immunisation Programme Uptake NHS
Trusts/Providers, 2019/20

Contact Information:

➢Email: england.cne-opsanddelivery@nhs.net
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 4474 87.2% 4424 86.2% 4399 85.7% 4265 83.1% 4231 82.5% 4231 82.5% 4147 80.8% 4135 80.6%

GATESHEAD HEALTH FT 2903 80.5% 2903 80.5% 2900 80.4% 2885 80.0% 2862 79.3% 2820 78.2% 2762 76.6% 2551 70.7%

NORTH CUMBRIA INTEGRATED CARE FT 4251 81.0% 4247 81.0% 4227 80.6% 4127 78.6% 4013 75.8% 3960 74.6% 3947 72.9% 3908 72.0%

NORTH EAST AMBULANCE SERVICE FT 1625 64.6% 1622 64.4% 1605 64.0% 1575 62.8% 1576 62.6% 1550 60.8% 1522 59.7% 1514 59.4%

NORTH TEES AND HARTLEPOOL FT 3037 79.6% 2979 78.1% 2929 74.3% 2909 73.9% 2892 72.2% 2867 71.7% 2812 70.6% 2795 70.2%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 4614 82.0% 4596 80.8% 4542 80.0% 4482 79.4% 4435 78.5% 4321 77.1% 4276 76.9% 4197 73.3%

NORTHUMBRIA HEALTHCARE FT 5036 77.8% 4994 77.4% 4974 76.5% 4955 76.2% 4883 75.1% 4883 75.1% 4812 73.9% 4792 73.6%

SOUTH TEES HOSPITALS FT 6112 82.3% 6086 81.9% 6037 81.6% 6016 81.3% 5941 80.3% 5889 79.6% 5823 78.7% 5747 77.7%

SOUTH TYNESIDE & SUNDERLAND  FT 5400 82.1% 5383 81.8% 4934 76.8% 4918 76.6% 4884 76.1% 4861 73.3% 4713 71.0% 4670 70.4%

TEES, ESK AND WEAR VALLEYS FT 3900 67.0% 3860 66.7% 3777 65.7% 3767 65.6% 3744 64.9% 3673 63.7% 3673 63.7% 3673 63.7%

THE NEWCASTLE UPON TYNE HOSPITALS FT 9989 81.1% 9989 81.1% 9965 80.7% 9905 80.5% 9878 80.2% 9571 77.9% 9518 77.5% 9496 77.3%

NENC Total 51341 79.5% 51083 79.1% 50289 78.0% 49804 77.3% 49339 76.4% 48626 75.0% 48005 74.0% 47478 73.0%

02/02/2020 29/12/201905/01/2020
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 571 98.6% 571 98.6% 571 98.6% 570 98.4% 570 98.4% 570 98.4% 556 96.0% 555 95.9%

GATESHEAD HEALTH FT 342 79.9% 342 79.9% 342 79.9% 340 79.4% 335 78.3% 331 77.3% 323 75.5% 323 75.5%

NORTH CUMBRIA INTEGRATED CARE FT 521 85.7% 521 85.7% 520 85.5% 519 85.4% 516 84.7% 515 84.4% 507 79.1% 504 78.3%

NORTH EAST AMBULANCE SERVICE FT 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0% 2 66.7% 2 66.7% 2 66.7%

NORTH TEES AND HARTLEPOOL FT 384 83.1% 380 82.3% 365 71.6% 363 71.5% 360 70.0% 357 69.6% 346 68.0% 341 67.0%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 325 74.2% 323 73.7% 318 74.1% 312 72.9% 309 72.2% 303 71.0% 302 71.4% 298 70.1%

NORTHUMBRIA HEALTHCARE FT 658 85.5% 656 85.2% 656 84.1% 652 83.7% 650 83.9% 650 83.9% 635 82.1% 632 81.7%

SOUTH TEES HOSPITALS FT 822 90.0% 820 89.8% 817 89.9% 815 89.7% 804 88.4% 786 85.9% 765 83.6% 746 81.5%

SOUTH TYNESIDE & SUNDERLAND  FT 660 74.6% 658 74.4% 619 69.3% 615 68.9% 605 67.7% 605 67.1% 604 67.0% 591 65.5%

TEES, ESK AND WEAR VALLEYS FT 243 76.9% 242 76.8% 242 76.3% 241 76.0% 240 75.5% 232 73.0% 232 73.0% 232 73.0%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1997 85.8% 1997 85.8% 1976 84.9% 1957 84.5% 1955 84.4% 1901 82.4% 1887 82.2% 1881 82.0%

NENC Total 6526 84.4% 6513 84.3% 6429 82.6% 6387 82.2% 6347 81.7% 6252 80.4% 6159 79.1% 6105 78.3%

09/02/2020 02/02/2020 26/01/2020
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1836 80.0% 1807 78.7% 1778 77.4% 1770 77.1% 1754 76.4% 1754 76.4% 1727 75.2% 1724 75.1%

GATESHEAD HEALTH FT 938 72.3% 938 72.3% 935 72.1% 930 71.7% 925 71.3% 917 70.7% 898 69.2% 897 69.2%

NORTH CUMBRIA INTEGRATED CARE FT 1543 80.2% 1543 80.2% 1536 79.9% 1480 76.9% 1450 74.6% 1432 73.2% 1425 72.4% 1405 71.2%

NORTH EAST AMBULANCE SERVICE FT 50 54.3% 50 54.3% 50 54.3% 50 54.3% 50 54.3% 50 58.1% 45 52.3% 45 52.3%

NORTH TEES AND HARTLEPOOL FT 1102 78.2% 1081 76.7% 1066 75.3% 1059 74.7% 1056 73.0% 1049 72.5% 1031 71.5% 1028 71.3%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1664 81.6% 1661 81.2% 1645 80.4% 1629 79.8% 1611 79.0% 1567 77.7% 1550 77.3% 1513 74.2%

NORTHUMBRIA HEALTHCARE FT 2156 78.3% 2125 77.9% 2119 76.8% 2108 76.3% 2092 75.6% 2092 75.6% 2066 74.5% 2057 74.1%

SOUTH TEES HOSPITALS FT 2256 84.5% 2241 83.9% 2214 83.1% 2210 83.0% 2181 81.9% 2169 81.1% 2153 80.5% 2134 79.8%

SOUTH TYNESIDE & SUNDERLAND  FT 2077 73.9% 2070 73.7% 1880 68.9% 1873 68.6% 1863 68.2% 1856 65.6% 1771 62.6% 1758 62.1%

TEES, ESK AND WEAR VALLEYS FT 1500 64.5% 1492 64.3% 1478 63.7% 1475 63.6% 1459 62.7% 1430 61.5% 1430 61.5% 1430 61.5%

THE NEWCASTLE UPON TYNE HOSPITALS FT 4433 83.0% 4433 83.0% 4433 82.6% 4402 82.3% 4382 81.9% 4240 79.3% 4220 78.9% 4213 78.8%

NENC Total 19555 78.3% 19441 78.0% 19134 76.8% 18986 76.3% 18823 75.4% 18556 74.1% 18316 73.1% 18204 72.6%
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 692 81.8% 686 81.1% 685 81.0% 680 80.4% 674 79.7% 674 79.7% 661 78.1% 661 78.1%

GATESHEAD HEALTH FT 470 71.6% 470 71.6% 470 71.6% 469 71.5% 467 71.2% 461 70.3% 452 68.9% 451 68.8%

NORTH CUMBRIA INTEGRATED CARE FT 668 76.9% 668 76.9% 659 75.7% 657 75.3% 649 74.3% 643 73.1% 639 70.8% 631 69.7%

NORTH EAST AMBULANCE SERVICE FT 527 66.5% 527 66.5% 525 66.2% 520 65.6% 520 65.6% 521 63.2% 518 62.9% 515 62.5%

NORTH TEES AND HARTLEPOOL FT 521 76.3% 510 74.7% 507 69.8% 505 69.6% 499 67.2% 495 66.8% 483 65.3% 481 65.0%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 641 87.9% 640 85.6% 628 83.2% 619 82.3% 612 81.7% 597 80.5% 589 79.7% 582 75.5%

NORTHUMBRIA HEALTHCARE FT 648 75.2% 649 75.0% 646 74.6% 647 74.5% 623 71.9% 623 71.9% 612 70.6% 610 70.4%

SOUTH TEES HOSPITALS FT 891 76.4% 887 76.1% 881 75.3% 876 74.9% 858 73.3% 851 72.5% 846 72.1% 835 71.1%

SOUTH TYNESIDE & SUNDERLAND  FT 830 86.5% 827 86.1% 686 69.3% 684 69.1% 682 68.9% 671 65.9% 638 62.7% 635 62.4%

TEES, ESK AND WEAR VALLEYS FT 561 64.0% 554 63.5% 547 62.9% 545 62.6% 544 62.0% 537 61.2% 537 61.2% 537 61.2%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1730 74.1% 1730 74.1% 1728 74.0% 1721 73.8% 1719 73.7% 1663 71.4% 1658 71.2% 1653 71.0%

NENC Total 8179 75.9% 8148 75.5% 7962 73.2% 7923 72.8% 7847 72.0% 7736 70.6% 7633 69.6% 7591 69.0%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2019/20
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1375 97.5% 1360 96.5% 1365 96.8% 1245 88.3% 1233 87.4% 1233 87.4% 1203 85.3% 1195 84.8%

GATESHEAD HEALTH FT 1153 94.0% 1153 94.0% 1153 94.0% 1146 93.5% 1135 92.6% 1111 90.6% 1089 88.8% 880 71.8%

NORTH CUMBRIA INTEGRATED CARE FT 1519 82.3% 1515 82.2% 1512 82.1% 1471 79.8% 1398 74.9% 1370 73.4% 1376 72.3% 1368 71.7%

NORTH EAST AMBULANCE SERVICE FT 1045 64.1% 1042 64.0% 1027 63.4% 1002 61.9% 1003 61.5% 977 59.7% 957 58.5% 952 58.2%

NORTH TEES AND HARTLEPOOL FT 1030 81.7% 1008 80.0% 991 76.8% 982 76.5% 977 75.0% 966 74.4% 952 73.6% 945 73.1%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1984 82.0% 1972 80.4% 1951 79.7% 1922 79.2% 1903 78.3% 1854 76.7% 1835 76.8% 1804 72.5%

NORTHUMBRIA HEALTHCARE FT 1574 75.2% 1564 74.8% 1553 74.1% 1548 73.9% 1518 72.5% 1518 72.5% 1499 71.6% 1493 71.3%

SOUTH TEES HOSPITALS FT 2143 80.0% 2138 79.8% 2125 80.1% 2115 79.7% 2098 79.1% 2083 79.0% 2059 78.1% 2032 77.1%

SOUTH TYNESIDE & SUNDERLAND  FT 1833 95.2% 1828 95.0% 1749 96.7% 1746 96.6% 1734 95.9% 1729 91.7% 1700 90.2% 1686 89.4%

TEES, ESK AND WEAR VALLEYS FT 1596 69.3% 1572 69.0% 1510 67.4% 1506 67.3% 1501 66.8% 1474 65.6% 1474 65.6% 1474 65.6%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1829 79.2% 1829 79.2% 1828 79.0% 1825 78.9% 1822 78.8% 1767 76.5% 1753 76.0% 1749 75.8%

NENC Total 17081 81.0% 16981 80.5% 16764 80.0% 16508 78.9% 16322 77.8% 16082 76.5% 15897 75.6% 15578 73.7%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2019/20
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No. % No. % No. % No. % No. % No. % No. % No. %

All Doctors 6526 84.4% 6513 84.3% 6429 82.6% 6387 82.2% 6347 81.7% 6252 80.4% 6159 79.1% 6105 78.3%

Qualified Nurses, Midwives and Health Visitors 19555 78.3% 19441 78.0% 19134 76.8% 18986 76.3% 18823 75.4% 18556 74.1% 18316 73.1% 18204 72.6%

All Other Professionally Qualified clinical staff 8179 75.9% 8148 75.5% 7962 73.2% 7923 72.8% 7847 72.0% 7736 70.6% 7633 69.6% 7591 69.0%

Support to clinical staff 17081 81.0% 16981 80.5% 16764 80.0% 16508 78.9% 16322 77.8% 16082 76.5% 15897 75.6% 15578 73.7%

All Workers across NENC 51341 79.5% 51083 79.1% 50289 78.0% 49804 77.3% 49339 76.4% 48626 75.0% 48005 74.0% 47478 73.0%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2019/20
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Trust Board – 26/02/2020 

Item 11. Workforce & OD Reports 

Open Session x Private & Confidential Session  

Author Morven Smith 

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 Staff Matter 

This report provides assurance and an update on progress against actions 

identified in Staff Matter Action Plans and an overview of any actions currently 

rated amber and the actions being taken to address these.  Each Care Group and 

Corporate area are responsible for reviewing their plans on a quarterly basis, and 

a high level review of all action plans has been undertaken. 

NOTE: The Trust’s current people strategy Staff Matter was launched in April 2017 

and will be refreshed during 2019/20 ready for launch in April 2020. 

 

Q3 Workforce Performance Report 

The Workforce Performance Q3 Report highlights workforce activity across the 

Trust and provides further detail behind the KPIs that are reported via the 

Integrated Operational Performance Report. 
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Positive performance 

/ developments within 

this report   

Staff Matter Q3 Report 

 

For quarter 3, sixteen out of nineteen objectives are reported as 

green, with no overall red ratings reported. 

 

Discussion was had with the Strategic Change Board to 

emphasise the need for and gain feedback on how reporting can 

be improved as part of the refresh of the Staff Matter Strategy. 

 

 

Table 1 

 Workforce Performance Report Q3 

 

Recruitment – There has been significant successes in recruiting 

substantive staff across the Trust with 153 new starters in Quarter 

3.  Of particular note, there were 19 medical staff recruited in 

Emergency Medicine, General Medicine Elderly Care, 

Rheumatology, Dermatology, General Surgery, Ophthalmology, 

Paediatrics and Radiology.  Following targeted recruitment 

campaigns for nursing staff, 33 Registered Nurses and 35 

Healthcare Assistants were recruited along with 17 Allied Health 

Professionals. 

 

Core Essential Training (CET) - the overall compliance for 

quarter three stands at 93% which is an increase on the 89.7% 

reported at the end of quarter two. 

 

Role Specific Training (RST) - at the end of quarter three the 

RST completion rate for the Trust is 80.13%, an increase on the 

77.75% reported at the end of quarter two. 

 

Apprenticeships – At the end of Q3, the Trust had 274 active 

apprentices across the Trust.  37 apprentices started with the 

Trust in Q3, of which 36 were new young apprentices.  17 

apprentices completed their apprenticeship in Q3. 

 

Resolution Procedure – as part of its work to reduce the number 

of grievances across the Trust, the HR team have been working 

with Trade Union colleagues on the creation of a Resolution 

Procedure which will replace the Grievance Procedure.  This 

resolution approach to managing conflict in the workplace offers 

alternative methods of resolving issues and offers mediation as a 

stage 1 intervention.  Following a successful pilot, the number of 

grievances have reduced significantly in Q3, with an increase in 

the number of mediation interventions. 

 

Flu Campaign – The Trust’s Flu Campaign was launched on the 

1 October 2019, with a target being set nationally of 80% of 

frontline healthcare workers to be immunized against the Flu.  By 

the 31 December 2019, the Trust had achieved the target with 

80.6% of frontline healthcare workers having received the 

vaccine.  This is a fantastic effort with Doctors leading the pack 
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with a staggering 95.9% of them having taken advantage of the 

free vaccination. 

 

 

 

Key issues and 

actions within this 

report  

Issue and actions Page 

Staff Matter Q3 Report 

 

Three actions which are rated as amber, these being:- 

 

Core Essential Training – 3 Care Groups and 1 Corporate 

Directorate have reported this as Amber since they are not 

meeting the required 95% target at this time.  Compliance rates 

are being monitored on a regular basis through Care Group and 

Performance meetings. 

 

ESR & E-Rostering – 4 Corporate Directorates and 2 Care 

Groups have reported this as Amber.  CSS, Surgery and Medical 

Director’s Office have reported issues with Healthroster due to 

CSS not being able to go-live with rostering for Doctors, Surgery 

experiencing issues with Theatre staffing and Medical Director’s 

Office experiencing difficulties with Employee On-Line on roster.  

This has been escalated to the e-rostering team who are providing 

dedicated support. 

 

CEO, Finance and Workforce & OD have reported issues with the 

ESR system including lack of ability to use the system, annual 

leave calculations and e-learning.  The Workforce Services team 

have developed additional support guides for staff to follow. 

 

Job Planning – 1 Care Group reported this as Amber, whilst a 

Corporate Directorate reported a Red rag rating. 

 

Surgery, reporting an Amber rating, has implemented a more 

robust approach to job planning, which have identified 

inconsistencies relating to on-call across the Directorate.  Support 

has been sought from Finance, Workforce & OD and the Medical 

Director’s Office to work through the detail and resolve these 

issues… 

 

The Medical Director’s Office reported this objective as Red due 

to the Job Planning cycle being behind trajectory.  Revised 

timelines have been agreed to mitigate. 
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 Workforce Performance Report Q3 

 

Bank Fill Rates – These continue to be monitored carefully 

following the introduction of an in-house weekly payroll which saw 
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changes in the way bank workers tax and NI are calculated.  The 

average fill rates for Q3 were 65.5% for Registered Nurses and 

63% for HCAs against an average in 2018/19 of 84% for 

Registered Nurses and 82% for HCAs.  Historically, fill rates for 

Q3 have always been lower as a result of fewer people picking up 

additional shifts around the Christmas period.  It is also worthy of 

note, however, that the hours requested to be filled have 

increased significantly throughout the year, with 13% more hours 

being requested for Registered Nurses and 14.7% more hours 

being requested for HCAs in Q3 when compared to 2018/19 . 

 

Appraisal - at the end of quarter three the appraisal completion 

rate for the Trust is 71%, which is a drop from the 75% reported 

in the previous quarter.   

 

Core Essential Training - Data Security & Protection 

(Information Governance) is the area of lowest compliance at 

75.89%.   This has been escalated formally through ECL and 

internal feedback has indicated difficulty using the eLearning only 

approach to this training.  Therefore the policy lead has agreed a 

strategy with the SIRO (Senior Information Risk Officer) to 

facilitate locally managed face to face sessions to improve the 

rate of compliance for quarter four with an expectation that a plan 

for improving compliance is developed prior to the start of the new 

financial year. 

 

Sickness - the Trust absence rate at the end of quarter three is 

above target at 5.77% which is an increase on the 5.31% reported 

at the end of quarter two.  Stress & Anxiety continues to be the 

highest reason for absence, accounting for almost 30% of 

sickness.  A wellbeing pack has been developed and added to the 

Manager’s Toolkit which will help signpost staff to support 

available to them.  Much work, focusing on Mental Health and 

Wellbeing, has been done to develop a refreshed Health and 

Wellbeing Strategy which will be launched with the new Staff 

Matter strategy in April 2020.  The HR Management team 

continue to undertake detailed reviews of absence patterns and 

hotspots to ensure compliance with policy.   
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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) 
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required from the 

Board 
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1. Trust Workforce Performance Summary  

Trust Headcount Sickness Absence – Three  Year Comparison Core Essential Training 

 

 
 

Labour Turnover Rate Appraisal Role Specific Training 
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2. Trust Workforce Profile 

Headcount by Corporate & Care Group Headcount by Pay band Headcount by Gender  

  

 

 

Headcount by Staff Group Trust Age Profile  
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3. Recruit and Attract 

3.1 Recruitment 

Bespoke Recruitment Campaigns 
The recruitment team continues to provide bespoke advertising and recruitment campaigns and in particular these have taken place for AMU and Theatres (nursing vacancies both 
qualified and unqualified).  

AMU Campaign  
Quarter three saw the planning and conception by the recruitment team bespoke targeted campaigns for AMU and Theatres  in order to create awareness of the opportunities 
within both  areas.  During December a paid campaign took place  via social media and encouraged qualified nurses to attend the department, meet the AMU team and tour the 
hospital at UHND.   

Medical Recruitment Campaign 
Substantive medical recruitment continues to be a top priority for the recruitment service with appointments in progress at the end of quarter three in the following areas: 

Department  Grade  Appointments in Progress 

Accident & Emergency  
Consultant 1 

Associate Specialist 1 

General Medicine / Acute Medicine 
ST3+ 2 

ST1-2 / CT1-2 4 

Elderly Care Associate Specialist 1 

Rheumatology  Consultant 1 

Dermatology  Consultant 1 

Staff Grade / Specialty Doctor Staff Grade / Specialty Doctor 1 

Substantive Recruitment Activity Quarter 3  Substantive Recruitment Activity  Quarter 3 

By Care Group  Advertised  Interviewed  New Starters   By Staff Group  Advertised  Interviewed  New Starters   

IMS  92 976 24  Additional Professional, Scientific & Technical  6 11 5  

CSS 42 607 21  Additional Clinical Services 69 1419 35  

Surgery 49 405 17  Administration & Clerical  77 832 28  

Community  90 746 33  Allied Health Professionals  50 366 17  
Family Health 45 225 23  Estates & Ancillary   10  122 12  
Corporate 44 245 21  Healthcare Scientists 7 37 4  

Synchronicity  10  122  14  Medical & Dental  32 162 19  

Total  372 3326 153  Nursing & Midwifery  121 377 33  

     Total 372 3326 153  
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General Surgery ST3+ 3 

Ophthalmology Staff Grade / Specialty Doctor 1 

Paediatrics ST3+ 2 

Radiology  Consultant 1 

Total  19 

 
There is an increase in the number of medical appointments from overseas and this is set to increase as there remains a shortage within the UK of qualified candidates for many 
medical vacancies.  The Migration Advisory Committee has recognised this need and removed the need to provide evidence of the Resident Market Labour Test (a mandatory 28 
day advertising period to evidence a lack of UK resident candidates to the Home Office).  This means the time to obtain a visa and sponsorship for migrant workers is significantly 
reduced.  This now includes all medical specialties as shortage occupations.  The recruitment team expect to process and support many more overseas applicants through the 
sponsorship system and assist them to relocate to the UK when the country leaves the EU.  
 
In preparation for this and to present a more attractive offer to overseas candidates the relocation policy has been significantly revised.  We recognised the need to support our 
new employees and have now introduced expenses for flights and travel from their overseas residence, whereas the previous policy only sought to refund expenses from port of 
entry (travel within the UK).  Furthermore provision has been made to accommodate new arrivals for the first few days when seeking a house and permanent accommodation.  This 
support is vital for the majority of our overseas recruits who are usually relocating from countries where the exchange rate is prohibitive when considering the considerable 
expense of relocating to the United Kingdom.  Literature has been produced to explain and offer simple guidance on the many processes involved (for example obtaining a NI 
number, bank account and registering with various agencies on arrival). The policy is effective from November 2019. 
 

Certificates of Sponsorship Issued 

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

14 36 12  

The Internal Transfer of Nurses Scheme 
The Internal Transfer of Nurses scheme has continued to prove popular within the Trust.  The recruitment team devised and implemented a simple scheme to provide the 
opportunity for nurses to transfer to other departments without the requirement for an interview and with a speedy employment checks process.  This scheme was to enable 
nurses to retain their employment at CDDFT rather than applying externally to further their experience and nursing career.  
This quarter there have been five applications and two registered nurses commenced work in their new teams. 

Brexit – Continuing to Support Trust’s EU Workers and Families 
During November 2018 the recruitment team launched a campaign to inform EU workers of the developments pertaining to Brexit and any requirements necessary by the Home 
Office to remain in the UK after Brexit.  The last quarter has seen further work done to continue to ensure EU workers have the information they need to remain in the UK and are 
retained as valued workers at CDDFT.  An individual letter went out to all EU workers within the Trust and this has been followed with regular weekly bulletin information updates, 
payslip information inserts and information for new recruits arriving from overseas  - a brochure named ‘arriving in the UK’.  Managers have also been informed in order to support 
their staff with consistent and clear messages via the bulletin, care group management information reports and monthly meetings for example the Nurse Recruitment Campaign 
meeting.  
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Armed Forces Covenant 
During November 2019 the Trust signed the Armed Forces Covenant at a ceremony in the Memorial Hall at DMH.  This Covenant is a pledge to acknowledge and understand the 
needs of the Armed Forces community for both employees and patients.  This achievement was supported by members of the recruitment team and following the signing of the 
covenant in November, we successfully applied for the Bronze Employer Recognition Award, the logo for which we can now use on our official correspondence/publicity to call 
attention to our commitment to implement the Covenant.  Work will continue in order to achieve the next level which is Silver Award. 

3.2 Bank & Agency 

Registered Nurses and Health Care Assistants 
Trust wide fill rates for Registered Nurses and Health Care Assistants; demand continues to rise and is at its highest ever rate for RNs. While hours filled are consistent, fill rates are 
falling on the back of that demand. 

Month 

RN HCA RN Fill Rates HCA Fill Rates 

Hours 
Requested 

Hours 
Filled 
Bank 

WTE 
Filled 
Bank 

Hours 
Filled 

Agency 

WTE 
Filled 

Agency 

Hours 
Requested 

Hours 
Filled 
Bank 

WTE 
Filled 
Bank 

Hours 
Filled 

Agency 

WTE 
Filled 

Agency 
Bank Agency Bank Agency 

Average 
18/19 

32,478 27,264 189 573 3.97 30,675 25,074 174 1,826 12.66 83.97% 1.78% 81.91% 5.85% 

Apr-19 31,487  26,212  182  574  3.98 32,807 26,340 183 2,335 16.19 83.25% 1.82% 80.29% 7.12% 

May-19 33,332  27,834  193  590  4.09 33,315 26,274 182 2,797 19.40 83.51% 1.77% 78.87% 8.40% 

Jun-19 34,461  28,430  197  749  5.19 33,149 25,691 178 2,740 19.00 82.50% 2.17% 77.50% 8.27% 

Jul-19 35,838  27,974  194  886  6.14 33,067 25,400 176 3,213 22.28 78.06% 2.47% 76.81% 9.72% 

Aug-19 38,621  28,115  195  1,022  7.09 32,700 23,978 166 3,125 21.67 72.80% 2.65% 73.33% 9.56% 

Sep-19 37,343  26,773  186  984  6.82 32,020 21,828 151 3,389 23.50 71.69% 2.64% 68.17% 10.58% 

Oct-19 36,499 25,758  179  1,181  8.19 33,329 22,497 156 4,042 28.03 70.57% 3.24% 67.50% 12.13% 

Nov-19 37,965 26,919  187  1,173  8.13 35,755 22,723 158 5,134 35.60 70.90% 3.09% 63.55% 14.36% 

Dec-19 37,687 24,133  167  1,164  8.07 38,804 22,457 156 7,191 49.87 64.04% 3.09% 57.87% 18.53% 

Medical Staff 
Fill rates for Medical staff; where rates are over 100% this means that a doctor or doctors have worked for longer than the length of the shift they were initially booked for. 
 

 

Number of Hours 
(Planned) 

Number of 
Hours (Worked) Fill Rate 

CSS    
Histopathology 258 263 101.78% 

Radiology 411 399 97.07% 

IMS    
Accident & Emergency 16,968 7,898 46.54% 

Acute Internal Medicine 4,978 2,953 59.31% 

 

Number of Hours 
(Planned) 

Number of 
Hours (Worked) Fill Rate 

Family Health    
Obstetrics & Gynaecology 1,198 445 37.14% 

Paediatrics 2,648 543 20.52% 

Surgery    
Anaesthetics 2,746 1,282 46.70% 

Dermatology 112 113 100.71% 
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Cardiology 741 578 78.03% 

Endocrinology 921 652 70.74% 

Endocrinology & Diabetes 25 26 103.99% 

Gastroenterology 87 35 39.56% 

General Medicine 8 0 0.00% 

Geriatric Medicine 2,691 2,267 84.27% 

Respiratory Medicine 387 369 95.41% 

Rheumatology 564 502 89.03% 
 

ENT 580 445 76.69% 

General Surgery 2,035 560 27.52% 

Ophthalmology 935 768 82.12% 

Pain Management 9 8 97.06% 

Plastic Surgery 378 260 68.83% 

Trauma & Orthopaedics 1,123 416 37.07% 
    

Grand Total 39,802 20,783 52.22% 
 

3.3 Retention Strategy 

In order to ensure a holistic approach to safe staffing, a significant amount of work has been undertaken in relation to Nurse retention. It is pleasing to note that Nurse Retention 
continues to improve within CDDFT.  Following the detailed work undertaken as part of the retention strategy alongside nursing colleagues the Trust has seen a significant 
improvement since its inception in 2017/18. It is important to recognise the success that the implementation of the strategy has seen.  Our current turnover for nursing sits at 9.3% 
compared to 10.6% at its highest peak during the launch of the retention work in August 2017.   
 
It should be celebrated that our Trust is reported to have the highest improvement rate for retention of nurses across the region a reduction of 0.8% when compared to other 
Trusts of a similar size and complexity.  It is also worthy of noting that when considering the latest trend in relation to reason for leaving retirement remains our single largest 
reason for leaving (35.5%) with the average length of service for all age categories of staff being 10 years.   
 
Latest figures show the following statistical trend in relation to Nurse retention:  
o Nurses in age category “35 to 39” tend to leave the organisation soon after joining, just over 3 years; 
o Nurses in age category “50 to 54” leave having worked for the Trust for an average of 17 years;  
o Nurses in age category “Over 60” leave the Trust having worked for the Trust for an average of 17 years;  
o Whilst Nurses who have left the Trust in age category “under 25” remain with the Trust for less than 2 years.             
These findings support the need maintain our focus on retention themes, specifically role design, flexibility in our working practices and how we support our staff nearing the end of 
their careers.  By utilising our Nurses valuable experience and expertise to mentor and provide peer support, we are simultaneously acknowledging the need to adopt flexible 
working practices and celebrate generational diversity.             

HITF Medical Staff  
As part of the ongoing rollout of our retention strategy, retention matters, a full survey pertaining to Medical Staff was undertaken during quarter 3.  Results of this survey will be 
published in quarter 4 allowing the Trust to respond to current themes. 

3.4 Work Experience 

Between October and December 32 school pupils attended a work experience placement. Of those 32 school pupils 26 were female and 6 were male. The map below shows 
postcode data for successful applicants. We were unable to satisfy a further 75 requests for Work Experience during Q3. 
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Departments visited; Histopathology, Rehabilitation, 
Outpatients, Medical Research, IT, Elderly Care, 
Emergency Department, AMU, Cardiac Physiology, 
Dermatology, Cardiology, Orthopaedics, Respiratory, 
Gastroenterology, General Medicine. 

Placements per site: 

UHND 8 

DMH 20 

BAH 2 

SCH 1 

RCH 1 

 

3.5 Staff Benefits 

In November 2019, the payroll and pensions team paid back savings to the 770 staff who took advantage of the Savings Scheme. Due to the success of this scheme, which has 
grown year on year since its introduction, preparation commenced in December for a further 2020 savings scheme.  
 
The payroll and pensions team also launched further Salary Sacrifice Schemes in Quarter 3, these were Cycle to Work, Home Technology and Smart Phones. 759 applications were 
processed in order to ensure staff who were eligible to participate in this scheme received their orders before the Christmas period began.   

4. Develop Talent – A Learning Organisation 

4.1 Appraisals 

Information in the table below shows those who have an appraisal recorded against their staff record in ESR as at 31 December 2019.  The overall Trust compliance rate is 71%. 

 

Row Labels % Count % Count

439 Chief Executive CD Service 76% 29 24% 9

439 Clinical Specialist Services CG 75% 473 25% 158

439 Community Services CG 90% 950 10% 102

439 Dir Of Finance Corp Division 61% 33 39% 21

439 Dir Of Operations Corp Division 80% 155 20% 38

439 Family Health CG 69% 532 31% 243

439 Integrated Medical Specialities CG 57% 746 43% 555

439 Medical Director Corp Division 59% 35 41% 24

439 Nursing & Quality Corp Division 73% 131 27% 49

439 Surgery CG 66% 736 34% 373

439 Workforce & Organisation Dev Corp Division89% 82 11% 10

Grand Total 71% 3902 29% 1582

Non-CompliantCompliant
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4.2 Core Essential Training 

Trust Staff 
Information in the table below shows training recorded against their staff record in ESR as at 31 December 2019 

PROGRAMME Frequency Target Required Achieved Compliance % 

Fire Safety & Prevention Annually  95% 6296 5871 93.25% 

Information Governance and Data 
Security  

Annually  95% 6296 4778 75.89% 

Infection Prevention and Control 
Level 1   

Every 2 years 95% 1474 1451 98.44% 

Infection Prevention and Control 
Level 2 

Annually  95% 4810 4465 92.83% 

Health & Safety  Every 3 years 95% 6296 5977 94.93% 

Safeguarding Adults Awareness  Every 3 years 95% 6296 6233 99.00% 

Safeguarding Children Level 1 
Awareness       

Every 3 years 95% 6296 6180 98.16% 

Moving & Handling Theory Every 3 years 95% 6296 5977 94.93% 

Hand Wash Assessment Every 2 years 95% 6296 5762 91.52% 

Volunteers 
Information in the table below shows training recorded against their staff record in ESR as at 31 December 2019 

Competence Name Frequency Required Achieved Compliance % 

Safeguarding Adults Awareness Every 3 years 227 196 86.34% 

Fire Safety & Prevention Annually 227 143 63.00% 

Health & Safety Every 3 years 227 173 76.21% 

Infection Prevention and Control Level 1 Every 2 years 227 176 77.53% 

Information Governance and Data Security Annually 227 117 51.54% 

Moving & Handling Theory Every 3 years 227 173 76.21% 

Hand Wash Assessment Every 2 years 227 150 66.08% 

Safeguarding Children level 2 Every 3 years 227 110 48.46% 
 

 
 
No face to face core training sessions run from Jan to April 
with the exception of the Obs and Gynae staff who manage 
their training plan locally.   
The only exception to this is that a face to face place may be 
offered to a person returning from a lengthy period of 
absence e.g. maternity or sickness etc.  Remaining staff must 
complete the training that has expired by eLearning. 
 
The lower of level of compliance for Information Governance 
and Data Security has been escalated by the policy lead.  
Internal feedback has indicated difficulty using the eLearning 
only approach to this training therefore the policy lead has 
agreed a strategy with the SIRO (Senior Information Risk 
Officer) to facilitate locally managed face to face sessions to 
overcome this barrier and improve the rate of compliance for 
quarter four. 
 
 
 
The volunteer compliance is of particular concern across all 
subject areas.  Following feedback from the volunteers, they 
were offered a number of additional training face to face 
classes focusing on the two modules offered to the rest of the 
organisation as eLearning only as part of their core offer 
however due to low numbers booking places the majority of 
those classes were cancelled. 

 

4.3 Role Specific Mandatory Training 

Noel Scanlon is chair of the Policy Leads monthly meeting where the role specific training compliance is reported and reviewed.  There are a number of areas of concern shown in 
amber or red below. Policy leads contact staff and managers on a monthly basis to remind staff of the need to complete their training requirement.  Diabetes face to face training 
which covers Introduction to Insulin Safety and Safe Management of Hypoglycaemia run on a weekly basis and an internally built eLearning programme for both subjects will be 
launched in February to aid compliance.  Policy leads report sufficient places are available to meet compliance however staff are not booking places or not turning up when they do.  
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Business Partners also raise concerns at Care Group meetings.  Designated Nursing Officer (DNO) Gas training is currently going through the procurement process to source a 
competitively priced provider to deliver sessions to non-compliant staff in April. 
 
Information in the table below shows training recorded against their staff record in ESR as at 31 December 2019 

PROGRAMME FREQUENCY TARGET % REQUIRED ACHIEVED COMPLIANCE 

Blood Transfusion Annually 85% 2019/20 1768 1460 82.58% 

Slips trips and falls 2 years 85% 2019/20 2576 2033 78.92% 

Equality and Diversity Every 3 years 85% 6286 5951 94.67% 

Conflict Resolution  Every 3 years 85% 3707 3278 88.43% 

Safe Management of Hypoglycaemia Annually 85% 2019/20 1720 687 39.94% 

Introduction to Insulin Safety  Annually 85% 2019/20 1632 673 41.24% 

Mental Capacity Act and DOLS (Deprivation of Liberty)  Once only 
66%-2019/20   
85%-2020/21  

664 377 56.78% 

Infection Control Level 2 Annually  85% 4800 4457 92.85% 

Moving & Handling Verification Every 3 Years 
 66%-2019/20  85%-
2020/21  

3057 1939 63.43% 

Dementia Awareness - Tier 2 Once only 85% 2019/20 804 616 76.62% 

Dementia Awareness - Tier 2 (Basic)  Once only 85% 2019/20 970 756 77.94% 

Dementia Awareness Once only 85% 2019/20 6286 5231 83.22% 

Fluids & Nutrition                 Once on appointment to the role only 
33% 2019/20 66% 2020/21 
85% 2020/21 

2767 1385 50.05% 

Undernutrition in the Community ‘MUST’ training  Every 3 years 
33% 2019/20 66% 2020/21 
85% 2021/22 

363 202 55.65% 

Providing care & support to the dying person (End of Life 
Care) 

Every 3 years 
66%-2019/20  85%-
2020/21  

1720 973 56.57% 

DNO Gas Training for nursing staff Every 3 years 85% 78 56 71.79% 

Gas training for clinical staff Annually  85% 2019/20 1619 1035 63.93% 

Deteriorating Patient & Resuscitation Training, (inc. Maternal 
resuscitation & Paediatric ) 

Every 2 years 85% 2608 2333 89.46% 

Immediate Life Support (ILS) 
Every 3 years (with ILS Re-cert annually 
between full courses) 

85% 2019/20 358 302 84.36% 

Immediate Life Support (ILS) Re-Certification Annually if not completing full ILS 85% 2019/20 358 274 76.54% 

European Paediatric Advanced Life Support (EPALS) Every 4 years after passing qualification 85% 2019/20 137 99 72.26% 

Paediatric Immediate Life Support (PILS)  
Every 3 years (with PILS Re-cert annually 
between full courses) 

85% 2019/20 212 165 77.83% 
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Paediatric Immediate Life Support Re-Certification 
Annually if not completing full 
PILS/EPALS 

85% 2019/20 213 140 65.73% 

Advanced Life Support (ALS) Every 4  years 70% (2019/20) 209 158 75.60% 

Advanced Trauma Life Support Every 4 years 85% 37 26 70.27% 

AIMS, Acute Illness management Once Only 85% 2019/20 16 15 93.75% 

Deteriorating Patient and Resuscitation for Senior Medical 
Staff 

Every 2 years 85% 2019/20 331 270 81.57% 

Acutely Ill Management Course for HCAs 

Full day must be completed within 6 
weeks of commencement in post if new 
to the trust or not completed 
previously. - Following this a half day 
update is required every 2 years as part 
of role specific essential training. 

85% 904 681 75.33% 

Newborn Life Support (NLS) Every 4 years 
66%-2019/20  85%-
2020/21  

216 132 61.11% 

Advanced Life Support (ALS) or Immediate Life Support (ILS) As indicated by relevant certification 85% 2019/20 335 264 78.81% 

European Paediatric Advanced Life Support (EPALS) or 
Paediatric Immediate Life Support (PILS)  

As indicated by relevant certification 85% 2019/20 243 171 70.37% 

Basic Life Support Every 2 years 
50% in year one, 85% in 
year 2 (end of March 2021) 

243 152 62.55% 

Safeguarding Adults  Level 1  On appointment then every 3 years  
66%-2019/20  85%-
2020/21  

3583 2952 82.39% 

Safeguarding Adults Level 2  
On appointment only 
3 year update on level 1 

85% 17 15 88.24% 

Safeguarding Adults Level 3  
On appointment only 
3 year update on level 1 

85% 20 17 85.00% 

Safeguarding Adults Level 4  On appointment only 85% 1 1 100.00% 

Safeguarding Children Level 2  Every 3 years 85% 3038 2458 80.91% 

Safeguarding Children Level 3 - Roles & Responsibilities Every 3 years 85% 781 613 78.49% 

Safeguarding Children Level 3 - Specialist Every 3 years 85% 696 450 64.66% 

Safeguarding Children Level 4 Every 3 years 85% 4 4 100.00% 

Duty of Candour basic Once only 75% 6286 6199 98.62% 

Root Cause analysis Every 3 years  50% 2019/20 75% 2020/21 326 202 61.96% 

Prevent level 3 WRAP Once only 85% 2413 2273 94.20% 

Obstetric Emergency Skills & Drills Training Annually  85% 293 260 88.74% 

Antenatal & Newborn Screening Annually  85% 292 263 90.07% 
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Foetal Monitoring Acute Staff CTG & Community Midwives 
Intermittent auscultation 

Annually  85% 186 163 87.63% 

New Born Feeding Annually  85% 293 271 92.49% 

New Born Resus Skills update Annually  85% 290 258 88.97% 

4.4 Apprenticeships and Continuous Workforce Development 

Apprenticeships 
As of 20 January 2020 there were 274 active apprentices across the Trust which includes 36 new young apprentices. 37 of these were started during Q3 with a total of 126 new 
starts since April 19. The table below provides a breakdown of all the active apprenticeships by the apprenticeship programme they are studying: 
 

Live Apprenticeships Q3 Level Converter staff on programme Young Apprentices on programme Total Completions Q3 

Advanced Clinical Practitioner 7 3   3   

Assistant Practitioner 5 36   36   

Accountancy Taxation Professional 7 2   2   

Business Administration 2 4 13 17 4 

Business Administration 3 20 2 22 3 

Business Administration 4 14   14   

Chartered Management Degree Apprenticeship 6 14   14   

Cleaning Support Services 2 8   8   

Cleaning Support Services 3 1   1   

Customer Service Practitioner 2 7 2 9   

Customer Service Practitioner 3 2 0 2 1 

Healthcare Support Worker 2   17 17 2 

Senior Healthcare Support Worker 3 37 2 39 5 

HR  Support 3 0   0 1 

HR Consultant/Partner 5 1   1   

Healthcare Science 6 4   4   

Improvement Technician 3 1   1   

Learning & Skills Teacher 5 1   1   

Management  4 1   1 1 

Nursing Associate 5 30   30   

Operations/Departmental Manager 5 11   11   

Operating Department Practitioner 6 1   1   

Professional Accounting Taxation Technician 4 3   3   

Regulatory Compliance Officer 4 1   1   
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Safety, Health & Environment  3 1   1   

Senior Leader Master's Apprenticeship 7 13   13   

Senior Leader (Global Healthcare) Master's Apprenticeship 7 19   19   

Team Leader 3 3   3   

Total    238 36 274 17 

 
274 active apprenticeships represents 3.74% of our workforce. The annual declaration of our public sector target which requires 2.3% of new apprenticeship starts rather than 
active apprenticeships by 2021 is currently at 1.86% with another quarter of starts to go. 17 Apprentices have fully completed their qualification during quarter 3 with a total of 45 
completions since April 19. 

CWD 
As of the end of December 2019, we have received and processed 182 applications from staff to access the HEE CWD funded modules and master classes so far this academic year 
and fully supported 140 of these. This has removed up to £31,500 of possible wastage of HEE funds due to our application and authorisation processes. 

Project Choice 
Project Choice is a programme of supported internship for young adults (aged 16-24) with learning difficulties/disabilities, or Autism (LDDA), and is an initiative through Health 
Education England. We have been working with them now since June 2017 and the students have gained placements in various departments within our organisation and with our 
business partners closely linked to our organisation such as Synchronicity, UHND estates and Facilities. 
The latest cohort started in October 2019 and for Durham students we have 7 on placements and 10 in Darlington. There was one student last year who gained a Business 
Administration Apprenticeship and completed his qualification in November 2019 and has joined the bank. In December 2019 Project Choice were visited by Ofsted and received an 
overall effectiveness rating “Good”.   

4.5 Leadership Development and Talent Management 

Board Development 

The Executive Directors have continued to undertake development and building on the earlier individual 360 process have undergone a collective 360 degree appraisal process 
facilitated by one of our OD Associates in Novemeber.  

Strategic Leadership Programme (SLP)  
One to one follow up coaching discussions have taken place with delegates from cohort 13 and 14. In addition delegates have been registered for the Healthcare Leadership Model 
360 appraisal to further continue their development.  A full review of the SLP has commenced, Second draft of report currently being developed with a series of recommendations 
to support the leadership learning offer going forward.    

NELA Leadership Development  
The team continue to promote and co-ordinate the Leadership Programme offer from NELA and the National Academy & attended the Steering Group in December.   Two members 
of the Workforce Experience Team completed the Power & Presence of The Change Agent programme in December. Nominations have been requested from all of the Care Groups 
& Corporates for a pilot Mary Seacole Local Leadership Programme to be hosted at NELA in 2020 with a view of embedding leadership learning deeper into the organisation.  The 
programme will be co-facilitated by a member of the workforce experience team in partnership with a facilitator from South Tyneside & Sunderland NHS Foundation Trust and 
includes a delegate from the CCG demonstrating system level working.  
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Course 
Trust 
Attendees 

 Course Trust 
Attendees 

Imposter Syndrome 02.10.2019 1  Intro to Coaching 13.11.2019 3 

Compassionate Leadership Under Pressure 3.10.2019 1  Developing an OD Mindset 14.11.2019 1 

Emotional Intelligence 08.10.2019 4  ILM Day 1 (Level 5) 14.11.2019 2 

Effective Mentoring 15.10.2019 2  Mary Seacole W1 C11 20.11.2019 1 
ILM Workshop 2 16.10.2019 2  Dealing with Change 21.11.2019 3 

Coaching Supervision 22.10.2019 2  Power & Presence Change Agent 02.12.2019 4 

Coaching Supervision 23.10.20192 2  Systems Change Alumni 4.12.2019 1 

Talent Management Network 05.11.2019 2  Intro to OD Day 3 11/12/2019 1 

Intro to OD day 2 07.11.2019 1  Coaching Supervision CPD 18.12.2019 2 

Building your Resilience 11.11.2019 6  Population Health England Programme 18.12.2019 2 

Talent Management  
Representation continues in the Regional Talent Management Network meetings.  These are held quarterly with a view to share learning and ensuring our Talent Management 
processes are suitable for cross-system working. Work is continuing on establishing and maintaining talent pool information.  As part of the wider work being undertaken by the 
Regional Talent Board, the Trust will be participating in the roll out of the organisation talent readiness tool in Q4.   A review of leadership learning has been completed which along 
with the appraisal quality audit, which was done in Q2, will inform a senior talent pool.    A pilot Talent Board is being scheduled for Executive Director posts in Q4 with a view of 
creating a ready now talent pool for their successors.  Workforce experience Managers attended a meeting with Queen Elizabeth Hospital in November to discuss how ESR could 
support talent management. .   

5. Supportive OD Culture 

5.1 Staff Engagement 

Let’s Get Engaged – You Matter 
As part of the ongoing NHS Improvement (NHSI) Culture & Leadership Programme around understanding the perspective of our people and the culture at CDDFT,  a further four 
engagement sessions have taken place in Q3  with further sessions scheduled during  2020 in order to continue dialogue around what it is like to work here and how can we 
improve the Workforce Experience.   To date 183 of our people have participated in these sessions.  The activity forms a part of the NHSI methodology, the information from the 
engagement activity is being continually populated against the five cultural indicators of an engaged organisation for emerging themes which will inform ongoing interventions. The 
sessions are advertised through the Communications and L&D Teams, and are included in the Learning & Development Directory with proactive promotion through staff health and 
wellbeing events and equality, diversity and inclusion groups. 
The ‘Change Team’ has met for the first time and discussed a proposed development programme including an individual leadership behaviours survey which will be completed by 
the group and discussed at the next meeting. 
Six Café Conversations have taken place across several sites providing a further format for engaging with colleagues and offered as a place to fill out staff survey questionnaires 
away from the work space with the opportunity to complete and return them through the Workforce Experience Team. 
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Staff Survey   
The 2019 staff survey closed the beginning of December.  The Workforce Experience Team supported the co-ordination, promotion and delivery of the paper surveys.  The survey 
was promoted via café conversations and other engagement events. 

Staff Matter 
Requests were made for the quarter 3 staff matter action plan update with a report being produced for SCB in January.   

Breakfast with Sue 
Sessions are organised on a regular basis throughout the year and continue to be popular with staff, two sessions have taken in Q3; this provides an opportunity for all staff to have 
a conversation with the Chief Executive to hear first-hand people’s experience of working here. 

Engagement Interdependency activity 
The team continue actively to support wider activity being undertaken in the organisation including Civility Saves Lives, IMPS, the Restorative Approach Task & Finish Group, 
innovation and Schwartz Rounds.  A member of the workforce Experience Team sits on the internal Health and Wellbeing focus Group. 

5.2 ED&I 

Translation and Interpretation Service 
In partnership with Everyday Language Solutions (ELS) we have been exploring the viability of using telephone interpreters rather than face to face interpreters. 
Our findings are: 

• Telephone interpreters can give a cost saving on short duration consultations and maybe more suitable for example for outpatient appointments  

• Not all areas have access to a suitable telephone with speaker phone facility so investment in new equipment would be needed 

• Not all clinical consultations or procedures are suitable or the right environment to use a telephone interpreter 

• Many Consultants and medical staff are not confident in using this method of interpretation – free advice, training and support information is available from ELS as part of 
our new contract. This advice and training focusses on how to get the best results for staff and patients using telephone interpreters, face to face interpreters as well as 
providing useful resources to support staff  

During the December contractors meeting discussions took place concerning ELS using the Cardea portal to process bookings and payment of interpreting services.  Following a 
meeting between ELS & Finance it had been agreed that ELS would look into doing a small pilot so they could gauge what impact this would have in relation to additional work for 
ELS staff. 

Equality, Diversity & Inclusion Promotion, Events & Raising Awareness 
• Road shows have been held across October in DMH, BAH & UHND to promote the NHS Rainbow badge initiative and next five Equality Network group meetings 

• Article was included in Bulletin to promote an upcoming,  LGBT+ focused play ‘A Haunted Existence’ which was performed at Newcastle’s Alphabetti Theatre from the 26th 
to the 30th of November 

• To celebrate the anniversary of Disability Confident scheme , we ran an awareness campaign across November about the Disability Confident scheme and staff were 
encouraged to get  involved via social media, Twitter and by using the #IAmConfident signature in e-mails 

• Working in partnership with the Sexual Health table top events  were organised in BAH, UHND & DMH to raise awareness of World Aid’s Day (1st December) 
NHS Rainbow Badge 
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Currently there are 210 staff who have signed the NHS Rainbow Badge pledge and 54 who have expressed an interest. All badges have been distributed to staff along with posters 
and flyers for them to promote the role in their workplace. Additional LGBT+ Awareness training sessions have been organised from January through to April 2020.  Currently L&D 
are organising LGBT+ Awareness training for ECL & the Board.  

Equality Delivery System 2 (EDS2) – Information for the 2019 EDS2 report collated and draft report produced.  

EDS2 report 2019 
v3.docx

            

Effective monitoring delivers equality, diversity and inclusion 
Article produced to support Workforce Services to encourage staff to improve ESR records.  

ED Data in ESR   

Why this data is Important.docx
 

5.3 Healthcare People Management Association (HPMA) 

In Q3 the HPMA held four events; 

The NE & Cumbria Branch Regional Roadshow – 2nd October 2019 – 117 Attendees 
The roadshow was created around the theme ‘Workforce of the Future’ and was attended by 120 regional WF&OD delegates.  The event was held in collaboration with a number of 
different speakers from NHS, legal and consultancy backgrounds.  It gave regional colleagues the opportunity to share ideas network and come together for a day of learning and 
reflection.  The event was an unprecedented success and feedback indicated there was a regional appetite to facilitate branch roadshows on an annual basis.  A date has been set 
for a second roadshow on the 1st October 2020. 

Workforce Planning Event – 13th November 2019 – 35 Attendees 
This event was held in collaboration with Kirstie Stott from the ILN, Amanda Venner and Bernard Groen from the ICS and HEE and Sarah George from DAC Beachcroft. 
Topics covered during the event included an ongoing system wide Workforce strategic planning project referencing work currently undertaken by the ICS and HEE.  Kirstie Stott 
from the ILN facilitated an interactive session to discuss that Flexible Working is not marginal or organisational performance, it’s a cultural essential.  Using her health expertise 
Sarah George from DAC Beachcroft explored practical planning solutions for NHS employers looking to maximise flexibility through collaboration and good working relationships.  

Wellbeing Events 27th November & 4th December 2019 – 39 Attendees over both events 
These one day events were held in collaboration with Hannah Bell, Wellbeing Consultant. 
Both days were interactive workshops which aimed to blend neurolinguistics programming, emotional intelligence, values based leadership, with understanding of how to manage 
the most powerful tool on the planet, the brain. It was hoped that delegates would leave knowing more about themselves and how their behaviour and communication can impact 
upon others. The day aimed to increase the delegates’ self-awareness emotional intelligence and build self-confidence within all aspects of life. 
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These events proved very popular within the regional WF&OD Directorates and as such two further events will be offered in collaboration with Hannah Bell early 2020. 

Mind Warrior App 
In October 2019 The NE & C branch of the HPMA was offered the opportunity to take part in a pilot scheme for a wellbeing app, ‘Mind Warrior’.  The app is a version of Cafe Style 
Learning, or a digital micro learning version with a framework which has been developed around the World Economic Forum (WEF) 2022 work 4.0 skills.  As well as systematically 
developing future workplace skills, the app aimed to foster mental wellbeing in individuals and to act as a life-long learning platform for personal development.   The app was 
offered to all Branch and Events Committee members for feedback in early 2020. 

5.4 Employee Relations Activity 

Bi-weekly case review meetings have been established within the HR team to monitor activity and assist with the progression of cases in-line with KPIs making certain we are 
managing our processes accordingly. 
Following on from an update in Q3 as a result of the “Lessons Learned to improve our People Practices”, quarterly reflective learning meetings have been established with the first 
meeting taking place on 12th November 2019.  This consists of members of the HR team together with union representatives to review current and completed cases for lessons 
learned and to build further on the established partnership working to improve our supportive arrangements for staff and particularly those with mental health issues when they 
are subject to formal processes. 
A policy monitoring exercise for the Disciplinary Procedure was completed in Quarter 3 with a key summary of findings presented.  Findings were shared with the HR management 
team with reminders to ensure good document management of case folders.  Lessons learned will be shared with Care Group/Corporate Managers in the next quarter to ensure 
continuous learning and improvement. 

Disciplinary  
Work has currently started with the aim of reaching consistency approach across local NHS Trusts in relation to our Disciplinary Policies.  A draft policy has been circulated for 
comments referencing Mersey Care Trust’s Just and Learning Culture as a guide which can be seen as an environment where equal emphasis is put on accountability and learning.  
Employees would be asked to give an account of how the event happened, what it meant to them and what support is needed by those affected by the event both directly and 
indirectly.  Creation of a culture that instinctively asks in the case of an adverse event “what was responsible, not who is responsible”.   
Building on the work commenced following the publication of the Baroness Dido Harding (NHSI) report, the draft revised Disciplinary Procedure looks to introduce a “fast track” 
system within the procedure to help speed up the disciplinary process, where the outcome of the investigation would result in a sanction of a first written warning, without 
completing a full disciplinary investigation. 

Ite
m

 1
1 

- 
20

19
-2

0 
Q

3
W

or
kf

or
ce

Page 172 of 203



Page | 20 

 

DISCIPLINARY INVESTIGATIONS FROM 2016/2017 TO DATE 

 

DISCIPLINARY INVESTIGATIONS FOR QUARTER 3 OF 2019/2020 BY CARE GROUP 

 

The number of disciplinary investigations which commenced during Quarter 3 stands at 9.  When compared to the same period in the previous 3 years, this is the lowest for this 
quarter.  During Quarter 3, with investigations, carried forward from other quarters, the number of investigations being undertaken was at 27.  Overall there have been 31 
disciplinary investigations for this financial year so far which is a significant decrease from previous years. 

Grievance 
The Task and Finish group established with staff representatives to review the way the Trust approaches grievances and to move to a more resolution focussed approach has been 
working on developing a Resolution Procedure.  A draft version of the procedure will be ready to present to the Task and Finish group in Quarter 4.   
The HR team continue to engage with staff who we become aware of as having issues in the workplace to try and look at alternative methods of assisting them before it gets to a 
point where they submit a grievance.  The HR team continue to look to establish how we can capture interventions and evidence the impact of them. 

GRIEVANCE INVESTIGATIONS FROM 2016/2017 TO DATE GRIEVANCE INVESTIGATIONS FOR QUARTER 3 OF 2019/2020 BY CARE GROUP 
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The number of grievances lodged during Quarter 3 was 3.  When compared to the same period in the previous 3 years, this is the lowest for this quarter.  During Quarter 3, with 
grievances, carried forward from other quarters, the number of grievance investigations being undertaken in total was at 8.  Overall there have been 20 grievances lodged this 
financial year so far which is a substantial decrease from previous years. 

MEDIATION REQUESTS FROM 2016/2017 TO DATE 

 

 

Mediation 
During Quarter 3 there have been 4 requests for mediated sessions and overall in this 
financial year there have been 12.  From the chart, it can be seen that there has been an 
increase in the number of mediation referrals which we expect to continue as we move 
towards a more resolution focussed approach. 
 
A meeting has been arranged for this Quarter of the current mediators to look at what 
may be required moving forwards with the potential increase in mediated sessions. 

Organisational Change  
During Quarter 3 the HR team have assisted with 8 organisational change processes 
involving over 519 members of staff. 

5.5 Management Development & Education 

From 1 April up to the end of quarter three we have trained 802 managers in management training: 

Management Training Course Attended 
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Appraisal Framework: Role Review & Aspirations Discussion 2019/20 109 

Effective Communication Skills for Managers 19/20 41 

Management Development Programme (Foundations) 2019/20 64 

Managing Absence 2019/20 98 

Managing Capability, Discipline & Grievance Training 2019/20 100 

Managing Stress in Others 2019/20 141 

Right People, Right Job - Interviewing Skills 2019/20 190 

Team Leader Skills 2019/20 59 

 Total 802 

5.6 Teams In Need of Support (TINS) 

Teams In Need of Support (TINS) Panel - At Quarter 3 there are 20 active referrals from across the organisation to the TIN’s panel and the Workforce Experience team continue to 
support this process and the interventions required as a result of the referral.  This involves an initial diagnostic discussion to inform the design of a bespoke intervention and 
contracting the level of support required for the facilitation.  This work is intrinsically linked to the wider engagement work taking place within the organisation through these 
targeted culture interventions. We have contracted with one of our OD Associates to support with a culture intervention in the Emergency Department. 
Whilst each referral is unique there are a number of recurrent themes presenting which include team functionality, service improvement, communication, inter-team working, 
being valued, environment and behaviors. 

5.7 Workforce Experience Support and Intervention 

Building Leadership for Inclusion  
Planning discussions have taken place with Paul Anthony from Diversity Practice and a programme of work has been agreed along with dates for events.  The work programme 
includes Board development and development activity with the Engagement and Network Groups to be delivered in March. As part of our role again this year and CDDFT have been 
allocated 7 days facilitation time with Carol Campayne and Paul Anthony from Diversity Practice. Those organisations who have agreed to work with the Academy again this year, 
ourselves included, will be known as “a Building Leadership for Inclusion – Inclusive Leadership Learning System” rather than a pilot site the North East Leadership Academy have 
invited the Trust to showcase our EDI activity and learning at a Regional Inclusion Carousel in January 2020.  

Coaching 
The Trust continue to take advantage of the Coaching training offered by the Leadership Academy and by the end of the second quarter we have two more people being trained to 
ILM level 5 and one person has been accepted for the Level 3 ILM Coaching qualification.  A member of the HR Team and a General Manager from Family Health has successfully 
completed their ILM level 5.  A member of the Workforce Experience Team commenced Supervision training in October with NELA and has undertaken supervision of a coach as 
part of that development, this is with a view of our long-term ambition of developing a multi-disciplinary coaching network. The team currently provide the majority of coaching 
being undertaken in the organisation. 

Workforce & OD Directorate 
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In September the Senior Management team took part in an MBTI workshop.  A one to one MBTI exploration sessions with a senior Manager has taken place.  A further Senior 
Management group activity will take place to explore how difference can be best used in a collective leadership model. The third workshop for Workforce and OD staff took place in 
October and was used to explore Belbin team roles.  The fourth workshop will explore this in more detail as this was requested by attendees.  
Community Services – Support for the transformation programme continues via attendance at the joint project meetings with DCC; working in collaboration with DCC Adult Care 
staff to produce an OD strategy and work plan for the Integrated Service.  Advice is also provided to Community Services managers in order to support them in staff engagement.  
Two sessions were held with staff from C3 in December 2019.   

Ad hoc requests 
A number of services approach the workforce experience team for advice and support when running their own interventions.  A session on Unconscious Bias was developed for the 
EDI network Group to be delivered in next year’s programme.  A member of the team also designed and delivered a session for the Corporate Affairs Team as part of their 
development day in December.   

Ite
m

 1
1 

- 
20

19
-2

0 
Q

3
W

or
kf

or
ce

Page 176 of 203



Page | 24 

 

6. Maintain Workforce Health and Wellbeing 

6.1 Sickness Absence and Management Interventions  

 

 
The table shows absence figures recorded in ESR for Q3. Anxiety/stress depression 
continues to be the highest reason for absence within the Trust.  With the 
exception of one member of staff, all members of the HR Management team have 
now completed the Mental Health First Aider training.  Supervision for Mental 
Health First Aiders has been arranged and is due to commence in Quarter 4.  
Work continues to try and reduce the use of the S98/S99 codes.  Overall there was 
a reduction of 21 uses of these codes in Quarter 3. 
 
Total of 69 new sickness cases requiring HR support were managed in Quarter 3 
and 13 of those staff were successfully supported back to work.  However, taking 
into account cases carried forward from other quarters, 138 cases were provided 
with assistance in total with 76 staff returning to work. 
A Wellbeing Pack was launched on the Managers Toolkit.  This contains 
information and signposting for employees suffering with stress, anxiety, 
depression and general debility. 
 
As a result of the need for an improved process for dealing with Injury Allowance 
requests from employees who are on authorised sickness absence or on a phased 
return to work with reduced pay or no pay due to an injury, disease or other 
health condition that is wholly or mainly attributable to their NHS employment, 
panels to consider requests have been established with the first panel running on 
19.12.2019.  These consider an employee’s application for Injury Allowance 
payment as part of the Management of Attendance Procedure.  The payment tops 
up sick pay or reduced earnings up to 85% of pay and is covered by the provisions 
within Section 22 of the NHS Terms and Conditions of Service Handbook.   Panels 
are now scheduled to take place on a monthly basis (where needed) and will 
consist of a management representative, Occupational Health representative, HR 
representative and union representative. 

 

 

Absence Reason Headcount Abs Occurrences Abs Days %

S10 Anxiety/stress/depression/other psychiatric illnesses 294 323 10,676 29.8

S12 Other musculoskeletal problems 152 162 4,597 12.8

S25 Gastrointestinal problems 662 686 3,175 8.9

S98 Other known causes - not elsewhere classified 107 113 2,286 6.4

S11 Back Problems 101 108 2,252 6.3

S13 Cold, Cough, Flu - Influenza 507 528 2,083 5.8

S28 Injury, fracture 53 56 1,556 4.3

S26 Genitourinary & gynaecological disorders 81 84 1,407 3.9

S17 Benign and malignant tumours, cancers 27 28 1,233 3.4

S30 Pregnancy related disorders 47 69 1,097 3.1

S15 Chest & respiratory problems 116 119 1,010 2.8

S21 Ear, nose, throat (ENT) 89 90 841 2.3

S16 Headache / migraine 116 123 727 2.0

S99 Unknown causes / Not specified 64 65 677 1.9

S19 Heart, cardiac & circulatory problems 21 21 647 1.8

S31 Skin disorders 26 26 477 1.3

S29 Nervous system disorders 11 11 280 0.8

S27 Infectious diseases 21 21 225 0.6

S23 Eye problems 23 27 173 0.5

S14 Asthma 14 15 148 0.4

S22 Dental and oral problems 17 17 91 0.3

S24 Endocrine / glandular problems 4 6 77 0.2

S18 Blood disorders 4 5 63 0.2

S20 Burns, poisoning, frostbite, hypothermia 2 2 3 0.0
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456 new referrals were received into Occupational Health in Quarter 3. The three highest reasons for referral are Long Term Absence (134); Stress, Anxiety & Depression (109) and 
Performance/fitness to work (72) 
 

Reason Oct Nov Dec Total 

A - Not specified/various reasons 18 20 16 54 

Alcohol Dependence 1   1 

Bereavement 2   2 

Depression 1  1 2 

DSE Assmt- health concerns 1 1 1 3 

Frequent Short Term Absence 16 12 15 43 

Genitourinary  1  1 

Health Concerns  3 2 5 

Long Term Absence 54 43 37 134 

Mental health/Anxiety/Depression/Stress 1 1 2 4 

Musculoskeletal - Back  1  1 

Musculoskeletal - Limbs 1 1  2 

Neurological  1 1 2 

Non work related injury 2 3 1 6 

Performance/Fitness to work 41 16 15 72 

Physiotherapy Referral 1 2 3 6 

Planned Sick Leave 1   1 

Pregnancy  1  1 

Safety at Work  1  1 

Skin 2   2 

Stress & Anxiety 43 30 30 103 

Work Related Injury 2 4 4 10 

 
Learning and Development have trained 843 people in health and wellbeing related topics since the 1 April to the end of quarter three. 

Training related to Health and Wellbeing Attended 

Bullying and Behaviours Workshop 2019/20 63 

Conflict Resolution 2019/20 322 

Delivering Great Expectations 2019/20 101 

Managing Absence 2019/20 98 

Managing Stress in Others 2019/20 141 

Personal Resilience - Empowering Staff During Times of Change 2019/20 118 
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6.2 Health & Wellbeing Activity 

Of the 1753 appointments undertaken in quarter 3, 207 were DNAs. This equates to 12% overall DNA rate. This is a further improvement of 1% for this quarter; and an overall 5% 
improvement since 1st April 2019. The highest DNA rate continues to be for Blood Borne Virus follow-up appointments, however, there has been an improvement of 2.5% in 
Quarter 3. There has also been an improvement in DNAs for pre-employments by 7%. 

  IMS CSS Corporate Family Health Community Surgery 
TOTAL 
APPTS 

TOTAL 
DNA's 

TOTAL 
% 

Cost Of 
DNA  Total 

DN
A 

% 
Tota
l 

DN
A 

% Total 
DN
A 

% Total 
DN
A 

% 
Tota
l 

DN
A 

% 
Tota
l 

DN
A 

% 

Pre-
Employments 

39 2 5% 38 4 
11
% 

185 7 
4
% 

32 1 3% 32 3 9% 11 1 9% 337 18 5.34% £186.89 

Sickness/Absen
ce Referrals 

228 30 
13
% 

109 5 5% 110 7 
6
% 

132 12 9% 64 5 8% 119 9 8% 762 68 8.92% £3,107.68 

Immunisations 
/Blood Tests 

89 18 
20
% 

73 12 
16
% 

129 41 
32
% 

50 11 
22
% 

46 13 
28
% 

27 3 11% 414 98 23.67% £549.98 

BBV Injury 32 8 
25
% 

3 2 
67
% 

24 5 
21
% 

14 5 
36
% 

5 2 
40
% 

12 0 0% 90 22 24.44% £84.13 

All other  42 0 0% 24 0 0% 39 1 
3
% 

14 0 0% 14 0 0% 17 0 0% 150 1 0.67% £8.90 

Total 430 58 
13
% 

247 23 9% 487 61 
13
% 

242 29 
12
% 

161 23 
14
% 

186 13 7% 1753 207 11.81% £3,937.58 
                       

 
The Health and Wellbeing Focus Group had its second meeting in November, and this was attended by a number of representatives from across the care groups, including 
Wellbeing for Life, Catering and Community. During the meeting we discussed initiatives, which included a facilities Map for staff so they are aware of what’s available at each site 
and the Trust signing up to Time to Change. Both of these are in progress and we hope to be able to move forward in the coming weeks. We also signed off the ‘going home 
checklist’ which has been shared with the Trust. 
 
HR have now set up direct referrals to Wellbeing for life, and these are for staff who may extra support with personal resilience or managing their health.  
A member of the HR Team attended the Health and Wellbeing Delivery Group where the Health and Wellbeing Framework was discussed along with plans to RAG as a region.  
HR attend the Trust Resilience/Winter Planning Group where feedback on the health and wellbeing activity being undertaken.  In addition HR are managing the newly introduced 
scheme where staff in non-clinical areas volunteer to assist on wards during the winter months to try and assist in alleviating pressure on clinical staff.  
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6.3 Employee Assistance Programme 

In Quarter 3 an annual report was received from the Trust’s Employee Assistance 
Provider – CIC. The total number of contacts to the service was 946 which equates to 
12% of CDDFT employees accessing the service in the reporting period (1st November 
2018 – 31st October 2019).  For the same period in the previous year the total number 
of contacts was 802. The overall usage in the current reporting period was 18% higher 
than for the same period in the previous 12 months. 

The percentage breakdown of All Service Usage is: 
32% of contacts to our Advice line were requests for information 
51% of contacts were logins to Well Online 
24% of contacts to our Advice line were referred for structured counselling 
4% of contacts to our Advice line were referred to external support agencies 

 

Summary of Counselling Information: 
97 counselling cases were delivered face to face, 31 counselling cases were delivered over the telephone or Skype, 10 callers from this year had not been matched by the end of the 
year. A total of 109 callers were matched to a suitable counsellor in this reported year. The average time it took to match a caller with a suitable counsellor was 5.4 days. During the 
year clients travelled an average of 5.7 miles to see their counsellor. 
In total there were: 552 attended sessions, 22 cancelled sessions, 19 'no show' sessions. 

Impact of Counselling: 
CiC employ the clinical measure GHQ 1 & 2 at the start and end of counselling to assess client wellbeing. The form consists of 28 questions which are scored numerically, with low 
scores reflecting wellbeing and higher scores indicating greater cause for concern. 87 Last Session GHQs were returned in the period, of which 82 showed improvement, an 
improvement rate of 94.3% 
The current provision by CIC of the Employee Assistance Programme has been in place since December 2014 and a procurement exercise will be undertaken in early 2020 with 
regard to future provision of the service 

6.4 Weight Management Initiative Programme 

In March 2019 NHS Improvement contacted the Trust asking for expressions of interest in a Weight Management Intervention Programme aiming to improve health and wellbeing 
by improving physical and mental health, improving self-esteem and potentially reducing sickness absence. They would provide funding of £1500 to enable a number of staff to take 
part in a structured weight loss programme, free of charge, within a 12 week programme.  The Trust agreed to provide NHS Improvement with anonymised data in relation to the 
effectiveness of the programme. The weight loss programme was facilitated by Slimming World and 23 members of staff took part. Of the 23 staff 12 completed the programme 
and 11 did not complete. Of the 12 that completed 11 achieved a 3% weight loss. Of those 11 completed, 8 achieved a 5% weight loss and 4 achieved a 10% weight loss. There was 
also a total BMI reduction of - 35.4 and a total weight loss in pounds of -211lbs, of those 11 who did not complete 4 achieved a 3% weight loss and 1 achieved a 5% weight loss. 
There was an overall reduction in BMI of - 44.3 and an overall total weight loss in pounds of -264lbs. 

663
27

6

250

Telephone calls

Emails sent to us

Online chat
sessions

Logins to Well
Online
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6.5 Health and Wellbeing Roadshows 

A Health & Wellbeing Roadshow took place in October 2019, in Bishop Auckland Hospital, which coincided with one of the Trust’s Open Days. Throughout the day staff attended 
and information was available on various health and wellbeing initiatives. Twice throughout the day members of the public along with the Chairman of the Trust attended. 
Information was available on Healthy Eating, Alcohol Awareness, Sexual Health, Able Futures / Mental Health, Staff Benefits, Employee Assistance Programme, Bereavement / 
Coping with Loss, Prostate & Breast Cancer and Staff Awards 

6.6 Flu Vaccination Programme for Healthcare Workers 

The 2019/20 Flu Vaccination Programme started on 1st October 2019 led by Occupational Health Service Manager and Team. The national target for flu vaccines for frontline 
healthcare workers has increased this year to 80%. 
 
Peer Vaccinators and Bank nurses were recruited and trained and a comprehensive rota for flu nurses was devised, this included nurses visiting departments/sites as well as ‘fixed’ 
clinics on sites so staff could attend at particular times. The times varied from 7.00am until midnight week days and also weekends to try and ‘capture’ shift change overs. We have 
also offered specific appointments in the occupational health department and Flu nurses responded to specific daily requests to attend wards /departments at particular times 
and/or days including attending various meetings.   
 
A flu fighter NHS.net e-mail box was created, for queries and for members of staff to inform Occupational Health if they had their vaccine elsewhere and also for peer vaccinators to 
e-mail consents when they had administered the vaccines. 
 
Metal flu badges which replicated the purple shield on the PHE resources, were purchased which staff have gratefully received and bottles that say ‘I’m a Flu Champion 2019’ have 
been given to teams that have reached 100% uptake . More than 30 teams have contacted Occupational Health with 100% uptake. 
 
There has been excellent support from the Chief Executive, Medical Director, Directors of Workforce & Nursing and the Board. The Communications team have also supported the 
campaign, advertising weekly updates regarding the flu rota and a fortnightly ‘Jab-a-thon’ which replicated a syringe showing uptake via Care Group to create a little bit of healthy 
competition. As a result of all of the above, and despite delays in vaccine deliveries, the 80% target for vaccination of frontline healthcare workers was reached by the 31st 
December 2019. 
Details below: 
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The Vaccination Programme continues until 29th February 2020; Occupational Health report on a weekly basis to the regional NHS England and Improvement Team and on a 
monthly basis to the National Team. 
  

(B) Number in (A) vaccinated 

since 1st Oct 2019

(C) % in (A) vaccinated since 1st 

Oct 2019

All Doctors (excluding GPs) 579 555 95.9%

GPs Only

Qualified Nurses, midwives and health visitors 

(excluding GP Practice Nurses)

2,296 1,724 75.1%

GP Practice Nurses

All other professionally qualified clinical staff, which 

comprises of:-

Qualified scientific, therapeutic & technical staff 

(ST&T),

Qualified allied health professionals (AHPs)

Other qualified ST&T

Qualified ambulance staff

Support to Clinical Staff, which comprises of:-

Support to doctors & nurses

Support to ST&T staff

Support to ambulance staff

Support to GP staff e.g. students & trainees

Total (Calculated by system) 5,131 4135 80.6%

846 661 78.1%

1,410 1,195 84.8%

Occupation

(A) Number of HCWs involved in 

direct patient care on day of data 

extraction.

Seasonal Flu Vaccine Uptake
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7. Develop our Supporting Infrastructure 

7.1 ESR (Electronic Staff Record)  

In December 2019, there were a number of national ESR enhancements released into 
the system.  These include a number of developments aimed at enhancing the end user 
experience in self service and the information employees can access.  These include a 
new ‘My Employment’ Portlet which allow staff to view their current employment 
service, their assigned supervisor and further employment information.  A new ‘Equality 
& Diversity’ portlet will enable employees to view and update the E&D information that 
is currently held against their record.  To support these, an a number of other 
developments, a number of communications will be developed for publication via the 
Week Ahead newsletter and direct marketing to supervisors, providing support 
materials on new functionality. 
This chart shows the number of employees that have logged in and access Employee Self 
Service.   

  

 

. 
 

 
 
This chart shows the percentage of transactions performed by employees and 
managers through ESR Self Service for the specific tasks promoted to date (Absence, 
Appraisals and Personal Information Updates). Absence and appraisal activity through 
third party system such as Health Roster and Clarity are included in the non-self-
service category which has an effect on the overall figures 
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7.2 Payroll Activity 

Work was undertaken in the summer to cleanse and update as far as possible our members’ pension records.  This enables the NHS Pension to refresh and publish their savings 
statements that are included in the Total Reward Statements (TRS) provided in December.  The TRS includes all rewards, employment details and all benefits that CDDFT employees 
have access to.  7387 TRS statements have been produced this year and there are 41.6% staff who have accessed their statement so far. 
 
Following the government announcement to support Trusts during winter pressures by addressing the issue of negative impact of pension tax and delivery of services, XXXX of our 
clinically registered employees were contacted to ensure they were informed of the new flexibilities.  This allows staff to take on additional duties during 19/20 without the worry 
of the impact to their annual allowance and their individual tax charges to future retirement benefits.  
 
Locally, we introduced a scheme for pay in lieu of pension (pension recycling) which gives additional flexibilities for any staff who are affected in 19/20 by Life Time Allowance or 
Annual Allowance. 
 
In July 2019 we brought the nurse bank payroll back in house.  The application of HMRC PAYE rules for staff who have a contract with the Trust as well as supporting us on our bank 
proved confusing for some of the 2374 staff that we moved over. We reviewed their concerns and subsequently offered a choice to be paid their bank shifts on either a weekly or a 
monthly basis.  Up to and including 30th November, 714 (30.08%) of our staff chose to move back to payment for bank shifts on a monthly basis. 

7.3 Partnership Working & Trade Union Facility Time  

Work has continued with our Senior Staff Reps and Union colleagues in the Task & Finish Groups which are focussing on the Organisational Change Process and a move from the 
current Grievance procedure to a more restorative approach under a Resolution Procedure. 
Following publication of  Baroness Dido Harding’s review “Lessons Learned to improve our People Practices” quarterly meetings have been established with the Senior Staff Reps 
and the HR Team to review and reflect on ER cases and learning lessons  
Work continued with Senior Staff Reps on the implmentation of the 2018 Contract Reforms to the National Terms & Conditions of Service, in particular the development of 
manager guidance, FAQs and ESR How to Guides on the new Pay Progression System in readiness for 1 April 2020. 

7.4 Workforce Compliance 

Data Security & Protection 
The Workforce Compliance team dealt with 25 Freedom of Information Requests and 5 Data Subject Access Requests in Quarter 3.  

Policies & Procedures 
The Trust operates a Policy Review Group consisting of Management and Union representatives which meet on a monthly basis to review the Trust’s Workforce policies and 
procedures on a rolling review programme.  Following discussions at the Workforce Committee for more input into the Policy Review process, the group has been extended to 
interested managers within Care Groups.  Two managers, from Community Services and Clinical Specialist Services will join the existing group in Quarter 4.   
Quarter 4 will also see a re-launch of the Policy Review Forum which already consists of two Trust employees meeting the criteria of one of the protected characteristics as 
identified by the Equality Act.  The Policy Review Forum sits outside the Policy Review Group but members review policies and procedures and their comments form part of the 
discussions within the Policy Review Group. 
The following policies had been through the review process with PRG and JCNC, and were formally ratified at IQAC: 

• Bank & Agency Workers Policy 
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• Appraisal Framework: Role Review and Aspirations Discussion Policy 

• Raising Concerns (Whistleblowing) Policy 

• Fixed Term Contracts Procedure 

• Partnership Agreement 

• Management of Employee Personal File & Information Policy 

• Banding Request Procedure 

• Management of Attendance Procedure 

• Relocation Expenses Policy 

• Employment Checks Procedure 

• Staff Induction Policy 

• Education, Learning & Development (Study Leave) Policy 

Audit Reporting 
Payroll Continuous Testing Q2 completed and report confirmed Good level of assurance, with two low priority actions 

Employment Contract Templates/Bank Worker Agreement 
Work has been on-going on the review and update of all contract templates, with a view to completion in Q4, and incorporating new legislative requirements effective from April 
2020 which will require all written particulars of employment to be issued on or before their first day of employment. 

7.5 Library Services 

Learning Centre Room Usage 
 Hours in use 

Prospect House 3847 hrs (possible 4608 hrs) 

DMH 2020hrs (possible 2560hrs) 

BAH 338hrs (possible 512hrs) 
 

Elearning support 
Library and Learning centre staff at Prospect House provide support to CDDFT staff 
accessing elearning.  

 No. of enquiries 

Support In person 150  

Support via Email 290  

Support over the Phone 512 
 

Open Athens  
The Library Service manages access to national, regional and local electronic resources  
(e-books/e-journals) via the NICE Open Athens service.  

No. of CDDFT staff registered for Athens  1060 (38 new accounts) 

Successful logins 1677 

Most used resource UpToDate point of care tool (550 logins) 
 

 

Library Usage 
Number of registered library users 989 

Book loans and circulation 1647 

Journal articles supplied 174 
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8. Develop a Workplace for the Future 

8.1 A Great Place to Work (formerly regional streamlining) 

8.1.1 Equality, Diversity & Inclusion 

Over Q3 the group have set short term objectives to be achieved by March 2020: 
➢ The group have developed an ED&I Checklist which has been circulated to all Delivery group leads- this is intended to be used as a reminder of equality, diversity &  inclusion 

principles when looking at their processes, policies and services (CDDFT Lead on this piece of work) 
➢ NELA Bursary - we are organising a Network event – involve chairs of all Trust’s network groups – aim empower, develop leadership skills, and give clear direction on the role. 

Ultimate aim would be to develop a Network Group of chair network groups (NTW EDI Lead is leading this piece of work) 
➢ NELA Bursary - planning is underway for ED&I conference – looking at audience this is aimed at, key note speakers and venue (Newcastle, Northumbria and Chair of this group 

leading on this piece of work) 
➢ Looking at current ED&I internal training – Unconscious Bias, Reasonable adjustments, training to raise awareness on why we focus on minority groups, mental health 

awareness/ mental health first aid – potential to develop a regional package (All group to contribute on this piece of work)   
➢ Work is being carried out on Equality Impact Assessments – development of a standard template to be used regionally, potential guidance/ training for completion (South 

Tyneside & Sunderland, Newcastle & NTW leading on this piece of work)  
➢ All the WRES & WDES data and action plans for all the groups have been collated and shared actions have been identified. This information has been used influence the EDI 

Delivery groups five year objection plans and to identify areas that we can work with other external groups and other delivery groups (CDDFT Lead on this piece of work) 
➢ The group is currently identifying any areas of ED& I data requirements in staff databases and improve data in ESR within their organisations (All group to contribute on this 

piece of work)   

8.1.2 Flexibility of Employment 

The Sub Delivery Groups have been established to progress the four objectives: 
➢ Design and implement regional passport for extended staff groups to allow a transient workforce to move within the Integrated Care System 
➢ In support of the regional passport, create opportunities to remove barriers to movement within the system, e.g. ICS identity for all staff who hold a passport allowing freedom 

and ease of movement 
➢ Support wider ICS work streams by creating a culture of flexibility in employment practices across both NHS and wider partner agencies 
➢ Scope out opportunities to build on work undertaken in respect of regional bank working in line with wider ICS network. 

To date Sub Delivery Groups have held their initial scoping meetings to define and agree the scope of their work programmes,  

8.1.3 Occupational Health 

The Occupational Health Delivery Group meets on a regular basis. The following areas have been implemented / commenced in Quarter 3: 
➢ Regional Written Instruction to administer Flu Vaccines has been written and implemented 

➢ Pilot has been put in place to utilise ESR for capturing flu vaccine data 

➢ An exercise has been undertaken to look at DNA’s region wide  

➢ Highlight Report and Occupational Health ‘Plan on a Page’ Documentation agreed 
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Key Objectives in place: 

➢ Development of Regional Occupational Health Clinical System 

➢ Occupational Health Referral Guidance for Managers 

➢ Development of Regional Disability Passport  - CDDFT have shared their version (Health Passport) regionally 

8.1.4 Recruitment  

The recruitment delivery group meets monthly with interim updates and an online community, newly launched via a cloud based platform (share point type location).   
The main objectives for the delivery group: 
➢ Aligning DBS charges for new employees across the region 
➢ Standardised notice periods across the region 
➢ Elearning recruitment package  
➢ Develop regional at risk / clearing house process 
➢ Improve ESR data quality through standardised data input 
Recently the group have been working on a new shared regional online (e learning) recruitment training package.  This was developed by all the Trusts in the group to ensure there 
was a standardised recruitment training package, where the competency could be transferred on commencing employment with a new employer.   
Work has commenced on the ICP in conjunction with North Tees and South Tees; reviewing the southern region’s recruitment processes and seek further efficiencies through 
working in conjunction.   

8.1.5 Training and Development 

Statutory and Mandatory training group are looking to the possibility of streamlining subjects out with the CSTF statutory and mandatory subject areas for example Dementia and 
Care Certificate and considering how the training from other organisations outside the NHS can be accepted for example from local authorities and universities. 

9. Q3 Successes 

Phishing Email 
The Payroll and Pensions Team, in collaboration with the National ESR team, financial institution counter fraud teams, NHS Digital and the police discovered that staff had been 
targeted via nhs.net with a false link and this resulted in a data breach whereby 8 individuals’ records were accessed and their bank details amended. The Payroll Team monitored 
any changes to bank accounts and contacted all those staff who their accounts had changed, this diligence and matrix working ensured that all details were rectified and salaries 
were paid to the correct accounts. Counter Fraud estimated the potential loss at over £47k.  

Better Health at Work Awards 
The Better Health at Work Award is led by the Occupational Health Service Manager and towards the end of Quarter 3 the Trust, once again, retained the Maintaining Excellence 
level of the Award following verification. .Comments received following verification included: ‘CDDFT have delivered over and above the required campaigns again this year and 
have raised awareness in a number of areas via campaigns board which are not included in the events log…The recruitment of new health advocates, the new Health and Wellbeing 
Group and linking to the Trust’s Staff Matter Strategy is encouraging and demonstrates that staff health and wellbeing is seen as a priority within the organisation…Overall a good 
Maintaining Excellence submission for CDDFT therefore assessors would recommend that they have successfully achieved the Maintaining Excellence level of the award’ 
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Workforce Experience 
At the Mary Seacole Local Leadership Programme Celebration Event in October it was noted that the cohort that was co-facilitated by CDDFT was one of only 2 with a 100% 
achievement rate with no deferrals. 
A response rate of 44% was achieved in this year’s staff survey compared to 26% last year. 
Two members of the team received star awards for the work on the #100faces campaign. 

Receiving the Non Clinical Excellence Award  
The team are proud to have received recognition for the recruitment service.  During December Professor Paul Keane presented the CDDFT Star Award for non-clinical excellence, in 
a ceremony at Bishop Auckland Hospital to members of the recruitment and bank services team.   

10. Plans for Q4 

Payroll and Pensions 
➢ Continue to allow all substantive staff who work bank shifts to change to monthly payments 
➢ Process the successful Salary Sacrifice Schemes  
➢ Process all requests for the 2020 Savings Scheme 

Occupational Health 
➢ Procurement of new Employee Assistance Programme 
➢ Staff Benefit for Free Eye Tests for Staff (full comprehensive optometry testing) 
➢ Implementation of Pilot for management referral via COHORT clinical occupational health system 
➢ Final outcome of uptake of Flu Vaccines for frontline healthcare workers 
➢ Substantive Occupational Consultant joins the Occupational Health Team 

Human Resources 
➢ Development of a Trust Wellness Action Plan is expected to be completed and launched.  This is a tool for employees to support their mental health at work and for 

managers in helping to support the mental health of their team members.     
➢ Mental Health training is to be delivered to union representatives on 14th January 2020. 
➢ The first session of quarterly supervision for trained Mental Health First Aiders is planned for 16th January 2020. 
➢ A meeting is scheduled in March for the mediators to come together to share experiences of mediation within the Trust and to look at what may be required moving 

forwards with the potential increase in mediated sessions as we move to a more resolution-focussed approach to concerns. 

Workforce Experience 
➢ Refresh of the Staff Matter Strategy. 
➢ Continuation of the BLFI work with development sessions planned for the Board, Strategy Group and Network groups 
➢ Completion of the SLP Evaluation report 
➢ Continued support for Community Services and Workforce and OD Directorate 
➢ Support the project team on the 0-25 contract bid 
➢ Review and relaunch of the #100 Faces project 
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➢ Promotion of Gender Equality linked to International Women’s day on 8th March & #100 Faces  
➢ Launch of the Equality Staff Survey in January – this information links into the EDS2 report for 2020 
➢ SFFT Q4 launched over February – analysis of the data & production of Q4 & Year-end reports 
➢ ELS Q3 report produced 
➢ Continued involvement with the EDI Delivery Group  
➢ Drafting of the 2019/20 EDHR Annual Report  
➢ Three Equality Network Sessions to be held (January: Reasonable Adjustments for Disabled staff and staff with Health Conditions, February: Transgender Awareness, 

March: Generational Diversity in the Workplace) 
➢ Planning & launch of the next 6 months Equality Network Sessions from April to September 
➢ Planning & launch of the next phase of the NHS Rainbow Badge for patients  

Learning and Development 
➢ Planning and booking for Core Essential Training for 2020/21 
➢ Apprenticeship Awards will be taking place in February 2020 
➢ Launching Lifelong Learning Directory which includes organisation’s learning offer for 2020/21 including all Role Specific Training information plus all other developmental 

training provided by the organisation to staff. 
➢ Collate and organised information returned from Training Needs Analysis 
➢ Review Management Training Offer with stakeholders 
➢ Mental Health Training internal delivery plan and train the trainer arrangements with health and wellbeing team 
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Trust Board – 26 February 2020 

Item 11. Workforce & OD Reports 

Staff Matters Action Plans Update 2019/20 Q3 

Open Session x Private & Confidential Session  

Author Morven Smith 

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 This report provides assurance and an update on progress against actions 

identified in Staff Matter Action Plans and an overview of any actions currently 

rated amber and the actions being taken to address these.  Each Care Group 

and Corporate area are responsible for reviewing their plans on a quarterly 

basis, and a high level review of all action plans has been undertaken. 

 

NOTE: The Trust’s current people strategy Staff Matter was launched in April 

2017 and is being refreshed during 2019/20 ready for launch in April 2020.  
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Positive 

performance / 

developments 

within this report   

Positive matters  Page 

For quarter 3 all indicators are green, other than three 

actions which are rated as amber 

Page 5,Table 1 

Key issues and 

actions within this 

report 

Issue and actions Page 

Three amber ratings; 

• Core Essential Training 

• ESR and E-Rostering systems 

• Job Planning 

The report details what measures are being implemented 

in order to improve on current rating 

 

Page 3-4 

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) 

 

Action / decision 

required from the 

Board 

For information 
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Update on Staff Matter Action plans as of 31 December 2019 
 
Introduction  
 
The Trust’s current people strategy Staff Matter was launched in April 2017 and will be 
refreshed during 2019/20 ready for launch in April 2020.   
 
The rag rating in appendix 1 provides a full picture of the current status as well as an overall 
rag rating for each objective within the key themes.  The key to the overall rag rating is as 
follows: 
 

• When 70% or more of the Care Groups and Service Areas report the same RAG 
rating, then that is used as the overall RAG rating 

   

• In cases where the majority of care groups/service areas have rated green but one 
area is rated red then the overall RAG rating is amber     

 
This report provides assurance to the Board on progress against the agreed strategy and 
action plan for Q3 as detailed in Table 1 below.     
  
Summary of Progress  
 
Care Groups and Corporate Functions are required to provide feedback to Strategic Change 
Board on progress against their Staff Matter action plans.  Activities around staff engagement 
will continue to be prioritised at a time when the Trust is facing major change programmes 
which will impact both staff and services.   
 
The rag rating in appendix 1 provides a full picture of the current status as well as an overall 
rag rating for each objective within the key themes.  There are no overall red rag ratings.  
 
For quarter 3 four actions are rated as amber overall and these are as follows: 
 
3.2 Core Essential Training 
 
Three care groups and one corporate area have reported this as amber.  Compliance within 

IMS currently stands at 89%.  This is being monitored on a weekly basis by the senior 

management team and the target will be achieved by the end of March.  The Surgery Care 

Group reported 91% compliance at the end of November 2019. Role specific training has 

been reviewed and updated for all areas and a robust process is in place to track core 

essential compliance and notify staff if non-compliant.  Within Family Health Compliance is 

actively managed through Care Group Ops and Performance meetings, SMT and at an 

organisational level through Performance Reviews with Corporate Colleagues. Within the 

Medical Directorate the Medical Director and Donna Johnston are working with Care Groups 

to improve compliance around core essential training.   

5.2 ESR & E-Rostering System 

Four Corporate areas and two Care Group have rated this as amber.  
 
Within CSS E-Rostering was felt to be a potential benefit in planning junior doctor rotas; 
however this is not yet enabled. Due to the low number of junior doctors in the care group it is 
not felt to be a priority though progress towards this is still being made.   
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The Surgery Care Group has reported that Healthroster is problematic for theatre staffing 
which has been raised at a corporate level and dedicated assistance is provided by the 
corporate team to update and improve usage of the system. 
 
Within the CEO’s Office ESR is being discussed across teams and within team meetings to 
support an increase in capability and to identify and resolve any issues. 
 
Medical Director rated this as amber due to issues around Employee on line and 
Healthroster.  A paper was presented to Clinical Effectiveness Committee October 2019 
about this.  This action remains amber, in part due to lack of resource within care groups to 
keep this live. Further work is to be undertaken to explore the resource required. Support 
continues to be provided by the Medical Directors team.  Upgrades to the system are 
progressing after testing, in collaboration with nursing.        
 
Finance has rated this as amber as use of the system is currently limited due to unresolved 
errors within the ESR system in relation to annual leave.  In the interim Finance are dual 
running with the old system.  Finance are currently in the process of pulling together a final 
list of remaining issues to discuss and progress with Workforce Services Team.  
 
Within Workforce and OD Directorate several streams of work are being undertaken. 
Workforce Services are working with Team Leaders to develop reporting capability and 
improve data flow. Work is also ongoing with the Learning and Development Team to 
improve end user experience when accessing e-learning.  The Task and Finish Group 
continue to meet and further work will be undertaken with IT.  Workforce Services are 
developing additional support guides and promotional communications to support self-service 
usage. Occupational Health are waiting for a national resolution of issues regarding 
maintenance of immunisation, vaccination and flu vaccination records on ESR.   
 
5.3 Job Planning 
 
One Care Group has rated this action as amber and one corporate area has identified this 
action as red.   
 
Within Surgery (amber) a robust job planning process is being implemented across the Care 
Group for 2020/21.  This year’s programme has commenced with some on call supplement 
issues currently being looked at. An exemption certificate has been authorised due to BAH 
Orthopaedics rota changes.   
 
Within the Medical Directors’ directorate the rag rating has changed from amber to red as Job 
Planning is significantly behind trajectory.  This is as a consequence of service changes 
(BAH, Orthopaedics/anaesthetics).  The Medical Director has authorised the exceptions but, 
has asked for timelines to address this issue.  Escalation continues as previously.   
 
Point for Discussion 
 
Although the overall rag rating for point 3.1 Appraisal is green it should be noted that the 

target of 95% completion by the end of December has not been achieved.  Previous 

discussions with Care Groups have focused on the fact that compliance with this KPI is 

monitored regularly via performance meetings whereas the staff matter updates focus on the 

effectiveness of the systems in place to manage appraisals within each area.  The question 

for debate is how can appraisal be recorded as green in staff matter action plans if 

compliance is low?  
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Table 1: Staff Matter Action Plan Progress Report Delivered or not Achievable  

Theme Objective 
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1. How will 
we recruit 
and attract 
our 
workforce
? 

1.1 Nurse 
Recruitment 

            

Q1       n/a n/a n/a  n/a  

Q2       n/a n/a n/a  n/a  

Q3       n/a n/a n/a  n/a  

Q4             

 1.2 Consultant 
Recruitment  

            

 Q1        n/a n/a n/a n/a  

 Q2        n/a n/a n/a n/a  

 Q3        n/a n/a n/a n/a  

 Q4             

 1.3 Staff 
Retention & 
Turnover 

            

 Q1             

 Q2             

 Q3             

 Q4             

 1.4 Reducing 
Agency 
Staffing 

            

 Q1         n/a  n/a  

 Q2         n/a  n/a  

 Q3         n/a  n/a  

 Q4             

2. How will 
we 
develop 
talent and 
maintain 
our 
workforce
?  
 

2.1.Leadershi
p 
Development  

            

Q1             

Q2             

Q3             

Q4             

 
 

2.2 Talent 
Management  

            

 Q1             

 Q2             

 Q3             

 Q4             

 2.3 Staff 
Development  

            

 Q1             

 Q2             

 Q3             

 Q4             
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Theme Objective 
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3. How will we 
support a 
high 
performance 
culture? 

3.1 
Appraisal 
 
 

            

Q1             

Q2             

Q3             

Q4             

 3.2 Core 
Essential 
Training 
 

            

 Q1             

 Q2             

 Q3             

 Q4             

 3.3 
Monitoring 
Application 
of HR 
Processes  
 

            

 Q1             

 Q2             

 Q3             

 Q4             

 3.4 Staff 
Survey and 
FFT 
 

            

 Q1             

 Q2             

 Q3             

 Q4             

4. How will we 
maintain 
workforce 
health and 
wellbeing? 

4.1 
Attendance 
Management 
 

            

Q1             

Q2             

Q3             

Q4             
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Theme Objective 
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 4.2 Proactive 
Health and 
Wellbeing  

            

 Q1             

 Q2             

 Q3             

 Q4             

5. How will we 
support our 
developing 

infrastructure 

5.1 
Streamlining 

            

Q1    n/a   n/a      

Q2    n/a   n/a      

Q3    n/a   n/a      

Q4             

 5.2 ESR & E-
Rostering 
system 

            

 Q1             

 Q2             

 Q3    
 

         

 Q4             

 5.3 Job 
Planning 

            

 Q1      n/a  na n/a n/a n/a  

 Q2      n/a  na n/a n/a n/a  

 Q3      n/a  na n/a n/a n/a  

 Q4             

6. How will we 
create a 

workforce for 
the future? 

6.1 Staff 
Engagement 

            

 Q1             

 Q2             

 Q3             

 Q4             

 
 

6.2 
Workforce 
Planning 

            

 Q1             

 Q2             

 Q3             

 Q4             

 6.3 STP’s             

 Q1             

 Q2             

 Q3             

 Q4             

 

Ite
m

 1
1b

 -
 S

ta
ff 

M
at

te
r 

Q
3

S
C

B

Page 197 of 203



Register of Sealings (Quarter 3, 2019/20).     
    
   1 

 

 

Trust Board – 26th February 2020 

Item 12 – 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 October 2019 to 31st December 2019 (“Relevant Period”). 

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

  

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. 
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   2 

The Trust Seal may only be affixed to documents where 

authorisation has been given by the Trust Board or one of its 

Committees or where authority to affix the seal is derived from a 

delegated power (currently to the Trust Secretary). 

 

One document has been sealed in the period relating to 

confirmation of employment of a staff member.  The Trust seal 

was used in place of an official Trust stamp. 

 

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 / 

Trust Secretary 

13th February 2020 
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REGISTER OF SEALINGS – 2019/20 

Period of: 1 October 2019 to 31 December 2019 (Quarter Three) 

Ser 
Date of 

Sealing 

Description of 

Document Sealed 

Parties to 

Document 

Contract Value 

(if applicable) 

(GBP£) 

Name of 

Director(s) 

Affixing seal 

Notes 

04/20 17/10/2019 

Contract for sale, Escomb 

Road annexe and car park, 

Bishop Auckland 

1) The Trust 

2) Station 

View Ltd 

 

£245,000 

D Brown, 

Executive Director 

of Finance 

Sealed by L Duckworth, 

Committee Administrator 

on behalf of W Edge, 

Trust Secretary  

 

05/20 04/12/2019 

Community Health 

Partnerships ltd – 

Underlease for part of 

Richardson Community 

Hospital, Barnard Castle 

1) The Trust 

2) Community 

Health 

Partnership

s ltd 

 

D Brown, 

Executive Director 

of Finance 

Sealed by L Duckworth, 

Committee Administrator 

on behalf of W Edge, 

Trust Secretary  
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Trust Board – 26th February 2020 

Item 13 – 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. 

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

NEDs have undertaken a range of training and development 

activities as outlined. 

3 

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.   

3 

Ite
m

 1
3 

- 
N

E
D

 T
ra

in
in

g 
an

d
D

ev
el

op
m

en
t L

og

Page 201 of 203



Item 13 –Non-Executive Director Training and Development Log    2 

 Board members are reminded that details of training and 

development activities should be provided to the Trust Secretariat 

in order for the log to be maintained.   

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 – 2019/20 

 

Provider Course / Event Date Attendees 

Internal Leading a Highly Reliable Organisation 
Conference 

07/06/2019 M Bretherick / S Crosland / P 
Keane 

NHSI Measuring for Good - Board Development 
Session 

24/04/2019 All 

Internal Annual Essential Training 26/06/2019 All 

NHSI Moving to Good - Board Development Session 29/08/2019 All 

NHS Charities Together Finance, Grants and Governance Forum 16/10/2019 J Flynn 

NHSE / NHSI Audit and Finance Forum 22/10/2019 S Gerry 

Internal Board Seminar: Briefing from the Parliamentary 
and Health Service Ombudsman – Learning from 
National Complaints 

30/10/2019 All 

North of England 
Commissioning Support 

North East and North Cumbria Integrated Care 
System - briefing Event for Lay members, Non 
Execs and Elected Members 

04/11/2019 J Flynn / S Gerry / S Crosland 

Association of NHS 
Charities 

Charity Leaders Group Financial Management / 
Governance 

04/02/2020 J Flynn 

Audit One Forum: 2023 Audit Strategy update / 2021 Audit 
Planning update 

04/02/2020 S Gerry 

North East Audit Chair's 
Forum 

Convener of ICS Update / Changes to NAO 
Code / Cyber Security Risk Briefing 

12/02/2020 S Gerry 
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