
 
 

A meeting of County Durham and Darlington NHS Foundation Trust Board of Directors  
held at Prospect House at Durham  

on Wednesday 25th November 2020 at 09:00hrs – 12:00hrs 
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 – 30th September 2020 
 Action Log – 30th September 2020 

 Chief Executive’s Update    

Item 4    
09.10 

Chief Executive’s Report 
 CEO Update 
 CQC Update 
 Board Assurance Framework (Sustainability Objective) 

 
SJ  
WE 

Attached For assurance 

 COVID-19 Trends, Incident Management and Performance    

Item 5    
10.00 

Executive Directors Report on COVID-19 management, 
performance, finance and reset programme 
 
Item 5a – Integrated Performance Report  

Execs Attached For assurance 

 Patient Safety & Quality    

Item 6     

10.50 

Patient Safety and Experience  
 Patient safety and experience report  

o Patient safety specialist role 
 Board self-declaration – Staff influenza vaccination 

programme  

NS 
 

Attached 
 

For assurance 

Item 7    
11.20 

Medical Management 
 Medical Management Report 
 Mortality 
 Guardian of Safe Working Report 

JC 
 

Attached 
 

For assurance 

 Other Board Business    

Item 8 
11.45 
 
 

Register of Sealings    
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Item No Title of Item Presented By / Status 

Item 10     
11.50 

Any Other Business ALL   

Item 11 

Announcement of Next Public Meeting(s) 
 
Trust Board 
Date: Wednesday 27th January 2021 
Time: from 09:00hrs 
Venue: to be confirmed 
 

   

Item 12 

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 30 September 2020 from 09:00hrs 
Rooms 5, 6 & 7 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 
Mr Peter Dixon   Corporate Affairs Lead (Minute Taker) 
Ms Kathryn Burn  Deputy Director of Nursing (Observer) 

 
No members of the public were in attendance. 
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57/21 Welcome and apologies Actions 

 

 
The Chairman welcomed Board members and others present. The Chairman 
clarified that the meeting was undertaken in accordance with Covid-19 social 
distancing guidelines, including those relating to the North East of England which 
had come into came into effect at midnight. 
 
There had been no apologies received for the meeting and the Chairman welcomed 
Ms Burn as an observer. 
 

 

58/21 Declarations of Interests 
Actions 
 

 

 
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).  
 

 

59/21 
Minutes & Matters Arising from the Previous Meeting held on Wednesday 26 
August 2020 

Actions 
 

 

 
Accuracy 
The minutes were agreed as an accurate record of the meeting subject to the 
following amendments: 
 
Item 34/21 Chief Executive’s Report, Page 4, second bullet point: To read: Regional 
Chief Executives had signed up to the publication of the joint promise to protect 
staff from BAME backgrounds, to be issued by the North East and Cumbria ICS. 
 
Item 34/21 Chief Executive’s Report, Page 6, second paragraph: To read: The Trust 
had begun its own testing of the forecast costs, which included significant 
expenditure for PPE, Covid-19, reconfiguration of ED and implementation of SDEC. 
 
Item 35/21Covid-19 trends, Incident Management and Performance, Page 7, eighth 
bullet point: To read: The Trust had produced an Agile Working Policy, through 
partnership working with Staff Side Colleagues, led by Sue Williams from Workforce 
Compliance. Alongside this, Mr Edge and his team had produced the Working 
Safely Policy. The former policy enabled services and departments to work in a 
different way, giving staff the option to be able to work from home or alternative 
sites, service dependent and in line with the Trust’s People Matter strategy. 
 
Item 36/21 Patient Safety and Quality, Page 10, first paragraph: To read: Mr 
Bretherick presented the IQAC Preface to the Board which provided an overview of 
the meeting which had been held on 25 August 2020. 
 
Matters Arising from the Minutes 
Item 34/21Chief Executive’s Report, Page 4, first bullet point: Ms Flynn enquired 
whether the ‘Talk before you Walk’ scheme had begun to have a positive effect on 
the Trust Ms Jacques clarified that the scheme had only launched in the North of 
the Region and as such was not active in the footprint of the Trust at that time.  
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Item 35/21Covid-19 trends, Incident Management and Performance, Page 7, fourth 
bullet point: The Chairman asked for assurance that there were no Oxygen supply 
issues at DMH given that the work planned to increase capacity was not expected 
to be completed until December and the current rise in Covid-19 cases. Ms Jacques 
confirmed that present use of the oxygen supply at DMH was well within capacity. 
Oxygen consumption was being monitored as the number of cases was rising. The 
work, which involved the installation of a separate vaporiser, had originally been 
requested in the Spring and the Trust had been put on a waiting list. Once fitted, 
the vaporiser would enable the Trust to expand the oxygen capacity at DMH. The 
work was expected to begin imminently with a completion date earlier than 
December which had been given previously as the best estimate. The Trust would 
endeavour to complete the work by the end of October.  
 
Action Log 
Those actions ‘greyed out’ were accepted as complete:  Action 1 (175/20), Action 
2 (238/20(a)) and Action 5 (243/20). Updates were noted for the following actions: 
 
Action 4 (242/20) Review and determine the evidence that could be provided to 
illustrate the way patients in ED were prioritised by the Trust: The Chairman noted 
that there was a briefing paper on the prioritisation process included in the meeting 
pack and asked Mr Forster-Jones who had raised the question, if he felt that this 
was sufficient evidence on the matter. Mr Forster-Jones confirmed that the paper 
provided was comprehensive and provided assurance on how patients were 
prioritised. Action Complete 
 
Action 6 (36/21), Reinstate Duty of Candour Reporting in the Patient Safety Reports 
to Board: The Chairman asked Mr Scanlon for confirmation that this aspect of the 
report had been reinstated. Mr Scanlon confirmed that it had and would be 
discussed during his presentation of the report. Action Complete 
  

60/21 Chief Executive’s Report Actions 

 

 
Chief Executive Officer’s Update 
Ms Jacques presented the report which sought to provide an update to the Board 
on national, Cumbria and the North East ICS, southern and central ICP and sub-
ICP developments as well as other matters relevant for the Board, which were not 
substantively covered in the standard reports, and the likely implications associated 
with each. 
 
Ms Jacques discussed the contents of the report and elaborated on the following 
points: 
National matters 

 Phase 3 Planning guidance had been issued by NHS England and 
Improvement which had three areas of focus: 

i. Accelerating the return of near normal levels of non Covid-19 health 
services. Ms Jacques explained that, because of the requirement for 
social distancing within the Trust’s hospitals and other infection 
control requirements, the target levels of activity in the guidance 
were at this time, not achievable under the current Trust plans.  

ii. Preparing for winter pressures in addition to vigilance for further 
probable Covid-19 spikes. Ms Jacques highlighted that it was 
currently believed that the Trust was seeing the beginning of a 
second spike. She advised that winter planning was ongoing and a 
peer review had taken place on the plans. There were outstanding 
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actions to be completed from the peer review and an update would 
be brought to the next Board meeting 

iii. Incorporating lessons learned from the first Covid-19 wave including 
support to staff and actions on inequality. Ms Jacques confirmed that 
the Trust was working with staff to ensure that there were no 
inequalities in the approach to Covid-19, either for staff or regarding 
how care was delivered to patients.  

 The planning guidance referred to revised financial arrangements to be 
introduced from October 2020. Ms Jacques explained that the details of 
these arrangements had not yet been received. However further to meeting 
with Finance, she was confident that the anticipated financial resources 
would enable the Trust to deliver on the ambition, as agreed, for the rest of 
the year and provide the resource to do so.  

 The timetable for Phase 3 planning submissions had been amended. A 
delay in the financial allocations being released and the requirement for the 
ICP to allocate aspects of the funding as per local agreements, had caused 
the timescales to slip. An update presentation would be delivered to the 
Board during the private and confidential session on 30 September 
2020.The National ICP return would now be 5 October with a mid-October 
date for the planning return. An Extraordinary Board Meeting would be put 
in place to sign the plans off.  

 
North East and Cumbria Integrated Care System (ICS) 

 There had been no ICS meeting since the last Trust Board, but there had 
been a virtual event in order to develop the governance of the group and to 
begin the process of appointing an independent chair. The group agreed to 
put forward candidates from the lay board members.  The Chair from South 
Tyneside and Sunderland NHS Foundation Trust, the GP Chair from South 
Tyneside CCG and the Chair of the Local Authority Health and Wellbeing 
board had all been nominated as candidates.  

 
The “Local Authority 7” 

 The seven North East councils in this group (County Durham, Sunderland, 
South Tyneside, Gateshead, Newcastle, North Tyneside and 
Northumberland) had agreed, with the central government, the 
implementation of additional local restrictions in light of the increase in in the 
number of Covid-19 infections. The Trust provides services in the areas 
covered by these local restrictions but also outside of them, with DMH based 
outside of the area covered by these local authorities. In order to ensure the 
safety of patients and staff, the Trust has made the decision to apply the 
same restrictions to DMH as its sites in County Durham. 

 
Collaborative work between CDDFT, South Tees  and North Tees / Southern ICP 

 The ICP had developed and agreed a management compact. 

 A final draft of the ICP governance arrangements was expected in autumn 
for the Board to review. 

 The Clinical strategy workshop update had been deferred to enable more 
time for each work stream to develop its vision and plans. 

 The ICP had overseen the progress of ICP plans to be submitted on 5 
October. 

 
Central ICP 

 The ICP had met periodically during the Covid-19 pandemic and had 
focused on recovery planning. Due to this there has been no advancement 

SJ 
(Oct-20) 
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in the clinical work stream. The Chairman added that he would be attending 
a virtual meeting of the Chairs from the ICP area on 8 October 2020. 

 
Secretary state of visit  

 The visit of the Right Honourable Matt Hancock MP to three of the Trusts 
sites on [14 September 2020 was his first visit outside of London since the 
pandemic began and was indeed the Trust’s first Secretary of State visit for 
some time and the first ever to the Trust’s Shotley Bridge site. The Secretary 
of State was impressed by the Trust’s work, particularly to stand up services 
to deal with Covid-19, especially in the ED at DMH. Ms Jacques noted that 
it was helpful to have had this visit and it had given staff the opportunity to 
share their experiences with him, as well as for Ms Jacques to have a private 
discussion about the Trust. 

 
Ms Jacques invited questions from the Board.  
 
The Chairman noted that there had been additional funding allocated to aid Trusts 
with recruitment and asked for clarification as to how this would be allocated. Mr 
Scanlon explained that there had been around £29 million assigned to support 
regional hubs and local initiatives to help with recruitment and the development of 
nurses and health care assistants. . There was a bidding process in place to obtain 
funding but Mr Scanlon was confident that the Trust would be able to obtain a 
sizeable sum from the process.  
 
The Chairman thanked Ms Jacques for her update and the Board noted the 
contents of the report.  
 
CQC Update 
Ms Jacques presented the report which had been prepared to update the Board on 
the latest position with respect to CQC Insights and to provide assurance that the 
Trust understood, or was undertaking investigations to understand, the reasons for 
any adverse indicators, and was both taking appropriate action and considering 
those indicators as part of its overall evaluation of its principal quality objectives in 
assurance reports and the Board Assurance Framework.  
 
Ms Jacques discussed the contents of the report and elaborated on the following 
points: 

 Ms Jacques that some of the data sources used in CQC’s Insights tool were 
older than those that the Trust was currently working with. As such she 
advised that the CQC Insights data should be used as a guide only to prompt 
the Trust to review areas of good practice or those areas where practice 
was not indicated to be as strong as others.  

 The last report to the Board on CQC Insights was in January 2020 and there 
had been a mixture of both improvements and deterioration, however Ms 
Jacques noted that some deterioration was as a result of Covid-19 and this 
would be the same in most organisations. 

 Whilst there had been positive and negative movement on some specific 
indicators, the overall distribution of indicators showed no significant 
difference between January 2020 and July 2020. The September 2020 
report was now available but had been received too late to be presented to 
Board.  

 Ms Jacques assured the Board that, of the indicators which had been 
deteriorating since the report from January 2020, the Board was already 
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aware of the work ongoing and improvements being made especially in 
relation to MRSA.  

 Ms Jacques highlighted to the Board that there were 17 indicators which 
had been identified as Better or Much Better. 

 
Ms Jacques invited questions from the Board 
 
Mr Gerry enquired as to how indicators were identified as being worse or better. Mr 
Edge clarified that that the term worse or much worse referred to the Trust’s relative 
performance against other organisations rather than against its own historical 
position. Mr Edge also explained that due to the data used for the Insight report 
being older, there was a lag in what the report shows. As such the Insight report 
can often show a deterioration which has already been previously identified by the 
Board Assurance Framework. 
 
Mr Gerry noted that the Trust’s performance in relation to the Quality of Appraisals, 
Quality of Care, Safety Culture and Staff Engagement indicators had been 
measured using the 2018 NHS Staff Survey data. Ms Jacques explained that this 
highlighted how the Insights report was based on out of date data. Based on the 
2019 survey the Trust had already seen improvement in relation to these indicators; 
however, as the report was based on old data this was not reflected. Ms Jacques 
assured the Board that the reports were used by the CQC to prompt discussion in 
the CQC relationship meetings, not to draw conclusions on performance or risk. In 
addition Ms Jacques explained that the Trust was in the process of developing its 
own quality monitoring system which would bring in clinical quality indicators and 
provide the ability to drill down to the service and specialty level of data, to further 
understand what was impacting on performance. As the system becomes available 
in the Autumn the board would then have access to more up to date and relevant 
data for consideration and assurance alongside the CQC Insight reports.  
 
Ms Flynn asked how much emphasis the new CQC inspection regime would place 
on the Insight reports. Ms Jacques responded that at this time this was not clear. 
The CQC had advised that the inspection regime was to be reviewed but was 
conducting a consultation, with a possible view to move away from the number of 
comprehensive inspections. Mr Edge added that he and Emma Carter, Head of 
Assurance and Compliance, had attended a national webinar on this matter. It 
appeared that the CQC were keen to move towards a more risk based inspection, 
utilising more comprehensive data sources, provided by an individual Trust or 
organisation to hone in on the risks that the organisation was facing, and inspect 
accordingly, as opposed to a broad inspection of the full organisation. The 
limitations of the Insight reports had been raised during the early phase of the 
consultation and the CQC indicated that they were working to refine and improve 
this tool. Mr Edge would provide a further update at a future Board when more 
information was available. 
 
Mr Bretherick noted the worsening of the mortality indicators; ‘Deaths in Low-Risk 
Diagnosis Groups and In-hospital mortality: Acute bronchitis. He acknowledged that 
IQAC had previously received assurance about the ongoing work to address the 
issues but asked if there was a timescale for completion Ms Jacques explained that 
the Trust had commissioned an extra piece of work, requesting a detailed case 
review of all deaths where there had been a less than 10% chance of mortality and 
any issues which were identified would be escalated appropriately. Mr Cundall 
added that there were around a 100 cases to be reviewed and this was currently 
expected to be before Christmas. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

WE 
(Dec-20) 
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The Chairman noted that, against the indicator titled ‘being left alone’ the report 
stated that the Band 7’s were ‘driving midwives presence in the rooms’. The 
Chairman asked for assurance that patients in labour were not being left in the room 
alone. Mr Scanlon responded that the department was well staffed and feedback 
on birth experiences was universally positive. Mr Scanlon elaborated that the work 
ongoing here was in relation to providing continuity of care. There was a dedicated 
team working to improve the experience of at risk women in labour. This included 
those from economically deprived areas, difficult families and those from a BAME 
background. The programme was currently in the early stages.  
 
The Chairman thanks Ms Jacques for her report and the Board noted the contents. 
 
Board Assurance Framework (BAF) 
Mr Edge presented the report which had been prepared to provide the Board with; 
an analysis of the movement in risk scores, (based on the underlying level of 
assurance), over the last quarter and the resulting Red, Amber, Green (RAG) 
ratings for the strategic risks which the Board manages through the BAF. The report 
also sought to provide a ‘helicopter view’ of the level of assurance available for each 
of the Trust’s 16 principal business objectives including any gaps in controls of 
assurance and associate action plans, and a summary of key risks (those above 
the tolerances set by the Board) together with their mitigating actions.  
 
Mr Edge discussed the content of the report, elaborating on the following points: 

 The scores and outcomes had been discussed individually and as a 
collective in the Executive Director meeting. Mr Edge clarified that there 
would be an additional paper in the Private and Confidential Board meeting 
to provide further information on the Executive Directors discussion, unable 
to be included in the Open meeting due to the inclusion of commercially 
sensitive content. Mr Edge assured the Board that the review and 
discussion undertaken by the Executive Directors had used the Trust’s risk 
assessment matrix and had been reflective of good practice. 

 The Integrated Quality and Assurance Committee had also reviewed the 
objectives within its remit. It had endorsed the current risk ratings and 
trajectories, as being consistent with the underlying assurance reporting 
scrutinised by that committee. 

 Mr Edge provided assurance to the Board that risk scores were reviewed 
with a holistic approach, with full consideration of the risk rather than 
defaulting to the highest scored operational risk.  

 Of the 18 objectives that the BAF was tracking, 10 were on target with eight 
not yet at their target scores.  

 Since the report had been written there had been an increase in Covid-19 
admissions and it was suspected that this could be the beginning of a spike. 
As such Mr Edge advised the Board that the Executive Directors meeting 
would monitor how this could impact the BAF; for example certain objectives 
may have an increase in scores alongside mitigating actions being 
impacted.  

 There was one red rated risk, relating to the building of restart capacity and 
performance, which reflected the significant challenges involved in reducing 
waiting lists for elective services, managing the growth in long-waiters and 
achievement of 18 week waiting referral to the treatment waiting times. 

 There were five high-amber rated risks which required further mitigation. 
These risks related to IS strategy, Financial Sustainability, Protecting 
Patients from Nosocomial Infection, Effective Covid-19 and Workforce 
capacity. 
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 Ms Jacques expanded on the Sustainability item in the report. She 
explained to the Board that the Sustainability Group had been reconstituted, 
having been suspended during the first wave of Covid-19. The Sustainability 
Group had undertaken a Sustainable Development Self-Assessment using 
a tool from the Sustainable Development Unit. This work would enable the 
Group to present to the board proposals for principal objectives such as 
ambitions for carbon neutrality as well as other short term objectives. The 
work was expected to conclude in October 2020 and the Sustainability 
objective on the BAF would be updated after this date rather than pre-
empting the results.  

 
Questions on the report were invited from the Board. 
 
Mr Bretherick queried whether the commentary for Objective 1: Minimise avoidable 
patient deaths (non-Covid) needed amending to reflect the SHMI indicator. Mr Edge 
confirmed that it would as it should be updated to make clear that the SHMI indicator 
was just within the upper limit.  
 
The Chairman noted that it was good to see progress on Operational Risk 2338, 
poor management of inpatient paediatric eating disorders due to CDDFT Paediatric 
Dieticians not being clinically skilled in this area of dietetics. As per NICE guidance 
care should be delivered from multidisciplinary team with the expert skills in this 
field including mental health. But the Chairman enquired whether the risk would 
need to remain open given that there were pressures on Child and Adolescent 
Mental Health Services, regionally and nationally, that may yet impact on the quality 
of mental health support available to work with the Trusts Dietetics teams. Mr Edge 
confirmed that the risk would reduce, but would be kept open and monitored for 
some time until it was clear that new support arrangements were embedded 
 
The Chairman asked whether there were any implications for patients for 
Operational Risk 2116; the risk to the operation of the laboratory Assisted 
Conception Unit department at BAH due to the small number of staff in the service 
and the potential for service interruption due to sickness absence. Mr Edge clarified 
that the service was being sustained, but the risk to sustainability could result in 
short term disruption to patients during periods of sick leaves. This risk was not 
specific to CDDFT and was noted to be a challenge in the region. Mr Edge assured 
the Board that the service sought to prioritise the needs of patients over reporting 
requirements, to minimise the build-up of backlogs when necessary. 
 
The Chairman noted Operational Risk 2060, the risk of paediatric cases backing up 
in the paediatric Accident and Emergency area due to insufficient staffing and asked 
whether the Trust had been successful in recruitment for the paediatric A&E area. 
Mr Scanlon confirmed that paediatric staffing was the strongest it had been for 
some time and that work would be undertaken to maintain the staffing levels, as 
while this was an encouraging place to be at, there was still a risk to the service. 
Ms Jacques added that physical changes to the configuration of the A&E 
Department at DMH, which were due to begin prior to Christmas, would be a good 
opportunity to bring the paediatric staff together and allow for reflection. 
 
Ms Flynn noted that there was no mention of the use of Healthwatch or the voluntary 
sector in the Covid-19 main objectives in the report, particularly the objective 
relating to stakeholder engagement and support. She sought assurance as to how 
the Trust was focusing on the experience of the patient; seeking feedback and 
ensuring that they have a good experience. Mr Scanlon explained that during 
Covid-19 the usual activities of Healthwatch for dialogue with patients were, to 

 
 
 
 
 
 

 
SJ 

(Nov-20) 
 
 
 
 
 

WE 
(Dec-20) 
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some extent, compromised as there were restrictions in place preventing site visits 
due to the Trust’s visiting restrictions; however, there had been remote monitoring. 
In addition Mr Scanlon explained that the Covid-19 Perfect Ward tool monitored 
both the staff and patient experience during this time. Attention had been given to 
how patients would experience their admissions and iPads which had been donated 
via Charities had helped to keep patients in touch with families and to reduce 
isolation.  
 
Ms Flynn then asked if the Trust was still able to capture patient stories or 
testimonies to give a flavour to the figures collected through reporting. Mr Scanlon 
answered that compliments and feedback were being received and when written 
feedback was volunteered by patients, carers or families the Trust did ask if it was 
possible to use it. Ms Jacques added that the Patient Engagement Strategy elicited 
ways for both the Board and IQAC to pull together surveys, stories and the Friends 
and Family test to provide a better picture.  
 
Mr Gerry enquired as   to the progress of specific developments to the estate at 
UHND to prepare for a second Covid-19 spike, which had been at risk of delay due 
to negotiations with the PFI provider.  Ms Langrick responded that thanks to the 
hard work of Ms McCree and her team the issues had been resolved and work 
would start immediately after the enabling works were completed. It was expected 
that everything would be complete by the end of December to the beginning of 
January at the earliest.  
 
Mr Bretherick noted that the Board development programme had been paused and 
asked if this could impact on the CQC’s assessment of whether the Trust was well 
-led.  Mr Edge confirmed that this work had not been restarted and, with Ms Smith’s 
help he would bring an update to the next meeting.  
 
The Chairman thanked Mr Edge for his paper and the Board noted the report. 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

WE/MS 
(Nov-20) 
 
 
 

61/21 Covid-19 Trends, Incident Management and Performance Actions 

 

 
Executive Directors Report on Covid-19 management, performance, finance and 
reset programme 
 
Ms Jacques presented the report to the Board which had been prepared to enable 
the Board to be fully sighted upon, and to scrutinise, all aspects of the Trust’s 
response to the Covid-19 outbreak, including performance against constitutional 
targets during the period. 
 
Ms Jacques discussed the following points in relation to the report: 

 Since the report there had been an increase in the number of Covid-19 
patients. At the time of writing the report there had been eight Covid-19 
positive patients; however, there were now 31 confirmed Covid-19 positive 
patients with a further 72 patients who were waiting for the result of the 
Covid-19 test. Ms Jacques assured the Board that this significant increase 
was in line with neighbouring Trusts.  

 Command and Control arrangements were in place with Gold Command 
continuing to meet twice weekly and the Executive Team meeting three 
times a week. In addition, Ms Jacques explained that she spoke with the 
Chairman seven days a week and would be stepping up meeting with the 
Non-Executive Lead for resilience to weekly rather than every two weeks. 
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 There had been an increase in activity at the regional Strategic level with 
the Strategic Recovery Group (SRG) paused and the Strategic Coordinating 
Group (SCG) re-started. The membership of the groups were extremely 
similar and as such they had a good understanding of the issues and 
oversight of the regional approach. In addition, the Local A&E Delivery 
Board (LADB) had increased the frequency of its meetings. The LADB 
included CCG’s, Local Authorities and other partners in health. The role of 
the LADB was to ensure a safe response to patients’ most urgent care 
needs, regardless of whether it was mental health, acute, primary or 
community care. The LADB and SCG reinforced the collective responsibility 
of all system partners to optimise care and responses to Covid-19. 

 The Trust had now fully rolled out the Perfect Ward Covid-19 module which 
covered 8 domains relating to Covid-19: hand hygiene: PPE compliance: 
staff awareness; signage; patient safety and handling of actual and 
suspected cases. Ms Jacques reported that the audits from August 2020 
demonstrated an overall compliance score of 99% with all areas in the acute 
hospitals scoring 95% or better. 

 The Trust had identified an incident of possible hospital transmission of 
Covid-19 on a ward. A Root Cause Analysis (RCA) had been conducted and 
had found that the patients had been nursed by different teams at different 
ends of the ward. While there was no access to a test to determine the strain 
of Covid-19 and therefore identify where the patient had contracted it, the 
RCA had determined that it was unlikely the patients had come into contact 
with each other and therefore unlikely that one had passed Covid-19 to the 
other. Ms Jacques confirmed that there had been issues and learning 
identified as part of the RCA in relation to the re-testing process. As an 
outcome, the process of when to test and re-test new admissions had been 
reinforced to staff. Ms Jacques assured the Board that Mr Scanlon had a 
team reviewing any possible or actual cases of hospital spread to ensure 
that rapid learning was identified and implemented to minimise the risk of 
nosocomial transmission. Ms Jacques also confirmed that further to her 
report, there had been a small number of further outbreaks in a hospital 
setting.  

 The Trust continued to emphasise staff safety and ensure that Track and 
Trace requirements were reinforced. At the time of the report Ms Jacques 
confirmed that the numbers of staff shielding or self-isolating had reduced 
however the number of staff with Covid-19 had increased. Work was 
ongoing by Mr Scanlon and Mr Cundall to reiterate to staff the need for using 
correct PPE, hand hygiene and social distancing. Ms Jacques confirmed 
that there continued to be no shortages of PPE. 

 The increase in Covid-19 cases meant that the Trust was optimising the use 
of side rooms whilst ensuring that elective capacity was protected as much 
as possible, in order to ensure the safety of all patients. Ms Jacques clarified 
that the Trust had taken significant learning from the first wave to 
understand how it could continue to operate. Some impact on the Trust’s 
ability to fully restore elective services was anticipated, however, as the rest 
plans had been formulated without a second wave. 

 To date, the Trust had tested 2,899 staff for Covid-19 as well as undertaking 
over 5,000 tests for partner organisations and 1,486 tests in support of care 
homes. Ms Jacques confirmed to the Board that the Trust was expecting 
delivery of four further testing machines. It was anticipated that these 
machines would enable the Trust to improve the turnaround time and 
capacity for testing significantly. The Trust was bidding for more machines, 
as, at that time, for every 300 tests conducted, around 150 of were sent to 
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external laboratories to process which resulted in longer turn-around times 
which impacted on decision-making and patient flow. The Trust hoped to 
secure a high speed analyser, or the 90 minute test when available, to 
improve testing capability further.  

 The Trust had rolled out an Agile Working Policy which had included 
significant arrangements to enable appropriate staff to work from home with 
stringent rules set. At the time of the report the Trust had 700 staff working 
from home. It was not possible for all staff to work in this way; however, as 
there were many staff who would not be able to fulfil their role without the 
contact and equipment available on site. Where possible and safe, the Trust 
continued to facilitate the arrangement. 

 The Trust continued to have additional objectives on the BAF relating to 
Covid-19 and a discrete Covid-19 risk log which was reviewed weekly.   

 There had been an increase in Covid-19 in care homes with both staff and 
patients testing positive. The Trust was providing support with tests for those 
who were symptomatic. In addition, and only in extreme circumstances, the 
Trust would assist with staffing; however, the Trust was working with the 
Local Authorities to help them find an alternative and more substantive 
solution.  

 The Trust continued to perform solidly against national, constitutional 
targets when compared with neighbouring and similar Trusts. 

 There had been a financial arrangement in place for the first six months of 
the year but this would be changing for the second half. The new 
arrangements had not been published at the time of the report but based on 
an estimation by the Trust of what the arrangement could be, it was 
anticipated that the Trust would be looking to run to break even over the 
year. 

 There was work ongoing to review the operational reset program as the 
original plans had not accounted for a second spike of Covid-19 cases. A 
full update had been previously provided to the Board at an extraordinary 
private and confidential meeting on 21 September 2020. 

 
Ms Jacques invited questions from the Board in relation to the report.  
 
Ms Flynn enquired if the Trust had Covid-19 positive patients in the acute setting 
only or if they were also in other areas or sites. Ms Jacques confirmed that there 
were Covid-19 patients across a number of Trust sites, including some community 
sites. The Trust ensured that the patients were managed appropriately using IPC 
guidance to minimise the risk of spread, with mitigations based on each individual 
patient. However Covid-19 patients were more concentrated in the acute sites.  
 
Mr Crosland sought assurance that the Trust was able to meet the demand for tests 
for care homes. Ms Jacques confirmed that the Trust was meeting the demand for 
tests and had additional capacity available. Ms Jacques also clarified that there 
were around 90 care homes in the CDDFT footprint, of which there were only two 
known to have difficulty with staffing, as most had more capacity due to lower 
numbers of patients being referred.  
 
The Board thanked Ms Jacques for her report and noted the contents.  
 
Integrated Performance Report 
Ms Langrick presented the report to the board which had been written for the 
purpose of summarising performance against national standards and Trust touch-
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stones, and national requirements for the re-start of the full range of services whilst 
continuing to manage and recover from Covid-19.  
 
Ms Langrick explained that the Executive Directors would each discuss the 
information from their own remit. Ms Langrick discussed the performance section 
of the report, elaborating on the following matters: 

 The Trust’s waiting list position had begun to increase again and this was 
linked to the increase in outpatient activity which meant that more patients 
were being added to waiting lists. However Ms Langrick emphasised that 
the Trust had not reached pre-Covid-19 levels. Outpatient and elective 
activity was slowly improving, month on month, since it was restarted in July 
2020. There were, however, many patients who were constantly moving into 
the ‘over 18 week’ position due to the previous suspension of services and 
limitations on capacity as a result of infection control requirements and the 
unwinding of actions taken to manage the first wave of Covid-19 
admissions. Ms Langrick explained that it would be likely that the Trust’s 
performance on this target would be below the national targets for some 
time while those patients moved through the system. 

 There had been a change in the A&E performance for the better during the 
pandemic due to a reduction in attendances to the departments alongside 
dual A&E pathway to improve patient flow. Since the end of wave one the 
Trust’s A&E performance had worsened. This was believed to be a 
combination of: the increase in the Trust’s elective activity which meant that 
there were fewer beds available in the acute sites, an increase in A&E 
attendances, A&E departments having returned to a single pathway and the 
additional staff who had been redeployed to A&E having been repatriated. 
In addition a further factor of Covid-19 testing had increased the time 
patients spent in A&E while results of the tests were awaited. Once the Trust 
gained access to the additional testing machines and high speed analyser, 
this risk could be mitigated.  

 Diagnostic procedures had been stood down during the first wave, with the 
exception of urgent or emergency referrals. Further to being stood back up, 
Ms Langrick confirmed that there was no backlog in radiology however there 
was a backlog in endoscopy. Ms Langrick assured the Board that initiatives 
were now in place to increase endoscopy activity and a gradual 
improvement had begun to be seen. In addition there had been further 
initiatives approved in the week prior to the Board meeting which would be 
implemented from the end of October 2020 to improve performance further. 
Ms Langrick emphasised that the Trust was monitoring the performance of 
the department closely as it had an important role in cancer diagnosis and 
pathways.  

 Ms Langrick reiterated that during wave one of the Covid-19 pandemic the 
urgent and cancer services were maintained and as such, while the Trust 
was not meeting the standards for cancer, it had maintained a relatively 
strong performance. Ms Langrick explained that the link between cancer 
performance and the endoscopy service, meant that the Trust expected 
performance to improve as the endoscopy service increased its activity. The 
expected improvement was set against a potential second wave and, as 
such, Ms Langrick clarified that there could be a further impact on the Trust’s 
ability to implement plans to meet national targets set out in the Phase 3 
planning guidance from NHS England and Improvement. 

 
Ms Langrick invited questions on her section of the report 
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The Chairman sought to understand if ambulance handover delays were still a 
problem in A&E. Ms Langrick confirmed that delays were much reduced from the 
previous winter, but might still arise mostly due to the way in which the departments 
needed to operate, including the need for IPC and social distancing in addition to a 
limit on the number of individuals in the waiting areas. This combination of factors, 
Ms Langrick explained, did increase the pressure and meant that handovers might, 
in a minority of cases, be delayed until it was safe to do so. Ms Langrick clarified 
however that this was dependant on the clinical condition of the patient, with those 
needing to be seen straight away being prioritised for such attention. 
  
Ms Flynn sought further assurance on the increasing of capacity in endoscopy and 
outpatients. Mr Cundall clarified that both Endoscopy and Outpatients were 
monitoring their activity and capacity regularly and adapted as necessary to 
improve activity levels. 
 
The Chairman sought to understand how the telephone clinic appointments were 
working, as he had received anecdotal evidence that patients were being given four 
hour time slots rather than a specific time as they would in the case of a face to face 
appointment. Mr Cundall responded that this was the first he had heard of such a 
practice. Mr Cundall explained that, in his own clinics, he had a list of patients, each 
with a specific time for their telephone appointment. He would look into the matter 
with the team responsible for appointments.  
 
Ms Flynn sought to understand the expected impact of the second wave of the 
pandemic and asked whether the Trust would be looking to stand services down 
again. Mr Cundall responded that the Trust was optimistic in its plans to maintain 
outpatient, diagnostic and elective activity while managing the urgent and 
emergency services. He elaborated that the Trust hoped to be able to approach the 
wave like they would with any other winter. The intention was, therefore, not to 
stand down outpatient or elective services unless absolutely necessary due to the 
levels of Covid-19 pressure. The difference between the second wave and the first 
was that the Trust had a greater understanding of how to manage the flow of 
patients. Mr Scanlon added that the Trust was receiving pandemic modelling 
information from Public Health as a second wave had always been a case of when 
rather than if. As such the Trust had escalation plans in place which would be 
maintained and elective activity would only be stood down if there was no 
alternative. Mr Cundall added that it was hoped that this would be in the New Year 
rather than prior to Christmas.  
 
Mr Scanlon presented the next section of the report on patient safety and nurse 
staffing, elaborating on the following points: 

 Overall the report demonstrated that the Trust nurse staffing had been 
sustained effectively with most difficulties experienced in Sedgefield 
Hospital and wards six, 10 and 15 in UHND. The report contained accounts 
from the ward sisters to provide context to the data, which allowed for a 
greater understanding.  

 Mr Scanlon explained that there had been a fluctuation of staffing over the 
previous few months due to around 500 staff having been redeployed, 
though most of these had now been repatriated. 

 Mr Scanlon explained that the data in the report was distorted due to second 
and third year nursing students appearing in band three and four HCA pay 
lines despite being a neutral cost to the Trust. This meant that interpreting 
the data was more complex in some areas.  
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 Vacancy levels appeared significant in the report, but Mr Scanlon explained 
that they were planned against an actual second spike which inflated the 
requirements. In addition Mr Scanlon explained that some of the figures 
were misleading. This was due to the third year nursing students being 
counted twice. This resulted in overstaffing under the HCA category and the 
same students then counted on the pending RN list, inflating vacancies.    

 There were 75 jobs offered to student nurses in the week prior to the Board 
meeting with 56 acceptances. However there would be a number of delayed 
starts due to requirements on practice hours or other outstanding checks. 
Mr Scanlon advised the Board that it was pleasing that a number of the new 
nurses had come from universities outside of the local area.  

 The staffing picture was expected to stabilise, however the number of 
vacancies would be likely to increase, given the timing of each in-take 
compared to usual levels of attrition. In addition the ability to redeploy staff 
in a second wave would be depleted by the desire to maintain elective 
services. Mr Scanlon advised that the Trust would need to be nimble in how 
it approached redeployment. 

 
Mr Scanlon invited questions from the Board on his section of the report 
 
Mr Bretherick noted that one ward in the report had reported 13 vacancies and 
sought assurance on the immediate recruitment the Trust was undertaking. Mr 
Scanlon confirmed that, in addition to the graduates he had mentioned in his 
presentation, there were also 20 Indian nurses on the shop floor who were due to 
undertake their practice exams in October which would, if passed, enable them to 
work as RNs. In addition, a further 20 Indian recruits were expected to be brought 
over in October who would be able to begin work after a quarantine period and Mr 
Scanlon confirmed that he would be submitting a request to the next Gold 
Command meeting, to recruit a further 20 in November. Mr Scanlon assured the 
Board that the Trust had another 40 on contract in India and would be able to draw 
on these if required and there were a further 65 pending graduates due to be 
interviewed within a week, ready for a January commencement. Ms Smith added 
that there was also work ongoing in relation to local recruitment to raise the profile 
of the Trust and its sites to attract more staff. BAH was a particular focus for this 
work as it was expected to become the Trust’s central location for elderly medicine 
and it was believed that this may attract more applicants. Mr Scanlon emphasised 
that the Trust’s current staffing was safe but that there was an ongoing balancing 
act to manage urgent frontline recruitment, redeployment and Covid-19 
requirements.  
 
Mr Forster-Jones asked if it would be possible for the Non-Executive Directors to 
be briefed on the profile of the patients in wave two in comparison to those in wave 
one, to enable them to understand the levels of care required and the implications 
of this. Mr Cundall explained that this would not be possible at that time as it was 
too early in the wave to be able to understand the patient profile; there had not been 
enough wave two patients to date. Ms Jacques assured Mr Forster-Jones that the 
Trust was monitoring the number of patients and the requirements. If the number 
of Covid-19 patients increased further, it would be expected that the Gold 
Command meetings would return to a daily frequency to enable the Trust to 
manage and optimise the activity levels. Ms Jacques also provided assurance that 
the Trust was monitoring the requirements of patients and sought to ensure that 
patients were not disadvantaged and that there were no inequalities between those 
following a Covid-19 pathway and those not. Mr Cundall advised that a full patient 
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profile would be unlikely prior to November, and advised Mr Forster-Jones to 
request this at the next open board. 
 
Mr Forster-Jones enquired whether there had been any benefit reaped by the Trust 
from learning outside of the organisation, such as that from the Primary Care sector. 
Ms Jacques confirmed that through the Strategic Command Group, Local 
Resilience Forum and LADB the Trust had close contact with external colleagues, 
including the Mental Health Sector. This had resulted in improved cooperation with 
colleague organisations as well as the development of a multi-agency approach to 
the Covid-19 response. In addition, the GPs working within the Trust’s localities had 
been invaluable during the first wave as they worked in the community hospitals 
supporting the Trust. Collaborative working at neighbourhood level was strong 
during the first wave and this had continued since.  
 
Mr Crosland noted that, in the previous Board meeting, the importance of 
supporting staff and alleviating the impact of fatigue should be addressed. Mr 
Crosland sought assurance that this work had been undertaken. Ms Jacques 
confirmed that this was important to the Board and had been discussed in the 
Executive Directors meeting. It had been noted that it would be a long winter for 
staff considering the restrictions in their personal lives based on local and national 
guidance as well as the winter and Covid-19 pressures which would impact their 
work life. As a result the Executive team were keen to maintain morale and to try 
and spread happiness through the staff.  Following a suggestion from Mr Cundall, 
Ms Jacques had written on the closed staff Facebook page to request suggestions 
from staff as to how things could be made better at work. The Executive team would 
then review suggestions and action as appropriate. 
 
Ms Smith presented the next section of the report titled ‘Best Employer’ discussing 
the following points from the report: 

 The data presented in the report relating to sickness was fluid. This was due 
to a combination of staff requiring to isolate due to ‘Track and Trace’ as well 
as staff returning from shielding. Overall the sickness level reflected the 
additional levels of Covid-19 and, at 4.81%, against a target of <4%, should 
not be considered unreasonable.  

 The appraisal performance level was low at 69% against a 95% target 
however appraisals had been suspended for three months, resulting in a 
backlog. Ms Smith explained that she would hope to see an improvement in 
appraisal performance; however, a second wave would present significant 
challenges for this.  

 Essential training was mostly being delivered through e-learning rather than 
physical sessions and considering the pressure Covid-19 had placed on 
staff, a performance of 90.98% against a 95% target was good.  

 
Ms Smith invited questions on her section of the report 
 
Mr Forster-Jones enquired why appraisals had not been suspended again, as the 
Trust believed that it was starting to see the beginning of a second wave. To not to 
so was likely to exacerbate the low level of performance. Mr Cundall responded that 
appraisals needed to be undertaken to support staff even more than to support 
performance, allowing for a discussion of work in a neutral environment. In addition 
from a clinical perspective, some appraisals could be linked with revalidation and 
as such could not be suspended. The 2019/20 staff survey had highlighted that staff 
felt it was the quality of the discussion which was important, and this resonated now 
even more than last year. Ms Smith added that this was a major factor of the NHS 
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People Plan, allowing the health and wellbeing of staff as well as Covid-19 risk 
assessments and agile working discussions to be linked into the process. Ms Smith 
agreed that the compliance level was less important than the discussion that staff 
were able to have with their manager, ensuring that it was not simply a box ticking 
exercise and providing a more rounded experience. 
 
Mr Brown presented the Finance section of the report, elaborating on the following 
points: 

 At the end of August the report showed that a total of £4.096 million was 
required as a top up to the current block funding in order to report a balanced 
income and expenditure position. This would be claimed retrospectively by 
the Trust but this was reflective of the Trust’s position year to date.  

 The Trust’s cash flow position continued to be positive with £50.5 million in 
the bank. This was as a result of commissioners paying the Trust one month 
in advance to ensure that the Trust was able to pay all suppliers promptly to 
assist with the Covid-19 response.  

 The Trust had spent £6 million in capital to date. 

 The Trust expected to receive two additional awards from NHSE/I. the first 
was a £627k payment to enable the replacement of two CT scanners due 
to their age. Secondly the Trust was to receive £1.2m for the endoscopy 
programme which would enable enhancements to the building at BAH and 
the purchase of additional scopes.  

 
Mr Brown invited questions from the Board on the Finance section of the report 
 
Ms Flynn enquired if the £1.2 million would also cover the ultrasound machine that 
the Charitable Funds Committee had been asked to review and approve. Mr Brown 
confirmed that it did not. 
 
The Executive team were thanked for their report and the Board noted the contents 
of the report and endorsed the actions being taken. 
 

62/21 Patient Safety and Quality Actions 

 

IQAC Preface 
Mr Bretherick presented the preface to the Board which had been prepared to 
provide an overview of the meeting which had been held on 22 September.  
 
Mr Bretherick advised that the contents had already been discussed during the 
other items in the meeting and, as a result, he had nothing further to add at that 
time. 
 
There were no questions for Mr Bretherick and the Board noted the contents of the 
preface. 
 
Patient Safety and Experience 
Mr Scanlon presented the Patient Safety and Experience Report to the Board, 
which had been prepared for the purpose of updating the Board on the position of 
the Trust with regard to HCAI and serious incidents.  
 
Mr Scanlon discussed the report and highlighted the following points: 

 At the time the report was prepared there had been zero Trust apportioned 
cases of MRSA Bacteraemia; however, there had been one case since the 
report.  
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 The sharp decline in Covid-19 cases had begun to reverse as the number 
of cases rose, though the Trust was reviewing each new case on a daily 
basis, to monitor the impact. 

 The Trust was working towards being more self-sufficient with PPE however  
respirator hoods, ordered for staff struggling to fit test with any of the 
respirator masks supplied, had not yet arrived due to an issue with the NHS 
supply chain.  

 The number of cases of Clostridium Difficile remained erratic but in excess 
of the planned trajectory. The Trust had believed that the consumption of 
antibiotics in the community had been increasing, and contributing to the 
trend in cases; however, further analysis had identified that it was, in fact, 
declining.  

 Side room capacity remain an area of concern for the Trust as such rooms 
were required for Covid-19 patient management; however, winter pressures 
from Norovirus and Influenza would add further demand. 

 There had been four falls resulting in harm. 

 The potential wrong site surgery Never Event, referred to in a previous 
report had been ‘de-logged’ as the full review had determined that it was not 
a wrong site surgery and that there had been a difference of opinion in how 
to operate. Learning had been taken from the event with annotation of 
medical photographs remaining key. Mr Cundall added that this decision 
had been made due to the evidence supplied through photographs and 
discussion with the nurse who had undertaken the biopsy. Mr Cundall 
confirmed he had chaired the panel reviewing the case and was confident 
in the judgement made. 

 There was a case of testicular torsion which had been reported as the 
patient should have been examined. As a result of this incident, Mr Scanlon 
had requested a thematic analysis of the three testicular torsion cases which 
had occurred in the last four years to determine further learning for the Trust.  

 Compliance with the Duty of Candour requirements stood at 98% and Mr 
Scanlon assured the Board that this process was monitored every two 
weeks at the Patient Safety Forum.  

 The Trust had a slightly higher rate of complaints than comparative 
organisations in the area.  

 The Friends and Family Test had been reinstated however the National 
Patient Survey programme had been stayed.  

 
There were no questions in relation to the report. 
 
The Board noted the contents of the report.  
 
Medical Management 
Mr Cundall presented the report to the Board which had been prepared to provide 
an update in relation to the implementation of the newly formed Clinical Ethics 
Committee and the progress with the Medical Examiner Service.  
 
Mr Cundall discussed the contents of the report and expanded on the following 
points: 

 The Director of Research had returned to his clinical role and the Trust was 
in the process of recruiting to the position. Regretfully the advert had closed 
and no applications had been received. As such an interim Director had 
been appointed until spring and Mr Cundall had identified a candidate to 
whom he would provide training in anticipation of re-advertisement of the 
vacancy next year.  
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 The Trust was the 46th highest recruiter for research trials in the country and 
was third in the region.  

 There had been a delay in the recruitment of Medical Examiners due to 
Covid-19; however, the Trust was now in a position to advertise five 
vacancies.  

 
Mr Cundall invited questions from the Board 
 
Ms Flynn enquired as to how the previously recruited Medical Examiners had 
settled into the roles. Mr Cundall responded that regretfully one of the Medical 
Examiners was on long term compassionate leave. As such the original plan of 
having a Medical Examiner trialling the process with respect to one ward had not 
been able to be implemented. The original model was being centrally funded and 
further funding could become available if the Trust could show that it was required; 
this would not be possible until the Medical Examiner posts were filled. 
 
The Board thanked Mr Cundall for his report and noted the contents. 
 
Guardian of Safe Working Report  
Mr Cundall presented the report which had prepared in order to provide an update 
to the Board on the safety of junior doctor rotas. 
 
Mr Cundall discussed the report and elaborated on the following points: 

 The Trust had taken learning from the work of the Guardian of Safe working 
with respect to how it should manage the movement and redeployment of 
junior doctors in response to the second wave of Covid-19 cases.  

 The Trust was taking further steps to engage with junior doctors and 
understand how they felt about their role and working in the Trust. There 
were weekly meetings being held on each site of the Trust as well as a 
monthly junior doctor forum hosted by Mr Cundall and his deputies.  

 
Mr Cundall invited any questions from the Board: 
 
Mr Gerry noted that 10% of the ongoing issues had not been closed and sought an 
understanding as to why this was. Mr Cundall clarified that in order to close an 
issue, the junior doctor needed to meet with their trainer to discuss the outcome 
and agree to close. Due to the movement of the junior doctors, the logistics of 
meeting meant that this was often delayed.  
 
The Board thanked Mr Cundall for his report and noted the contents.  
 

63/21 Other Board Business  

 

 
Any Other Business 
No items were raised. 
 

 

64/21 Announcement of Next Public Meeting(s)  

 

 
The next public meeting of the Trust Board would be on 25th November 2020. This 
was expected to be held virtually.  
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65/21 Motion to Exclude Press/Public  

 

 
The Chairman moved the following motion.  
 
That representatives of the press and other members of the public be excluded from 
the remainder of the meeting having regard to the confidential nature of the 
business to be transacted, publicity on which would be prejudicial to the public 
interests. 
 

 

66/21 Meeting Closed at 10:55  
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Trust Board Action Log – updated 25TH September 2020          Page 1 of 2 

TRUST BOARD ACTIONS FOR 25TH NOVEMBER (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)  26/02/2020 238/20(c) 
Include AHP, Palliative Care and Safeguarding conferences as part of the controls in 
relation to objective of right workforce skills in respect of the BAF   

April 2020 

Recommend 
closure as 
unlikely to be 
relevant this 
year 

WE 

2)  26/02/2020 242/20 
Review and determine the evidence that could be provided to illustrate the way 
patients in ED were prioritised by the Trust 

September 
2020 

Complete to 
be Closed 

CL 

3)  26/08/2020 36/21 Reinstate Duty of Candour Reporting in the Patient Safety Reports to Board  
September 
2020 

Complete to 
be Closed 

NS 

4)  30/09/2020 60/21 Provide and update on winter planning following completion of peer review actions November 2020  SJ 

5)  30/09/2020 60/21 Provide an update on the development of the CQC’s new inspection regime. December 2020  WE 

6)  30/09/2020 60/21 
Update the sustainability objective on the BAF further to the completion of the 
Sustainable Development Self-Assessment 

November 2020  SJ 

7)  30/09/2020 60/21 
Review and update Objective 1: Minimise avoidable patient deaths (non-Covid) on 
the BAF to reflect the SHMI indicator 

December 2020  WE 

8)  30/09/2020 60/21 
Provide an update on the Board development programme which had previously been 
paused, and the impact this could have on a CQC well-led assessment 

November 2020  WE/MS 
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Trust Board Action Log – updated 25TH September 2020          Page 2 of 2 

No. Meeting Item Action Point Timescale Status Lead 

9)  30/09/2020 61/21 
Review the telephone consultation process with the appointments team to determine 
if appointments were being provided for a specific time or four hour slots 

November 2020  JC 

10)  30/09/2020 61/21 
Review wave 2 patient data to compare and contrast the patient profile against wave 
1 and provide a briefing to the Non-Executive Directors. 

November 2020  PFJ/JC 
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Open Trust Board – 25th November 2020. Item 4 

 (Chief Executive Update) 

Open Session 

 

* 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                                           X 

Development / approval or update on strategy                       X 

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                               X   

Update on action log item                                                  X 

Requires Board approval e.g. policies or business cases    

Core performance information       X 

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                             x  

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

provide the best patient experience                                       x  

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                  x 

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

are proud of – best employer                                       x   

Purpose of Report  

To provide the Board with an update on (1) national, Cumbria and the North 

East ICS, southern and central ICP and sub-ICP developments, and (2) other 

matters relevant for the Board and not substantively covered in the standard 

reports and the likely implications associated with each. In doing so, provide 

context to support strategic and planning decisions/discussions, allowing the 

Board to influence the various developments as appropriate and be assured 

that our response to them is furthering our aim of providing the safest, most 

compassionate and joined up care.  

  

Summary of Key 

Issues 

National Matters 

There is no further update at the time of writing albeit we have been advised 

that a fourth letter from Simon Stevens following the onset of the pandemic is 
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expected. The content of the letter will be shared verbally at the Board if it is 

received by the time. 

 

ICS 

 

There are two matters upon which to update the Board: 

 

1. The ICS received a request from NHSI/E to establish and implement a 

two diagnostic imaging networks across the ICS footprint. Whilst 

accepting the principle as the proposed reflected neither patient 

referral nor clinical pathways, it has been suggested that one network 

to cover the entirety of the NENC ICS footprint. Our radiology network 

will oversee the relevant detail. This request is indicative of the 

approach from the centre to determining the way in which operational 

services should be run over larger footprints. 

 

2. The ICS met on the 23rd October and considered the following 

matters: 

 COVID response – agreement for enhanced oversight during wave 2 

 Winter planning update – the roll out of Talk before you Walk is  

complete and flu vaccination arrangements and current rates were  

discussed with a view to optimising up take 

 Phase 3 planning – The draft phase 3 plan commentary for the North 

East and North Cumbria ICS was agreed. The importance of 

maintaining the elective care programme and management of the 

waiting list was confirmed and arrangements for supporting 

organisations agreed 

 Appointment to the Chair of ICS – the approved JD and timeline were 

noted  

 Optimising Health Services – revised Terms of Reference were 

agreed for the Optimising Health Services Group which essentially 

has had a broadened scope over recent year. It is now to operate 

under three key principles: 

 To advise and have oversight of vulnerable services with ICS impact 

 To advise and have oversight of clinical wicked issues 

 To make connections into national mandated clinical networks, ICS 

networks and operational delivery networks, and act as a conduit with 

the ICS 

 

Collaborative work between CDDFT, South Tees and North Tees / 

Southern ICP 

The ICP Executive Management Group met on the 6th November and 

considered the following matters: 

 Updated ICP Executive Management Group terms of reference 
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 Leadership development – agreement to engage a consultancy in a 

programme of work to incorporate the development of the ICP 

operating framework, establishment of ICP behaviours and relational 

aspects across the ICP 

 Finance and efficiency – that a system based approach is deployed 

for managing the finances within the ICP 

 Clinical strategy – the workstreams continue to finalise their business 

cases in accordance with the December 2020 timeline 

 

Central ICP 

 

The Central ICP met on the 13th November and considered the following 

matters: 

 Mapping resources – an update on the work to review the groups 

operating below the ICP and any resources necessary for them to 

deliver their objectives 

 Stakeholder event – agreement to hold such an event early in the new 

year to allow stakeholders to understand and influence the intent and 

purpose of the ICP 

 Joint acute commissioning arrangements 

 
 
Winter Plan 
 
Attached for information is the winter plan that was agreed at the October 
Board and endorsed by all system partners, and reflects feedback from the 
peer review. (Appendix a) 
 
 
 

Significant risks 

identified (if any) 

See above  

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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Trust Board – 28 October 2020 

Item 6b - Performance Supplementary: Winter Plan Assurances 

Report  

Open Session X Private & Confidential 

Session 

 

Author Nichola Kenny, Director of Performance 

Reason for 

Submission 

Tick all that apply 

If none of the 

above, please 

provide rationale 

for submission 

Standing item                                          

Development / approval or update on strategy           

Decision reserved for Board                         

Statutory / regulatory requirement                               

Oversight of significant risks                           

Update on action log item                                           

Requires Board approval                                           

Core performance information                                   

Other rationale, please state below: 

Strategic Aim: 

 

To deliver the best patient outcomes      

To deliver the best patient experience               

To deliver best efficiency                                         

To be best employer                                     

Purpose of 

Report 
To provide the Board of Directors with assurance that a 

plan is in place to support the Trust and wider system 

during the winter period and that mitigation is place in 

response to the identified risks. 

Positive 

performance / 

developments 

within this report   

Positive matters  Page 

There is additional physical capacity identified 

through an escalation plan that is able to 

respond to both COVID and non-COVID 

demand supported by corresponding workforce 

escalation plans and de-escalation of services 

plan. 

See 

Contents 

Key issues and 

actions within 

this report 

Issue and actions Page 

The Trust is entering winter with an improved 

performance base but faces many more 

challenges in being able to maintain all elective 

See 

Contents 
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care services and operate with the complexity if 

COVID. 

 

The Plan assumes a level of recruitment to be 

able to commence with key initiatives including 

Enhanced SDEC (Medical and Surgical) and 

Enhanced ED staffing.  

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) 
Every effort has been made to mitigate the risks 

associated with winter and seasonal surge, in addition to 

COVID, but there are significant risks that remain due to 

the unknown level/likely impact of the 2nd wave of COVID. 

Action / decision 

required from the 

Board 

The Board of Directors is asked to support the Winter Plan 

for 2020/21 
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Winter Plan 2020/21 

October 2020 

1. Introduction 

1.1 Winter planning this year has been undertaken as part of the overall reset programme 
following Wave 1 of the COVID Pandemic. 

1.2 All partners of the Local A&E Delivery Board (LADB) have been sharing and updating plans and 
working collaboratively to address any gaps or key risks in managing winter as a whole system.  

1.3 This paper sets out the key elements of the Trust’s plan to mitigate winter and COVID 
pressures and the LADB’s System Plan Summary is attached at Appendix 1 which is being used 
to share with key stakeholders.  

2. Key aims of the plan 

2.1 The aims of Trust plan remain firm as they have in previous years: 

 Maintain the highest standards of patient safety and patient experience. 

 Sustain high levels of performance in Urgent and Emergency Care Services, similar to 
those that have been experienced during the Pandemic ie >90% of patients seen 
within 4 hours. 

 Minimise ambulance handover delays. 

 Promote and ensure high levels of uptake of the Influenza vaccination.  

2.2 It has been important to recognise additional requirements in light of the ongoing pandemic: 

 Ensure the system is able to effectively respond to winter in addition to COVID-19 
pressures.  

 Protect elective care as far as possible given the accumulation of appointment delays 
and high number of patients waiting for their operation following COVID-19 wave 1 
and the risk of those developing longer term health problems. 

 Optimise all available system capacity, enhancing community service and primary 
care provision and specifically care home support. 

 Implement the Hospital Discharge Service Policy (new guidance from September 
2020). 

 Enhance mental health support for patients and employees. 

 Maintain COVID-19 testing capacity and undertake any preparatory work to be in a 
state of readiness should a vaccine become available.  

3. Increased capacity 

3.1 In a ‘normal’ winter the Trust would plan for increased General and Acute (G&A) bed capacity 

and be guided nationally to reduce elective programmes to free up additional acute beds. This 

year increased capacity plans are more complex and are to be managed in a very dynamic way 

to be responsive to: 

 protecting the elective programme throughout the winter period; 

 managing COVID pressures; 

 managing usual winter surge, including Norovirus and Flu demand. 

3.2 Close monitoring of the type of demand will influence the order of bed escalation from the 

opening of beds to cope with surge, opening of full wards to support the segregation of COVID 
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patients, to the opening of additional wards such as Ward 2 and 5 in Bishop Auckland in 

extremis or a ‘super surge’ situation.  

3.3 A range of additional escalation plans are in place ie for the emergency department (ED) 

should they have to revert to two segregated pathways, and for Critical Care, which are 

supported by a workforce escalation plan which in turn is delivered through a service de-

escalation plan, at all times aiming to protect elective activity for as long as possible.  

3.4  A tactical management cell is meeting daily to review demand and dynamically assess the 

current Trust situation to inform escalation decisions, supported by a Clinical Gold on-call rota.  

3.5 Plans continue to remain in place to utilise the Independent Sector capacity at least until end 

March 2021 which will help to sustain the elective programme and diagnostic services.  

3.6 The existing Trust plan to transfer elective surgery to Bishop Auckland will also continue.  

4. Maintaining patient safety and patient experience 

4.1 The Trust’s existing service development plans, the Wave 1 response and the reset 

programme has brought about a number of changes that will also help alleviate winter 

pressure, maintain safety and offer an enhanced patient experience: 

 Enhanced Same Day Emergency Care (SDEC) 

 Enhanced levels of staffing within ED 

 7 day Matron cover and international recruitment 

 Enhanced cleaning regimes 

 Front of House Frailty in DMH (to mirror UHND model) 

 Development of Specialist Frailty Units 

 Enhanced therapist input to critical care, front of house and base wards to support 
timely transfers/discharges 

4.2 Work is underway to recruit substantively to the initiatives.  

4.3 The ‘Talk Before You Walk’ Initiative was launched on 19th October and it is anticipated this 

will reduce ED attendances and encourage use of alternative services, including a redirection 

of patients who attend ED to those services.  

5. Delivering Regulatory and Contractual Requirements 

5.1 There is a clear expectation that trusts are required to plan to balance service provision: 

 Respond to COVID in a more complex environment; 

 Maintain non-COVID services as far as possible to minimise harm, including 
maintaining urgent planned work and cancer treatments; 

 Manage the risk associated with waits for diagnostic and outpatient services; 

 Securing access to primary care, mental health and community support; and 

 Support for staff and their welfare given the continuing pressures they face some 8 
months into the pandemic. 

5.2 The Trust’s plan entering the winter period aims to address all expectations. The Trust is also 

going into Winter with a much stronger performance base than in the previous winter, with 

reduced lengths of stays, fewer patients waiting over 7 and 21 days, reduced number of 

ambulance waits and A&E Type 1 performance 80-90%. 
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5.3 The Flu vaccination programme has commenced and the Trust is already ahead of last year’s 

position in relation to the uptake of the flu vaccination.  

6. Supporting the workforce  

6.1 During Wave 1 of the pandemic a number of initiatives were put in place that remain and will 

continue throughout winter, and form part of the Trust’s overall Health and Well-being 

Strategy. This includes investment in psychological support to staff and the creation of the 

Wellbeing Hub to support and encourage self-help and to provide tools, interventions and 

advice to staff. 

6.2 The winter/ covid surge plan is to be more widely communicated through the Trust’s range of 

media channels.  

7. Plan risk assessment 

7.1 The risks associated with winter pressure period are amplified this year with COVID. The key 

risks are summarised below.  

Risk Strategic Aim 
affected 

Current mitigation 

Demand growth (COVID 
or Non-COVID) locally 
and/or regionally 

 

Local outbreaks 
(community or in-
hospital) 

 

Loss of bed capacity due 
to flu/COVID/ other that 
is needed to maintain 
effective patient flow 

Best outcomes: 
Patient safety 

 

Best efficiency: 
Meeting demand 

Actively tracking of demand to pre-empt pressure 

Bed escalation plan  

Daily Tactical Cell in place 

Clinical Gold Command Structure 

Utilisation of surgical capacity would be a last 
resort in extremis 

OPEL Framework 

Major incident –emergency planning 

Nightingale hospital state of readiness 

Risk of insufficient 
staffing /staff burnout 
during the winter 
pressures and increased 
staff absence due to 
work 
pressures/flu/COVID.  

Best outcomes: 
Patient safety 

 

Best efficiency: 
Meeting demand  

 

Best employer 

Rolling recruitment of Nursing Qualified Workforce 
throughout the year and International Recruitment 

Daily assessment of safe staffing and prospective 
view of staffing.  

Health and Wellbeing support 

Flu vaccination programme. 

Workforce escalation plans (medical, nursing and 
AHPs) linked to prioritised service de-escalation 
plan.  

Increased costs of 
providing capacity  

Best efficiency: 
Delivering 
financial balance 

COVID contingency 

Phase recruitment of key initiatives  

System pressure not 
managed, leading to 
increased diverts, care 
home failure, limited 
mutual aid, reduced 
transport to support 
discharge, risk of 
overcrowding in ED and 
increased ambulance 

Best outcomes: 
Patient safety 

 

Best efficiency: 
Meeting demand  

LADB collaboration 

Regional surge management team in place to 
support with regional pressures.  

Development of Central ICP escalation framework. 

Established Critical Care Network 

Procurement of block contract beds in care homes  

Transport IPC guidance reduced to 1m (from 2m) 

Ite
m

 4
 A

pp
 a

 -
 W

in
te

r 
P

la
n

A
ss

ur
an

ce
s 

R
ep

or
t (

O
ct

Page 32 of 259



6 

 

handover delays, A&E 4 
hour wait breaches. 

Nightingale Hospital state of readiness 

Risk of non-delivery of 
COVID Response Phase 3 
requirements 

Best outcomes: 
Contractual 
obligations 

National 
expectations 

Every effort has been made to ensure that the 
Trust has the physical and staffing resources to 
deliver high levels of the national 4hour standard 
and local ambulance handover targets, as well as 
maintain elective care.  

Ongoing monitoring and balancing of priorities. 

Stand down of services 
leading to further patient 
delays and increasing 
backlogs  

Best outcomes: 
Patient safety 

 

Best efficiency: 
Meeting demand  

Prioritised de-escalation of services plan to 
minimise service disruption and protect cancer and 
urgent care. 

8. Monitoring of winter plan performance 

8.1 Regional system oversight will be provided by NHS E&I and the regional surge team (NECS). 

They will undertake a daily performance function and manage all regional correspondence.   

8.2 The LADB will maintain local system oversight. LADB is currently meeting three times each 

week in response to the COVID 2nd wave. 

8.3 A Central ICP escalation framework is currently being developed with South Tyneside and 

Sunderland LADB.  

8.4 The Operational Delivery Group, a new group established to oversee the delivery of the Reset 

Programme, will monitor performance and recovery, reporting into Gold Command. 

8.5 Quality and safety will be monitored through established Trust governance routes.  

9. Conclusion 

9.1 CDDFT, whilst being in a strong position going into winter, deploying nurses through 

international recruitment and plans to increase acute beds through the Frailty Specialist Units 

and having other key initiatives commence such as enhanced SDEC, the risks still remain 

significant due to the unknown impact of COVID in this 2nd wave.  

9.2 Internal processes are considered to be robust, as is the collaboration amongst LADB partners 

to respond as a system to any pressure faced.  

9.3 The Trust’s plan has been shared and supported via the LADB and is included the LADB System 

Summary Plan (attached at Appendix 1). 

10. Recommendation  

10.1 The Board of Directors is asked to accept this winter plan for 2020-21. 

 

Nichola Kenny, Director of Performance 
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CDD LADB  

System Winter Plan 2020/21 Summary 

 

Purpose of the Report 

1 The purpose of this report is to update members of the Trust’s Integrated Care and 
Quality Committee on the System’s Winter Plan 2020/21. 

Executive summary 

2 Over the last few month’s members of County Durham and Darlington LADB have 
been working on compiling the System Winter Plan for 2020/21. 

3 The plan is based on each organisation’s recovery and reset plans following the first 
wave of COVID-19, which take into account the need to continue with the full 
restoration of services, whilst managing winter pressures and the risks of a second 
COVID surge and/or local outbreaks.   

4 The plan contains a combination of mitigations to be able to continue to provide safe 
levels of service provision against the plan risks which are amplified this year by 
COVID.  

5 There are tried and tested internal processes in place across all partner 
organisations to keep the position throughout winter under review on a daily and 
weekly basis, with clear routes of escalation to the LADB to be able to rapidly take 
action to address any exceptional circumstances or issues that may arise.  LADB is 
currently meeting three times each week given the escalation of a second wave of 
COVID surge. 

6 Work is still ongoing to develop further mitigations and mutual aid responses across 
the ICP and ICS footprints, working with NHS England and the North East 
Commissioning Support Unit. 

7 The plan is in draft and due for final approval at LADB on 16 October 2020. 

Recommendation(s) 

8 Members of the Committee are recommended to: 

(a) Receive the plan for assurance that a System Winter Plan has been put in 
place to protect services over the winter period and that there is robust daily 
oversight. 

(b) To note the increased levels of risk in relation to the winter period, given the 
combination of winter pressures and COVID. 

(c) To note that work is still ongoing to agree mutual aid responses across the 
North East and Cumbria Integrated Care System (ICS).  

Background 

9 The System’s Winter Plan is refreshed every year, building on learning from previous 
years and taking into account new requirements, services, developments and 
opportunities.  
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10 This year’s refresh has been quite different, having to take account of COVID-19 and 
the requirement to put in additional plans and mitigations to protect the system from 
both winter, and the ongoing pandemic.  

11 All organisations, following the first wave of the pandemic, have incorporated winter 
into their reset programmes.  

12 A number of system wide planning sessions across County Durham and Darlington, 
and the rest of the North East region, has brought those plans together and partners 
have jointly addressed identified risks and gaps in the overall plan.  

13 There is now a system wide plan in place, and work is ongoing to develop mutual aid 
responses at ICP and ICS levels. 

Key objectives 

14 The objectives of the winter plan aim to: 

 Ensure the system is able to effectively respond to winter and COVID-19 
pressures.  

 Optimise all available system capacity, enhancing community service and 
primary care provision and care home support. 

 Maintain the highest standards of patient safety and patient experience. 

 Sustain high levels of performance in Urgent and Emergency Care Services, 
similar to those that have been experienced during the Pandemic ie >90% of 
patients seen within 4 hours. 

 Implement the Hospital Discharge Service Policy (new guidance from September 
2020). 

 Minimise ambulance handover delays. 

 Enhance mental health support for patients and local populations. 

 Protect elective care as far as possible given the accumulation of appointment 
delays and high number of patients waiting for their operation following COVID-
19 wave 1.  

 Continue to provide essential support to all key workers.  

 Promote and ensure high levels of uptake of the Influenza vaccination.  

 Maintain COVID-19 testing capacity. 

Summary of plans 

15 There are a number of initiatives as part of the plan that will help manage and 
mitigate anticipated system pressure over the next six months. 

 Optimising capacity 

– Ongoing offering of extended access in primary care 

– ‘Hot clinics’ ready to be stepped up if required. These are for any 
symptomatic patient presenting /relating to COVID-19 care to enable other 
sites to continue to see routine patients. 
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– Launch of Talk Before You Walk (TBYW) on 19 October 2020, encouraging 
patients to contact NHS 111 to be directed to the most appropriate service 
which may not be the Emergency Departments.  

– Community extended services. 

– Additional re-ablement packages. 

– Rapid response domiciliary care. 

– Development of the Care Home Capacity Tracker providing good visibility of 
capacity and pressure, with daily check in calls with all homes.  

– Additional G&A beds to cope with increased demand, and to allow a 
sustained protection of elective beds.  

There is an expectation that systems put plans in place throughout winter to 
continue the restoration of all services, including the elective care position, 
as set in the Phase 3 Planning Guidance issued by NHSEI.  

The Independent Sector in the region continues to contribute to this 
programme of work, dedicating outpatient and operating capacity to the NHS 
until end March 2021, but to be funded locally from January 2021. 

– Enhanced provision of Same Day Emergency Care (SDEC). 

– Step up plan for additional crisis or liaison capacity. 

 Optimising uptake of flu vaccination. 

 A Task and Finish Group is up and running to roll out the latest discharge 
practice guidance, aiming to avoid any delays to patients being transferred to 
their next destination regardless of where that is.  

 There is a myriad of support packages and services in place 

– 24/7 mental health support line 

– The development of a standard, regional self-monitoring tool for wellbeing 
for use across our whole population. The aim will be to normalise responses 
and match care and treatment, when required, with the appropriate level of 
need. 

– Cancer Services Helpline established during wave 1, which can be 
increased if needed. 

– Various employee resilience and support programmes such as provision of 
psychological support to staff, creation of a Wellbeing Hub to support and 
encourage self-help and to provide tools, interventions and advice to staff, 
through staff reviews and appraisal processes all staff receive a wellbeing 
conversation. 

16 The plan has been developed in the context of being able to continue to safely 
provide optimum levels of elective care and diagnostic activity in line with NHSEI 
Phase 3 Planning guidance and in support of recovery.  

17 It has also been essential to plan in parallel a range of actions in response to the 
pandemic across all sectors, such as: 

 access to appropriate levels of PPE, equipment and other consumables 

 increased isolation capacity within Critical Care 
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 embedding of new processes, such as segmented management of patients 
based on clinical risk and priorities.  

18 Durham and Darlington Local Resilience Forum (LRF) continues to be integral to 
winter/COVID Pandemic planning, and tracking and forecasting activity. 

COVID planning 

19 Specifically in relation to the ongoing management of the COVID incident a number 
of actions were initiated/ put in place during Wave 1. These will remain and include: 

20 A number of regional developments were put in place during the first wave, including: 

 The stepping up of the well-established regional Critical Care Network to provide 
daily intelligence and hold regional oversight to ensure there was sufficient 
capacity to cope with demand.  

 The Nightingale Hospital was also established during Wave 1, situated in 
Sunderland, with a Managing Director appointed. The facility is readily available 
should demand require it, subject to deployment of a workforce and collective 
agreement by Chief Executives. 

21 More recently the Lighthouse Lab is being developed to support increased testing 
capacity for the region.  

Main implications 

22 The plan has been developed on the basis that winter pressures are likely to be 
amplified this year, presenting a higher level of risk than in previous years. The key 
risks include: 

 Increased levels of staff absence, due to COVID, Test and Trace, seasonal flu 
and the pressures of work, directly impacting on all health and social care 
service provision. 

 2nd and 3rd Waves of COVID driving up demand above anticipated levels, directly 
impacting on emergency and urgent care performance and the elective care 
programme.  

 Increased incidence of mental health arising from the impact of COVID and 
lockdown.  

 Reduced capacity in care homes, care sector due to COVID. 

 Reduced transport capacity due to social distancing to support hospital 
discharging.  

 Reduced bed capacity due to: 

– the requirement to safely isolate and cohort patients presenting with 
infectious diseases including COVID, Norovirus, VRE, which results in the 
temporary closure beds.  

– long turn-around times to obtain COVID test results to support the transfer of 
patients from assessment areas to a relevant base wards/ cubicles. A High 
Flow Analyser is actively being sourced. 

23 The plan aims to mitigate the risks described and should any of these materialise at 
unprecedented levels, escalation will firstly be made to the Local A&E Deliver Board 
(LADB) and then subsequently to the Central/ South ICP to secure additional actions 
and mutual aid. 
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11 

 

24 Regional system oversight as in previous years will be provided by NHSEI and the 
regional surge team (NECS) operating as a triumvirate in a single virtual winter room. 
They will undertake a daily performance function and manage all regional 
correspondence. The LADB will maintain local system oversight and the LRF will 
continue to remain an integral partner in the ongoing incident response.  

Conclusion 

25 The most optimal plan has been developed using the physical and workforce 
resources that are available to ensure as safe as a provision of services as possible 
throughout the winter period. The system’s full plan has been shared in draft at the 
LADB and is due for final approval in October.  

26 Whilst the plan puts the system in a strong a position as possible to cope, it is 
unknown how COVID demand will impact, and this remains the sole significant risk to 
the overall plan.   

27 Internal processes are in place across all partner organisation on a daily and weekly 
basis to keep the position throughout winter under review and for action to be taken 
in a timely manner to address any exceptional circumstances or issues that may 
arise.   

28 It will remain the responsibility of the LADB to keep appropriate levels of oversight of 
the system and if necessary activate appropriate escalation to respond to 
circumstances beyond the capacity of the local system to deal with.  

 

Author 

Nichola Kenny, Director of Performance, CDDFT on behalf of County Durham and 

Darlington LADB 

Ite
m

 4
 A

pp
 a

 -
 W

in
te

r 
P

la
n

A
ss

ur
an

ce
s 

R
ep

or
t (

O
ct

Page 38 of 259



CQC Update to Trust Board (November 2020)      1 

Trust Board – November 2020 

Item 4b – 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 update the Board on the latest position with respect to CQC Insights  and the 

CQC inspection action plan 

Reporting on CQC Insights aims to provide assurance that the Trust understands, 

or is undertaking investigations to understand, the reasons for any adverse 

indicators, and is both taking appropriate action and considering those indicators 

as part of its overall evaluation of its principal quality objectives in assurance 

reports and the Board Assurance Framework. 

Board members’ attention is drawn to the limitations regarding CQC Insights in 

Section 1 on page 3. 

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

The general profile of CQC Insights indicators shows no 

statistically significant change from the last report, with 92% of 

indicators remaining at ‘about the same’ or ‘better/ much better’. 

Five indicators have improved since the last report. 

3 

 There are 12 indicators rated ‘better’ and 2 indicators ‘much 

better’ than others.  

3 and 5 
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 Three out of nine Must Do Actions are complete with two more, 

relating to pain assessments, substantially completed and 

expected to be implemented (except for auditing of compliance) 

in November. 

15 and 10 

(MD4 and 

MD5) 

 15 out of 23 ‘Should Do’ actions have been closed. 15 and 16 

Key issues and 

actions within this 

report  

 

Issue and actions Page 

Some 10 indicators have shown a relative deterioration in the 

period, five of which have been downgraded to ‘worse’ than peers.  

4 and 6 

 There are 17 indicators which are rated ‘worse’ or ‘much worse’ 

than peers; however, a number of these have been fully 

investigated with no substantive issues identified, all but two have 

ongoing action plans and the remaining two indicators are the 

subject of investigation. 

 

4,6 and 8 

 There remains further work to be done with respect to Must Do 

actions on training, A&E department staffing and access to 

Paediatric staffing in A&E 

 

10 and 11 

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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SECTION 1 - CQC Update and Insights Reports 

(July 2020 – October 2020) 

 

1. Introduction and Health Warnings 

This report has been prepared to inform the Board of the trend in indicators in CQC Insights publications, 
and to provide assurance that the Trust understands and has evaluated the reasons for any ‘worse’ or ‘much 
worse’ indicators as part of its overall assurance reporting and framework, or has work in progress to do so. 

CQC’s Insights publication is used to provide inspectors with prompts for further enquiry. It does not provide 
a reliable indicator of the quality of an organisation’s services and care and CQC would not contend that it 
does so. As part of the consultation process on their new regulatory process, recently commenced, they have 
acknowledged that it is subject to data limitations and requires further enquiry with providers in order to gain 
an accurate understanding of the situation. CQC are considering the best way to develop the tool and to use 
it in dialogue with providers and in conjunction with provider’s own information systems. Accordingly, the 
Trust uses CQC Insights to prompt internal reviews of indicators as part of its overall assurance processes. 
It is not appropriate to use CQC Insights to draw overall conclusions on quality.  

Particular dangers in relying on CQC Insights to form an overall view of quality are: 

a) The data underlying certain indicators is not regularly refreshed where, for example, it comes from 
national clinical audits or surveys, even after those audits or surveys are repeated and are known, 
internally, to have produced much better or worse results.  

b) The parameters for certain indicators are susceptible to very small increases in numbers in some 
areas (see the commentary on the indicator for 62 day waits for cancer referrals from screening 
centres) and also to specific circumstances which they could not envisage; for example, Board 
members may recall that the Trust was rated Much Worse for turnover of certain types of staff resulting 
firstly from the establishment of an Operated Healthcare Facility in SCL, and secondly, due to the 
TUPE transfer of staff to Harrogate following the loss of the former 0-19 services contract.  

The Trust is implementing a software tool and a quality dashboard – which will be known as CQC Quality 
Insights – with roll out from December 2020. The data in this system will be only one much out of date and 
much more current than CQC’s publication.  

This report has therefore been written to provide the Board with assurance that we are following up any 
adverse indicators, as part of our assurance processes, to understand where there are legitimate issues and 
to then agree actions to address them.  

 

2.  Headline Trends 

In summary, the number of positive (Better and Much Better) indicators is 14, and the number of adverse 
(Worse or Much Worse) 17. Six indicators have improved their relative ranking and 10 have seen it reduce. 
However, the general profile of the indicators is largely unchanged as shown below.  

 July 2020  
(last reported 

dataset) 

September 
2020 

October 2020 

Much Better 3 2 2 

Better 14 12 12 

About the same 172 173 170 

Worse 14 13 14 

Much worse 3 3 3 

Percentage ‘About the Same’ or above  92% 92% 92% 

 
 
 

Ite
m

 4
b 

- 
C

Q
C

 U
pd

at
e 

to
B

oa
rd

 N
ov

em
be

r 
20

20

Page 41 of 259



CQC Update to Trust Board (November 2020)      4 

3.  Analysis of Movement since last Dataset 

3.1 Improved rankings 

There are 6 indicators with improved rankings since the last dataset of which 1 is ranked ‘Better’ than others, 
and 5 now ranked ‘About the Same’. 

Indicators improving to Better or Much Better since last dataset (July 2020) - 1 

Indicator Previous Current 

Patients waiting over 6 weeks for diagnostic test (%) About the same Better 

 
Indicators improving to ‘About the Same’ from worse or much worse – 5 

Indicator Previous Current 

In-hospital mortality: Pneumonia 
Worse About the same 

Quality of care 
Worse About the same 

Safety Culture 
Worse About the same 

Staff Engagement 
Worse About the same 

MRSA bacteraemia alert in three months? Much worse About the same 

 

3.2 Rankings which have reduced compared to others 

There are 10 indicators showing a worse ranking of which 5 are now ranked worse or much worse. The Board 
(and the Integrated Quality and Assurance Committee) has already received detailed reports on these trends 
and the work undertaken, in Mortality Reports, Patient Safety and Experience Reports / Infection Control 
reports and the Board Assurance Framework. This provides evidence that the issues are being interrogated 
and acted upon as part of the Trust’s assurance arrangements and considered – as part of the BAF – in 
assessing principal objectives relating to quality.  

The remaining 2 indicators are ranked ‘About the Same’ and ‘Better’. 

Indicators deteriorating to ‘Worse or Much Worse’ since last dataset (July 2020) – 5 

Indicator Previous Current Comment 

Summary Hospital-level Mortality 
Indicator (SHMI) 

About 
the same 

Much 
Worse 

As advised to the Board previously the SHMI 
indicator had increased beyond the higher 
statistical tolerance limit and this is reflected in 
the date used by CQC. Subsequently, the 
indicator has reduced to just within the 
tolerance limit. IQAC and the Board have been 
briefed extensively on the work being 
undertaken to investigate deaths in low risk 
diagnosis groups and to support clinical staff in 
improving the recording of comorbidities.  

A third party review by the North East Quality 
Observatory using high-level data validated 
the Trust’s internal view that there appears to 
be no underlying issue and that the SHMI 
indicator could be influenced by a lack of depth 
in coding because not all comorbidities are 
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Indicator Previous Current Comment 

being captured in clinical notes. Reviews of all 
deaths in low risk diagnosis groups from 
January to March 2020, and deaths coded to 
acute bronchitis, are however, being reviewed 
to test this hypothesis. All issues, whether 
relating to recording of comorbidities, or the 
quality of care, will be followed up. Clinical 
Leads are being recruited to provide education 
on recording of comorbidities to colleagues on 
each of the Trust’s main acute sites.  

Cancer - First treatment in 62 

days of urgent national 

screening referral (%) 

About 
the same 

Worse This indicator is susceptible to variation 
because of the small number of patients 
referred to the Trust from screening centres 
and the impact of patient choice. One patient 
deferring an appointment can have a 
significant impact on the Trust’s performance. 
The Board has been briefed on pressures on 
cancer services particularly from backlogs in 
endoscopy and pressures on breast cancer 
services, both of which are now improving.  

Safe Environment - Violence 
About 
the same 

Worse This indicator is based on the NHS Staff 
Survey 2019, where the Trust’s rating for 
mitigating the risk of violence to staff from 
patients and visitors scored lower than peers. 
The Board has been briefed on the Violence 
and Aggression Reduction Programme in 
place within the Trust since August 2020 
(shortly before the survey was completed), 
which has involved strengthening of joint work 
with the policy, management of difficult 
individuals, use of warning letters and 
development of clinical management plans for 
patients prone to violence due to drug or 
alcohol dependency and related issues. This is 
an ongoing programme of work, impacted by 
the Covid-19 pandemic to some extent, which 
is currently being reinvigorated following a 
review of the violence and aggression 
reduction policy.  

Sick days for nursing and 

midwifery staff (%) 
About 
the same 

Worse The change in this indicator has been referred 
to the Director of Workforce and OD for further 
investigation. The Board was briefed on the 
increasing trend in sickness absence (across 
all staff groups) to February 2020, in the 
Workforce Performance review at that time 
and there has been some impact from Covid-
19 and shielding in the CQC Insights data 
period (12 months to June 2020). 

Sick days due to back problems 

(%) 
About 
the same 

Worse The change in this indicator has been referred 
to the Director of Workforce and OD for further 
investigation. The Board has been advised, in 
previous workforce reports, that MSK 
(including back) problems were the second 
highest cause of sickness absence and of the 

Ite
m

 4
b 

- 
C

Q
C

 U
pd

at
e 

to
B

oa
rd

 N
ov

em
be

r 
20

20

Page 43 of 259



CQC Update to Trust Board (November 2020)      6 

Indicator Previous Current Comment 

support services – including access to 
physiotherapy – in place for staff.  

 

Indicators with slight deterioration to ‘About the Same’ (or from ‘Much Better’ to ‘Better’) since last 
dataset (July 2020) – 5 

Indicator Previous Current Comment 

Sick days for medical and dental 
staff-[set target 3.5%] (%) 

Much 
Better 

Better No cause for concern, but a reduction in the 
Trust’s relative, positive position 

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

Better About 
the same 

No cause for concern, but a reduction in the 
Trust’s relative position 

Crude proportion of high risk 
cases with consultant surgeon 
and anaesthetist in theatre – 
UHND (emergency laparotomy) 

Better  About 
the same 

No cause for concern, but a reduction in the 
Trust’s relative position 

Crude proportion of high risk 
cases with consultant surgeon 
and anaesthetist in theatre – 
DMH (emergency laparotomy) 

Better  About 
the same 

No cause for concern, but a reduction in the 
Trust’s relative position 

Crude proportion of patients with 
perioperative medical 
assessment – national hip 
fracture database – UHND 

Better  About 
the same 

No cause for concern, but a reduction in the 
Trust’s relative position 

 

4.  Other indicators ranked above or below the mode 

4.1  Better or Much Better 

There are 14 indicators ranked ‘Better’ or ‘Much Better’ comprising the 2 indicators in section 3.1 and 3.2 and 
the following 12 indicators, which have not moved in the period. 

Indicator Rating 

Ratio of consultant to non-consultant doctors Better 

Stabilised and risk-adjusted extended perinatal mortality rate (per 1,000 births) Better 

Emergency readmissions: Acute myocardial infarction Better 

SSNAP Domain 2: overall team-centred rating score for key stroke unit indicator Better 

Risk-adjusted visual acuity loss Better 

Risk-adjusted posterior capsule rupture rate Better 

Information or explanations given after birth Better 

Patients spending less than 4 hours in type 3 A&E, including MIUs (%) Much better 
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Crude overall hospital length of stay Better 

Ratio of delayed transfers and number of occupied beds Much better 

Stability of non clinical staff Better 

Equality, diversity & inclusion Better 

 

4.2  Worse or Much Worse 

There are 17 indicators ranked worse or much worse, being the 5 in sections 3.2 and the 12 indicators set 
out, with explanations, below. We have used a colour-coded key as follows: 

 Subsequent evidence has demonstrated an improved position and we expect future 
publications to show improved rankings 

 The indicator has a valid explanation, scrutinised by the Clinical Effectiveness 
Committee and IQAC, and reported to the Board previously, but the pure calculation 
performed by CQC will not change hence the ranking may remain. 

 Investigation is on-going / actions taken but outcomes awaited. These are either 
service specific indicators or included in the BAF with respect to the overall work 
programme on mortality.   

 It is acknowledged that this area requires further improvement and work is taking 
place as outlined to effect that improvement. This is already reflected in the BAF 
under the Right Skills / Engagement objective.  

 

Indicator Current Comment 

MRSA bacteraemia 
(trust-apportioned) 

Worse 
Six MRSA cases were reported in 2019/20 with the last case 
reported in January 2020.  One case has been reported in the 
year to date, demonstrating an improvement. 

Maternity outlier alert: 

Neonatal readmissions 
Worse 

This alert was responded to in August 2019 with an 
acknowledgment reviewed from the CQC in November 2019.  An 
action plan is in place, but the alert remains on CQC’s system 
until they carry out follow up work to close it. The commentary in 
the report notes that the action plan requires follow up by CQC 
inspectors.  

Mortality outlier alert: 
Acute bronchitis 

Worse This alert has been subsequently responded to and closed. The 
commentary in the Insights report acknowledges that the 
outstanding point is follow up by the CQC inspection team.  

Emergency 
readmissions: Fluid and 
electrolyte disorders 

Much 
worse 

The patient cohort has been reviewed, there are two patients 
known to the service, these account for 13% of the re-admissions 
identified.  The Care Group Director is reviewing another nine 
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Indicator Current Comment 

cases that have had two or more re-admissions to determine if 
there were any lapses in care. 

Case mix adjusted 

percentage of patients 

with Non Small Cell Lung 

Cancer (NSCLC) 

receiving surgery (%) 

Worse 

The Clinical Lead had reviewed all cases where, based on the 
stage of disease progression and patient performance data, 
resection might have been considered the best option, but was not 
undertaken. In the clear majority of cases, there was evidence that 
surgery had been rejected in favour of alternative treatments (such 
as curative radiotherapy) for sound clinical reasons such as patient 
comorbidities, risks due to complexity of surgery (proximity to major 
structures) or as a result of patient choice.  The Clinical Lead 
argued that curative radiotherapy had advanced to the point where 
clinical outcomes were very close to those for surgery. The Trust 
treats 86.5% of patients with radical treatments, which are 
considered best practice and comprise radiotherapy and surgery, 
compared to 80% nationally. 

Mortality outlier alert: 

Acute bronchitis 
Worse This is linked to the mortality indicators outlined in Section 3.2 and 

covered by the work outlined there. 

Crude proportion of 

patients having 

perioperative medical 

assessment (%) 

Worse 

The Care of the Elderly Physician is now providing extra hours of 
cover, and there was a further appointment in September 2019.  
Therefore the service is no longer reliant on single member of 
staff and would expect to see improvement in perioperative 
assessment figures 

 

Crude proportion of 

cases with pre-operative 

documentation of risk of 

death - DMH 

Worse 

A dedicated Laparotomy booking form has been introduced on 
both sites which includes a risk score to encourage completion 
and recording. In addition, there is a NELA risk app available for 
clinicians to use. 
 
There appears to be an anomaly in the latest report, in that the 
percentage of cases for DMH is 78.1% compared to the national 
average of 77.3% (evidencing the expected improvement) and the 
percentage for UHND is 79.1% against the same 77.3% national 
average, yet both sites continued to be reported as ‘worse’ than 
others. 

 

Crude proportion of 

cases with pre-operative 

documentation of risk of 

death - UHND 

Worse 

Deaths in Low-Risk 

Diagnosis Groups 

Much 

Worse 
As per the commentary on the SHMI indicator noted above.  

Crude proportion of 

highest-risk cases (>10% 

predicted mortality) 

admitted to critical care 

post-operatively  

Worse 

This indicator uses data to November 2018 and is slightly below 
the national average (72% against 77.5%). The Surgery Care 
Group put in place actions to improve access to critical care; 
however, there can be challenges in maintaining this in times of 
pressure. All decisions are made by clinicians based on an 
assessment of clinical need, however.  

Quality of appraisals Worse 

This indicator is taken from the NHS Staff Survey 2018. Since the 
survey, the Trust has undertaken an audit of the quality of 
appraisals and embedded the new appraisal framework. The 2019 
survey suggested that further work was required in this area, 
however. 
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5.  Evaluation 

As outlined in Section 1, drawing conclusions on the overall level of quality in the Trust based on CQC Insights 
is not reliable. At the headline level, there is no significant change in the profile since the date of the CQC 
inspection.  

This paper has demonstrated, that the Trust understands, or is undertaking investigations to better 
understand adverse indicators and – where these are confirmed – both taking action and reflecting the impact 
of the indicators within the assessment the principal objectives relating to quality within its Board Assurance 
Framework.  
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SECTION 2: CQC Inspection Action Plan – November 2020 
 
ONGOING ACTIONS 
 
Must Do 

 Action Update 

 

Responsible 

MD2 The trust must ensure that adequate numbers 

of staff receive training for MCA and DoLs. 

Regulation 12 

Two care groups were non- compliant at the year end, Family Health (58%), 

Surgery (61%).  

Overall medical and dental staff group were non-compliant at 54% 

See MD8 below – in addition the Policy Lead (ADN Safeguarding) will need to 

monitor the position for separate Care Groups and staff groups  

The reporting process is being adapted to report additional training monthly and 

to report by staff group as well as specialty / care group. The monitoring process 

for training will require a multi-layered approach, with Care Groups overseeing 

compliance by staff group and specialty, with corporate teams providing 

professional management support where necessary.  There will also need to be 

higher-level monitoring through a Trust-level governance forum. Workforce are 

taking this work forwards with support from ARC. 

Shane Longden, 

Paul Frank 

Jeremy Cundall 

Malcolm Thompson 

 

Morven Smith / 

Emma Carter 

MD4 The service must ensure systems and 

processes to safely prescribe, administer, 

record and store medicines are consistently 

used. Regulation 12 (1)(2)   ( Records of pain 

assessments and re-assessments were not 

consistently completed) 

There is ongoing work to embed compliance. 

Nervecentre has been amended so that pain scale is now 0-10 instead of 0-3.  

The pain assessment is being amended to use the Abbey pain scale for those 

patients that are not able to clearly articulate their needs.  The Acute Intervention 

team and palliative care team will provide targeted education and awareness 

raising once the changes are made. The aim is for the functionality to be tested 

and deployed in live from mid-November. 

Audit plan to be developed to audit compliance with evaluation of care plans and 

planned to be rolled out in Q4.  

 

Lisa Ward 

 

 

 

Emma Carter 

MD5 The service must ensure pain care 

assessments and plans are completed 

consistently in all patient records. Regulation 

12 (1)(2) 
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 Action Update 

 

Responsible 

MD6 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 

The Trust continues to pursue a wide range of initiatives to strengthen medical 

staffing including: international recruitment; use of specialist agencies; using the 

CESR training scheme to develop our own consultants and development of 

advanced nursing practitioner roles. A number of posts are presently out to 

advert. The business case for additional staffing being worked up through 

Executives and Operational Reset has defined staffing needs and recruitment 

programmes will be aligned to them. 

At DMH, the Paediatric Assessment Unit is still operating on Ward 21 separate 

from the A&E Department; however cross Care Group teamwork is much 

improved. There is an intention to merge the two functions, front of house, once 

the new build is complete (estimated April 2021). Staffing plans are to be 

developed to enable the front of house unit be open for a minimum of 12 hours 

per day.  

At UHND, the Paediatric Assessment Area is staffed for 12 hours per day and 

work is being undertaken between the Care Group and the Director of Nursing to 

seek to extend the opening hours.  

Kerry Dawson 

 

 

 

 

Jayne McClelland / 

Anne Holt 

MD7 The department must work to improve medical 

staffing and paediatric nurse staffing. 

Regulation 18 

 

As above 

MD8 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)© 

Mandatory training - Although met at trust level this was not met for all courses, 

at care group level or staff group level. 

The exceptions were  

Courses 

Fire Safety (93.61) 
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 Action Update 

 

Responsible 

Infection Prevention Control (94.77) 

Hand Hygiene (91.02) 

Care groups 

Family Health (93.39) 

Integrated Medical Specialties (92.89) 

Medical Director (90.66) 

Surgery  (94.69) 

Staff Groups 

Additional clinical services (94.84) 

Estates and ancillary (89.81) 

Medical and dental (88.18) 

Nursing and midwifery (94.82) 

The plans outlined for Action MD1 above will enable Care Groups to monitor and 

manage compliance with additional and mandatory training by staff group and 

specialty.  

 

 

 

Paul Frank 

Wendy Quinn 

Jeremy Cundall 

Shane Longden 

 

 

 

Jeremy Cundall 

Noel Scanlon 
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Should do Actions 

Ref Action  Update Responsible 

SD3 

Work with care groups to embed the vision 
and strategy and make this meaningful for 
staff in frontline roles across the trust. 

COVID-19 has impacted on the revision to Trust strategy and further work will be 
required in this area. 

On hold until 
return to 
business as 
normal 

SD6 

Communicate the financial position more 
clearly with staff to aid understanding of 
pressures 

Information was included in SHMODS and weekly bulletin prior to COVID-19 but 
Needs to be revisited following a resumption of more usual financial planning and 
performance monitoring following the COVID-19 pandemic 

On hold until 
return to 
business as 
normal 

SD8 

Continue to embed the patient experience 
strategy to more services in the trust and to 
wider patient groups. 

New arrangements in place but need to go further. Delayed due to COVID-19; 
however, there have also been some excellent surveys of patients views e.g. the 
"5 for 5" cancer patient surveys in the interim.  
 
The Associate Director of Nursing – Patient Experience and Safeguarding is 
developing plans to focus on a small number of key interventions over the 
remainder of 2020/21 which will be shared with the Board. 

Malcolm 
Thompson 

SD9 

Continue to embed the QI approach and 
develop senior sponsorship and oversight 
mechanisms. 

The QI training has now been reinstated although tailored to reflect social 
distancing requirements. The decision was made to stand down the recently 
reinstated series of new training dates for this year. The QI journey is continuing 
and the principles of the QI approach are continuing to be actively encouraged 
across a range of improvement initiatives.   An annual report is currently being 
developed in line with the approach adopted in 2019 along with an AGM 
presentation sharing where the QI journey has reached.  Additionally, a quarterly 
newsletter was in development prior to COVID that will now be reinstated that will 
seek to share a case study improvement project on each publication. 

On hold until 
return to 
business as 
normal  
 
Craig Holden 

SD11 

The trust should review the completion of 
fluid balance records, specifically in relation 
to patients receiving IV fluids 

AKI nurses are now in place and auditing has commenced as part of their work 
plan. Reporting through governance meetings is being developed and initial 
outcomes will be reported to the Clinical Effectiveness Committee in December 
2020. 
  

Lisa Ward 

SD12 

The service should continue to monitor and 
improve the data quality process and 
management surrounding medicines 
reconciliation and critical missed dose 
medications. 

Data quality issues have been fully resolved and medicines reconciliation is 
reported monthly in reports to Safety Committee. Improving management of 
medicines reconciliation. Current figures are artificially inflated currently due to 
significant falls in Surgical activity (see below).  A business case is required to 
increase service from 5 days and this will be taken to Executive Directors. 

Jamie Harris 
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Ref Action  Update Responsible 

 
Critical Missed Doses – a report has been partially developed but needs further 
work which has been delayed due to more pressing priorities for Health 
Informatics. 
 

SD13 

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. 

Partly complete - the reasons for data quality issues identified by CQC have been 
investigated and are understood. However, work has been impacted by the need 
to respond to the COVID-19 pandemic. The Associate Director of Operations for 
Surgery is to confirm completion of the work.  

Shane Longden 

SD20 

The department should ensure that plans to 
improve the experience for children 
attending the department are implemented 

This had been addressed through the Paediatric Assessment Area Model at 
UHND but needs review due to changes made for COVID-19 – further 
consideration is needed for out of hours provision as the current provision is only 
agreed for 12 hours. (see SD 20) 
 

Jayne 
McClelland / 
Anne Holt 

 
Closed 
 
The following section details the actions that have been closed either because the task has been fully completed or the enabling works have been completed 
and now required ongoing monitoring. 
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Must Do 

 Action Update 

 

Status 

MD1 The trust must ensure that all board member appointment checks are 

in line with the Fit and Proper Persons Requirement (FPPR). 

Regulation 5 

The Trust’s Fit and Proper Test Procedure has been amended and 

now covers all requirements. Previous gaps have been remediated.  

 

Closed 

MD3 The service must ensure syringe driver safety checks are completed 

in accordance with trust policy and national guidance. Regulation 12 

(1)(2) 

The policy has been reviewed, updated and republished and regular 

audits are taking place 

 

Closed – 

monitor 

MD9 Ensure consistent compliance for Oxygen prescribing with British 

Thoracic Society (BTS) recommendations 

We have introduced new functionality in our Electronic Prescription 

Management and Administration System, together with periodic 

audits, which have resulted in much improved compliance with the 

BTS recommendations. Audits are planned for later in the year to 

seek assurance of on-going compliance.  

Closed – 

monitor 

 
 
Should do 

Ref Action  Update Status 

SD1 
Continue to develop the board’s knowledge and oversight of risk to 
the organisation. 

Included the new approach to the BAF and key risk reviews with 
Executive Directors previously outlined to the Board 

Closed 

SD2 

Continue to improve compliance with role specific training targets 
and closely monitor this 

Partly complete - a review of role-specific training has been 
completed, with essential elements now realigned to the NHS Core 
Skills Framework and other elements classified as additional training, 
in line with the approach taken by other Trusts. Further evaluation of 
management and monitoring processes will be iterative, as the new 
approach embeds. 

Closed – 
monitor 

SD4 
Engage with staff to understand and resolve issues relating to 
demands wherever possible. 

This was related to a specific issue in one Care Group which has now 
been addressed. 

Closed 

SD5 
Develop the capacity and visibility of the FTSUG further across the 
trust. 

There is a quarterly review of the Guardian's capacity with no 
concerns being raised. The Trust had the highest increase in the 
Speaking Up index in its peer group in the NHS Staff Survey 2019 

Closed 

SD7 
Review the process of risk grading and consider if risks below and 
at tolerance are robustly scored. 

Included in the new approach to the BAF and key risk reviews with 
Executive Directors as outlined above. 

Closed 
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Ref Action  Update Status 

SD10 
The trust should ensure syringe driver training and competence is 
monitored at ward level. 

Competency has been added to ESR and being recorded.  Managers 
to ensure training levels are adequate 

Closed - 
monitor 

SD14 
The service should continue to monitor and improve the data 
quality surrounding referral to treatment times for ophthalmology 
patients 

Weekly monitoring is in place for Referral to Treatment times. The 
Board is well-versed on the challenges experienced pre-COVID and 
as services are restarted. 

Closed - 
monitor 

SD15 
The service should ensure that the process surrounding obtaining 
patient consent for the storage of contemporaneous records at the 
patient’s bedside is robust 

The new policy is now fully rolled out and audits of compliance are 
included in the clinical audit programme.  

Closed –
monitor 

SD16 
The service should ensure pain care assessments and plans are 
completed consistently in all patient records as per the trust policy 

As per MD 7 & 8 

SD17 
The service should ensure that there are dedicated paediatric 
trained nurses in the recovery area which is best practice where 
children are being nursed. 

This has been addressed - the Trust's policy is compliant with 
national guidelines and has been reaffirmed following the CQC visit. 
Local audits - to ensure continued compliance will take place.  

Closed 

SD18 
The department should review signage for patient’s attending the 
‘see and treat’ area. 

Signage has been reviewed and changed Closed 

SD19 
The department should consider a more robust system for 
evidencing daily checks of resuscitation equipment. 

The system used in the department is the trust standard Closed 

SD21 
The department should ensure MCA training is attended to 
improve training compliance for nursing and medical staff. 

The Trust met the training targets for MCA training for 2020/21.  Closed – 
monitor 

SD22 
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. 

This is subject to ongoing work with improved performance (over 
95%) from April to July 2020.  

Closed – 
monitor 

SD23 
The department should ensure regular governance meetings are 
taking place. 

Governance meetings were reinstated on a bi-monthly basis prior to 
the COVID-19 pandemic response. 

Closed 

 

 

 

Warren Edge / Emma Carter 
16th November 2020 
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APPENDIX 1 – DETAILED TRACKING OF INSIGHTS INDICATORS  
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1 

Trust Board – 25th November 2020 

Item 4c – Board Assurance Framework (Sustainability Objective) 

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 shared the draft update to the BAF Sustainability Objective to the Board for 

comment, as agreed at the Board meeting held on 30th September 2020. 

Positive 

performance / 

developments 

within this report   

 

The Sustainability Group has identified long-term objectives to 

support carbon neutrality by 2040, for those areas under the Trust’s 

direct control and 2045, for those areas which the Trust can only 

influence. There is an aim to achieve an 80% reductions in omissions 

by 2028 and 2036 respectively.   

3 

Short-term targets include the development of a Green Plan and 

Travel Plan by March 2021, and to commence purchasing of 

renewable energy by that date.  

3 

Zero waste goes to landfill, and year on year reductions in waste and 

mileage are being achieved. 

3 

Key issues and 

actions within 

this report  

The Trust will need to appoint a Sustainability Lead in the short-term 

and provide resources and training to implement the initiatives in the 

Green Plan and Travel Plan, although these may be self-funding to 

some extent. 

3 
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 There may be further actions and developments identified once the 

Sustainable Development Assessment Tool is fully complete. This 

work is close to completion. 

3 

 It is not yet possible to identify a two-year trajectory as the objectives 

identified relate only to 2020/21 

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) 

As noted above and outlined in the attached.   

Action / decision 

required from the 

Board 

The Board is asked to note the attached report, to approve the objectives and 

comment on the content.  

Once agreed, the attached will be reinstated within the BAF from December 2020. 

Ite
m

 4
c 

- 
B

oa
rd

 A
ss

ur
an

ce
F

ra
m

ew
or

k 
(D

ra
ft

Page 62 of 259



3 

DRAFT BAF UPDATE FOR SUSTAINABILITY 
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OBJECTIVE 5: Sustainable use of resources   

Long-term objectives:                  Short-term objectives  

 For emissions we directly control (the NHS Carbon Footprint), net zero by 2040, with an ambition to reach 
an 80% reduction by 2028 to 2032 

 For emission we can influence (our NHS Carbon Footprint Plus), net zero by 2045, with an ambition to 
reach an 80% reduction by 2036 to 2039 

 To develop a Green Plan with measurable objectives by March 2021 

 To develop a Travel Plan by March 2021  

 To commence purchasing of renewable energy by March 2021 

 To establish a Sustainability Lead and infrastructure to monitor progress by March 2021 

 To develop an Adaptations Plan by December 2021 
 

 

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

Principal inherent risks: 

 Management capacity may be 
stretched by Covid-19 and the 
reset programme resulting in 
delay to the development of 
plans or delivery of objectives 
once defined 

 The Trust may not be able to 
fund sustainability initiatives 
included in plans  
 

 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 

 Baseline assessment completed using the 
Sustainable Development Self-Assessment Tool, 
and tracking of progress using that tool year on year  

 

 

 The Trust has only limited (part-
time roles which include 
sustainability alongside existing 
roles) capacity for the 
development of sustainability 
plans and initiatives 

 Key roles will need training and 
support, including Board-level 
training 

 Currently the Trust has numerous 
gaps against good practice, based 
on the Sustainable Development 
Assessment Tool - SDAT (Draft). 
The gaps will be worked through 
to inform the plans included in this 
year’s objectives and the key 
actions and initiatives required 
 

Gaps 

 Measurable objectives and 
targets need to be defined for 
key plans 

 
Outcomes 

 Zero waste sent to landfill 

 36% reduction in carbon over 
the life of the carbon reduction 
footprint (2007 to 2020) 

 16% reduction in waste from the 
peak in 2016/17 

 3% reduction in waste in 
2019/20. 

 Substantial reduction in mileage 
with migration of some mileage 
to hybrids and other models 
better for the environment 
(evidenced in the Trust’s annual 
report, Figure 11). 

 Sustainable Procurement Policy 
being followed  

1. Sustainability Group to oversee the 
development of the Travel Plan and 
Green Plan by March 2021, ensuring 
sufficient support and resources 
allocated (SJ, ongoing to March 2021) 

2. Completion of the SDAT and review by 
Sustainability Group (SJ, December 
2021) 

3. Appointment of Sustainability, 
identification and delivery of training 
(including at Board level) (SJ/WE – to 
March 2021). 

 
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 
(including comparing our carbon footprint, calculated 
under the Sustainable Development Unit 
methodology, with Trusts using the same approach. 

 Peer review  

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 4 12 2 3 6 

 

Two-year trajectory  

This requires discussion as the long-term objectives are some way off, and we cannot define two to three year objectives pending the development of the plans this year (these plans will, in effect, define the two to three year objectives). If we are 

comfortable that having the plans in place by 31st March 2021, will be our target for this year, and stand us in sufficient stead for the medium term, then the trajectory is – in effect – to reach the target score in year by delivering the plans. The 

objective can then be reset from 1st April 2021, with a trajectory over the medium term.  

Lead: Sue Jacques    Committee: IQAC 

Ite
m

 4
c 

- 
B

oa
rd

A
ss

ur
an

ce

Page 63 of 259



 

Trust Board – 25th November 2020 

Item 5 –Report on Covid-19 Response and Activity / EU Exit 

Open Session X Private & Confidential Session  

Authors Executive Directors  

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: 

See purpose 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 enable to the Board to be fully sighted upon and able to scrutinise all aspects of 

the Trust’s response to the Covid-19 outbreak including performance against 

constitutional targets during the period and plans to handle a second Covid-19 

wave or winter surge. This report also includes an updated on EU Exit 

preparations. 

Positive 

performance / 

developments 

within this report   

 

Positive matters  Page 

Perfect ward results continue to evidence compliance with COVID 

safety and quality requirements 

6 

Patients are being treated and managed within current capacity with 

no stand down of Outpatients or elective services required to date 

6 

 There has been good progress in completing individual risk 

assessments and providing support for relevant staff groups 

8 

 There have been no shortfalls in supplies of Personal Protective 

Equipment 

9 
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 Inpatient elective activity, diagnostics and endoscopy are now in line 

with Phase 3 planning forecasts 

12 and 13 

 The Operational Reset Programme on track subject to some 

manageable risks, with mitigation plans in place. 

14 

 The Trust has self-assessed against the most recent EU Exit 

Assurance checklist and received a Green RAG-rating, whilst 

carrying a number of risks. 

15 

Key issues and 

actions within this 

report  

Issue and actions Page 

The current trend in admissions and inpatient numbers is exceeding 

forecasts based on the national reasonable worst case scenario and 

Wave 1 activity. Depending on the impact of the national lockdown, 

there is potential for the Trust to see further increases in cases, as 

the rate of infection in the community remains above 1 and cases 

have continued to increase among older age groups. Typically, 

increases in cases in this population result in admissions around two 

weeks later. 

 

5 

Staff sickness levels, impacted by increases in testing, local 

outbreaks and government guidance for clinically extremely 

vulnerable staff are increasing, putting pressure on the Trust’s Wave 

2 escalation plans, with redeployment of some staff to the front-line 

being necessary to backfill gaps due to sickness absence.  

 

7 and 8 

 Performance on the A&E four hour waiting times standard has 

deteriorated due to continuing high levels of attendances (close to 

pre Wave 1 levels) and rising numbers of Covid-19 cases.  

 

11 

 Day case activity and Outpatient activity is not meeting Phase 3 

planning trajectories, in the last case because space provided by 

primary care colleagues for face for face appointments has not yet 

come on stream and will take longer to convert for this purpose than 

forecast. 

 

Cancer services are also performing below constitutional targets, 

with remediation plans in place.  

 

Because of the suspension of elective activity during Wave 1 and 

the impact of infection control requirements, there are 1,407 patients 

waiting over 52 weeks. This is in line with, or in several cases, less 

than peer Trusts. However, each long wait is a risk and poor 

experience for each individual patient, hence all are subject to 

clinical harm reviews and prioritization. 

 

11,12,13 

 

 

 

14 

 

12 
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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) 

See issues above and Section 4 which notes risks to winter planning. 

Action / decision 

required from the 

Board 

The Board is asked to note the report, to endorse the actions being taken by the 

Executive Directors and to request further information and explanations as 

necessary for the purposes of assurance.  
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TRUST BOARD – (25th November 2020) 

UPDATE ON TRUST’S INCIDENT RESPONSE TO THE COVID-19 PANDEMIC, SURGE PLANS 

AND PERFORMANCE   

1. Introduction 

This report provides an update on the ongoing arrangements in place within the Trust to manage the 

continuing major incident, relating to the COVID-19 pandemic, through what is now the second wave, 

whilst maintaining other services and seeking to meet trajectories for activity in the Trust’s Phase 3 

planning submission. 

2. Command and Control Arrangements 

 

Since the last Board meeting the NHS has upgraded the major incident to a Level 4 incident requiring 

national control. The Trust has put in place additional Gold Command meetings, so that Gold 

Command meetings on all days except Sunday. Meetings on Mondays and Thursdays will handle and 

capture formal decisions; meetings on intervening days are designed to enable Executive Directors 

to take stock of daily pressures and support Tactical Commanders in implementing plans for the 

current and forthcoming days. The Trust’s Gold Command cell comprises Executive Directors, the 

Trust Resilience Lead and Head of Communications. For those meetings taking place on Mondays 

and Thursdays to confirm formal decisions, meeting notes, decision logs and action logs are in place. 

A ‘Tactical Command Cell’, comprising the Associate Director of Operations and / or Associate 

Director of Nursing for each Care Group, supplemented by Infection Control Leads is now meeting 

daily to enact escalation plans as appropriate to manage all activity, as it is critical to cater for all 

unscheduled care and – as far as possible – elective demands as well as COVID-19 cases.  

The local arrangements outlined to the Board in previous months remain in place, in particular the 

Local Resilience Forum. The CEO sits on the Strategic Co-ordinating Group (SCG) which covers 

County Durham & Darlington, and reports into the regional SCG. In addition, the various professional 

groups at Executive level across the NHS in the North East and North Cumbria remain closely 

connected through a range of mechanisms and briefings and the Local A&E  Delivery Board chaired 

by the CEO has met with increased frequency to oversee the NHS and local authority response to 

dealing with non-elective activity during the course of the pandemic.  

The CEO continues to provide daily briefings to the Chairman and twice weekly briefings to the Non-

Executive Lead for Resilience, which are supplemented by written briefings to the Non-Executive 

Directors and Governors. 

3. Update on management of COVID-19 

3.1 Case trends 

The numbers of inpatients have continued to increase significantly since the last Board meeting, with 

161 patients in the Trust’s hospitals having tested positive for, or being clinically-managed as, COVID-

19 positive on 16th November 2020 compared to 55 when the last report was written. This number is 

higher than at any point during Wave 1. The distribution of those patients is shown below: 

 58 at University Hospital North Durham (UHND); 

 48 at Darlington Memorial Hospital (DMH); 

 30 at Bishop Auckland Hospital (BAH); and 

 25 in Community Hospitals, with 10 each at Chester le Street and Sedgefield 

There were seven COVID-19 positive patients in each of the Intensive Treatment Units at UHND and 

DMH on 16th November 2020.  
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Executive Director’s Report on Covid-19 response   Page 5 

The trend in hospital admissions. There has been a levelling off of inpatient numbers with Covid-19 

in recent days. From data shared between medical directors across the region, the Trust now appears 

to have a higher number of inpatients than others. 

 

The Trust has mapped the trend to date against the pattern of admissions in Wave 1 and against a 

model developed by the North East and North Cumbria Integrated Care System based on the national 

‘Reasonable Worst Case Scenario’ (RWCS). This is shown below, with the actual trend line above 

the RWCS at this stage, but starting to level off as noted above.  
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Executive Director’s Report on Covid-19 response   Page 6 

It is not known as this stage whether the levelling off effect is a result of local restrictions and / or 

whether it will continue or whether cases could rise again. The Wave 2 and Winter surge planning 

undertaken by the Trust (see Section 4) is designed to allow the Trust to flex according to demand, 

with step-wise increases in capacity as necessary.  

The number of COVID-19 cases in both County Durham and Darlington remain at well above the 

national average at 300 cases per 100,000 population and 254 cases per 100,000 population 

respectively. Whilst there is evidence of a reduction in cases in the community overall, this is linked 

mainly to the younger population and University of Durham, with cases in the over 60’s still increasing. 

Typically, growth in cases for the over 60’s leads to an increasing in hospital admissions around two 

weeks later. 

Sadly, the Trust has reported 80 deaths of patients who passed away having tested positive for 

COVID-19 since the last report to the Board, with 58 in November.  

The average age of inpatients with Covid-19 during Wave 1 was 68. During Wave 2 it is 68. There is 

a marginal increase in the percentage of male to female inpatients in the second wave. Length of stay 

is lower than during Wave 1, at 9.27 days compared to 12.96 days.  

3.2 Quality and safety indicators  

Compliance with COVID-19 safety and quality measures remains high based on the most recent 
month’s Perfect Ward results, which showed 99.23%.  

 

The Trust has carried out some benchmarking with respect to potential and actual rates of nosocomial 
transmission and with respect to infections acquired after 7 days (potentially hospital acquired) and 
14 days (likely to be hospital-acquired), rates are within the range for all Trusts within the region. The 
Trust’s rates are also within the norms for providers in the North of England.   

 

3.3 Capacity 

Bed capacity remains on all sites. However, non-elective activity at UHND is now largely back to pre-

COVID levels and medical bed capacity, for both Covid-19 and non-Covid patients is tight on that site 

in particular. The same is true of capacity for non-invasive ventilation and ITU capacity, which are 

being maintained through actions taken in the daily bed calls.  The Trust has opened up an additional 

ward at DMH, and at BAH, and added five further beds at Chester le Street to provide additional 

capacity to cope with current pressures.   

ITU capacity and utilisation within the region is managing below the first escalation level, overall.  

Oxygen consumption on each site has been tracked – with the ability to escalate to Gold Command. 

Daily monitoring of the supply at DMH is being undertaken, include monitoring ice formation, pending 

the planned installation of a second vaporiser in December 2020. There are also regular meetings to 

monitor the use of high-flow nasal oxygen, to ensure that it is clinically appropriate. High flow nasal 

oxygen places a high demand on oxygen capacity. The oxygen load and ventilation on particular 

wards is also being closely monitored.  
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3.4 Staffing 

The numbers of staff off sick, and those self-isolating in the week to 13th November 2020 were as 

follows: 

 

The increasing trend in sickness absence, including staff self-isolating or absence due to COVID-19, 

since Wave 1 is increasing as shown in the chart below. This reflects increases in testing, 

requirements for self-isolation for clinically extremely vulnerable patients imposed in line with 

Government guidelines during the second lockdown, and staff needing to self-isolate after testing 

positive. The total number of staff off-sick is just over 8% of the CDDFT Group workforce. 

 

The Trust is actively managing a number of outbreaks on wards and in administrative areas, with 

support from the local public health teams who are satisfied with the actions which the Trust is taking. 

Board members are reminded that an outbreak is defined as any incidence of two cases in the same 

area, when in a healthcare setting. Every such situation is reviewed in detail and follow-up visits 

undertaken by the Infection Control and Health and Safety teams to support local teams in 

implementing any rapid learning and in adhering to workplace safety and infection control practices.  

The majority of staff had been now repatriated to their substantive roles, in support of the Phase 3 

requirements from NHS England and Improvement (NHSE/I) to increase capacity for all services in 
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line with activity levels seen in the same periods for last year. However, a number of these staff remain 

within the definition of clinically extremely vulnerable and are required to work from home, or remain 

at home under the latest government guidelines.  

NHSE/I identified six staff groups with higher risk factors from COVID-19 and required that all such 

staff were subject to risk assessments. Staff with BAME ethnic backgrounds, being considered to be 

at higher risk from COVID-19 were identified by NHSE/I for separate reporting.  The significant 

majority of staff – particularly substantive staff – have been subject to risk assessment and support 

measures put in place where agreed. 

In order to ensure that all staff in these groups are appropriately risk assessed on an ongoing basis 
the baseline for NHSE/I reporting, which excluded staff who were not at work during the period, has 
been to cover all staff except those on career breaks and maternity or adoption leave. Progress taking 
into account all eligible staff is summarised below.  
 
 

@11th November 2020 All Staff  
Substantive 

Only 
Bank Only 

1. Have you offered a risk assessment to all staff? Yes Yes Yes 

2. What % of all your staff have you risk assessment? 36% (+1%) 32% (+1%) 73% (+4%) 

3. What % of risk assessments have been completed for 
staff who are known to be 'at risk', with mitigating steps 
agreed where necessary? 

88% (-) 91% (-) 70% (+2%) 

4. What % of risk assessments have been completed for 
staff who are known to be from a BAME background with 
mitigation steps agreed where necessary? 

94% (-) 94% (-) 94% (-) 

 
To date, a small number of staff have been redeployed to support the first two phases of the escalation 

plan. We have recognised the anxiety redeployment can cause particularly for colleagues who have 

not worked on the front-line for some time and, having taken feedback from staff on their experiences 

during Wave 1, we have put in place a range of support for staff who need to be redeployed, including: 

 Completion of a redeployment checklist, which aims to help match staff with particular 

skillsets to areas where they are most relevant; 

 Individual risk assessments  

 Training packages  

 “Meet the Team” opportunities  

 Shadowing time before starting in a new area  

 Connecting with new colleagues through the #TeamCDDFT Facebook group.  

All of the support for staff resilience and wellbeing outlined in previous reports to the Board remains 
in place.  
 
Staff who are members of the closed Facebook Group have contributed numerous suggestions for 
initiatives and interventions that would help to maintain morale, and these are being worked through 
by the Executive.  
 

3.5 Testing and vaccination 

We have tested 4,067 staff for COVID19 to date and conducted over 10,262 tests for partner 

agencies. The number of tests completed in support of care homes is 1,646 at the time of writing.  
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In combination with the relative lack of side rooms in the Trust’s hospitals and general bed pressures, 

the lack of rapid testing capability presents a risk with respect to patient flow and the Trust’s ability to 

minimise the risk of infection. Rapid test turn-arounds would enable much improved patient flow by 

allow patients who have tested negative to be moved to non-COVID areas, freeing up side room 

capacity much sooner. The Trust was shortly to take delivery of four machines which would enable a 

limited number of 90 minute tests to be competed each day, for the highest priority cases. However, 

delivery has been delayed and they are not now expected to be in place and commissioned until 

December. The Trust is expecting to install, in the coming weeks, a high-speed analyser (known as 

an Abbott machine) which will – once in place – allow a large number of high-speed daily tests to be 

carried out. Given the importance of rapid testing turn-around, the Trust will make every effort to 

deploy all of the machines as soon as they are delivered.  

All Trusts are being required to implement arrangements for twice-weekly testing of front-line staff 

using lateral flow test kits, with the first deliveries due to be received in the week of 16th November 

2020. Around 5,200 will be tested, with results from pilot sites indicating that a small percentage of 

staff, who are asymptomatic, may test positive and need to self-isolate for 14 days. The Trust is – at 

present – working through a detailed roll out plan, including securing sufficient resources to administer 

the programme and provide Occupational Health support. 

As has been trailed in the national media, the NHS is developing contingency plans to provide Covid-

19 vaccinations to staff in December, in the eventuality that a reliable supply of an effective vaccine 

becomes available. The Trust is developing such plans and is seeking to expedite the programme of 

vaccination of front-line staff against influenza, for completion by the end of November 2020, as staff 

must have a clear week between the two vaccines being administered.  

3.6 Personal Protective Equipment (PPE) and Other Equipment 

Supplies of PPE have been maintained with no shortages experienced to date. As outlined in our 

report to the Board in October 2020, the risk previously highlighted relating to a particular type of 

respirator mask is being managed through the use of an alternative model, for which a number of staff 

have fit-tested successfully and procurement of respirator hoods for those staff who have not been 

able to fit-test successfully for any model. There continues to be delay in securing delivery of the 

hoods.  

The Trust has received, additional mechanical ventilators to support Wave 2 and winter planning. 

Their remains a national shortage of some consumables required for critical care. However, there is 

now a national escalation process in place and a regional process, coordinated through the critical 

care network, to manage supplies so they are delivered in line with need.  

3.7 Workplace Safety, Social Distancing and Infection Control  

 As outlined in our last report to the Board, work was underway to update the Trust’s Workplace Safety 

Policy to take account of learning with respect to risks associated with rest rooms, car sharing and 

limited space in changing rooms, as well as wider regional learning. The policy has been updated and 

reissued and – in line with national and regional guidance emerging in the last two months – includes 

more stringent requirements on ventilation of meeting rooms, car sharing and two metre social 

distancing throughout Covid-secure areas. All Covid-secure risk assessments have been updated 

and the Health and Safety Team have attended a number of areas where challenges and issues have 

been escalated to recommend bespoke solutions. As noted in paragraph 3.4 above, learning from 

outbreaks is being supported by visits from both the infection control and health and safety teams to 

provide education, awareness raising and reinforcement to relevant policies. Gold Command has 

sanctioned a regular flow of firm, but supportive, communications through podcasts, video and 

bulletins, and senior managers have been asked to cascade key messages to their teams, to ensure 

that staff remain aware of, and vigilant, with respect to workplace safety and infection control 

requirements. In the minority of cases where we have identified some departure from established 

policies, which may have contributed to staff outbreaks, we have reported those cases under the 
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Reporting of Injuries, Diseases and Dangerous Occurrences Act. As part of their assessment of the 

Trust’s new Category 3 Room in the Microbiology Laboratory at UHND, the Health and Safety 

Executive assessed Covid-safety arrangements in the immediate area and raised no concerns.  

. 3.8 Assurance and risk log 

The Board Assurance Framework continues to collate and report the outcomes of sources of 

assurance for five COVID-specific objectives:  

 Protecting patients and staff from COVID-19 infection. 

 Ensuring effective treatments for COVID-19 patients. 

 Building capacity and performance for restarting services. 

 Ensuring staff health and wellbeing. 

 Managing stakeholders to secure support for the Trust’s restart programme and planned 

developments. 

The COVID-19 risk log is now being reported to Gold Command every week. The risk log is now split 

into two parts: ongoing risks and Wave 2/ Winter Planning risks. The second section contains 26 

specific risks, which are being actively managed as part of the development and roll out of plans by 

the Wave 2 Planning Group which meets twice weekly. These are summarised in Section 4 below.  

3.9 Support to Care Homes   

 The Trust continues to meet the national guidance with respect to the provision of testing for care 

home staff and residents, and in ensuring the testing of residents to be discharged to care homes 

prior to discharge.   

 Both local authorities have sought to commission access to ring-fenced beds in care homes to allow 

patients who are COVID-19 positive, but fit to leave hospital, to be discharged, whilst maintaining the 

safety of residents in social care settings. Nationally, such beds can only be provided in designated 

premises, authorised for this purpose following inspection by CQC. Durham County Council has 

identified a home at Seaham, which passed the CQC inspection and is now able to take discharges. 

4. Wave 2 Planning 

 The Trust has in place a Wave 2 plan, which sets out a phased approach to stepping up capacity to 

address surges in demand (from all non-elective activity) and a separate plan to escalate capacity for 

COVID-19 cases, albeit that the COVID-19 escalation plan can be used as a subset of the overall 

plan. At present all wards which can be staffed are open; therefore, staffing of wards for escalation 

purposes will require access to additional staff, or redeployment of staff as services are stepped down. 

At the time of writing: 

 The progression of wards to be used for escalation has been identified. 

 Options to redeploy staff from clinical nurse specialist roles have been identified and are being 

worked through. 

 The priority order in which services could be stepped down to facilitate further redeployment 

has been identified, but requires regular review to adjust to changing daily requirements.  

 The Staff Bank is undertaking recruitment campaigns to seek to recruit additional staff.  

Implementation of the plan must be done flexibly, on a daily basis, and with care, given that: 

 There are constraints with respect rapid testing, the availability of side rooms and bed 

capacity, the actual implementation of the plan needs to be flexible; and 

 It is important not to escalate ahead of time in order to maintain other services as long as 

possible, and to minimise health inequalities.  
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For this reason, a Tactical Command Cell, comprising Associate Directors of Operations / Nursing 

from each Care Group and Infection Control Leads is to meet every day, following the 11.30 bed call, 

to agree and direct implementation of the actions required for the next 24 hours, working with the 

Silver and Gold Commanders on each day. 

Key risks to the plan include the lack of side room capacity, the present lack of rapid turnaround 

testing, staffing constraints (including the potential to lose further staff due to outbreaks) and the pace 

of growth in Covid-19 admissions compared to the pace at which services can be stepped up and 

stood down. Mitigating actions are in place for all risks.  

At the present time, elective and outpatient services continue to run, with the plan seeking to preserve 

such services as far as possible.  

5. Performance against Constitutional Targets 

 The Trust’s year to date performance on key constitutional targets is captured in the table below. Data 

for October for Referral to Treatment Times (RTT) and for cancer waiting times is provisional, pending 

validation.  

 

Activity levels are compared to forecast and commentary provided for key areas below. 

Urgent and Emergency Care: 

Pressures with respect to A&E attendances and non-elective admissions, in combination with the 

move to telephone consultations for Type 3 cases and increasing numbers of Covid-19 cases continue 

to result in a decline in performance against the four hour waiting times’ standard. However, 

performance on Type 1 attendances remains better than in the prior year.  

Elective care and Outpatients: 

As a result of the increasing prevalence of Covid-19 in the community and in our hospitals, the Surgery 

Care Group has reverted to recommending that patients self-isolate for 14 days prior to a procedure, in 

addition to taking a mandatory swab test and remaining in isolation for 3 days prior to operation. Some 

patients are known to have deferred or cancelled procedures to minimise the risk of catching the virus. 

All elective patients are being categorised, using six nationally-defined categories for reporting from the 

end of November 2020, including those who have chosen to defer or cancel appointments. There may 

be further requirements from the centre in respect of these patients; for example, a requirement for a 

conversation on risk with a clinician.  
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There are presently 1,407 patients waiting over 52 weeks for their operations. These figures remain in 

line with the region. Some 31 patients have waited for over 78 weeks. All long waits are subject to 

clinical prioritisation and clinical harm reviews as outlined in previous Board reports.  

 

0%
20%
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120%

Daycases (exc Reg DC)

% Actual of Last Years Activity Phase 3 Planning Submission

Planning Guidance Target

0%
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100%
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Elective Inpatients

% Actual of Last Years Activity Phase 3 Planning Submission

Planning Guidance Target

0%
20%
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120%

Outpatient New Attendances

% Actual of Last Years Activity Phase 3 Planning Submission

Planning Guidance Target

Day case activity is 

now falling short of 

forecasts in the 

Trust’s phased 

planning 

submission.  

Elective inpatient 

activity is increasing 

month on month and 

is now in line with the 

forecast trajectory. 

The Trust continues 

to make use of the 

independent sector 

to increase elective 

services and 

introducing an 

increase in Theatre 

allocations to boost 

activity.  

Outpatient activity (both 

new and review 

appointments) is below the 

planned trajectory and 

below the planning 

guidance target. 

Mitigations include: use of 

the independent sector; 

equipping teams for e-

consultations; increasing 

face to face appointments 

in clinics using primary care 

or CCG space and roll out 

of training in the ‘Attend 

Anywhere’ virtual 

consultation platform. 
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One key reasons for the trend is that primary care capacity, offered to the Trust by County Durham 

CCG at Sedgefield, for face to face outpatient appointments is taking longer to convert and make 

ready than originally forecast. Discussions are taking place with NHS Property Services to seek to 

expedite the necessary work.  
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Outpatient Review Attendances

% Actual of Last Years Activity Phase 3 Planning Submission

Planning Guidance Target
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It should be noted that the 

Trust is not planning to 

recover 100% of Outpatient 

activity because there are a 

number of initiatives in 

place to reduce referrals 

where they are not 

necessary, and to increase 

patient-initiated follow-ups, 

such as Advice and 

Guidance, and GP advisory 

services in cardiology and 

through the tele-

dermatology service.   

Excluding endoscopy 

diagnostics are running in 

line with the planned 

trajectory and the national 

planning guidance target. 

The Trust has been 

commended for restoring 

high levels of diagnostic 

activity, particularly in 

radiology, at a regional 

level.  

The suspension of 

elective endoscopy 

services, during Wave 1, 

created a backlog of two 

week waits and ‘straight 

to test’ referrals. In 

addition the service was 

displaced from its 

operational base and staff 

were redeployed to 

support the front-line 

response. The service 

recommenced in May 

with reduced capacity but 

is now reaching its activity 

forecast 
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Cancer services 

Cancer services (two week and 62-day waits) have been impacted by endoscopy pressures noted 

above and pressures on breast services, as a result of dependence on a limited number of breast 

radiologists. In the latter case the Trust has in-sourced support from Gateshead, which has helped to 

reduce the waiting time, back towards two weeks at the present time, with the backlog having been 

cleared. We have also appointed a radiologist on the bank to provide additional sessions and a 

substantive breast radiologist from September who is now providing additional sessions. 

6 Operational Reset Programme 

The Board received an update on the programme in its Extraordinary Board meeting on 12th October 

2020 and approved the business cases for the key projects on 26th October 2020.  

The latest status of each project within the programme is summarised below. 

PROJECT PROGRESS REPORT RAG 

ITU CUBICLES (DMH) 

A&E STAFFING (UHND & DMH) 

Same Day Emergency Care (SDEC) – UHND 

SDEC - DMH 

ACUTE FRAILTY 

ADULT THERAPIES 

Acute Respiratory Unit (ARU) - UHND 

ENDOSCOPY 

OUTPATIENTS 

ORTHOPAEDICS 

SEDGEFIELD COMMUNITY HOSPITAL 

The amber status for the ARU at UHND reflects the fact that all available estate is now required to 

support the Trust’s response to Wave 2 and winter pressures, hence the works need to be delayed 

into the New Year. The amber status for outpatients reflects the delay, compared to forecast, in 

making the primary care space at Sedgefield Hospital available for face to face Outpatient 

appointments.  

 

 

Ite
m

 5
 -

 E
xe

cu
tiv

e 
D

ire
ct

or
s'

R
ep

or
t o

n 
C

O
V

ID
-1

9 
an

d

Page 77 of 259



 

Executive Director’s Report on Covid-19 response   Page 15 

7 Brexit 

The Trust continues to monitor and respond to information requests relating to EU Exit. Our current 
planning is in line with the national requirements which includes a detailed review of our EU Exit Risk 
Register covering the following seven key areas: 

 

 Supply of medicines and vaccines; 

 Supply of medical devices and clinical consumables; 

 Supply of non-clinical consumables, goods and services; 

 Workforce; 

 Reciprocal healthcare; 

 Research and clinical trials;  

 Data sharing, processing and access. 
 

This risk register comprises of 44 risks including: 

 Pre Mitigation Post Mitigation 

Red 17 6 

Amber 22 20 

Yellow 5 17 

Green 0 1 

 
We are also in the final stages of re-assessing ourselves against the last published (November 2019) 
36 point EU Assurance template. This template provides us with our current RAG rating against the 
above listed key areas. Although this task is work in progress it currently rates us as green. 

 
Finally we have reconvened our core EU Exit team with representation to cover the above key areas.  

 

8. Conclusion 

The Trust Board is asked to note the contents of this report and to seek any further information 
required for the purposes of assurance 
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Open Session x Private & Confidential Session  

Author Carole Langrick, Executive Director of Operations 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

Strategic Aim: 

 

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 summarise 2019-20 performance in relation to key Patient Access standards 

and to outline the risks and recovery plans associated with COVID-19.  

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

COVID-19: At this time the Trust is balancing the delivery of 

services in terms of emergency care to both COVID and non-

COVID patients and elective care.    

 

Phase 3 recovery. Activity levels continue to improve across all 

areas including elective inpatients.  

2ww performance is improving following a dip in September and 

the Endoscopy backlog is reducing.  
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Key issues and 

actions within this 

report  

 

Issue and actions Page 

The continuing impact of COVID-19 remains the key risk to the 

Trust’s services, staffing and finances. The main challenge 

remains the need to maintain A&E performance and elective 

activity at the same time as dealing with the impact of COVID 

Wave 2, including the re-deployment of staff from their normal 

jobs onto COVID duties. Emergency admissions have not 

reduced as they did in Wave 2.  

There is a high level of patients who have now waited over 52 

weeks for their operation and treatment, and continue to be 

prioritised over routine operations.  

 

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) 

The continuing impact of COVID-19 remains the key risk to the Trust’s, staffing 

and finances and the ability to sustain the same level of service provision.  

Action / decision 

required from the 

Board 

The Board is asked to note the report and endorse the actions being taken 
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Icon
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Executive Summary
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3

Urgent and Emergency Care: In mid-September 2020 COVID Wave-2 took effect, however there was no similar drop in ED activity as experienced in Wave
1. Type 1 attendances were only slightly down – 2% fewer than in September and the pressures of COVID coupled with Winter continues to impact on
performance. 4hr performance was 82.7% in October. Non-elective admissions continue to increase, up a further 3% on September, and whilst this is
13% lower than in October last year, pressure remains on beds due to the need to isolate and cohort COVID +ve patients, await test results for others,
whilst maintaining the full elective programme.

Referral to treatment (RTT): In line with the Trust’s recovery trajectories, Day case and radiology diagnostics were achieved in October, elective in-
patient and endoscopy are on plan for November, subject to the impact of rapidly developing Wave 2 COVID pressures. There are now 31 patients waiting
>78 weeks and 1,325 waiting >52 weeks. Outpatient activity is behind plan and requires additional clinic capacity to come on line, which is now secured
but not yet available.

Cancer: The Trust receives more 2-week-wait referrals than any other Cancer Alliance Trust and 20% of the total, has the second highest volume of breast
symptomatic referrals and has more patients on the 62-day referral to treatment pathway than any other N.E Trust except the two tertiary centres (NuTH
and STH), and is now starting to see cancer performance improvement month on month following the dip in September. The main causes of under-
performance are the legacy of the endoscopy pause during Wave 1, affecting colorectal and upper GI, and staffing of the breast service. Figures in this
report are for September, however the 2ww forecast for October is 76%.

Diagnostics: Performance continues to improve. As at the 8th November the endoscopy waiting list has fallen 14% since early September and the number
waiting >6 weeks fell by 29%.

Workforce: Following a period of a reduction in sickness absence since COVID Wave 1, there has been a slight increase in the September position at the
start of Wave 2. Core essential training remains >90%, however there is still a delay in recovering the position on Appraisals.

Finance: Month 07 is the start of the new financial framework. Results against the plan is showing a surplus against the breakeven plan of £0.097m 
following adjustment for the I&E impact regarding Capital Donations. The plan however on submission did not include a second COVID wave, as per ICS 
guidance. Ongoing COVID funding has been secured.

Please note there are still many target indicators showing as ‘?’ due to the step change in performances and too few a number of data points to 
conclude a Pass or Fail trajectory at this point in recovery. 
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COVID-19 Wave 2 – Statistical update
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4

• As at 19 November, the Trust had 159 COVID in-patients, including 11 in Critical Care. Whilst this is showing to exceed Wave 1 volumes, there 
were different variables during Wave 1, including reduced inpatient testing.

• Due to increased treatment knowledge it is likely influencing the Length of Stay of patients with COVID and it is lower than in Wave 1.
• The average age of patients is also slightly lower in Wave 2 – 68 years (compared to 72 years).
• There is a slightly higher number of admissions in <55s in Wave 2. 
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Constitutional Standards Summary

www.cddft.nhs.net

To note: The A&E 4 hour position 
since January 2020  includes all 
UCC  appointments in line with 
revised national reporting 

requirements. 

5

Commentary

A&E 4-hour wait: Performance on 4-hour waits has fallen below the national 95% standard every month since August. This is due to A&E activity rising
closer to pre-covid levels, the onset of COVID Wave 2 and the need to protect as many beds for elective activity as possible. Trust performance
(including Urgent Care) fell just below the England average of 84.4% (62nd of 113 Trusts).

RTT: The Operational Reset programme aims to restore activity to pre-COVID levels. Several important business cases have been approved to
strengthen staffing and estate infrastructure in the Emergency Department and associated services. This aims to strengthen the resilience of non-
elective services, also improving the Trust’s ability to protect elective services.

Daycase and elective i/p activity levels are improving month on month and additional face to face capacity is required to make the next step change in
outpatient activity in line with recovery trajectories. IS capacity is being maximised from mid-November to safeguard face to face capacity as we move
further into the winter pressure period/Wave 2.

Weekly clinically-led prioritisation meetings continue to take place to ensure Cancer and clinically urgent procedures are prioritised, alongside patients
who have been waiting the longest.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Referral To Treatment % Within 18wks CL Sep-20 60.24% Oct-20 67.28% NHSI Traj

Referral To Treatment Total Incompletes CL Sep-20 23,554 Oct-20 24,221 NHSI Traj

A&E % Seen Within 4 Hours (Type 1 only) CL Sep-20 86.87% Oct-20 76.36% 95.00% National

A&E Attendances (Type 1 and 3) CL Sep-20 15,435 Oct-20 14,840 NHSI Traj

A&E % Seen Within 4 Hours (Inc All UCC) CL Sep-20 90.62% Oct-20 82.72% 95.00% National

Cancer 2WW CL Aug-20 75.92% Sep-20 69.10% 93.00% National

Cancer 2WW to Treatment Within 62 Days CL Aug-20 80.98% Sep-20 76.70% 85.00% National

DM01 Diagnostics % Within 6 Weeks CL Sep-20 87.87% Oct-20 90.46% 99.00% National

This PeriodLast Period
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Phase 3 Recovery Summary

www.cddft.nhs.net
6

Commentary

Daycase: Slightly behind trajectory. Activity 
being balanced with elective i/p which has been 
proactively targeted for improvement. 
Impacted by changing guidance regarding 
patient isolating advice. 

Elective i/p: Following a slower recovery, 
additional theatre capacity secured in 
November has led to the planned improvement 
and is performing in line with its recovery 
trajectory. 

Overall there is an increased number of patients 
cancelling/deferring their operation and due to 
the need to test for COVID and isolate, it is 
more of a challenge to book patients in last 
minute to fully optimise available capacity. This 
will be an ongoing issue and work is underway 
to re-categorise patients on the PTL to account 
for this.

Outpatients: Behind plan. Additional estate has 
been secured in Sedgefield Community Hospital 
and currently has an est. lead time of six 
months. 

Diagnostics: On plan and Endoscopy is 
recovering with insource support from Totally 
Healthcare.
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Best Experience: Responsive

7

Commentary

Emergency Department: Evidence of the growth in COVID pressures and ED attendances can be seen in the increase in number of handover delays >30
and >60 minutes, as well as in the 4hr ED performance. Regional pressures are also evident with increasing diverts (both in and out of the Trust,
supporting both the South and the North).

Talk Before Your Walk, now known referred to as #Do Your Bit was launched on 19 October and has yet to materially impact and is subject to ongoing
evaluation.

In the light of the onset of COVID Wave 2, and the approach of winter, in additional to the usual daily operational oversight of ED pressures and bed
capacity, both COVID and non-COVID, to deal with the situation dynamically, the Trust’s Tactical Cell also meets daily to assess the current trends and if
necessary recommends to Gold Command to action the next stage of the escalation plan.

There continues to remain lower levels of long stay patients (compared to last year) which positively contributes to bed availability however there is
increasing focus being placed on safe and timely discharging.

NB: The Acute Bed Occupancy figures, excludes paediatrics and maternity.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

A&E % Seen Within 4 Hours - DMH (Type 1) CL Sep-20 89.49% Oct-20 80.02% 95.0% National

A&E % Seen Within 4 Hours - UHND (Type 1) CL Sep-20 84.52% Oct-20 73.22% 95.0% National

Ambulance handovers >15-30mins CL Sep-20 1,126 Oct-20 1,255 - - -

Ambulance handovers >30-60mins CL Sep-20 110 Oct-20 258 - - -

Ambulance handovers >60mins CL Sep-20 22 Oct-20 53 - - -

Ambulance Handovers - no. >120 minutes CL Sep-20 0 Oct-20 2 - 0 National

A&E Type 1 - Time to treatment (median) CL Sep-20 56 Oct-20 71 60 National

12 Hour Trolley Waits CL Sep-20 0 Oct-20 0 - 0 National

Community Bed Occupancy CL Sep-20 81.66% Oct-20 81.84% 90.0% Local

Acute Bed Occupancy CL Sep-20 74.99% Oct-20 77.61% - - -

Long Stay Patients 7+ Days LoS CL Sep-20 233 Oct-20 243 301 Ambition

Long Stay Patients 14+ Days LoS CL Sep-20 114 Oct-20 123 159 Ambition

Long Stay Patients 21+ Days LoS CL Sep-20 66 Oct-20 71 77 Ambition

Non Elective / ED Access / Bed Management

Last Period This Period
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Best Experience: Responsive

8

Commentary 

RTT: There is weekly monitoring of long waiting times and at the end of October 31 patients have waited >78 weeks for treatment (T&O-13; ENT-
7; Plastics–10; General Medicine–1). More positively, the total incomplete >18 week backlog continues to fall (by 17% since 4th October), due to
the ceasing of referrals and fewer patients being added to the list for treatment during Wave 1. 1325 were waiting >52 and long wait patients
continue to be prioritised over routine operations, following Cancers and those that are clinically urgent.

DNA rates continue to increase and patients continue to be encouraged to attend. We are also experiencing a higher number of patients
cancellations. Work is ongoing to re-categorise patients who wish to defer their operation due to COVID.

Cancer: 2ww is still being impacted by the breast and endoscopy back log, however both are recovering with 2ww for October forecasted to
achieve 76%. Breast has returned to <2 weeks due to additional support secured from Gateshead Health to help clear the backlog and sufficient 
capacity is now in place to keep pace with current levels of demand. The Breast backlog is now impacting on 62 days performance. Colorectal 
remains pressured due to the size of the endoscopy backlog.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Cancelled Operations - Breaches of 28 Days CL Sep-20 0 Oct-20 0 0 Local

Urgent Operations cancelled for 2nd time CL Sep-20 0 Oct-20 0 - 0 Local

DNA % Rate CL Sep-20 7.90% Oct-20 8.58% 6.96% National Median

First to Follow Up Ratio CL Sep-20 1 : 1.88 Oct-20 1 : 1.74 - - -

Referral To Treatment % Within 18wks CL Sep-20 60.24% Oct-20 67.28% NHSI Traj

Referral To Treatment Total Incompletes CL Sep-20 23,554 Oct-20 24,221 NHSI Traj

Referral to Treatment 52 Week Breaches CL Sep-20 993 Oct-20 1,325 National

Referral to Treatment 18 Weeks Backlog CL Sep-20 9,366 Oct-20 7,925 - National

Cancer 2WW CL Aug-20 75.92% Sep-20 69.10% 93.00% National

Cancer 2WW Breast Symptoms CL Aug-20 37.27% Sep-20 9.90% 93.00% National

Cancer 31 Days Diagnosis to Treatment CL Aug-20 98.55% Sep-20 95.90% 96.00% National

Cancer 2WW to Treatment Within 62 Days CL Aug-20 80.98% Sep-20 76.70% 85.00% National

Cancer 62 Days Consultant Upgrade CL Aug-20 100.00% Sep-20 88.90% 85.00% National

Elective, Theatres & Critical Care

Last Period This Period
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Best Outcomes: Safe

www.cddft.nhs.net 9

Commentary

Mortality: HSMR is still showing as special cause improvement and SHMI is showing special cause deterioration. There has been movement from May
for crude mortality to a special cause deterioration. A full Mortality report is to be presented to IQAC this month detailing learning from deaths.

Falls: This continues to show specialty cause deterioration across both acute and community. Falls with harm do continue to be lower than the same 
period last year. Targeted intervention at ward level is underway. Falls training uptake is high at 93.44% in September. The package is being updated  
with more sector-specific input for acute and community areas to increase baseline knowledge across the Trust.
Pressure ulcers: This has triggered a special cause deterioration this month. Similar to wave 1, there is a increase in grade 2 & 3 pressure ulcer 
incidents from residential homes which is reflected in Trust statistics where the patients were already receiving District Nurse care.

Performance Measure RO
Variation 

Indicator

Target 

Indicator
Target

Target 

Type

Clostridium difficile cases cumulative* NS Aug-20 22 Sep-20 27 - 45 PA National

MRSA Bacteraemia cumulative* NS Aug-20 0 Sep-20 1 - - 0 National

MSSA cumulative* NS Aug-20 13 Sep-20 15 - - - -

Ecoli cumulative* NS Aug-20 133 Sep-20 164 - - - -

Never events NS Sep-20 0 Oct-20 0 0 National

Serious Incidents reported <2 working days NS Sep-20 10 Oct-20 5 - - Local

Total number of incidents reported (Monitoring trends) NS Sep-20 1,677 Oct-20 1,809 - - Local

Serious Incident RCAs submitted within 60 working days NS Jun-20 100.00% Jul-20 50.00% - - Local

Compliments NS Aug-20 1,567 Sep-20 1,480 - - Local

Crude Mortality (rolling 12 months) NS May-20 4.59% Jun-20 4.64% - - -

HSMR (rolling 12 months) NS May-20 98.76 Jun-20 98.34 - - -

SHMI (rolling 12 months) NS May-20 113.15 Jun-20 113.92 - - -

Reduction in Falls - Acute (per 1000 beddays) (Cumulative) NS Sep-20 6.5 Oct-20 6.8 5.4 Local

Reduction in Falls - Community (per 1000 beddays) (Cumulative) NS Sep-20 7.4 Oct-20 8.0 6.0 Local

Grade 3 & 4  newly acquired avoidable pressure ulcers - Acute NS Sep-20 0 Oct-20 0 0 Monitoring

Grade 3 & 4  newly acquired avoidable pressure ulcers - Community NS Sep-20 0 Oct-20 0 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Acute NS Sep-20 1 Oct-20 0 0 Monitoring

Grade 2  newly acquired avoidable pressure ulcers - Community NS Sep-20 0 Oct-20 4 0 Monitoring

Last Period This Period

Infection Control/ Incident Reporting/ Mortality/ Harm Free Care
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Best Outcomes: Nurse Staffing

10

Oct-20

Ward name

Cumulative 

count over 

the month 

of patients 

at 23:59 

each day

Registered 

Nurses/ 

Midwives

Non-

registered 

Nurses/ 

Midwives

Non-

registered 

Nursing 

Associates

Overall

Average 

fill rate - 

Registered 

Nurses/ 

Midwives  

(%)

Average 

fill rate - 

Non-

registered 

Nurses/ 

Midwives 

(care staff) 

(%)

Average 

fill rate - 

Non-

Registered 

Nursing 

Associates 

(%)

Average 

fill rate - 

Registered 

Nurses/ 

Midwives  

(%)

Average 

fill rate - 

Non-

registered 

Nurses/ 

Midwives 

(care staff) 

(%)

Average 

fill rate - 

Non-

Registered 

Nursing 

Associates 

(%)

Ward 02 BAGH 539 3.8 4.3 0.0 8.2 117.7% 112.6% - 114.8% 145.3% -

Ward 04 Stroke Rehab Unit BAGH 731 2.7 3.4 0.0 6.0 118.2% 144.0% - 99.8% 115.3% -

Ward 06 BAGH 573 2.9 4.2 0.0 7.1 95.2% 94.7% - 96.8% 108.1% -

Ward 16 BAGH 825 2.8 3.8 0.0 6.5 88.4% 88.0% - 94.6% 108.4% -

Ward 11 SEU DMH 148 9.6 7.3 0.0 16.9 55.0% 52.1% - 91.9% 93.5% -

Ward 21 DMH 261 18.1 3.1 0.0 21.3 99.2% 74.9% - 96.0% 94.2% -

Ward 31 Orthopaedic Unit DMH 485 4.5 6.2 0.2 10.9 96.5% 118.0% 92.0% 100.1% 113.0% -

Ward 32 DMH 740 3.6 4.5 0.2 8.3 100.6% 181.9% 100.0% 92.4% 193.2% 100.0%

Ward 34 AMU DMH 854 5.6 3.7 0.1 9.4 114.8% 112.7% 81.7% 100.2% 115.9% -

Ward 41 Multispecialty Covid DMH 678 3.8 4.1 0.0 7.9 83.9% 119.8% - 97.0% 103.2% -

Ward 42 DMH 1 1543.5 409.0 0.0 1952.5 89.6% 91.6% - 100.0% - -

Ward 43 DMH 948 3.7 3.2 0.0 6.9 82.1% 84.2% - 87.7% 92.0% -

Ward 44 DMH 617 4.9 3.2 0.0 8.1 102.3% 92.5% - 97.8% 71.0% -

Ward 51 DMH 699 3.1 3.9 0.0 7.0 92.0% 105.8% - 98.4% 101.8% -

Ward 52 DMH 889 2.4 4.3 0.0 6.7 93.4% 117.0% - 107.8% 137.4% -

Ward 61 DMH 467 5.4 2.9 0.0 8.2 108.4% 86.2% - 97.3% 93.8% -

Ward 62 DMH 377 3.2 0.7 0.0 3.9 81.8% 61.3% - 77.4% - -

Critical Care DMH 226 27.7 3.3 0.0 31.0 94.6% 111.4% - 98.6% 96.8% -

SCBU DMH 118 14.4 5.4 0.0 19.9 76.0% 97.2% - 76.5% 78.0% -

Neonatal UHND 233 11.7 1.6 0.0 13.3 119.0% 98.5% - 126.0% - -

Care Hours Per Patient Day (CHPPD) Day Night
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Best Outcomes: Nurse Staffing

11

Oct-20

Ward name

Cumulative 

count over 

the month 

of patients 

at 23:59 

each day

Registered 

Nurses/ 

Midwives

Non-

registered 

Nurses/ 

Midwives

Non-

registered 

Nursing 

Associates

Overall

Average 

fill rate - 

Registered 

Nurses/ 

Midwives  

(%)

Average 

fill rate - 

Non-

registered 

Nurses/ 

Midwives 

(care staff) 

(%)

Average 

fill rate - 

Non-

Registered 

Nursing 

Associates 

(%)

Average 

fill rate - 

Registered 

Nurses/ 

Midwives  

(%)

Average 

fill rate - 

Non-

registered 

Nurses/ 

Midwives 

(care staff) 

(%)

Average 

fill rate - 

Non-

Registered 

Nursing 

Associates 

(%)

C-Hosp CLS Ward 1 440 4.1 5.1 0.0 9.2 92.6% 115.5% - 100.0% 100.0% -

C-Hosp Sedgefield Wards 443 3.8 3.9 0.0 7.7 104.6% 91.6% - 100.0% 193.5% -

C-Hosp Richardson, Starling Ward 406 4.6 3.3 0.0 7.9 89.1% 113.2% - 101.6% 88.1% -

C-Hosp Shotley Bridge - Ward 2 336 4.5 2.5 0.0 7.0 102.8% 59.9% - 100.0% 106.5% -

C-Hosp Weardale 390 4.4 5.2 0.0 9.7 85.5% 87.2% - 98.4% 103.2% -

Ward 01 Medicine UHND 957 2.8 3.1 0.0 5.9 91.4% 99.4% - 91.6% 112.8% -

Ward 02 Stroke UHND 599 4.3 4.4 0.2 8.9 76.3% 123.9% 66.7% 104.6% 174.4% -

Ward 03 Elderly UHND 627 3.1 4.4 0.0 7.7 68.9% 82.5% - 86.8% 86.5% -

Ward 04 AMUSS UHND 878 7.0 4.9 0.0 12.2 83.2% 72.1% - 87.3% 81.4% -

Ward 05 Gastro UHND 832 3.0 3.7 0.0 6.7 90.9% 104.4% - 99.0% 112.9% -

Ward 06 UHND 841 3.3 3.2 0.0 6.6 81.5% 79.3% - 75.0% 105.3% -

Treetops UHND 243 15.8 5.3 0.2 21.3 121.7% 60.6% 74.0% 103.0% 80.6% -

Ward 09 UHND 200 8.7 4.0 0.0 12.6 91.2% 96.6% - 96.8% - -

Acute Cardiac Unit, UHND 918 3.6 3.0 0.0 6.6 100.2% 82.0% - 100.1% 110.4% -

Ward 12 Orthopaedic Unit UHND 724 4.0 3.4 0.0 7.5 114.4% 117.7% - 92.6% 104.0% -

Ward 16 UHND 637 3.2 3.1 0.0 6.2 98.8% 99.6% - 100.1% 183.7% -

Ward 10 UHND 514 4.3 1.5 0.0 5.8 85.5% 126.1% - 84.2% 93.5% -

ITU UHND 239 26.6 2.8 0.0 29.4 85.1% 109.3% - 83.5% 61.3% -

SAU UHND 196 7.0 4.1 0.0 11.1 99.7% 97.0% - 161.3% 119.4% -

Total 20829 5.0 3.7 0.0 8.8 93.2% 97.0% 83.3% 95.3% 108.4% 191.7%

Care Hours Per Patient Day (CHPPD) Day Night
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www.cddft.nhs.net

Best Outcomes: Nurse Staffing –
Ward Sr. commentary on <80% or >120% staffing levels 

Oct-20

< 80% or Over 120% Comments

Ward 02 BAGH 117.7% 112.6% 114.8% 145.3% Due to cohorting a and 1:1 care

Ward 04 Stroke Rehab Unit BAGH 118.2% 144.0% 99.8% 115.3% Due to cohorting a and 1:1 care

Ward 11 SEU DMH 55.0% 52.1% 91.9% 93.5% Elective Surgery - initally a reduced number of patients on the ward

Ward 21 DMH 99.2% 74.9% 96.0% 94.2% 2 HCA's on long term sick and one shielding during October

Ward 32 DMH 100.6% 181.9% 92.4% 193.2% Due to cohorting and 1:1 care

Ward 44 DMH 102.3% 92.5% 97.8% 71.0% 3 HCA on maternity leave

Ward 52 DMH 93.4% 117.0% 107.8% 137.4%

Patients at increased risk of falls requiring cohort and 1-1 

supervision. We currently have 31 beds open and used HCA's to back 

fill RN vacancies

Ward 62 DMH 81.8% 61.3% 77.4% - Reduced Number of patients as sharing ward with Oncology

SCBU DMH 76.0% 97.2% 76.5% 78.0%

Neonatal UHND 119.0% 98.5% 126.0% -

C-Hosp Sedgefield Wards 104.6% 91.6% 100.0% 193.5% Extra HCA on nights for cohorts and for escalation of beds to 18

C-Hosp Shotley Bridge - Ward 2 102.8% 59.9% 100.0% 106.5%

Ward 02 Stroke UHND 76.3% 123.9% 104.6% 174.4%
HCA Over staffing due to cohorting and additional beds. RN 

understaffed due to vacancies and sickness

Ward 03 Elderly UHND 68.9% 82.5% 86.8% 86.5% RN below threshould due to RNA in post.

Ward 04 AMUSS UHND 83.2% 72.1% 87.3% 81.4%

Ward 06 UHND 81.5% 79.3% 75.0% 105.3% Outbreak of Covifd 19 amongst staff safety and patient acuity

Treetops UHND 121.7% 60.6% 103.0% 80.6%

Ward 16 UHND 98.8% 99.6% 100.1% 183.7% Due to Cohorting and additional HCA on nights

Ward 10 UHND 85.5% 126.1% 84.2% 93.5%

ITU UHND 85.1% 109.3% 83.5% 61.3% Due to HCA Sickness

SAU UHND 99.7% 97.0% 161.3% 119.4% Agreed Second RN on duty at night for safety and patient acuity

SCBU and NNU are staffed as one unit so staff work between the 

areas dependant on the patients

HCA Average 

fill rate - care 

staff (%)

Ward name

Day Night

RN Average 

fill rate - 

registered 

nurses/ 

midwives (%)

 HCA Average 

fill rate - care 

staff (%)

RN Average 

fill rate - 

registered 

nurses/ 

midwives (%)
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Green - Met acuity of 
current staffing 
establishment
Amber - up to 2 midwives 
short on current staffing 
establishment
Red  - More than 2 midwife 
shortfall

www.cddft.nhs.net

Best Outcomes: Nurse Staffing, DMH

Commentary
The above demonstrates that the staffing establishment in relation to acuity was met on 64% of recorded occasions throughout the month of 
October 2020. It has also identified the time periods where it has not met. The acuity tool highlighted  the following ;

• Midwives scrubbed in theatre with elective surgery – sometimes x 2  between the hours of 08.00am and 16:00 pm. Due to COVID we 
temporarily have two selected elective days with approx 2-3 C/S per day, commencing at 8am, running through to late afternoon-scrub 
nurse has been temporarily provided. 

• Sudden staff sickness: 2 episodes recorded.
• Midwife scrubbed in theatre: 11 episodes.
• Redeployment internally: 10 episodes recorded.
• Co-ordinator not supernumerary: 17 episodes
• There were 19 clinical staff currently isolating due to COVID.
• In the month of October, there were 0 recorded delay to elective LSCS. The LSCS rate in October was 32.5%. 
• There were 6 delays to inductions. Induction rate was 37.5%.
• Delays can be attributed to levels of acuity/staffing shortages/Emergency C/S and are to maintain patient safety. 

DMH Delivery Suite Monthly Acuity Tool Report - October 2020 (4 WEEK DATA COLLECTION PERIOD), 158 Deliveries

DATA COLLECTION COMPLIANCE: 99% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)
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Green - Met acuity of 
current staffing 
establishment
Amber - up to 2 midwives 
short on current staffing 
establishment
Red  - More than 2 midwife 
shortfall

www.cddft.nhs.net

Best Outcomes: Nurse Staffing, UHND

Commentary
The above demonstrates that the staffing establishment in relation to acuity was met on 62.% of recorded occasions throughout the month of October 
2020. It has also identified the time periods where it has not met.  The acuity tool identifies that demand can be due to the following:

• Data captured over a 5 week month – there were gaps in the acuity completion.
• Midwives scrubbed in theatre with elective surgery 
• The acuity has been affected by the COVID 19 crisis due to self-isolation advised by the government for symptoms, family members with symptoms 

and Track and Trace . Some face to face training has been recommenced and staff are allocated time for online training
• The elective LSCS lists that we usually have on a Tuesday and Thursday morning in main theatre were both initially suspended, but the Thursday list 

has recommenced. Therefore the majority of LSCS are still being carried out on the delivery suite with an increase of 188% since removal of the 
elective list 

• We have six staff on maternity leave and have interviewed and recruited for the hours.
• 5  NQM have commenced in October but are still in their supernumerary period. We have front loaded training in their first week to prevent 

interruption of their clinical work with training 
• One Long term sickness
• Advert has been published to recruit into vacant HCA hours 
• HoM has been provided with data re HCA/support staff staffing levels we are planning to employ x2 HCA apprentices with the next intake 

UHND Delivery Suite Monthly Acuity Tool Report October 2020 ( WEEK DATA COLLECTION PERIOD), 228 Deliveries 

DATA COLLECTION COMPLIANCE:  97.4% (FOR DATA TO HAVE TRUE VALUE COMPLIANCE NEEDS TO BE ABOVE 85%)
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Best Outcomes: Nurse Staffing

Staffing levels Commentary

HCA hours as a percentage of planned hours dropped another  5% again in October to its lowest point since before November 2018 and 

there has be an increase in substantive staff undertaking extra hours similar to those seen in April and May 2020.   

RN hours as a percentage of planned hours remained stable in October and staff undertaking additional hours doubled in October as did 
staff undertaking paid overtime.  
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Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

Workforce information: The October  Nursing workforce report highlighted there were  236.28 RN Vacancies this goes up to 
283.69 WTE RN’s taking into account those on maternity leave. In the non-registered workforce there were  65.83 WTE HCA 
vacancies going up to 83.91 WTE when taking into account those on maternity leave 

International recruitment: Cohort 1 – Darlington - 18 attended NMC Test Centre on 10th November. All 18 received their results.; 
They performed 6 OSCE stations, and had to achieve passes across all six. 14 passed, 4 failed but only on a single element of one 
station each.  This is a 77% 1st time pass rate. The assessment was taken with only 8 weeks of preparation.  Those that failed can 
reapply after 10 days. 2 nurses are to be rebooked, as they were on isolation due to COVID 19. Cohort 2 – Durham - 20 nurses 
commenced in practice at UHND w/c 09/11/2020. They have completed all  of their e-learning  BLS / DPR / AKI  during quarantine 
upon arrival into the UK. Weekly OSCE skills sessions have been organised - pending a venue. List of skills stations have been e-
mailed to managers so they can be supported to undertake the skills in clinical practice. A closed Facebook group specifically for 
Pastoral Support has been set up; and many CDDFT staff have joined to offer support 
Cohort 3 – Bishop Auckland is expected to arrive on  23rd November. 6 / 20 Visas in place; ward allocations are yet to be finalised –
10 at Bishop Auckland, 6 at UHND, 4 at DMH (due to problems finding appropriate accommodation).

Temporary Staffing: Throughout October wards and departments continued to resume to normal activity however the impact of 
the opening of escalation wards as part of the Pandemic surge capacity has had a considerable impact. Demand for bank and 
agency in October continues to rise; for both registered and non-registered staff; however the fill rates have continued to fall.  
There has been a steady decline in fill rates since June 2020. Since  resuming normal activities demand has risen and fill rates have 
fallen. 
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Best Outcomes: Nursing & Midwifery Staffing

www.cddft.nhs.net

The work to correct time owing in lieu balances on the E-roster has continued with managers working to correct balances. At the end

of October the rolling balances 19331.95 hours owed by staff -12412.46 hours owing to staff over all total = 6919.49 a reduction of

900 hours from last month

• 3124 hours are due to missing shifts within the roster which are being corrected by managers.

• 5515 hours are owed by staff owing less than 12 hours.
Care Group

Hours Owed by 

staff 

Hours Owing to 

Staff 
Total Hours 

Community Services 1937.58 -1757.33 180.25

Corporate Teams 490.43 -448.32 42.12

CSS 664.92 -226.42 438.50

Family Health 4655.95 -2492.48 2163.47

IMS 6514.95 -2538.08 3976.86

Surgery 5041.93 -2249.52 2792.41

Total Hours Owed / Owing 19331.95 -12412.46 6919.49
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Best Outcomes: Safe Staffing Bank RN fill rates

www.cddft.nhs.net

RN Bank fill rates:

October has seen unprecedented demand for additional staff; although the hours filled increased  from last months rates  the percentage 

dropped to 63% due to the demand 
Agency fill rates increased slightly from last month again due to the increased demand. 
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Best Outcomes: Safe Staffing Bank HCA fill rates

HCA Bank fill rates:
October has seen unprecedented demand for additional HCA staff  fill rates dropped by 5.6% in September and Agency increased 1% 
taking the overall fill rate to 12.94
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Best Outcomes: Safe Staffing Composition 
Temporary v. substantive

RN  Bank fill rates :

In September the Bank 

and Agency fill rates 

reduced; this decrease 

could be due to the 

increased demand 

activity across the trust 

as departments return to 

normal working. 

HCA  Bank fill rates : 

Bank and agency fill 

rates increased yet 

again in October seeing 

a  month on month rise 

of agency fill  since 

June, this is the light of 

unprecedented demand
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Best Employer | Best Efficiency: 
Well Led – RN vacancies
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Best Employer | Best Efficiency: 
Well Led – HCA Vacancies
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Best Employer | Best Efficiency: Well Led

23

Target Average Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Budgeted Establishment  - 6582.77 6565.05 6575.28 6572.04 6592.12 6594.19 6597.91

Total Contracted SIP 6174.31 6001.37 6181.53 6024.82 6225.47 6298.37 6314.30

Of Which Active 6035.79 5879.79 6049.31 5892.88 6077.78 6146.66 6168.32

Of Which Career Break 11.96 12.72 11.72 11.72 12.72 11.72 11.17

Of Which Maternity/Adoption 125.79 108.06 119.70 120.22 133.97 138.99 133.81

Of Which External Secondments 0.77 0.80 0.80 0.00 1.00 1.00 1.00

Budgeted Vacancies 408.46 563.68 393.75 547.22 366.65 295.82 283.61

Lost Due To  Overall Sickness Absence - 368.73 523.89 450.67 309.38 292.34 310.41 325.69

Of Which MSK 53.67 44.10 52.63 55.98 49.84 56.55 62.92

Of Which COVID Related 77.64 208.14 128.25 44.20 27.96 25.82 31.46

Of Which Mental Health 111.35 113.48 124.01 114.32 107.58 108.80 99.93

Bank Usage 386.38 384.79 407.03 322.14 368.88 446.53 388.93

Agency Usage 72.21 77.32 68.44 67.18 81.57 64.61 74.16

In Month Starters 69.82 86.87 97.72 82.54 33.63 70.77 47.39

In Month Leavers 56.65 39.68 46.11 46.19 46.96 107.58 53.35

Staff Turnover Rate  FTE %  (Voluntary) 9% 7.51% 7.67% 7.67% 7.62% 7.54% 7.33% 7.20%

Staff Turnover FTE % (All) - 12.14% 12.57% 12.22% 12.17% 12.15% 12.00% 11.71%

Core Essential Training 95% 91.88% 93.15% 90.75% 92.75% 90.98% 91.75% 91.89%

Staff Appraisal 95% 71.71% 79.71% 76.47% 73.11% 68.92% 66.48% 65.54%

Sickness Absence Overall 4% 6.13% 8.91% 7.45% 5.25% 4.81% 5.05% 5.28%

Of Which MSK 0.89% 0.75% 0.87% 0.95% 0.82% 0.92% 1.02%

Of Which COVID Related 1.30% 3.54% 2.12% 0.75% 0.46% 0.42% 0.51%

Of Which Mental Health 1.85% 1.93% 2.05% 1.94% 1.77% 1.77% 1.62%

Sickness Absence Short Term 1.25% 1.96% 4.69% 2.44% 0.31% 1.22% 1.36% 1.74%

Sickness Absence Long Term 2.25% 4.16% 4.22% 5.00% 4.94% 3.59% 3.69% 3.54%

CDDFT Workforce Performance Overview 2020/21

C
D

D
FT

Commentary

Please see overleaf.
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Best Employer | Best Efficiency: Well Led
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Workforce: Metric assumptions

Data Sources – The information on the metrics is pulled together from Data extracts for ESR with the exception of Budgeted Establishment, 
Bank & Agency Usage which is provided via the finance team from the Ledger system.

Metrics – The data for Mth01 – Mth05 has been pulled together from previous ESR extractions along with retrospectively run reports.

Contracted SIP – There appears to be a drop in SIP for Month 03, on initial investigation this appears to be reporting error as historic report 
was utilised, this is being investigated further, the reduction in Mth03 and subsequently increase in Mth04 appears to be in Integrated Medical 
Specialities. 

Currency – The Majority of the information provided is by ‘Whole Time Equivalent’ (WTE), the exceptions are CET and Appraisal compliance
which are a percentage against ‘Headcount’

Core Essential/Role Specific Training- (UK Core Skills Framework led)/Additional Training (Trust recommended training) is reported and 
monitored via the Training Priorities Group. Any issues are escalated to the Workforce Committee. During Covid-19 when these meetings may 
be stood down, issues are escalated to the Workforce & OD Directorate SMT Performance meetings.

Core Essential Training /Appraisal – These have been suspended for much of 20/21 to data

Bank/Agency Usage – The data used is extracted from the Ledger system as this includes usage across all staff groups, Agency WTE is 
calculated by converting a monthly spend/average staff costs by the finance department. The Healthroster system does not include all staff 
group. Extracts from Healthroster are utilised in other reports, these are accurate in terms of WTE booked and used at the point of extraction 
for the N&M staff group. 

Absence – This figure may appear different to the daily sit rep reports submitted to Gold Command. Please note that the Gold Command 
figures also include special leave data such as isolation/clinically extremely vulnerable staff. This information is subject to fluctuation from day 
to day. The information provided is the average absence % and WTE lost across the month.
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Trust Board – November 25th, 2020 

Item 6a – Patient Safety & Experience Report 

Open Session  Private & Confidential Session  

Author Tom Jacques, Lead IP&C Nurse, Joanne Todd, Malcolm Thompson, Associate Directors of 

Nursing, Noel Scanlon, Executive 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 update the Trust Board on the position with regard to HCAI and serious incidents 

Positive 

performance / 

developments 

within this report   

Positive matters  Page 

Proactive infection prevention & control measures with respect to COVID-19 4,8-11 

Dramatic increase in incidence of COVID-19 exceeding Wave 1 peak 4,8-11 

Preparation for influenza activity. Currently no cases of influenza in the Trust 11-12 

 Strong compliance with Duty of candour 15 

 75% drop in complements back to just above quarterly baseline  41 

Key issues and 

actions within this 

report  

 

One case of MRSA bacteraemia exceeding zero threshold 6-7 

Above threshold for Clostridium difficile  5-6 

Spike in monthly complaints - patients waiting for urgent treatment delayed 

by Covid-19  

24-28 

Wrist band compliance strong excepting Paediatrics taking special measures 16-20 

 Serious incidents include unexpected collapse in emergency dept., 

absconded patient found deceased, complications of surgery and 

interventional radiology, two missed cancers, one pressure ulcer, five 

patients who have fallen, two maternity cases and a mortuary incident.  

12-15 

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) 

 Prevention of Covid-19 outbreaks and  

 Capacity to manage Covid-19 whilst maintaining elective and ambulatory programmes 

Action / decision 
required from the 
Board 

To receive the updated position on relation to HCAI and serious incidents; patient experience 

monitoring and Safeguarding adults / children issues. 
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Executive summary 

 

The purpose of this report is to inform the Trust Board of the current position with regard to: 

 Healthcare Associated Infections including COVID-19  

 Current position with regard to key indicators for compliance with agreed standards. 

 

These include:  

 

Serious Incidents 

Information pertaining to serious incidents reported since last Trust Board meeting. The 

actions and learning are to be monitored through Integrated Quality Assurance Committee. 

 

This report also includes quarter 2 Duty of Candour compliance, information on the new 

mandated Patient Safety Specialist role and the wristband audit results requested by the board 

at a previous meeting. 

 

Patient Experience Measures 

Information pertaining to patient experience measures, including complaint compliments and 

PALS 

 

Recommendations 

The Trust Board is requested to receive this report and 

 Decide if this report provides sufficient information and assurance and  

 Decide if any further information and/or actions are required. 
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Health care associated infection 

 

Summary 

 

The acceleration of SARS-CoV-2 (commonly referred to as CoVID-19) cases in the Trusts’ 

geographical area of responsibility has continued on from September into October. There has 

also been a change in the age distribution of these cases, moving into older age groups. This 

has resulted in higher hospital admissions and higher acuity and dependency of those patients 

that have been admitted. This will continue to increase into November and our services must 

be prepared for this. Effects from the national lockdown, that is due to come in to force on the 

5th November, will not take effect until much later in the month. It is also not clear what impact 

this lockdown will have, as the rules surrounding it are different to ‘Wave 1,’ notably schools 

will remain open. 

 

The Infection Prevention & Control Team (IPCT) have become immersed in the Trusts Wave 

2 Planning (W2P) process. The IPCT are also key members of the ‘Tactical Cell’ meeting that 

meets daily to address acute problems when they arise. This group is functioning well at 

present and the IPCT is able to influence decisions on a daily basis directly to senior 

managers. Most importantly, a plan is formulated for out-of-hours periods, when there is less 

support for decision makers. 

 

It has also been ratified by Gold Command that IPC nurses will work during the weekend to 

further bolster support to decision makers. This comes at the cost of depleting the IPCT on 2 

weekdays. On balance, Gold Command have agreed the risk is most significant at weekends. 

 

The IPC team has flagged, what we believe to be, significant risks to the organisation in terms 

of isolation room capacity and the ability to carry out microbiological testing to distinguish 

between respiratory illnesses and other similar presentations. The current PCR testing 

capability is not designed as a high volume, fast turnaround system. This will inhibit patient 

flow and could cause multiple moves of ‘clean patients’ to facilitate accommodation for all 

patients and avoid breaching COVID guidelines. This may have a negative impact on other 

infections that still need to be safely cared for.  

 

We must be ready to deploy all of the Trust’s assets (both people and infrastructure) in the 

most effective ways in order to reduce the risk to the organisation which will most likely come 

from the pressures of the worst case scenario. Planning for this worst case scenario: a further 

resurgence of SARS-CoV-2, a heavy Influenza season, combined with the normal winter 

pressures is going to be pivotal. This will be extremely difficult to balance against the need to 

sustain elective services that are hugely important to maintain  

 

Influenza is discussed later in this paper and in an accompanying presentation related to the 

Board assurance framework for the Staff and by implication public vaccination programme. 

 

Compared to this time last year, we have seen a distinct reduction in GNBSI’s, MRSA, and 

MSSA cases. This may well be attributed to social distancing measures and the uptake in HH 

compliance nationally. We have also seen higher rates of Clostridium Difficile Infection (CDI) 
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compared to the same time last year. It was initially thought that antibiotic prescribing was 

much higher during the pandemic but this now seems to not be the case. 

 

The chart below gives an overview of all mandated HCAI surveillance until 31st October 2020. 

 

 
 
Clostridium Difficile (CDI) 

 
CDI objectives for 2020/2021  
 
Acute provider objectives for 2020/21 will be set using these two categories: 

•  Hospital Onset Healthcare Associated: cases that are detected in the hospital 
three or more days after admission 

•  Community Onset Healthcare Associated: cases that occur in the community (or 
within two days of admission) when the patient has been an inpatient in the Trust 
reporting the case in the previous 28 days. 

CDI Objectives for CDDFT have not yet been set but we are assuming that if recent trends 

are to be followed that our objective would be 44 cases. We continue to press to get our Trust 

targets. The last update from the North East Regional IPC Lead was that the Trust targets are 

with DHSC (29/10/20) for sign off. 

 

2020-2021 HOHA COHA 

April 1 1 

May 4 4 

June 3 2 

July 4 1 

Aug 1 1 

Sept 4 1 

Oct 1 1 

 

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

MRSA 0 0 0 0 0 1 0

ECOLI 15 27 29 23 39 32 39

Trust Apportioned ECOLI 3 3 4 1 5 12 10

MSSA 0 1 5 7 0 2 4

CDIFF
COHA

1 4 2 1 1 1 1

CDIFF
HOHA

1 4 3 4 1 4 1
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County Durham & Darlington NHS Foundation Trust 
Apportioned HCAI cases.
April 2020 -March 2021 
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The Trust is currently over trajectory for CDI. The table below demonstrates these figures 
along with where they should be. 
 
CDI seems to be the only reportable organism that is significantly over threshold. August 
rates were lower level than the previous 3 months. 

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

C Diff Monthly 
Target 

3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 3.6 

C Diff Cumulative 
monthly target 

3.6 7.2 10.8 14.4 18 21.6 25.2 28.8 32.4 36 39.6 44 

Actual monthly 
total 

2 8 5 5 2 5 2      

Cumulative total 2 10 15 20 22 27 29      

* Data up to 31st October 2020  
 

MRSA Bacteraemia 

To date one case of MRSA Bacteraemia has been reported throughout 2020 

 

MRSA Bacteraemia Ward  11  
 
An 85 year old female admitted on 29/08/20 with a history of breathlessness and swollen 

legs. Recently treated by GP for infected left leg ulcer with antibiotics co-amoxil and 

flucloxicillin.  She was known as previous MRSA, no swabs taken due to Covid situation.  

MRSA protocol completed, score of 15, and therefore did not require decolonisation.  Patient 

was transferred to ward 11 UHND later that day.  This patient had multiple cannula inserted 

as was prescribed furosemide IV.  Blood culture sent 12/9/20 MRSA positive, ICN visited 

patient 14/9/20, requested MRSA screen.  Old cannula site was swollen and inflamed and 

warm to touch, therefore also requested cannula site to be swabbed.  VIP chart for this 

cannula indicated that it was inserted on 6/9/20 and removed on day 5 (10/9/20) score of 0.  

MRSA screen positive as well as this cannula site.  Decolonisation prescribed. The patient 

2009/1
0

2010/1
1

2011/1
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3

2013/1
4

2014/1
5

2015/1
6

2016/1
7

2017/1
8

2018/1
9

2019/2
0

2020/2
1

Trajectory 18 7 3 2 0 0 0 0 0 0 0 0

Actual 7 3 3 2 1 6 3 5 4 2 6 1

0
2
4
6
8

10
12
14
16
18
20

County Durham and Darlington NHS Foundation Trust.
MRSA Bacteraemia Trust Apportioned cases.  

2009/10 - 2020/21 
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was treated with IV antibiotics and remained an inpatient to complete course and for 

rehabilitation. 

Issues identified and action from PIR meeting 

Identified Issue 
 

Action Plan Progress to 
Date 

Lead Date for 
completion 

Missed opportunities 
to assess and 
document  VIP 
scores 

IV team to implement education 
on the care and  management of 
IV device to all ward staff 

ICN discussed 
action with IV 
nurse 
specialist 

IV team 20/10/20 
Complete 

Delayed assessment 
for midline insertion 

IV team to ensure all staff are 
aware of how and when midline 
device insertion should be 
considered and assessed 

ICN discussed 
action with IV 
nurse 
specialist 

IV team 20/10/20 
Complete 

Medical staff unable 
to identify how to 
locate MRSA risk 
flags on IT systems 

Ensure all medical staff are 
aware of how to access patient 
infection risks on IT systems 

Complete ICN 20/10/20 
Complete 

Possible 
inappropriate 
antibiotics for leg 
wounds 

CCG ICN’s to discuss prescribing 
issues with GP  
 
Medical Consultant to discuss 
with ward medical teams the 
appropriateness of the choice  
antibiotics for this case in line 
with Trust formulary 

Complete CCG ICN 
 
 
Consultant 

20/10/20 
Complete 

 

E-Coli Bacteraemia  

 
Data up to 31st October 2020 

323 336
375 357

397 386

215

55
71

62
47

63
48

41

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21

County Durham & Darlington NHS Foundation Trust. E Coli Bacteraemia 
cases Total Numbers and Trust apportioned 2014/15 - 2020/21 

Total No Hospital Onset
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All HCAI or device related E Coli Blood stream infections are subject to a review. 

 

MSSA Bacteraemia  

 
Data up to 31st October 2020 

 

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

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

providers to ascertain whether they were likely to be HCAI related.  

 

SARS-CoV-2 (COVID19) 
 
Positive COVID-19 Specimens by date 
 
The number of COVID-19 patients have continued to increase throughout October 2020 
 

 
 

19

26 25
23

21

35

22

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21

County Durham & Darlington NHS Foundation Trust. MSSA 
Bacteraemia Trust apportioned cases 

2014/15 - 2020/201 Ite
m

 6
a 

- 
P

ub
lic

 P
at

ie
nt

 S
af

et
y

R
ep

or
t #

2

Page 113 of 259



 

Trust Board: 25/11/2020  Patient Safety & Experience Report 

  

  

  

  

Noel Scanlon  P a g e   | 9 

 

Positive COVID-19 inpatients by site 
 

 
 
‘COVID Calendar’ October/November 2020 
 

The IPC Team is tracking the notable changes in guidance other events that are directly 

attributed to the management of the Pandemic. These will be reported monthly to the 

Executive Board of Directors: 

 

05/10/20 Letter from Mark Wilcox, correct measurement and reporting of HCAI Covid-19 

08/10/20 Day of admission is day 0 for Covid swabs not day 1 as previously suggested 

20/10/20 Covid-19 Infection Prevention and control (IPC) – added Covid-19 IPC dental appendix 

21/10/20 Clinically suspected cases 5 day swab message reiterated wards and in bulletin 22/10 

29/10/20 Letter from Stephen Powis/Ruth May re asymptomatic testing 

30/10/20 Asymptomatic staff testing FAQ 

 

Executive led COVID-19 Review Group 
 
On 26 June 2020, the Executive led COVID-19 Review group was established to identify 
track and trace any nosocomial transmission of COVID-19 and closely observe the 
organisation for any early indications of an outbreak of the virus. The group, led by the DIPC, 
discusses anonymised information of positive staff members so that any unprotected patient 
contacts can be established and staff to staff transmission can be determined. It also 
reviews all possible nosocomial cases of COVID-19. If a case is identified, and a RCA 
investigation would be triggered along with contact tracing and isolation of contacts if 
necessary. 
 
This group reports its findings to the HCAI group for governance purposes and any lessons 
learned will be shared across the organisation through relevant forums. 
 
The Lead Nurse for IPC attends the North East North Cumbria regional outbreak group on 
behalf of the DIPC. Lessons learned from this broader group are bought back and shared at 
this meeting. We also inform this group of the outbreaks we are currently experiencing.  
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Local intelligence suggests that outbreaks being felt by regional NHS Trusts are largely being 

attributed to breaches in social distancing guidelines (car sharing, over relaxing in office 

spaces, shared headsets for Microsoft Teams meetings). Anecdotally, this is being attributed 

to the human factors of the perceived risks being lower amongst staff-staff transmission than 

patient-staff. This is not the case and the IPC Team will continue strong messaging to the 

contrary.  

 
Outbreaks SARS-CoV-2 
 
The criteria for an outbreak of COVID-19 is as follows: 
Two or more test-confirmed or clinically suspected cases of COVID-19 among individuals 
(for example patients, health care workers, other hospital staff and regular visitors, for 
example volunteers and chaplains) associated with a specific setting (for example bay, ward 
or shared space), where at least one case (if a patient) has been identified as having illness 
onset after 8 days of admission to hospital 
 
The Trust reported 8 outbreaks in Sept/Oct 2020. This is not atypical in pattern when 
compared to other acute providers in the region. The DIPC receives a daily benchmarking 
report of every other NHS and care provider in the North East, Yorkshire and the North 
West. The prevalence of reported outbreaks can also be attributed to a much greater 
emphasis upon testing and early detection of hospital acquired infection.  

 
 
Nosocomial Transmission of SARS-CoV-2 (September 2020) 
 
In the Chief Nursing Officer (CNO) letter dated 24 June 2020, the SARS-CoV-2 testing 
strategy for patients in hospitals in England was set out: 
 (i)  All patients at emergency admission, whether or not they have symptoms 
(ii)  Those with symptoms of COVID-19 after admission 
(iii)  Those who test negative upon admission, a further single re-test should be 

conducted between 5-7 days after admission - preferably day 5 after admission 
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(iv)  Test all patients on discharge to other care settings, including to care homes or 
hospices 

(v)  Elective patient testing prior to admission. 
 
It is crucial that the above testing regimen is followed to reduce the risk of transmission of 
SARS-CoV-2, particularly from patients without (typical) symptoms of COVID-19. Please 
note that the timings refer to days after admission: 

 Community-Onset (CO) - positive specimen date <=2 days after hospital admission 
or hospital attendance: 

 Hospital-Onset Indeterminate Healthcare-Associated (HOIHA) - positive 
specimen date 

 3-7 days after hospital admission; 

 Hospital-Onset Probable Healthcare-Associated (HOPHA) - positive specimen 
date 8-14 days after hospital admission; 

 Hospital-Onset Definite Healthcare-Associated (HODHA) - positive specimen 
date 15 or more days after hospital admission. 

 
There were 17 instances of Hospital Onset of SARS-CoV-2 in October 2020. This brings the 
total number of Hospital Onset cases up to 23 until the end of October. 
 

No Trust Case Admitted +VE Date Ward Category 

1 Case 3 24/08/2020 31/08/2020 W02 BAH HOPHA 

2 Case 4 19/08/2020 09/09/2020 W01 CLS HODHA 

3 Case 5 11/08/2020 12/09/2020 A&E UHND HODHA 

4 Case 6 08/09/2020 25/09/2020 W03 UHND HODHA 

5 Case 7 13/09/2020 26/09/2020 W03 UHND HOPHA 

6 Case 8 14/09/2020 29/09/2020 W16 DMH HODHA 

7 Case 9 23/09/2020 01/10/2020 W6 UHND HOPHA 

8 Case 10 19/09/2020 02/10/2020 W3/6 UHND HOPHA 

9 Case 11 22/09/2020 03/10/2020 W6 UHND HOPHA 

10 Case 12 25/09/2020 03/10/2020 W6 UHND HOPHA 

11 Case 13 26/09/2020 03/10/2020 W3 UHND HOPHA 

12 Case 14 28/09/2020 05/10/2020 W3 UHND HOPDA 

13 Case 15 28/09/2020 05/10/2020 W3 UHND HOPHA 

14 Case 16 27/09/2020 05/10/2020 W3 UHND HOPHA 

15 Case 18 10/10/2020 13/10/2020 A/E, W1, CLS HOPHA 

16 Case 19 05/10/2020 13/10/2020 WS UHND HOPHA 

17 Case 20 01/10/2020 13/10/2020 AMU, U6, W1 WCH HOPHA 

18 Case 21 30/09/2020 13/10/2020 W12 UHND HOPHA 

19 Case 24 29/09/2020 18/10/2020 W12/WCH HODHA 

20 Case 34 07/10/2020 25/10/2020 UHND A/E, AMU/WD 3, B6 HODHA 

21 Case 35 16/10/2020 25/10/2020 D62 HOPHA 

22 Case 39 12/10/2020 27/10/2020 CLS/FWW HODHA 

23 Case 40 17/10/2020 27/10/2020 B16 HOPHA 

 

Influenza 

 

The Influenza vaccination programme has so far yielded 63.5% uptake amongst clinical staff. 

This is a good start but will require a sustained effort to drive compliance. Influenza is also 

presented in an accompanying paper related to the Board assurance framework for the Staff 

- and by implication public - vaccination programme. 
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The Trust has currently has no cases of Influenza in patients. There is currently a low 

prevalence of Influenza circulating in the community. It is not clear what impact Social 

Distancing has / will have on the 2020/21 Influenza season. 

 

The Trust must be ready for a worst case scenario and prepared to deal with the added 

pressures that Influenza would bring. 

 

It is not clear what the outcomes are in relation to co-morbidities of COVID-19 and Influenza, 

however, there is an assumption that prognosis for such patients will be adversely effected. 

 

The Trust is already struggling to isolate COVID patients. Consideration is also being given to 

managing the following concurrently, each category of which would require separate isolation 

and separation by gender: 

 COVID-19 

 Influenza A 

 Influenza B 

 COVID-19 + Influenza A 

 COVID-19 + Influenza B 

 Suspected Covid-19 cases awaiting PCR test results 

 Asymptomatic patients tested for Covid-19 but awaiting PCR test results  

 

The issues above will be taken to the Wave 2 Planning meetings. 

 

Serious Incidents (SIs) 

The following section brings to the Trust Board’s attention Serious Incidents (SIs) that have 

been reported to Trust Board for the period September and October 2020. The executive-led 

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

assistance and advice regarding clinical cases.   

 

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

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

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

compliance with its Duty of Candour obligations.  

  

It was agreed at Trust Board that learning and actions from previously reported serious 

incidents will be formally monitored via Integrated Quality Assurance Committee, a sub-

committee of Trust Board. 

 

New SIs – not reported to the Trust Board previously  

 

Ref: 2020/16624 

The patient attended for routine Ct guided Lung Biopsy. The biopsy appeared to go well and 

at the end of the procedure while talking to the patient with the Consultant she suddenly 

became unresponsive. Observations became unstable and the patient was transferred to 

intensive care unit. The patient died subsequently. Review identified that all procedures were 
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followed appropriately and it is believed that this was a rare but known complication of the 

procedure. 

 

Ref: 2020/16998  

The patient died on the ward following a cardiac arrest. The family were informed and were 

present on the ward. The patient remained on the ward until the following day when verification 

of death was completed. Review identified lack of knowledge amongst staff regarding care 

after death policy and the timeframes required for removal of the body into a temperature 

controlled environment.  

 

Ref: 2020/17044  

The patient was diagnosed with metastatic melanoma from pathology samples reported 

internally at the Trust.  A review of previous cases as per routine policy show in 2008 a skin 

sample was reported as compound naevus instead of melanoma. Review is underway.  

 

Ref: 2020/17177  

The patient was admitted with leg swelling and dizziness and diagnosed deranged bloods and 

irregular heart rate. The patient attempted to mobilise independently, and staff found the 

patient in the corridor after an unwitnessed fall, resulting in a fracture to the right hip. Review 

is underway. 

 

Ref: 2020/17402  

Staff heard a noise from the cubicle where the patient had been placed on admission two 

hours previously.  On entering the room staff found the patient on the floor beside the bed, no 

footwear insitu and the call bell was at hand. An x ray revealed fractured neck of femur. Review 

is underway. 

 

Ref: 2020/17484 (HSIB Investigation)) 

The patient was appropriately for shared care.  Ultrasound scan was carried out at 34 & 37 

weeks gestation due to reduced fetal movements. The lady self-referred to the Pregnancy 

Assessment unit at 39 weeks gestation with history of spontaneous rupture of membranes 

and reduced fetal movements. A decision was made for instrumental delivery due to 

pathological monitoring of the baby. 

 

The baby was delivered and admitted to Neonatal Unit and transferred to tertiary unit for active 

cooling treatment. HSIB review is underway.  

 

Ref: 2020/17531  

The patient suffered a cardiac arrest after being readmitted to hospital with suspected Covid 

19. The patient had multiple attendances in the past few days to the Emergency Department 

with upper back pain. Investigations revealed widening mediastinum and worsening pleural 

effusion. The patient had a National Early Warning Score of 2 when they left the Emergency 

Department, however later the patient rapidly deteriorated and suffered a cardiac arrest. The 

patient died subsequently. Review is underway. 

 

 

Ite
m

 6
a 

- 
P

ub
lic

 P
at

ie
nt

 S
af

et
y

R
ep

or
t #

2

Page 118 of 259



 

Trust Board: 25/11/2020  Patient Safety & Experience Report 

  

  

  

  

Noel Scanlon  P a g e   | 14 

 

Ref: 2020/17661  

The patient was admitted for elective laparoscopic appendicectomy and repair of hernia.  The 

procedure was converted to open due to complications during surgery. The patient became 

unwell overnight and an emergency call was made. The junior doctor for surgery contacted 

Registrar who gave plan over the phone. There appeared to be difficulty contacting the senior 

doctor subsequently. 

 

The patient was transferred to critical care for upgrade of level of care needed with intensive 

support given prior to transfer. The patient returned to theatre subsequently for a laparotomy, 

small bowel resection and formation of ileostomy. Review is underway. 

 

Ref: 2020/17761  

The patient attended the Emergency Department generally unwell physically and mentally for 

several weeks along with reduced dietary and fluid intake, and shortness of breath on exertion. 

Following review the patient was deemed fit for discharge. The patient was returned to the 

department later the same day and collapsed. The patient died subsequently. Review is 

underway. 

 

Ref: 2020/17992  

The patient had an unwitnessed fall and was found on the floor next to the bed. On 

examination the patient complained of pain to left hip. An x ray revealed fractured neck of 

femur. Review is underway. 

 

Ref: 2020/18240  

The patient was admitted with seizures and reduced Glasgow Coma Score. The patient was 

placed into a cubicle due to deterioration and palliative nature of their condition, and was found 

on the floor subsequently. A CT head was completed and the patient was found to have a 

fractured neck (ondontoid peg). Review is underway. 

 

Ref:  2020/18579   

The patient sustained category three pressure damage to their left heel whilst under the care 

of the district nursing service. A rapid review was held, and review is now underway.  

 

Ref:  2020/19055   

The patient attended hospital breast clinic and was found to have a palpable right sided axillary 

lymph node which was biopsied as cancer. A scan of the liver revealed a lesion of uncertain 

significance. The patient was discussed in the breast MDT meeting. It was decided to perform 

a scan of the liver to further clarify the lesion, and this was reported as benign. The patient 

underwent surgery to the axillary node. It was later found that the scan result of the liver was 

inaccurate and was indicative of metastatic disease. Review is underway. 

 

Ref:  2020/19735 

The patient presented to the Emergency Department. Following review the patient was 

transferred to the medical ward for observation due to reduced consciousness on arrival. It 

was documented that the patient had left the ward after informing staff that he wished to go 
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for a walk. The police contacted the ward subsequently to inform the team that the patient had 

been found deceased. Review is underway.  

 

Ref:  2020/20456 

The patient was in her second pregnancy and had a known history of diabetes. The patient 

commenced an eating programme for type 1 diabetics to adjust insulin according to meals and 

commenced using an insulin pump at approximately 29 weeks gestation. At 32+4 weeks 

gestation, this mother started to experience symptoms of diarrhoea and vomiting.  She 

contacted local maternity services on three occasions for advice.  Upon arrival to pregnancy 

assessment unit she was found to be in diabetic ketoacidosis and had sadly suffered 

intrauterine death. Review underway. 

 

Ref:  2020/20629  

The patient sustained a fall and was found at the bottom of the bed. An x ray revealed fractured 

neck of femur. Review is underway.  

 

Duty of Candour compliance quarter 2  

The below chart shows a breakdown of the incidents by Care Group, showing the number of 

incidents and compliance with Duty of Candour. 

 

 
It can be seen that there are three patient safety incidents that do not have Duty of Candour 

either carried out or recorded correctly within the Ulysses Risk Management system. One of 

these incidents are within the surgical Care Group and two within Clinical Support Services. 

 

Remedial Action 

In order to give assurance of compliance the review below has been undertaken regarding the 

incidents highlighted above. 

1. Duty of Candour had been carried out however the Ulysses Risk Management System 

had not been updated.  This has now been updated as completed. 
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2. This incident has been reviewed and downgraded to minor harm, this however had not 

been reflected in the Ulysses Risk Management system again this has now been 

corrected. 

3. This incident has been reported as a serious incident however as yet there has been 

no contact made with the patient.  This is currently underway and will be updated 

accordingly.  

 

Patient Safety Specialist 

A recent communication was received by all NHS organisations from the NHS England and 
NHS Improvement asking for each organisation to identify at least one Patient Safety 
Specialist. These specialists will be recognised as key leaders in the safety system, and 
fundamental to patient safety across the system and the recently published requirements 
document is attached for information.  
 

The initial ask is for NHS trusts, foundation trusts and clinical commissioning groups (CCG) to 
have identified at least one patient safety specialist by the end of November 2020. This role 
has been identified for CDDFT as sitting within the job description for the Associate Director 
of Nursing for Patient Safety and Governance. The briefing paper is attached as an appendix 
(Appendix 1). 
 
Wristband Audit  

A number of clinical incidents were reported and investigated in 2018/19 that had elements of 

poor practice with wristband compliance subsequently identified as a contributory factors. 

 

These included: 

 An incident of incorrect administration of a blood transfusion product 

 A patient death due to administration of a penicillin containing antibiotic when the 

patient had declared the allergy within the care episode 

 Reports from Trust Phlebotomy teams of deteriorating compliance 

 

In addition to these, it was also noted that the Trust had transitioned to a new wristband version 

with a new printer supplier and it was questioned whether this change may have had an impact 

on practice and patient safety. 

 

To investigate this further, and to establish the current position regarding compliance, the 

Head of Systems and Delivery in the Health Informatics Team and the Executive Director of 

Nursing commissioned an audit. The initial audit was conducted jointly by the Systems Team 

in Health Informatics and the Procurement Team. 

 

Summary 

A clinical audit of compliance with the Trust Correct Identification of Patients Policy 

(specifically in respect of patient wristband usage) was commissioned in March 2019. 

 

A prospective, observational audit was conducted in April 2019 and showed good compliance 

with policy, a repeat audit was completed in September 2019 and again showed an 

improvement, with a further repeat audit requested for January 2020.  
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On review of the proposed January 2020 date for re-audit, it was determined that some of the 

new wrist band printers were not yet in use at the community hospitals. A recommendation 

was therefore made that the audit be commenced in April 2020, to allow time for the new 

printers to be in place across the site so compliance could be checked with the use of the new 

wrist band. Due to Covid 19 the recommended date of April 2020 was further extended until 

July 2020.  

 

The wrist band audit was carried out in the Trust in July 2020 and showed a compliance 

rate of 91.1%.  The below chart shows the previous and current recorded compliance: 

  

 
This represents a decrease from the September 2019 figure which was 97.4%  

 

Aims/Objectives 

The audit aim was to quantify compliance against the following Trust standard: 

All in-patients and day cases MUST wear an identity ID band for safety purposes 
Correct Identification of Patients POL/N&Q/0004 July 2005, (Reviewed Dec 2018). Section 6, Page 7 

 

Method  

A review team was assembled which consisted of 2 staff from the Patient Safety Team.  The 

decision was made to complete a prospective, observational clinical audit of compliance with 

wristband policy in 15 inpatient / ward areas. The departments were selected at random using 

a random number selector for the Trust hospitals of BAH, UHND, DMH and a Community 

Hospital site was also selected.  

 

The audit proposal and scope was reviewed and approved by the Associate Director of 

Nursing - Patient Safety and Governance, and it was logged and registered with the Clinical 

Audit Department. An increased number of wards were selected at BAH as this site has had 

an increase of patients since Covid 19.   

 

To align the sample with the number of wards in each location 

 Three wards were randomly selected at BAH  

Series1
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 Five wards/departments were randomly selected at DMH  

 Five  wards were randomly selected at UHND  

 One Community hospital ward was randomly selected.  

 

In addition to this, one ED was selected using purposive sampling – ED at DMH as the UHND 

ED location was selected in the September audit and one of the serious incidents had 

originated in this area. Wards and Departments were not given any warning of the plan to re-

audit.  

  

Ward Managers would have no right to veto/refuse participation in the audit however due to 

Covid 19 some of the rooms were restricted due to infection control concerns. One ward was 

not accessible as this was elective Surgery and limited staff were only allowed in this area to 

avoid infection.  

 

As with the previous audits, it was agreed that if a patient was absent from their bed area for 

any reason, they would be recorded as such. If a patient was not visible for privacy and dignity 

reasons – visiting toilet/bathroom, bed screens drawn, sleeping/wristband covered by 

bedclothes or receiving personal care, they would not be disturbed and recorded as “not 

observed – privacy and dignity reasons”. 

 

In addition to this, the main auditor did wear uniform for the observational audit visits to avoid 

distress or disruption to patients.  It must be noted that for all ward areas and departments 

visited, a welcoming, supportive and positive response was given by the clinical team on duty. 

 

Results 

All raw data collected is embedded as Appendix 3 for review of specific areas and compliance:  

 There were 204 patients in the audit study, 13 of which were not able to be reviewed 

due to privacy and dignity or being off the ward so they were removed from the sample, 

which left 191 patients.  

 Out of the remaining 191 patients, 174 patients were shown to have a wrist band on, 

and 17 patients did not have a wrist band on.  

 This showed a compliance of 91% and was a drop from September 2019. These 

figures do not include mitigation.  
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Audit findings
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Reasons for non-observation  

There were 13 patients that were not able to be assessed due to below reasons so were 

excluded from the figures. Patients absent from the immediate bedside area were recorded 

as absent.  If a patient was using the toilet/bathroom, bed screens were drawn, the patient 

was behind the curtains being examined by medical staff or asleep and covered with bed 

clothes, these were recorded as not observed for privacy and dignity. 

 
Overall compliance with Mitigation  

The audit team were requested to enquire if there was any reason for a patient not having a 

wristband in situ. On review of the 17 patients where no wristband was observed, individual 

mitigation was offered for 12 of these patients.  

On further discussion in relation to the mitigation, on the Paediatric ward the review team were 

advised that the wrist band printer had not been working and had just been fixed and staff 

assured the team the children would now have wrist bands applied.  

 

Percentage of RED Wristbands Observed  

174 patients were observed, 77 (44.3%) had a red wristband in situ. The procurement team 

had specifically requested that the type of red wrist band applied be noted in the audit – the 

54%
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older “solid red” type or the new “striped red/PDC” version. It was noted that of the 77 patients 

observed with a red wristband in situ, all of them had the new stripped red/ PDC version.  

 

The final table shows the overall compliance by location. 

 
15 areas were included in the audit; when patients who were excluded from the figures were 

removed, 9 areas achieved 100% compliance of patients observed. All of the patients 

observed in BAH did have a wrist band on, this represented a 100% compliance.  

 

The review of the paediatric ward did raise some concern as 5 out of 7 did not have a wrist 

band on, mitigations were given however on the children who would not tolerate the wrist band 

no other ways to identify the patient were evident in the patient’s room. It has been agreed 

that the Care Group will undertake a weekly audit of this area until they are assured of 

compliance. A repeat Trust audit will be undertaken in January 2021. 

 

Conclusion/Discussion   

The audit covered a range of key areas in the organisation and 204 patients were included in 

the audit. The areas were randomly selected using a computer generated tool to avoid bias of 

where to visit for the audit.  

 

From the previous audit in September 2019, there was an action in relation to the different 

styles of allergy wrist band which appears to now be completed. All of the ward and 

departments reviewed showed compliance with allergy wrist bands as they could be seen in 

appropriate numbers in clinical areas. All of the wrist bands observed were the new striped 

wrist bands.  
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Patient experience  

 

Complaints 

 

The Patient Experience Team are exploring ways of undertaking a comprehensive review of 

each care groups’ complaints, PALS and compliments. Where possible, the information will 

be presented using SPC charts.  

 

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

October 2020 was 52.  During 2019-20 the average number of complaints received per month 

was 44.    

 

Year Average number of formal complaints received per month 

2012-13 49 
2013-14 46 
2014-15 52 
2015-16 53 
2016-17 54 
2017-18 44 

2018-19  Q1 49 
2018-19  Q2 43 
2018-19  Q3 43 
2018-19  Q4 56 
2019-20  Q1 50 
2019-20  Q2 51 
2019-20  Q3 54 
2019-20  Q4 47 
2020-21  Q1 21 (COVID-19 Data) 
2020-21  Q2 39 

  

The graphs below compares the number of formal complaints compared to the number of 

patient episodes for the whole Trust, as well as individual care groups.  
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We have shown below the total number of complaints each care group has received and 

calculated this ratio against the number of patient episodes the Trust has had for that reporting 

month. If the figure, when calculated, shows 0.1 it will not show any bar graph data. However, 

this does not mean that a care group has not had any complaints.  

Care Group Number of Complaints during October 2020 

Family Health 10 

Surgery 18 

CSS 2 

CDDCS 1 

IMS 21 

Corp 0 
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The chart for CDD services is blank because the number of complaints received was 0 so the comparison figure is 0.  

The cumulative complaint rates by care group for the current year are shown in the following graph: 
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Below are SPC charts showing the variation in complaints received for each care group.  
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From the monthly figures, it appears that the number of complaints for Surgery is increasing, there were 18 complaints for October compared 

with 2 for July, 6 for August and 10 for September. Based on the figures for the overall year, Surgery’s average is 10.   

 

Also, Family Health received 10 complaints for October having previously received 2 for July, 6 for August and 10 for September. September and 

October’s data for Family Health is the same. Based on the figures for the overall year, Family Health’s average is 6.  
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Complaints performance – October 2020  

 

The table above outlines that we still request a number of extensions. This is agreed with the patient prior to the 

extension and is subject to the escalation process. The point of escalation is dependent on the number of previous 

extension requests. The main reason for request is the complexity of case. Therefore, in the revised policy we will 

look to increase response times for complex cases in line with serious incidents. This was agreed as good practice 

with the Parliamentary and Health Services Ombudsman (PHSO).  

The below outlines how many extensions1 there have been per care group 

                                                
1 An extension could be because of a delay in getting the report from the lead care group or a care 
group involved in the complaint. It could also be because during the complaint investigation the 
complainant contacts us with further issues or we identify issues which need to be investigated by 
another Trust therefore we would need to obtain consent. It could also be because of administrative 
errors in that the complaint does not get sent to all care groups involved initially. 

Care 
Group 

Acknowledged 
within 3 days 

 

i.e.: 4/5:80% 

Responded 
within agreed 
timescale 

i.e.: 9/10:90% 

(excludes 
RCAs) 

Number of 
agreed 
extensions to 
timescale for 
closed 
complaints  

i.e.: 1/10:10% 

 

Number of 
second 
responses 

completed 

Actual % 
responde
d in initial 
timescale 

Number 
of 
working 
days to 
respond 

(average) 
– (Trust 
agreed 
standard 
is 40 
days) 

Longest 
day to 
respond  

Surgery  18/18 – 100% 5/5 – 100% 1/5 – 20% 1 80% 36 40 

IMS  21/21 – 100% 23/23 – 100% 9/23 – 39% 5 61% 35 99 (delays 
by 

investigator) 

CSS  2/2 – 100% 0/0 – 0% 0/0 – 0% 0 0 0 0 

CDD CS 1/1 – 100% 4/4 – 100%  3 / 4- 75% 2 25% 45 83 (complex 
case) 

FH 10/10 – 100% 9/9 – 100%  9/9 – 100% 3 0 51 110 (delays 
by 

investigator) 

Corporate 0/0 – 0%  2/2 – 100% 0/2 – 0%  0 0 39 44 

Total 

 

52/52 – 100% 
43/43 – 100% 22/43 – 51% 11 49% 41 75 (avg)  
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An improvement has been noted within two care groups, IMS and Family Health. For Family 

Health in September they had 11 extensions and for October they had 9 (82% improvement). 

For IMS, in September they had 15 extensions and for October they had 11 (73% 

improvement).   

 

The top three themes overall, for complaints during October 2020 are:  

 Clinical treatment  

 Customer Care (includes Communication)  

 Appointments / Non-Clinical  
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Below are some graphs to show the categories for each care group which were received during October 2020.  
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Clinical Treatment continues to be a theme 
across all main care groups. Corporate did not 
have any complaints, therefore no data 
available. 
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Clinical Treatment breakdown  

During October 2020 there have been 32 cases closed with Clinical Treatment as the primary 

theme. The main themes, within each care group, can be sub categorised as:  

 

Integrated Medical Specialities  

There were two high, two medium and 13 low risk complaints. Issues range from Delay in 

Diagnosis and Treatment, Missed Diagnosis, PEAI, Nursing care and Medication issues. 

There were four complaints relating to the Emergency Department, UHND (one of these was 

a high risk complaint) and five complaints relating to the Emergency Department, DMH. No 

other themes emerged from the data.  

 

Surgery  

There was one high, one moderate and three low risk complaints. Issues range from Operation 

– adverse outcome and Missed Diagnosis. Two complaints relate to Medical Professionals – 

Orthopaedics. No other themes emerged from the data.   

 

CDD Community Services  

There was one low and one moderate risk complaint. Issue on both complaints was nursing 

care. No other themes emerged from the data.  

 

Clinical Specialist Services and Family Health  

No data available for the above care groups.  

 

Complaints comparative data  

Below are graphs provided by NHS England/NHS Improvement which show the comparison 

between both neighbouring Trusts and those Trusts of a similar size to CDDFT. The data 

shown is for Q3 2019-20. External.   

 

Quarter 4 data was not available at the time of reporting. This is because the data is uploaded 

slightly behind the current quarterly data on NHS England’s Patient Headline Tool website. 

The latest data available is February 2020, therefore there is not a full quarters’ data to 

compare to. Hopefully it will be available for the next quarterly report.  

 

Q3 Data (compared against neighbouring Trusts) 
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Trust (In order)  Number of complaints 

received for Q3 

Number of beds per Trust 

North Tees  55 563 

Northumbria 99 999 

South Tyneside  178 (Complaint rate 23.5) 1,200 

Newcastle  159 1,800 

CDDFT 163 (Complaint rate 26.3) 820 

South Tees  92 1,024  

Gateshead  70 580  

 

From the graph and data above, CDDFT has received the second most complaints compared 

to those Trusts within our region. However, these Trusts are not of a similar size to CDDFT 

and therefore may have less throughput.  

 

The graph below shows the comparison between Trusts of a similar size to CDDFT and as 

you can see, we are joint sixth with University Hospital of North Midlands.   

 

Q3 Data (compared against those Trusts of a similar size to CDDFT)  

 

 
 

Trust (In order)  Number of complaints 

received for Q3 

Number of beds per Trust 

University College London 249 720 

Guys and St Thomas  469 1,277 

York Teaching Hospital  136 812 

Frimley Health  195 750 

Kings College 217 950 

CDDFT 163 820 

Nottingham University Hospital  199 1,100 

South Tees  92 1,024 

University Hospital of North 

Midlands 

163 1,219 

No data available at the time of reporting for Central Manchester. 
NB: The data in the above graphs is taken from the Patient Headline Tool and they calculate the complaint rate against how 
many complaints each Trust has received, therefore we have also listed how many complaints each Trust has received for 
comparison purposes.  
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PALS 

The graph below compares the number of informal patient concerns, managed via PALS, 

compared to the number of patient episodes for the whole Trust as well as individual care 

groups. The total number of informal concerns received into the Patient Experience Team 

during Q2 was 299.  

 

We have shown below the total number of Informal concerns each care group has received 

and   calculated this total against the number of patient episodes the Trust has had for that 

reporting month. If the ratio figures, when calculated shows 0.1 it will not show any bar graph 

data. However, this does not mean that a care group has not had any informal concerns.  

Care Group Number of Informal concerns during October 2020 

Family Health 12 

Surgery 29 

CSS 7 

CDDCS 5 

IMS 36 

Corp 7 

External orgnisation 2 
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Below are SPC charts showing the number of PALS (Informal) concerns over the last year.  
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The top three themes for PALS overall, during October 2020 are:   

 Customer Care (includes Communication) 

 Clinical Treatment  

 Attitude of Staff  
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We have included below some comparison charts across each of the care groups so we can establish what the trends are within each group. 

If there are any unusual trends, these will be identified below. 
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It is clear from the data above that Attitude of Staff and Customer Care is an issue across the majority of care groups.   
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Compliments  

There was a total of 4589 compliments received in Quarter 2 20-21.   

 

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

per quarter.  

 

 
 
Please note for Q1 – there was an extremely large number of compliments received for Wellbeing for Life, Joining the Dots, 

Capacity Building and Social Prescribing Link Workers (Trust-wide)  
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Parliamentary and Health Service Ombudsman (PHSO)  

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

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

been resolved locally. 

Of the 13 cases with the Ombudsman: 

 One new request was received (IMS). No cases were closed and 12 cases are on-

going.  

The below table and graph provides a comparison of PHSO outcomes from 2014-15 to 2017-

18, 2019-20 as well as current status from Q1 2020-21.  

 

Year Upheld Part upheld Not upheld Not investigated  

14-15 2 8 6 NA 

15-16 1 3 3 NA 

16-17 0 7 1 NA 

17-18 1 6 11 2 

   Q1 18-19 0 0 2 0 

   Q2 18-19  0 1 0 2 

   Q3 18-19 0 2 1 1  

   Q4 18-19  1    1 0  

   Q1 19-20 0 2 0 0 

   Q2 19-20  0 0 0 0 

   Q3 19-20  0 0 0 0 

   Q4 19-20  0 1 0 0 

   Q1 20-21 0 0 0 0 

   Q2 20-21  0 0 0 0 
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Friends and Family (FFT) Update  

All patients with an overnight stay in an acute inpatient ward, maternity ward, or a visit to an 

emergency department, day case service, outpatient appointment or community service 

across CDDFT are provided with the opportunity to complete a questionnaire asking how their 

experience of our service was. NHS England have temporarily suspended the submission of 

our data to them however, the Trust still continue to collect the data monthly and submissions 

will start again in January 2021.  

 

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

 

 FFT Responses 2018-19 2019-20 2020-21 

April 4836 5452 214 

May 4177 4385 255 

June 4140 5062 384 

July 3863 5899 600 

August 4158 4893 637 

September 3549 3821 455 (inc 122 electronic, launched in Sept)  

October 3367 6049 548 (inc 95 electronic)  

November 5701 4069  

December 4763 4798  

January 5095 4282  

February 4214 4235  

March 5197 3732  

 

The following table shows the Trust’s response rates from April 2019 as per UNIFY reporting 

structure. 

                                                
2 Data not available at time of reporting 
3 No data available from March due to COVID-19 

Month Inpatient ward 
and day case 
response rate 

Emergency 
Departments and 

UCC response 
rate 

Maternity 
response rate 
(commenced 

October 2013) 

Overall 
monthly 

response rate 
(Emergency 

Departments 
and Inpatients) 

Target response rate 

April 2019  25.5% 22.4% 12.7% 24% 20-30% (Inpt 40%) 

May 2019 29.4% 14.8% 13.5% 22.1% 20-30% (Inpt 40%) 

June 2019 29.4% 18.3% 12.4% 23.8% 20-30% (Inpt 40%) 

July 2019 35.5% 20.2% 14.5% 27.8% 20-30% (Inpt 40%) 

August 2019 32.6% 17.6% 5.6% 25.1% 20-30% (Inpt 40%) 

September 2019 27.5% 13.6% 10.8% 20.5% 20-30% (Inpt 40%) 

October 2019 29.4% 24.9% 6.2% 27.1% 20-30% (Inpt 40%) 

November 2019 26% 15.4% 7.6% 21% 20-30% (Inpt 40%) 

December 2019 27.8% 20.8% ‡ 2 24.3% 20-30% (Inpt 40%) 

January 2020 28.2% 18.4% 7.1% 25.1% 20-30% (Inpt 40%) 

February 20203 26.3% 20.0% 13.9% 23.1% 20-30% (inpt 40%) 
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FFT Headline Measure 

 

Friends and Family Test Engagement 

Following the launch of the electronic FFT on 1 September 2020 we have received around 

217 responses from patients. The data is then sorted into Care Groups and emailed to all Care 

Group leads for distribution to their wider teams.  

The data we are receiving is overall positive and there are some very valuable comments 

being made by patients, which have been highlighted for Care Groups’ attention.  

Work continues to raise awareness and promote engagement with the FFT. The PET plan to 

make contact with all departments included in the FFT to promote it. Unfortunately, due to the 

suspension of all visits at the moment, it has been difficult to promote awareness with families 

at this time.  

The ward staff have been excellent throughout the launch and are assisting patients to 

complete the survey online, where possible, through the use of hospital Ipads.   

October data has been embedded below.  

Week ending 

02.10.20.xls

Week ending 

09.10.20.xls

Week ending 

16.10.20.xls

Week ending 

23.10.20.xls

Week ending 

30.10.20.xls
 

NHS England have recently announced that they have suspended all data submissions until 

January 2021. However, PET are still collecting the data weekly from all areas.  

 

  

Month 
 

Inpatient A&E Maternity 

% Rec % Not % Rec % Not % Rec % Not 

April 2019 96% 1% 93% 1% 98% 1% 

May  2019 97% 1% 93% 1% 99% 1% 

June 2019  97% 1% 93% 1% 99% 0% 

July 2019  97% 1% 91% 1% 98% 0% 

August 2019 98% 1% 93% 1% 100% 0% 

September 2019  97% 1% 93% 1% 98% 0% 

October 2019  97% 1% 91% 2% 93% 2% 

November 2019  97% 1% 91% 2% 100% 0% 

December 2019 98% 1% 91% 1% Data not available at 
time of reporting 

January 2020  98% 1% 94% 1% 99% 1% 

February 2020 97% 1% 93% 1% 98% 1% 

March 2020  No data available from March due to COVID19 
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Patient and Public Involvement  

 

The Patient Experience Team have had discussions with Communications and Workforce and 
OD to look at some of the key priorities over the coming months. For example, if we identified 
a ward with a large number of complaints then we could work with Workforce to see if there 
was any reason for that (for example staff absences).  
 
More discussions are in the pipeline and this is something the Patient Experience continue to 
work on.  
 
National CQC Patient Survey Programme update 

 

The timetable for the remainder of the surveys is as follow:  

 

Survey When will patients 
receive care? 

When will Trust’s 
collate samples? 

Fieldwork period 

Urgent and 
Emergency Care  

September 2020 October 2020 October 2020 – 
March 2021  

Adult In-patient - 
Dissent posters 
have now been 
sent out 

November 2020 December 2020 January 2021 – May 
2021 

Children and 
Young People 
(Dissent posters 
have been sent 
out) 

November and 
December 2020  

January 2021  February 2021 – 
June 2021  
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Interpreter Services (Everyday Language Solutions) – Questionnaire feedback.  

We have received from Everyday Language Solutions the analysis of last quarters’ feedback 

from patients and staff. They have detailed the specific questions that are asked and the 

percentage of positive responses received.  

Patients  

Specific questions asked Kurdish 
40% response rate 

Arabic 
60% response rate 

Russian 
30% response rate 

Was your Interpreter on time for 
your appointment? 

100% 100% 100% 

Did your Interpreter introduce 
themselves and explain their role? 

100% 100% 100% 

Did the Interpreter explain about 
confidentiality? 

100% 80% 100% 

Do you feel that the Interpreter 
explained things to you clearly 
during your appointment? 

100% 100% 100% 

Did you feel the Interpreter was 
professional? 

100% 100% 100% 

Did you understand the 
Interpreter? 

100% 100% 100% 

Were you satisfied with this 
Interpreter? 

100% 100% 100% 

How many had additional 
feedback 

3 6 3 

Any actions to take No Remind Interpreter 
68 about 

mentioning 
confidentiality. 

No 

Embedded below are the questionnaire results where comments have been translated.  

Arabic feeedback 

Arabic July 20.pdf

Kurdish Patient 

feedback June 20.pdf

Russian Feedback 

Sept 20.pdf
 

Staff  

Over the past 12 weeks, 54 questionnaires have been sent out to Trust staff (23) with only two 

being returned, therefore the response rate is quite poor (4%). The two questionnaires 

returned have been embedded below.  

ref 794 05.10.20.pdf ref 750 31.07.20.pdf
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Mixed Sex Breach  

 

The Trust will comply with Department of Health Eliminating Mixed Sex Accommodation 

(EMSA) policy and guidance (2009, 2010, 2019). Patients who are admitted to any of our 

hospitals will only share the room where they sleep in accommodation shared with members 

of the same sex, and same sex toilets and bathrooms will be close to their bed area. There 

may be acceptable justification where it is in the overall best interest of the patient, for male 

and female patients to be cared for in the same sleeping accommodation, e.g. critical care. In 

these cases, privacy and dignity must be protected. Staff must always consider the impact on 

all patients involved, and patients must be moved to same-sex accommodation as soon as 

the acceptable justification ceases to apply. 

 

Month Number of Breaches Area Site 

April-19 0 NA NA 

May-19 0 NA NA 

June-19 0 NA NA 

July-19 0 NA NA 

Aug-19 3 ITU Durham 

Sept-19 0 NA NA 

Oct-19 0 NA NA 

Nov-19 0 ITU Durham 

Dec-19 0 ITU Durham 

Jan-20 4 ITU Durham 

Feb-20 0 NA NA 

Mar-20 0 NA NA 

Apr-20 0 NA NA 

May-20 0 NA NA 

Jun-20 0 NA NA 

Jul-20 0 NA NA 

Aug-20 0 NA NA 

Sep-20 0 N/A N/A 

Oct-20 0 N/A N/A 
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PREVENT and Safeguarding  

 

The Report provides an overview of the activity which has been undertaken within the Trust 

around safeguarding adults and safeguarding children during the period September to 

October 2020.   

 

In summary:  

 The trust currently sits at 93.3% of those staff requiring level 3 training are compliant 

 Staff with basic Prevent4 Awareness Training sits at 88%. 

 PREVENT policy remains within appropriate review dates. 

 Safeguard Policies updates and ratified in Q2. 

 All training for Safeguard adults and children is now done on a Teams basis or 1to1. 

This impacts on quality and quantity. This remains under constant review.   

 Uptake of Safeguarding children’s training is improving.  

 The process for safeguarding referral into the trust is under review. 

 Safeguarding supervision has been reviewed with a new policy introduced. 

 Numbers of Looked after children (LAC) health assessments and repeat health 

assessments undertaken remain low due to the complexities of undertaking them 

using a digital modality. 

 The new Liberty protection safeguard5 (LPS) information and time line has been 

published and shared across the organisation  

                                                
4 The government's official definition of Prevent Duty is the legal obligation of public services to provide 
“due regard to the need to prevent people from being drawn into terrorism”. ... In addition to adult and 
children safeguarding training, Prevent training is meant to alert health care workers to the 
possibilities of “non-violent extremism”. 
 
5 Liberty Protection Safeguards (LPS) In July 2018, the government published a Mental Capacity 

(Amendment) Bill, which passed into law in May 2019. It replaces the Deprivation of Liberty Safeguards 

(DoLS) with a scheme known as the Liberty Protection Safeguards (although the term is not used in the 

Bill itself).  

The Act draws to some extent on the Law Commission’s proposals for reforming DoLS, but generally does not 

address some of the wider MCA reforms that the Law Commission suggested. So proposed reforms around 

supported decision-making and best interests are not included, although those omissions, and other changes from 

the Law Commission’s suggestions proved controversial as the Bill went through Parliament. 

Key features of the Liberty Protection Safeguards (LPS) include: 

 In line with the Law Commission’s suggestion they start at 16 years old. There is no statutory definition 
of a deprivation of liberty beyond that in the Cheshire West and Surrey Supreme Court judgement of 
March 2014 – the ‘acid test’ 

 Deprivations of liberty have to be authorised in advance by the ‘responsible body’. 

 For NHS hospitals, the responsible body will be the ‘hospital manager’. 
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Noel Scanlon  P a g e   | 49 

 

A full report and detailed performance dashboards will be submitted to IQAC for review.  

 

Owing to the sensitive nature of much of this work a briefing of ongoing safeguarding 

investigations will be shared with the board in private session.  

                                                

 For arrangements under Continuing Health Care outside of a hospital, the ‘responsible body’ will be their 
local CCG (or Health Board in Wales). 

 In all other cases – such as in care homes, supported living schemes etc. (including for self-funders), 
and private hospitals, the responsible body will be the local authority. 

 For the responsible body to authorise any deprivation of liberty, it needs to be clear that: 

 The person lacks the capacity to consent to the care arrangements 

 The person has a mental disorder 

 The arrangements are necessary to prevent harm to the cared-for person, and proportionate to the 
likelihood and seriousness of that harm. 

 In order to determine this, the responsible body must consult with the person and others, to understand 
what the person’s wishes and feelings about the arrangements are. 

 An individual from the responsible body, but not someone directly involved in the care and support of the 
person subject to the care arrangements, must conclude if the arrangements meet the three criteria 
above (lack of capacity; mental disorder; necessity and proportionality). 

 Where it is clear, or reasonably suspected, that the person objects to the care arrangements, then a 
more thorough review of the case must be carried out by an Approved Mental Capacity Professional. 

 Where there is a potential deprivation of liberty in a care home, the Act originally allowed for care home 
managers – if the local authority felt it was appropriate – to lead on the assessments of capacity, and the 
judgment of necessity and proportionality, and pass their findings to the local authority as the 
responsible body. This aspect of the Act has generated some negative comment, with people feeling 
that it might lead to insufficient independent scrutiny of the proposed care arrangements. In light of this, 
the government has confirmed that this provision will now not be implemented when the new system 
comes into effect in April 2022. It will instead be kept under review. 

 Safeguards once a deprivation is authorised include regular reviews by the responsible body and the 
right to an appropriate person or an IMCA to represent a person and protect their interests. 

 As under DoLS, a deprivation can be for a maximum of one year initially. Under LPS, this can be 
renewed initially for one year, but subsequent to that for up to three years. 

 Again, as under DoLS, the Court of Protection will oversee any disputes or appeals. 
 
The new Act also broadens the scope to treat people, and deprive them of their liberty, in a medical emergency, 
without gaining prior authorisation. 
 
The target date for implementation is now 1 April 2022. Prior to this, following a 12-week consultation planned for 
2021, both a single Mental Capacity Act and LPS Code of Practice, and regulations, will be laid before Parliament 
and subsequently published. The sector trusts this will bring clarity to some outstanding questions about how 
LPS will work in practice and the training and implementation required. 
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Classification: Official 
 
 
 
 
 

 

 

 
Identifying patient 
safety specialists 
August 2020 

 
Purpose of the role 

The NHS Patient Safety Strategy1 set the ambition for the new role of patient safety 

specialist to be introduced in every NHS organisation in England; this includes providers 

and commissioners of NHS-funded care. We consulted on a draft specification for patient 

safety specialists earlier in 2020 and this final specification is informed by the views of 

those who responded.  

Patient safety specialists will be the lead patient safety experts in healthcare 

organisations, working full time on patient safety. They will be ‘captains of the team’ and 

provide dynamic, senior leadership, visibility and expert support to the patient safety work 

in their organisations. They will support the development of a patient safety culture and 

safety systems, and have sufficient seniority to engage directly with their executive team. 

They will work in networks to share good practice and learn from each other.  

Patient safety specialists will lead, and may directly support, patient safety improvement 

activity and ensure that systems thinking, human factors understanding and just culture 

principles are embedded in all patient safety processes. They will promote patient safety 

thinking beyond why things go wrong in healthcare (Safety I), to examining why things 

 
1 https://improvement.nhs.uk/resources/patient-safety-strategy/ 
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2  |  Identifying patient safety specialists 
 

routinely go right and how that can be maximised (Safety II). They will support their 

organisations’ ‘patient safety partners’ (patient and public representatives specifically 

involved in patient safety) as identified in the NHS Patient Safety Strategy.  

We know significant patient safety expertise and experience already exist across the 

NHS; with people in many places effectively fulfilling the role of a patient safety specialist 

in all but name. Formally creating this role will provide status and the expectation that 

having a patient safety specialist who is fully trained in the national patient safety syllabus 

is standard across the NHS.  

As the senior leader for patient safety in their organisation, the patient safety specialist 

will work with many people who already have specific patient safety responsibilities. The 

patient safety specialist role does not diminish the fundamental principle that patient 

safety is everyone’s responsibility and they will be key in supporting work to make patient 

safety a core element of training for every member of staff in their organisation. 

Implementation 

Each NHS trust, foundation trust and clinical commissioning group (CCG) will 

identify one or more individuals as their patient safety specialist(s) and notify the national 

patient safety team who these individuals are by the end of November 2020. This will 

enable us to directly engage with them. Once identified, we will undertake further work 

with the patient safety specialists to agree specific responsibilities and develop the role 

further.  

Other organisations should designate a patient safety specialist if they are able to, but we 

recognise that some organisations, particularly smaller providers outside the secondary care 

sector, may not yet be in a position to do so. For this reason, at this point only NHS trusts, 

foundation trusts and CCGs are required to identify their own specialist. Smaller 

organisations should however start to consider their future approach. They may wish to 

consider accessing appropriate input from a patient safety specialist working across multiple 

organisations or part time. In time, our ambition is for all healthcare organisations, 

irrespective of size, to be able to identify and work with their patient safety specialist to 

improve safety.  

It should not be necessary to recruit new people to fill this role, unless an organisation 

wishes to, but it may be necessary to reorganise responsibilities between individuals. We 

expect patient safety specialists will be identified from people in existing patient safety-

related roles, which may be clinical, although organisations can create new posts and 

increase their number of patient safety-related roles if they consider this appropriate.  
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3  |  Identifying patient safety specialists 
 

The patient safety specialist(s) role should be full time, although this may not be possible 

immediately for some individuals as they may need time to hand over non-safety 

responsibilities to others. We expect patient safety specialists to be focusing solely on 

patient safety from April 2021.  

Two or more people, possibly of different seniority, may fulfil this role by sharing the 

responsibility. This will enable people to combine being a patient safety specialist with, 

for example, clinical work. The most important thing is that a patient safety specialist is 

always available and working on safety within an organisation. Organisations are of 

course free to specify more than one full-time patient safety specialist. This may depend 

on their size, complexity or number of sites. 

When identifying or recruiting their patient safety specialist(s), organisations should pay 

particular attention to the importance of equalities and should ensure that opportunities to 

become patient safety specialists are equitable. They should consider how best to ensure 

specialists contribute to a wider leadership cohort that is representative of their staff and 

the patients they serve.  

Accountability and responsibilities 

The existence of the patient safety specialist role does not alter overall accountability for the 

safety of healthcare services provided by an organisation. This still sits with the leadership of 

the relevant organisation. 

Similarly, creation of this role does not alter responsibility or accountability for patient safety-

related areas set out in statute or elsewhere, such as safeguarding, health and safety, 

controlled drug responsibilities, HR processes or fitness-to-practice activities. 

The patient safety specialist should be able to influence and have direct access to their 

executive/leadership team, including access at no notice to escalate immediate risks or 

issues. One option is for the patient safety specialist to be directly line managed by a 

member of the executive team, but this is not a compulsory arrangement. 

Patient safety specialists should have an overview of and ability to influence and interact 

with all patient safety processes within the organisation. This may include managing 

teams that lead on patient safety processes, such as patient safety incident reporting, 

risk management and investigation.   

Further responsibilities for the patient safety specialists will be agreed in collaboration 

with the specialists once their role has been established.  
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4  |  Identifying patient safety specialists 
 

Key relationships 

The patient safety specialist(s) will work as part of a wider team to ensure that patient 

safety is appropriately prioritised and considered in the work of the organisation. They 

should build and maintain good working relationships with a broad range of internal and 

external stakeholders on issues relating to patient safety.  

Key relationships include the following: 

Internal relationships: 

• executive team – although the patient safety specialist is not a board-level role, 

there is a requirement that they have direct and immediate access to a member 

of the executive team and are able to influence this team to enable effective 

change management  

• their organisation’s patients, families and carers 

• medication safety officers (MSOs), medication device safety officers (MDSOs) and 

other leads with responsibility for aspects of patient safety in their organisation 

(existing MSOs or MDSOs may be suitable people to become patient safety 

specialists) 

• chairs of relevant internal patient safety and/or clinical governance committees, often 

non-executives, and divisional/directorate managers and members of other safety 

departments, teams and initiatives, including medical examiners and Learning from 

Deaths leads 

• their organisation’s patient safety partners2 as these roles develop 

• their organisation’s Caldicott Guardian, information governance lead, Freedom to 

Speak Up guardian, director of infection prevention and control, equalities lead, 

PALS and complaints teams, quality improvement teams, education teams and 

safeguarding leads.  

External relationships: 

• patient safety specialists in other organisations 

• the national patient safety team 

• NHS England and NHS Improvement regional teams 

• local integrated care systems 

• local Healthwatch organisations as statutory representatives of patients’ views 

and concerns 

• local patient and carer representatives 

 
2 ‘Patient safety partners’ are patient and public representatives specifically involved in patient safety. 
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5  |  Identifying patient safety specialists 
 

• Healthcare Safety Investigation Branch 

• patient safety collaboratives and Academic Health Science Networks 

• Health Education England 

• Care Quality Commission and relevant parts of profession regulators such as the 

Nursing and Midwifery Council. 

Knowledge and experience  

In the medium to long term we intend all patient safety specialists to be able to 

demonstrate the knowledge and experience listed below. It is unlikely that anyone 

nominated as their organisation’s patient safety specialist will have this full set of 

knowledge and experience to begin with, and we expect organisations to identify 

individuals who meet some of these criteria and are willing to develop further. More work 

will be undertaken to determine the further training and education that patient safety 

specialists may need. 

Patient safety specialists should: 

• be educated to Master’s or equivalent level, or equivalent experience of working 

at a senior level 

• have worked in a patient safety-related role for at least two years, with an 

understanding of the principles that underpin approaches to improving patient 

safety in health systems 

• have knowledge and experience of driving improvement for the safety of patients 

• be willing and committed to developing expertise in all aspects of patient safety 

science, such as human factors, systems thinking, investigation, quality 

improvement, change management, prospective and reactive risk analysis and 

management, error theory and just culture 

• have had previous responsibility for/involvement in clinical governance systems 

• have significant knowledge of local organisation’s patient safety policy and 

strategy 

• have significant knowledge of national patient safety policy and strategy, and 

levers for change in the NHS system; and ability to interpret national advice, 

guidance and requirements and advise their organisation on how these should be 

implemented 

• have knowledge of safeguarding and the legal duties expected of NHS 

organisations 
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6  |  Identifying patient safety specialists 
 

• have proven ability to develop and communicate a long-term vision for patient 

safety and convert that into plans, objectives and deliverables for their 

organisation 

• be able to develop and maintain strong relationships across an organisation 

• have proven and significant leadership experience 

• have knowledge and understanding of the Equalities Act 2010, including the 

importance of collecting and analysing data on protected characteristics, and 

wider understanding of the impact of discrimination and bias on the safety of 

patients. 

Being a healthcare professional with a relevant clinical qualification and registration can 

be useful but is not essential for a patient safety specialist.  

Skills and attributes 

Patient safety specialists should have the following skills and attributes: 

• ability to provide senior leadership and work with senior leaders 

• ability to use informed persuasion to influence others 

• credibility and enthusiasm for patient safety 

• expert communication skills and ability to provide and effectively communicate 

highly complex, sensitive and contentious information to staff, patients and 

relatives/carers, particularly where a potentially antagonistic or highly emotive 

atmosphere may present significant barriers to acceptance 

• ability to use established networks and create new ones to share good practice 

and facilitate engagement with regional colleagues and the national patient safety 

team 

• ability to analyse complex information (including patient safety incident data, 

administrative data, mortality data) that may conflict and where expert opinion 

may differ 

• ability to develop, maintain and monitor information systems to support 

improvement initiatives 

• ability to manage time effectively and to prioritise 

• strong self-awareness and coping strategies 

• enthusiasm and interest in ensuring others are trained and developed in patient 

safety, as appropriate. 
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7  |  Identifying patient safety specialists 
 

Values and behaviours 

Patient safety specialists should demonstrate the following values and behaviours: 

• commitment to quality work; promotes high standards in all they do 

• courage to speak truthfully and challenge appropriately 

• values diversity and difference; operates with integrity and openness 

• works well with others by being positive, helpful and listening to them; involving, 

respecting and learning from others 

• involves patients and the public in their work 

• commitment to and proactive in addressing inequalities in healthcare in general 

and in patient safety in particular. 

Learning and development 

The NHS Patient Safety Strategy stresses the importance of in-depth training in patient 

safety for patient safety specialists. This will be based on the national patient safety syllabus 

we are developing with Health Education England. A gap analysis will be undertaken to 

understand the particular training needs of patient safety specialists. Ultimately they will be 

trained in all elements of patient safety science. 

 

 

 

 

 
NHS England and NHS Improvement  
Skipton House  
80 London Road  
London  
SE1 6LH 
 
This publication can be made available in a number of other formats on request.  
 
 
Publication approval reference: PAR0089 
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[Item 6b] – Public Board – 25/11/20 - Self declaration Staff Flu vaccination programme 1 

Trust Board – November 25th, 2020 

 

Board self declaration – Staff influenza vaccination programme 

Open Session X Private & Confidential Session  

Author Carol Bean, Occupational Health Lead,  
Noel Scanlon, Executive Director of Nursing, Director of Infection prevention & Control  

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 discharge a commitment to NHS England to demonstrate the boards commitment to 
ensuring the maximum number of staff avail of an Influenza vaccination this Winter 

Positive 
performance / 
developments 
within this 
report   
 

Positive matters  Page 

The attached plan will ensure that all of our frontline staff are offered the vaccine and 
how the trust will achieve the highest possible level of vaccine coverage this winter. 

Appx 1: 
p. 1-4 

An evaluation of last year’s flu season showed that trusts that have developed a 
multicomponent approach have achieved higher uptake levels. Innovative methods 
to reach staff included going ward-to-ward, holding static and remote drop-in clinics 
and encouraging staff to become staff vaccinators for their colleagues esp. in 
remote teams. The trust also used incentives to encourage staff such as enamel 
badges, water bottles and mini competitions to reinforce positive messages. Above 
all, board and ward leadership are critically important to promote vaccination to staff, 
providing visibility and transparency  

Appx 1: 
p. 1-4 

Appx. 2 

There is variation of uptake rates between trusts. Many trusts have made successful 
progress and have achieved near full participation, whilst other trusts are not 
increasing uptake rates quickly enough to protect staff and patients. It is important 
that improvements are made in those trusts. To support this, the healthcare worker 
flu vaccination ambition has been set at 100% (minimum) this year. CDDFT 
achieved the highest uptake in the Cumbria & North East region in 2019/20.  

Appx 1: 
p. 1-4 

Appx. 2 

NHSE are also increasing requirements for trusts who have had low uptake rates. 
Each trust that was in the bottom quartile for vaccination uptake (at 61.7% or below) 
in the published data (Immform in 2019/20) will be required to buddy with a higher 
uptake trust. Working with them will provide an opportunity to learn how to prepare, 
implement and deliver a successful vaccination programme. 

For trusts in this quartile progress will be reviewed weekly during the flu season by 
regional teams in addition to the monthly reporting that is provided to PHE via 
Immform.  In 2019/20, our trust achieved a frontline healthcare worker flu vaccination 
uptake rate of 87.3%. This does not put our trust in the lower quartile of trusts.  
A progress report showing current levels of flu vaccination uptake – 87.3% which is 
the best in the region at this time - is appended with regional benchmarking. 

Appx. 
2 
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Key issues and 
actions within 
this report  
 

Issue and actions Page 

The vaccination of healthcare workers against seasonal flu is a key action to help 
protect patients, staff and their families. Provider flu plans for 2019/20 saw a national 
uptake rate amongst front line staff of 80% in CNE Region, with some organisations 
vaccinating over 90% of staff in other parts of the country. Our ambition is to 
improve on this through the actions outlined in this plan. 

Appx 1: 
p. 1-4 

Appx. 3 
Appx. 4 

Whilst overall uptake levels have increased every year since 2015/16, there is 
significant variation in the uptake rates achieved as some trusts have developed 
excellent flu programmes that deliver very high level of vaccination coverage, 
however others have not made the same progress. 

Appx 1: 
p. 1-4 

Appx. 2 
Appx. 4 

The vaccination of healthcare workers has become part of a wider plan to increase 
uptake of flu vaccination across the communities we serve, targeting high risk 
patient groups, collaborating with Primary care and the Care home sector and for 
the first time utilizing every interaction in out-patients, community clinics and in 
patients homes using an approach called ‘making every contact count.’   

Appx 
5a , 

Appx 
5b  

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  

 

 Failure to vaccinate NHS Staff could reduce staffing resilience and expose vulnerable 
patients to transmissible infection, i.e. Influenza with potentially serious consequences.  
 

 Failure to significantly increase patient vaccination rates could result in death or 
serious illness amongst large numbers of our patients. In combination with Covid-19 
the prognosis (likely outcomes) for these patients worsens considerably.  
 

Action / 
decision 
required from 
the Board 

Approve the attached Board self declaration as requested by NHS England. 
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CDDFT Board Meeting Wednesday November 25th  2020 

NHS England and NHS Improvement  

Best Practice Management Checklist for Healthcare Workers Flu 
Vaccinations 
 
Carol Bean Occupational Health Service Manager 
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Appendix 1 – Healthcare Worker Flu vaccination best practice management checklist – for public assurance via Trust Board by end of December 2020 

 

C a r o l  B e a n ,  O c c u p a t i o n a l  H e a l t h  L e a d  

N o e l  S c a n l o n ,  E x e c u t i v e  D i r e c t o r  o f  N u r s i n g  /  D I P C   P a g e  2 | 4 

 

A Committed Leadership 
(number in brackets relates to references  listed below 
the table) 

Trust Self-Assessment 

A1 Board record commitment to achieving the ambition of 
100% of front line healthcare workers being vaccinated, 
and for any healthcare worker who decides on the 
balance of evidence and personal circumstance against 
the vaccine should anonymously mark their reason for 
doing so 

Yes – Discussed at Board meetings. Anonymised Disclaimer produced for staff to 
complete. Numbers of disclaimers and reasons for refusal of vaccine collated by 
Occupational Health and numbers reported nationally via ‘Immform’ 
 

A2 Trust has ordered and provided the Quadrivalent (QIVe) 
flu vaccine for healthcare workers 

Yes - Completed February 2020. For staff members aged 65 years and over they 
are advised they can attend their GP practice for Trivalent Vaccine (aTIV) and 
inform Occupational Health when they have had the vaccine as these can be 
included in uptake figures. However; staff from 65 years of age may be 
immunised with QIVe as part of an occupational health scheme.  Where a vaccine 
recommended for the over 65’s is not provided by the organisation’s occupational 
health scheme and the individual is unlikely to access another provider for an 
alternative recommended vaccine the available vaccine should be offered. 
Any staff member who has their vaccine outside of the Trust i.e. GP 
Practice/Pharmacy are encouraged to inform Occupational Health. 

A3 Board receive an evaluation of the flu programme 
2019/20 programme, including data, successes, 
challenges and lessons learnt 
 

Yes – completed Spring 2020 

A4 Agree on Board Champion for Flu Campaign Yes – Executive Director of Nursing  
 

A5 All board members receive flu vaccination and publicise 
this 

Yes – Specific immunisation sessions were organised for board members to 
receive the vaccine. Individual appointments are also available as well as 
opportunistic vaccinations. Photographs have been publicised via the Week 
Ahead Bulletin 
 

A6 Flu team formed with representatives from all 
directorates, staff groups and trade union 
representatives 

Yes – task and finish group set up - representatives were invited from all relevant 
groups 
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Appendix 1 – Healthcare Worker Flu vaccination best practice management checklist – for public assurance via Trust Board by end of December 2020 

 

C a r o l  B e a n ,  O c c u p a t i o n a l  H e a l t h  L e a d  

N o e l  S c a n l o n ,  E x e c u t i v e  D i r e c t o r  o f  N u r s i n g  /  D I P C   P a g e  3 | 4 

 

A7 Flu Team to meet regularly from September 2019 Yes - Task & Finish Group met face to face initially in July 2020 followed by 
fortnightly, then weekly meetings leading up to the start of the campaign on 
October 1st 2020. During the campaign updates are sent via e-mail each week. 
The group will meet again at the close of the campaign to discuss uptake, 
feedback, concerns, lessons learned etc 
 

 

B Communications Plan 
 

 

B1 Rationale for the flu vaccination programme and facts to 
be published – sponsored by senior clinical leaders and 
trade union 
 

Yes -All campaign materials ordered via PHE and a comprehensive 
Communications Plan agreed and implemented. This is supported by Executive 
Director of Nursing, Medical Director and Trade Union Representatives 
 

B2 Drop In Clinics and mobile vaccination schedule to be 
published electronically on social media and on paper 
 

Yes - Comprehensive schedule including drop-ins, walk rounds and individual 
appointments, developed and published from 1st October - 20th December 2020. 
Vaccinations will continue to be available until end February 2021. Schedule is 
disseminated via e-mail, Trust Bulletin and available on the Intranet and Social 
Media. Paper copies are available. Specific departments and wards can request 
the vaccinator to attend on particular days/times 
 

B3 Board and senior managers having their vaccinations to 
be publicised 

Yes – various Board Members, Executive Directors & Senior Managers within the 
Trust have had photographs taken and these have been publicised via Trust 
Bulletins and Social Media pages 
 

B4 Flu Vaccination programme and access to vaccination 
on induction programme 

Yes – flu nurse vaccinators attend induction programmes throughout the Trust. 
Colleagues attending induction are also informed of the drop-ins and walk rounds 
and the ability to book individual appointments within the Occupational Health 
Department and other dedicated areas within the Trust 
 

B5 Programme to be publicised on screensavers, posters 
and social media 

Yes – Screensavers have been in place since September 2020 and are updated 
regularly, Jab-a-thon in regard to Care Group Uptake will be publicised regularly. 
Posters have been in place across the Trust since September 2020 and on the 
Intranet and information is shared regularly via Trust Social Media 
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Appendix 1 – Healthcare Worker Flu vaccination best practice management checklist – for public assurance via Trust Board by end of December 2020 

 

C a r o l  B e a n ,  O c c u p a t i o n a l  H e a l t h  L e a d  

N o e l  S c a n l o n ,  E x e c u t i v e  D i r e c t o r  o f  N u r s i n g  /  D I P C   P a g e  4 | 4 

 

B6 Weekly feedback on percentage uptake for directorates, 
teams and professional groups 

Yes – weekly feedback is publicised and shared with senior leaders in the 
organisation as well as Care Group Leads and professional groups for onward 
dissemination 
 

C Flexible accessibility 
 

 

C1 Peer vaccinators, ideally at least one in each clinical 
area to be identified, trained, released to vaccinate and 
empowered 
 

Yes – various peer vaccinators across the Trust have been identified including 
wards, departments, pharmacies, DN bases and community hospitals. They have 
been adequately trained and signed relevant PGDs/Written Instructions and are 
available to vaccinate colleagues/peers as and when necessary 
 

C2 Schedule for easy access drop in clinics arranged 
 

Yes - as per B2 above 

C3 Schedule for 24 hour mobile vaccinations to be agreed Yes – Daily schedules for walk rounds and drop-in clinics are available between 
7.00am and midnight as well as night worker peer vaccinators available to 
vaccinate opportunistically 
 

D Incentives 
 

 

D1 Board to agree on incentives and how to publicise these Yes – Incentives for metal flu pin badges agreed and distributed to staff having 
the flu vaccines; Flu Champion 2020 Water Bottles are given to all flu vaccinators. 
These have been publicised via Week Ahead Bulletin and Flu Nurse Vaccinators.  
 

D2 Success to be celebrated weekly  Yes – As per B5 & B6 above. Uptake is discussed regularly at Executive & 
Clinical Leaders Meetings, Senior Managers and Heads of Department Meetings, 
Health Care Associated Infection meetings and Directorate Meetings as well as 
being publicised on the Intranet, Week Ahead Bulletins and Social Media. 
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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 4477 87.3% 4477 87.3% 4474 87.2% 4424 86.2% 4399 85.7% 4265 83.1% 4231 82.5% 4231 82.5%

GATESHEAD HEALTH FT 2903 80.5% 2903 80.5% 2903 80.5% 2903 80.5% 2900 80.4% 2885 80.0% 2862 79.3% 2820 78.2%

NORTH CUMBRIA INTEGRATED CARE FT 4271 81.9% 4259 81.4% 4251 81.0% 4247 81.0% 4227 80.6% 4127 78.6% 4013 75.8% 3960 74.6%

NORTH EAST AMBULANCE SERVICE FT 1604 65.6% 1625 64.6% 1625 64.6% 1622 64.4% 1605 64.0% 1575 62.8% 1576 62.6% 1550 60.8%

NORTH TEES AND HARTLEPOOL FT 3056 79.9% 3046 79.7% 3037 79.6% 2979 78.1% 2929 74.3% 2909 73.9% 2892 72.2% 2867 71.7%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 4622 82.2% 4622 82.2% 4614 82.0% 4596 80.8% 4542 80.0% 4482 79.4% 4435 78.5% 4321 77.1%

NORTHUMBRIA HEALTHCARE FT 5051 78.3% 5040 77.8% 5036 77.8% 4994 77.4% 4974 76.5% 4955 76.2% 4883 75.1% 4883 75.1%

SOUTH TEES HOSPITALS FT 6126 82.5% 6126 82.5% 6112 82.3% 6086 81.9% 6037 81.6% 6016 81.3% 5941 80.3% 5889 79.6%

SOUTH TYNESIDE & SUNDERLAND  FT 5419 82.4% 5410 82.2% 5400 82.1% 5383 81.8% 4934 76.8% 4918 76.6% 4884 76.1% 4861 73.3%

TEES, ESK AND WEAR VALLEYS FT 3946 68.6% 3922 67.4% 3900 67.0% 3860 66.7% 3777 65.7% 3767 65.6% 3744 64.9% 3673 63.7%

THE NEWCASTLE UPON TYNE HOSPITALS FT 9989 81.1% 9989 81.1% 9989 81.1% 9989 81.1% 9965 80.7% 9905 80.5% 9878 80.2% 9571 77.9%

NENC Total 51464 80.0% 51419 79.7% 51341 79.5% 51083 79.1% 50289 78.0% 49804 77.3% 49339 76.4% 48626 75.0%

16/02/2020 12/01/202019/01/2020
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 572 98.8% 572 98.8% 571 98.6% 571 98.6% 571 98.6% 570 98.4% 570 98.4% 570 98.4%

GATESHEAD HEALTH FT 342 79.9% 342 79.9% 342 79.9% 342 79.9% 342 79.9% 340 79.4% 335 78.3% 331 77.3%

NORTH CUMBRIA INTEGRATED CARE FT 521 85.8% 521 85.7% 521 85.7% 521 85.7% 520 85.5% 519 85.4% 516 84.7% 515 84.4%

NORTH EAST AMBULANCE SERVICE FT 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0% 3 100.0% 2 66.7%

NORTH TEES AND HARTLEPOOL FT 385 83.3% 385 83.3% 384 83.1% 380 82.3% 365 71.6% 363 71.5% 360 70.0% 357 69.6%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 326 75.3% 326 75.3% 325 74.2% 323 73.7% 318 74.1% 312 72.9% 309 72.2% 303 71.0%

NORTHUMBRIA HEALTHCARE FT 663 86.1% 659 85.6% 658 85.5% 656 85.2% 656 84.1% 652 83.7% 650 83.9% 650 83.9%

SOUTH TEES HOSPITALS FT 822 90.0% 822 90.0% 822 90.0% 820 89.8% 817 89.9% 815 89.7% 804 88.4% 786 85.9%

SOUTH TYNESIDE & SUNDERLAND  FT 663 74.9% 662 74.8% 660 74.6% 658 74.4% 619 69.3% 615 68.9% 605 67.7% 605 67.1%

TEES, ESK AND WEAR VALLEYS FT 244 78.0% 243 76.9% 243 76.9% 242 76.8% 242 76.3% 241 76.0% 240 75.5% 232 73.0%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1997 85.8% 1997 85.8% 1997 85.8% 1997 85.8% 1976 84.9% 1957 84.5% 1955 84.4% 1901 82.4%

NENC Total 6538 84.7% 6532 84.6% 6526 84.4% 6513 84.3% 6429 82.6% 6387 82.2% 6347 81.7% 6252 80.4%

23/02/2020 16/02/2020 09/02/2020

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 1836 80.0% 1836 80.0% 1836 80.0% 1807 78.7% 1778 77.4% 1770 77.1% 1754 76.4% 1754 76.4%

GATESHEAD HEALTH FT 938 72.3% 938 72.3% 938 72.3% 938 72.3% 935 72.1% 930 71.7% 925 71.3% 917 70.7%

NORTH CUMBRIA INTEGRATED CARE FT 1555 81.5% 1549 80.9% 1543 80.2% 1543 80.2% 1536 79.9% 1480 76.9% 1450 74.6% 1432 73.2%

NORTH EAST AMBULANCE SERVICE FT 50 54.3% 50 54.3% 50 54.3% 50 54.3% 50 54.3% 50 54.3% 50 54.3% 50 58.1%

NORTH TEES AND HARTLEPOOL FT 1106 78.5% 1104 78.4% 1102 78.2% 1081 76.7% 1066 75.3% 1059 74.7% 1056 73.0% 1049 72.5%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1669 81.9% 1669 81.9% 1664 81.6% 1661 81.2% 1645 80.4% 1629 79.8% 1611 79.0% 1567 77.7%

NORTHUMBRIA HEALTHCARE FT 2158 78.9% 2157 78.3% 2156 78.3% 2125 77.9% 2119 76.8% 2108 76.3% 2092 75.6% 2092 75.6%

SOUTH TEES HOSPITALS FT 2263 84.7% 2263 84.7% 2256 84.5% 2241 83.9% 2214 83.1% 2210 83.0% 2181 81.9% 2169 81.1%

SOUTH TYNESIDE & SUNDERLAND  FT 2084 74.2% 2079 74.0% 2077 73.9% 2070 73.7% 1880 68.9% 1873 68.6% 1863 68.2% 1856 65.6%

TEES, ESK AND WEAR VALLEYS FT 1525 66.3% 1513 65.1% 1500 64.5% 1492 64.3% 1478 63.7% 1475 63.6% 1459 62.7% 1430 61.5%

THE NEWCASTLE UPON TYNE HOSPITALS FT 4433 83.0% 4433 83.0% 4433 83.0% 4433 83.0% 4433 82.6% 4402 82.3% 4382 81.9% 4240 79.3%

NENC Total 19617 78.8% 19591 78.5% 19555 78.3% 19441 78.0% 19134 76.8% 18986 76.3% 18823 75.4% 18556 74.1%
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Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2019/20

02/02/2020

Trust/Provider
26/01/2020 19/01/2020 12/01/202001/03/2020

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

SOUTH TEES HOSPITALS
FT

NEWCASTLE UPON TYNE
HOSPITALS FT

CNTW FT N CUMBRIA IC FT CDD FT NORTHUMBRIA FT NORTH TEES AND
HARTLEPOOL FT

STS FT GATESHEAD HEALTH FT TEES, ESK AND WEAR
VALLEYS FT

NEAS

Latest  Cumulative Performance by Trust/Provider for all Qualified Nurses, Midwives and Health Visitors 

Achieving Target Below Target Target NENC Average 19/20 NENC Average 18/19 2018/19 Corresponding Cumulative Position Ite
m

 6
b 

A
pp

 2
 -

F
lu

_H
C

W
_V

ac
_U

pt
a

Page 171 of 259



No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 693 81.9% 693 81.9% 692 81.8% 686 81.1% 685 81.0% 680 80.4% 674 79.7% 674 79.7%

GATESHEAD HEALTH FT 470 71.6% 470 71.6% 470 71.6% 470 71.6% 470 71.6% 469 71.5% 467 71.2% 461 70.3%

NORTH CUMBRIA INTEGRATED CARE FT 670 77.7% 668 77.0% 668 76.9% 668 76.9% 659 75.7% 657 75.3% 649 74.3% 643 73.1%

NORTH EAST AMBULANCE SERVICE FT 527 66.5% 527 66.5% 527 66.5% 527 66.5% 525 66.2% 520 65.6% 520 65.6% 521 63.2%

NORTH TEES AND HARTLEPOOL FT 527 77.0% 524 76.7% 521 76.3% 510 74.7% 507 69.8% 505 69.6% 499 67.2% 495 66.8%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 641 88.2% 641 88.2% 641 87.9% 640 85.6% 628 83.2% 619 82.3% 612 81.7% 597 80.5%

NORTHUMBRIA HEALTHCARE FT 651 75.7% 648 75.2% 648 75.2% 649 75.0% 646 74.6% 647 74.5% 623 71.9% 623 71.9%

SOUTH TEES HOSPITALS FT 891 76.4% 891 76.4% 891 76.4% 887 76.1% 881 75.3% 876 74.9% 858 73.3% 851 72.5%

SOUTH TYNESIDE & SUNDERLAND  FT 832 86.7% 830 86.5% 830 86.5% 827 86.1% 686 69.3% 684 69.1% 682 68.9% 671 65.9%

TEES, ESK AND WEAR VALLEYS FT 564 65.4% 562 64.2% 561 64.0% 554 63.5% 547 62.9% 545 62.6% 544 62.0% 537 61.2%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1730 74.1% 1730 74.1% 1730 74.1% 1730 74.1% 1728 74.0% 1721 73.8% 1719 73.7% 1663 71.4%

NENC Total 8196 76.2% 8184 76.0% 8179 75.9% 8148 75.5% 7962 73.2% 7923 72.8% 7847 72.0% 7736 70.6%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2019/20

02/02/2020
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1376 97.6% 1376 97.6% 1375 97.5% 1360 96.5% 1365 96.8% 1245 88.3% 1233 87.4% 1233 87.4%

GATESHEAD HEALTH FT 1153 94.0% 1153 94.0% 1153 94.0% 1153 94.0% 1153 94.0% 1146 93.5% 1135 92.6% 1111 90.6%

NORTH CUMBRIA INTEGRATED CARE FT 1525 83.0% 1521 82.6% 1519 82.3% 1515 82.2% 1512 82.1% 1471 79.8% 1398 74.9% 1370 73.4%

NORTH EAST AMBULANCE SERVICE FT 1024 65.8% 1045 64.1% 1045 64.1% 1042 64.0% 1027 63.4% 1002 61.9% 1003 61.5% 977 59.7%

NORTH TEES AND HARTLEPOOL FT 1038 81.6% 1033 81.4% 1030 81.7% 1008 80.0% 991 76.8% 982 76.5% 977 75.0% 966 74.4%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1986 81.9% 1986 81.9% 1984 82.0% 1972 80.4% 1951 79.7% 1922 79.2% 1903 78.3% 1854 76.7%

NORTHUMBRIA HEALTHCARE FT 1579 75.8% 1576 75.3% 1574 75.2% 1564 74.8% 1553 74.1% 1548 73.9% 1518 72.5% 1518 72.5%

SOUTH TEES HOSPITALS FT 2150 80.3% 2150 80.3% 2143 80.0% 2138 79.8% 2125 80.1% 2115 79.7% 2098 79.1% 2083 79.0%

SOUTH TYNESIDE & SUNDERLAND  FT 1840 95.6% 1839 95.5% 1833 95.2% 1828 95.0% 1749 96.7% 1746 96.6% 1734 95.9% 1729 91.7%

TEES, ESK AND WEAR VALLEYS FT 1613 70.8% 1604 69.6% 1596 69.3% 1572 69.0% 1510 67.4% 1506 67.3% 1501 66.8% 1474 65.6%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1829 79.2% 1829 79.2% 1829 79.2% 1829 79.2% 1828 79.0% 1825 78.9% 1822 78.8% 1767 76.5%

NENC Total 17113 81.5% 17112 81.1% 17081 81.0% 16981 80.5% 16764 80.0% 16508 78.9% 16322 77.8% 16082 76.5%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2019/20

02/02/2020
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No. % No. % No. % No. % No. % No. % No. % No. %

All Doctors 6538 84.7% 6532 84.6% 6526 84.4% 6513 84.3% 6429 82.6% 6387 82.2% 6347 81.7% 6252 80.4%

Qualified Nurses, Midwives and Health Visitors 19617 78.8% 19591 78.5% 19555 78.3% 19441 78.0% 19134 76.8% 18986 76.3% 18823 75.4% 18556 74.1%

All Other Professionally Qualified clinical staff 8196 76.2% 8184 76.0% 8179 75.9% 8148 75.5% 7962 73.2% 7923 72.8% 7847 72.0% 7736 70.6%

Support to clinical staff 17113 81.5% 17112 81.1% 17081 81.0% 16981 80.5% 16764 80.0% 16508 78.9% 16322 77.8% 16082 76.5%

All Workers across NENC 51464 80.0% 51419 79.7% 51341 79.5% 51083 79.1% 50289 78.0% 49804 77.3% 49339 76.4% 48626 75.0%

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2019/20
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Tuesday 4 August 2020 
 

 
 

Dear Colleague, 
 

The national flu immunisation programme 2020 to 2021- update 
 

1. We write with more information about this year’s programme, further to the letter 

published on 14 May1. 

Expansion of the programme 
 

2. In light of the risk of flu and COVID-19 co-circulating this winter, the national flu 

immunisation programme will be absolutely essential to protecting vulnerable people 

and supporting the resilience of the health and care system. 
 

 

3. As indicated in our letter of 14 May, providers should focus on achieving maximum 

uptake of the flu vaccine in existing eligible groups, as they are most at risk from flu or 

in the case of children transmission to other members of the community.  Appendix A 

provides the full list of those eligible in 2020/21 as part of the NHS funded flu 

vaccination programme. This includes individuals meeting existing flu eligibility criteria. 
 

 

4. This year as part of our wider planning for winter, and subject to contractual 

negotiations, this season flu vaccination will be additionally offered to: 
 

• household contacts of those on the NHS Shielded Patient List.  Specifically 

individuals who expect to share living accommodation with a shielded 

person on most days over the winter and therefore for whom continuing 

close contact is unavoidable. 

• children of school Year 7 age in secondary schools (those aged 11 on 31 

August 2020). 

• health and social care workers employed through Direct Payment (personal 

bugets) and/or Personal Health Budgets, such as Personal Assistants, to 

deliver domiciliary care to patients and service users 
 

5. We aim to further extend the vaccine programme in November and December to 

include the 50-64 year old age group subject to vaccine supply.  This extension is 

being phased to allow you to prioritise those in at risk groups first.  Providers will be 
 
 

 
1https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/885281/T 

he_national_flu_immunisation_programme_2020_to_2021.pdf 
 

1 
PHE Gateway Ref: 2020153 
NHS England Publishing Approval Reference: B0096 
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The national flu immunisation programme 2020 to 2021 

2 

 

 

 

 
 

given notice in order to have services in place for any additional cohorts later in the 

season. 
 

 

6. Department of Health and Social Care (DHSC) is exploring options to expand the 

workforce that is able to administer vaccinations as part of the COVID-19 response. 

Key stakeholders and the public will be consulted on the proposed changes over 

summer, including via stakeholder meetings. In line with the government’s consultation 

principles, the consultation will be published on gov.uk in due course and will clearly 

set out the policy proposals. 
 

 

7. Building on good practice from previous flu seasons and to reflect the need to achieve 

maximum coverage this year, all Hospital Trusts will be asked to offer vaccinations to 

pregnant women attending maternity appointments and to those clinically at risk eligible 

patients attending in- and out-patient appointments. National service specifications will 

be developed to support the standardised commissioning of these services. 

 
8. In addition, this season an inactivated vaccine may be offered to those children whose 

parents refuse the live attenuated influenza vaccine (LAIV) due to the porcine gelatine 

content, in order to prevent localised outbreaks this year. Providers of children’s 

vaccination services will receive further instruction on the offering of this service in due 

course. 
 

 

9. It is essential to increase flu vaccination levels for those who are living in the most 

deprived areas and from BAME communities. We need to ensure equitable uptake 

compared to the population as a whole and help protect those who are more at risk if 

they are to get COVID-19 and flu.  It will therefore require high quality, dedicated and 

culturally competent engagement with local communities, employers and faith groups. 
 

 

10. Providers are expected to ensure they have robust plans in place for tackling health 

inequalities for all underserved groups to ensure equality of access. 
 

 

11. Individuals eligible for flu vaccine this season should be offered a vaccine recommended 

for them according to their age, as detailed in Appendix B. 
 

Frontline health and social care workers 
 
 

12. All frontline health and social care workers should receive a vaccination this season. 

This should be provided by their employer, in order to meet their responsibility to 

protect their staff and patients and ensure the overall safe running of services. 

Employers should commission a service which makes access easy to the 

vaccine for all frontline staff, encourage staff to get vaccinated, and monitor the 

delivery of their programmes. 
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The national flu immunisation programme 2020 to 2021 

3 

 

 

 

 
 

13. For healthcare workers providers should use the current definition as set out in chapter 

12 of the Green Book. https://www.gov.uk/government/publications/immunisation-of- 

healthcare-and-laboratory-staff-the-green-book-chapter-12 
 

 

14. NHS Trusts should complete a self-assessment against a best practice checklist which 

has been developed based on five key components of developing an effective flu 

vaccination programme. The completed checklist should be published in public board 

papers at the start of the flu season. See Appendix C. 
 

 

15. NHS England and Improvement (NHSEI) will continue to support vaccination of social 

care and hospice workers employed by registered residential or domiciliary care 

providers. The eligible groups have been expanded this year to include those health 

and social care workers, such as Personal Assistants, employed through Direct 

Payment and/or Personal Health Budgets to deliver domiciliary care to patients and 

service users.  Vaccination will be available through community pharmacy or their 

registered general practice. This scheme is intended to complement, not replace, any 

established occupational health schemes that employers have in place to offer flu 

vaccination to their workforce. Further guidance on how providers can ensure their 

employees get vaccinated will be published shortly. 
 

 

16. The Community Pharmacy Seasonal Influenza Advanced Service Framework will be 

amended to enable community pharmacies to vaccinate both residential care/nursing 

home residents and staff in the home setting in a single visit to increase uptake rates 

and offer further protection to this vulnerable group of patients.  GP practices are also 

able to vaccinate in the residential/care home, residents and staff who are registered 

with the practice. 
 

 

17. Good practice guidance along with a range of resource material can be found here: 

www.england.nhs.uk/increasing-health-and-social-care-worker-flu-vaccinations/. 

Further updates are underway to include additional resources which will be made 

available ahead of the flu season this year. 
 
 

Vaccine supply 
 

 

18. As usual, providers will have ordered flu vaccine directly from manufacturers. This 

season, we are expecting increased demand for flu vaccine across all cohorts and we 

are also expanding the flu programme. To support this, the Department of Health and 

Social Care (DHSC) has procured additional national supply of the adult vaccine and 

will issue guidance in September on how and when this can be accessed. 
 

 

19. Two of the vaccines for use in the children’s programme have been procured by Public 

Health England (PHE) and PHE has procured additional stock for this season.These 

are the live attenuated influenza vaccine (LAIV) administered as a nasal spray and 
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suitable for use in children aged 2 to less than 18 years except where contraindicated, 

and the injectable egg-grown Quadrivalent Influenza Vaccine (QIVe) for children in 

clinical risk groups for whom LAIV is unsuitable due to contraindication or age. These 

vaccines can be accessed through Immform at https://portal.immform.phe.gov.uk. 
 

 

20. For eligible children from 9 years of age unable to receive LAIV, locally procured QIVc 

and QIVe are alternatively able to be given. For further information see Appendix E 

and www.england.nhs.uk/wp-content/uploads/2019/12/NHS-England-JCVI-advce-and- 

NHS-reimbursement-flu-vaccine-2020-21.pdf 
 

Flu vaccine uptake ambitions 
 
 

21. This year, we are asking for a concerted effort to significantly increase flu vaccination 

coverage and achieve a minimum 75% uptake across all eligible groups. Where 

possible, we expect uptake will be higher than this and a national supply of stock has 

been procured to ensure demand does not outstrip supply. 
 

 

22. Many of the groups who are vulnerable to flu are also more vulnerable to COVID-19. 

Not only do we want to help protect those most at risk of flu, but also protect the health 

of those who are vulnerable to hospitalisation and death from COVID-19 by ensuring 

they do not get flu. The table below sets out the ambitions for 2020/21: 
 

Table 1: Vaccine uptake ambitions in 2020 to 2021 
 

 

Eligible groups Uptake ambition 

Aged 65 years and over At least 75% 

In clinical at risk group At least 75% 

Pregnant women At least 75% 

Children aged 2 and 3 year old At least 75% 

All primary school aged children and 

school year 7 in secondary school 

At least 75% 

Frontline health and social care 

workers 

100% offer 

 

23. Household contacts of people on the NHS Shielded Patient list will not be subject to 

call and recall arrangements but will be offered the vaccine opportunistically, with the 

aim to offer to all identified. 
 

 

24. NHSEI are developing a national call and recall service to support localised call and 

recall provision and ensure that all eligible patients are informed of their eligibility and 

are encouraged to get vaccination this season. This service is intended to supplement 

not replace local call and recall mechanisms that are already in place contractually. 
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Delivering the programme during the pandemic 
 
 

25. Patients will, need reassurance that appropriate measures are in place to keep them 

safe from COVID-19, as it is likely to be co-circulating with flu. This reassurance will be 

especially important for those on the NHS Shielded Patient List. 
 

 

26. Providers will be expected to deliver the programme according to guidelines on social 

distancing that are current at the time. Standard operating procedures in the context of 

COVID-19 have been issued for General Practice, community pharmacy, and 

community health services: 
 

www.england.nhs.uk/coronavirus/publication/managing-coronavirus-covid-19-in- 

general-practice-sop/ 
 

www.england.nhs.uk/coronavirus/publication/standard-operating-procedure- 

community-pharmacy/ 
 

www.england.nhs.uk/coronavirus/publication/covid-19-prioritisation-within-community- 

health-services-with-annex_19-march-2020/ 
 

www.england.nhs.uk/coronavirus/publication/novel-coronavirus-covid-19-standard- 

operating-procedure-community-health-services/ 
 

27. For guidance on immunisation during COVID-19, including personal protective 

equipment, see: ‘Clinical Guidance for Healthcare professionals on maintaining 

immunisation programmes during COVID-19’ at:  www.england.nhs.uk/coronavirus/wp- 

content/uploads/sites/52/2020/06/clinical-guidance-for-hcps-on-imms-for-covid-19.pdf 
 

 

28. These procedures and guidance mean that a range of different ways of delivering the 

flu immunisation programme this year should be considered including the following: 
 

• careful appointment planning to minimise waiting times and maintain social 

distancing when attending 

• providing patients with information in advance of their appointment to 

explain what to expect 

• recalling at risk patients if they do not attend in line with contract 

requirements 

• social distancing innovations such as drive in vaccinations and ‘car as 

waiting room’ models, if possible 

• for those on the Shielded Patient List who are high risk for COVID-19 

consider the use of domiciliary visits 
 

29. For the overall schools vaccination programme social distancing measures will create 

additional challenges, and where possible we still expect the school estate to be used 

in the event of any local school closures. 
 

 

30. Providers need to be prepared to make adjustments to the programme in the face of 

any local restrictions to ensure those at highest risk can continue to be vaccinated. 
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31. We are also considering supporting delivery through standing up alternative delivery 

approaches, to maximise coverage of the vaccine this winter. 
 

Infection prevention and control when administering vaccines 
 
 

32. Individuals should attend for vaccination at premises that are following the 

recommended infection prevention and control (IPC) 

guidance. www.england.nhs.uk/coronavirus/primary-care/infection-control/ 
 

 

33. Those displaying symptoms of COVID-19, or who are self-isolating because they are 

confirmed COVID-19 cases or are contacts of suspected or confirmed COVID-19 

cases, should not attend until they have recovered and completed the required 

isolation period. 
 

 

34. Further information regarding infection prevention and control measures can be found 

in the ‘Information for Healthcare Practitioner’ documents, which will be updated prior 

to and during the season as required, and are available at: 

www.gov.uk/government/collections/annual-flu-programme 
 

 

35. Healthcare professionals administering the vaccine will need to wear the recommended 

personal protective equipment that is in line with the current advice from the 

government: www.gov.uk/government/publications/wuhan-novel-coronavirus-infection- 

prevention-and-control/covid-19-personal-protective-equipment-ppe 
 

Communications and Marketing 
 
 

36. The flu vaccination programme will be supported with a major new public facing 

marketing campaign to encourage take up amongst eligible groups for the free flu 

vaccine, due to launch in October. More detailed plans will be shared as these are 

developed. 
 

 

37. PHE will make available a toolkit of adaptable campaign assets, highlighting the 

protective benefits of the flu vaccination, for NHS Trusts and social care organisations 

to use in their own staff vaccination campaigns. 
 

 

38. Resources for both campaigns will be available to download and order from the PHE 

Campaign Resource Centre at: https://campaignresources.phe.gov.uk/resources/ 
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List of appendices 
 
 

39. Detailed planning information is set out in the following appendices: 
 

Appendix A:  Groups included in the national immunisation programme page 9 

Appendix B:  Summary table of which influenza vaccines to offer page 11 
 

Appendix C: Healthcare worker best practice management checklist page 12 

Appendix D:  Children’s flu vaccination programme page 14 

Appendix E:  Vaccine ordering for children’s programme page 16 
 

Appendix F:  General Practice system supplier searches page 17 
 

Appendix G: Data collection page 19 
 

Appendix H: Antiviral medicines page 21 
 
 
 

Conclusion 
 
 

40. This  year, more than ever, we need to protect those most at risk from flu. Thank you 

for all your hard work in these very challenging times. 
 

 

41. This Annual Flu Letter has the support of the Chief Pharmaceutical Officer, the NHS 

Chief Nursing Officer for England and the Public Health England Chief Nurse. 
 
 

Yours sincerely, 

 

 
 

 
 

Prof Chris Whitty Prof Yvonne Doyle Prof Stephen Powis 

Chief Medical Officer Public Health England NHS England & NHS 

for England Medical Director & Improvement, National 

 Director for Health Medical Director 

 Protection  

 
Any enquiries regarding this publication should be sent to: immunisation@phe.gov.uk. For 

operational immunisation queries, providers should contact their local screening and 

immunisation team. 
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Distribution list 
 

 

General practices 
Community pharmacies 
Clinical commissioning groups clinical leaders 
Clinical commissioning groups accountable officers 
General Practitioners Committee 
NHS England & NHS Improvement regional directors 

 

NHS England & NHS Improvement regional medical directors 

NHS England & NHS Improvement regional chief nurses 

NHS England & NHS Improvement regional directors of commissioning 
NHS England & NHS Improvement regional directors of primary care & public health 
NHS England & NHS Improvement heads of public health 
NHS England & NHS Improvement heads of primary care 
Sustainability and Transformation Partnership (STP) leads 
PHE centre directors 
PHE Screening and immunisation leads 
NHS foundation trusts chief executives 
NHS trusts chief executives Heads of nursing of NHS trusts 
Heads of midwifery of NHS trusts Chief pharmacists of NHS trusts 
Chief pharmacists of NHS Foundation trusts Directors of public health 
Local authority chief executives Chairs of health and wellbeing boards 

 

For information: 
Allied Health Professionals Federation 
Community Practitioners and Health 

Visitors Association 
Nursing and Midwifery Council 
Royal College of Midwives 
Royal College of Nursing 
Academy of Medical Royal Colleges 
Royal College of Anaesthetists 
Royal College of Physicians 
Royal College of Surgeons 
Royal College of Obstetricians and 

Gynaecologists 
Royal College of General Practitioners 
College of Emergency Medicine 
Faculty of Occupational Medicine 
Royal College of Pathologists 
Royal College of Ophthalmologists 
Royal College of Paediatrics and Child 

Health 
British Medical Association 
Royal Pharmaceutical Society 
Association of Pharmacy Technicians UK 
Company Chemist’s Association 
National Pharmacy Association 
Pharmaceutical Services Negotiating 

Committee 

 

 

Local Government Association 
Association of Directors of Adult Social 

Services 
Council of Deans of Health 
General Medical Council 
General Pharmaceutical Council 
Faculty of Public Health 
Association of Independent Multiple 
Pharmacies 
UK Homecare Association  (UKHCA) 
Skills for Care 
Association of Directors of Adult Social 
Services 
Care Association Alliance 
Care Provider Alliance 
Hospice UK 
Voluntary Organisations Disability Group 
National Care Forum (NCF) 
National Care Association (NCA) 
Care England 
ADASS (Association of Directors of Adult 
Social Services) 
Local Government Association 
Unison 
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Appendix A: Groups included in the national flu immunisation programme 
 
 

1. In 2020/21, flu vaccinations will be offered under the NHS flu vaccination programme to 

the following groups: 
 

• all children aged two to eleven (but not twelve years or older) on 31 August 2020 
 

• people aged 65 years or over (including those becoming age 65 years by 31 March 

2021) 

 
• those aged from six months to less than 65 years of age, in a clinical risk group 

such as those with: 

o chronic (long-term) respiratory disease, such as severe asthma, 

chronic obstructive pulmonary disease (COPD) or bronchitis 

o chronic heart disease, such as heart failure 

o chronic kidney disease at stage three, four or five 

o chronic liver disease 

o chronic neurological disease, such as Parkinson’s disease or motor neurone 

disease, 

o learning disability 

o diabetes 

o splenic dysfunction or asplenia 

o a weakened immune system due to disease (such as HIV/AIDS) or treatment 

(such as cancer treatment) 

o morbidly obese (defined as BMI of 40 and above) 
 

• all pregnant women (including those women who become pregnant during the flu 

season) 

 
• household contacts of those on the NHS Shielded Patient List, or of 

immunocompromised individuals, specifically individuals who expect to share living 

accommodation with a shielded patient on most days over the winter and therefore 

for whom continuing close contact is unavoidable 

 
• people living in long-stay residential care homes or other long-stay care facilities 

where rapid spread is likely to follow introduction of infection and cause high 

morbidity and mortality. This does not include, for instance, prisons, young offender 

institutions, university halls of residence, or boarding schools (except where 

children are of primary school age or secondary school Year 7). 

 
• those who are in receipt of a carer’s allowance, or who are the main carer of an 

older or disabled person whose welfare may be at risk if the carer falls ill 

 
• health and social care staff, employed by a registered residential care/nursing home 

or registered domiciliary care provider, who are directly involved in the care of 

vulnerable patients/clients who are at increased risk from exposure to influenza. 
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• health and care staff, employed by a voluntary managed hospice provider, who are 

directly involved in the care of vulnerable patients/clients who are at increased risk 

from exposure to influenza. 

 
• health and social care workers employed through Direct Payments (personal 

budgets) and/or Personal Health Budgets, such as Personal Assistants, to deliver 

domiciliary care to patients and service users. 
 

 

2. Additionally, in 2020/21, flu vaccinations might be offered under the NHS flu 

vaccination programme to the following groups: 

 
• individuals between 50-64 years, following prioritisation of other eligible groups and 

subject to vaccine supply 
 

3. Organisations should vaccinate all frontline health and social care workers, in order to 

meet their responsibility to protect their staff and patients and ensure the overall safe 

running of services. 
 

4. The list above is not exhaustive, and the healthcare professional should apply clinical 

judgement to take into account the risk of flu exacerbating any underlying disease that 

a patient may have, as well as the risk of serious illness from flu itself. 
 

5. Healthcare practitioners should refer to the influenza chapter in ‘Immunisation against 

infectious disease’ (the “Green Book”) for further detail about clinical risk groups 

advised to receive flu immunisation and for full details on advice concerning 

contraindications and precautions for the flu vaccines.  This can be found at: 

www.gov.uk/government/collections/immunisation-against-infectious-disease-the- 

green-book 
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Appendix B: Summary table of which influenza vaccines to offer 
 

 
 

Eligible group 
 

Type of flu vaccine 

 

At risk children 

aged from 6 

months to less 

than 2 years 

Offer QIVe. 
 
LAIV and QIVc are not licenced for children under 2 years of age. 

 

At risk children 

aged 2 to under 18 

years 

Offer LAIV 
 

 
If LAIV is contraindicated or otherwise unsuitable offer: 

• QIVe to children less than 9 years of age. 

• QIVc should ideally be offered to children aged 9 

years and over who access the vaccine through 

general practice. Where QIVc vaccine is unavailable, 

GPs should offer QIVe. 

• It is acceptable to offer only QIVe to the small number 

of children contraindicated to receive LAIV aged 9 

years and over who are vaccinated in a school setting. 

 

Aged 2 and 3 years 

on 31 August 2020 
 
All primary school 

aged children and 

those in Year 7 

(aged 4 to 11 on 31 

August 2020) 

Offer LAIV 
 
If child is in a clinical risk group and is contraindicated to LAIV (or it is 

otherwise unsuitable) offer inactivated influenza vaccine (see above). 

 
For children not in at risk groups, this year if a parent refuses LAIV in some 

areas an alternative QIVe or QIVc vaccine may be offered to them where 

possible. 

 

At risk adults (aged 

18 to 64), including 

pregnant women 

Offer: 

• QIVc 

• QIVe (as an alternative to QIVc) 

 

Those aged 65 

years and over 

Offer: 

• aTIV* should be offered as it is considered to be more 

effective than standard dose non-adjuvanted trivalent 

and egg-based quadrivalent influenza vaccines. 

• QIVc is suitable for use in this age group if aTIV is not 

available. 

* It is recommended that those who become 65 before 31 March 2021 are 

offered aTIV ‘off-label’. 
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Appendix C :  Healthcare worker flu vaccination best practice management checklist 
 
 

For public assurance via trust boards by December 2020 
 

 

A 
 

Committed leadership 
 

Trust self- 
assessment 

 
A1 

 

Board record commitment to achieving the ambition of vaccinating all 
frontline healthcare workers 

 

 
A2 

 

Trust has ordered and provided a quadrivalent (QIV) flu vaccine for 
healthcare workers 

 

 
 

A3 

 

Board receive an evaluation of the flu programme 2019/20, including 
data, successes, challenges and lessons learnt 

 

 

A4 
 

Agree on a board champion for flu campaign 
 

 

A5 
 

All board members receive flu vaccination and publicise this 
 

 

 

A6 

 
Flu team formed with representatives from all directorates, staff groups 
and trade union representatives 

 

 

A7 
 

Flu team to meet regularly from September 2020 
 

 

B 
 

Communications plan 
 

 
B1 

 

Rationale for the flu vaccination programme and facts to be published – 
sponsored by senior clinical leaders and trades unions 

 

 

 

B2 

 
Drop in clinics and mobile vaccination schedule to be published 
electronically, on social media and on paper 

 

 

B3 
 

Board and senior managers having their vaccinations to be publicised 
 

 
B4 

 

Flu vaccination programme and access to vaccination on induction 
programmes 

 

 

B5 
 

Programme to be publicised on screensavers, posters and social media 
 

 
B6 

 

Weekly feedback on percentage uptake for directorates, teams and 
professional groups 

 

 

C 
 

Flexible accessibility 
 

 

 

C1 

 

Peer vaccinators, ideally at least one in each clinical area to be 

identified, trained, released to vaccinate and empowered 

 

 

C2 
 

Schedule for easy access drop in clinics agreed 
 

 

C3 
 

Schedule for 24 hour mobile vaccinations to be agreed 
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D Incentives  

 

D1 
 

Board to agree on incentives and how to publicise this 
 

 

D2 
 

Success to be celebrated weekly 
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Appendix D: Children’s flu vaccination programme 
 
 

1. A recommendation to extend flu vaccination to children was made in 2012 by JCVI to 

provide both individual protection to the children themselves and reduce transmission 

across all age groups2. Implementation of the programme began in 2013 with pre- 

school children offered vaccination through GP practices and pilots for school aged 

children. In 2015/16 the programme began nationally in a phased roll-out starting with 

the youngest school-aged children first and was fully implemented for all primary school 

aged children in 2019/20. 
 

2. This year as part of our wider planning for winter, in case we see flu and COVID-19 

both circulating at the same time, PHE have secured additional vaccine to enable the 

programme to be extended into Year 7 in secondary schools in 2020/21. Although it is 

the first time Year 7 pupils will be offered the vaccine nationally, these children will have 

been offered the flu vaccine when they were in primary school so both they and their 

parents will be familiar with the programme. 
 

3. In 2020/21 children will be offered vaccination in general practice or through a schools 

provider as follows: 
 

• all those aged two and three years old on 31 August 2020 (date of birth on or after 

1 September 2016 and on or before 31 August 2018) will be offered vaccine in 

general practice. 

• all primary school children and Year 7 in secondary school (date of birth on or after 

1 September 2008 and on or before 31 August 2016) will be offered through a 

school age immunisation service3
 

 

4. Research into the first three years of the childhood programme compared the 

differences between pilot areas, where the entire primary school age cohort was offered 

vaccination, to non-pilot areas. These include reductions in: GP consultations for 

influenza-like illness, swab positivity in primary care, laboratory confirmed 

hospitalisations and percentage of respiratory emergency department attendances4.
 

 

5. At risk children who are eligible for flu vaccination via the school-based programme 

because of their age will be offered immunisation at school. However, these children are 

also eligible to receive vaccination in general practice if the school session is late in the 

season, parents prefer it, or they missed the session at school.  GP practices should invite 
 

 
 
 
 
 

2 Joint committee on Vaccination and Immunisation. Statement on the annual influenza vaccination programme – 
extension of the programme to children. JCVI (2012). 25 July 2012. 
www.gov.uk/government/uploads/system/uploads/attachment_data/file/224775/JCVI-statement-on-the-annual- 
influenza-vaccination-programme-25-July-2012.pdf 
3 Some children might be outside of these date ranges (e.g. if a child has been accelerated or held back a year). It is 
acceptable to offer and deliver immunisations to these children with their class peers. 

4 Pebody, R. et al. 21 June 2018. Uptake and impact of vaccinating primary school-age children against influenza: 

experiences of a live attenuated influenza vaccine programme, England, 2015/16. Eurosurveillance. Volume 23, Issue 

25.      www.eurosurveillance.org/content/10.2807/1560-7917.ES.2018.23.25.1700496 
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children in at-risk groups for vaccination, so that parents understand they have the 

option of taking up the offer in general practice. 
 

6. Children in at risk groups for whom LAIV is contraindicated or unsuitable will be offered 

inactivated influenza vaccine. 
 

7. As in previous years LAIV will be the vaccine offered to the routine age cohorts for the 

childhood flu vaccination programme as this is the most effective vaccine for this programme. 

However for 2020/21, consideration is being made to offer an injectable vaccine to those 

children whose parents object to the porcine gelatine in LAIV, to provide additional resilience 

against flu in what could be a challenging year. If the parent of a child eligible for the routine 

childhood immunisation programme refuses LAIV (and they understand that it is the most 

effective product) and they request an alternative vaccine, this will be offered to them where 

possible. Providers of childrens vaccination services will receive further instruction on the 

offering of this service, including vaccine supply arrangements, in due course. 
 
 

8. Arrangements should be made to ensure that children who missed out on vaccination during 

the school session are recalled and offered subsequent opportunities to attend. Precise 

arrangements for achieving this are for local determination. Children of primary school age who 

are home educated should also be offered vaccination.  Local NHS England/Improvement 

Public Health Commissioning teams should be consulted for details about local arrangements. 

Contact details can be found at: www.england.nhs.uk/about/regional-area-teams/ 
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Appendix E:  Vaccine ordering for children’s programme 
 

 

1. The live attenudated influenza vaccine (LAIV) and the egg-grown Quadrivalent 

Influenza Vaccine (QIVe) are procured and supplied by Public Health England (PHE). 

For full details of the arrangements on which vaccines to use for children in risk 

groups who are unable to receive LAIV due to age or contraindications see 

www.england.nhs.uk/wp-content/uploads/2019/12/NHS-England-JCVI-advce-and- 

NHS-reimbursement-flu-vaccine-2020-21.pdf. Centrally supplied children’s vaccines 

can be ordered through the ImmForm website: https://portal.immform.phe.gov.uk. 

 
2. PHE ask that timing of vaccine availability is taken into account when earlier 

vaccination sessions are being arranged, to reduce the risk of disruption to planned 

activity. Vaccine availability will not be finalised until late summer. The latest and most 

accurate information on centrally supplied flu vaccines for the children’s programme is 

available on the ImmForm news page. 
 

 

3. As in previous years, ordering controls will be in place for Fluenz® Tetra in 2020/21 to 

enable PHE to manage vaccine availability and demand appropriately across the 

programme. The latest information on ordering controls and other ordering advice for 

PHE supplied flu vaccines is featured on the ImmForm news page both prior to and 

during the flu vaccination period. Information will also be featured in Vaccine Update 

www.gov.uk/government/collections/vaccine-update and disseminated via the National 

Immunisation Network as appropriate. It is strongly advised that all parties involved in 

the provision of flu vaccines to children ensure they remain up to date with this 

information. 
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Appendix F:  General practice system supplier searches for the 2020 to 2021 flu 

programme 
 

 

1. Achieving the influenza vaccine uptake ambitions are a high priority within public health policy 

every year. In the current context of COVID-19, improving uptake and reducing the impact of flu 

on the wider health and social care system this priority cannot be understated in 2020/21. 
 

 

2. GP practices are reminded that the Directed Enhanced Service requires that a proactive call 

and recall system is developed to contact all at-risk patients through mechanisms such as by 

letter, e-mail, phone call, or text. Any automated call and recall list should be subject to clinical 

review. Template letters for practices to use will be available at 

www.gov.uk/government/collections/annual-flu-programme nearer the time. Practices should 

also operate a proactive call system for patients not considered at-risk. 
 

 

3. Public Health England (PHE) commission the PRIMIS team to provide the SNOMED CT code 

specifications to the general practice system suppliers. Your general practice system suppliers 

will then provide system searches using these codes to enable vaccine uptake monitoring. 
 

 

4. It is essential that the general practice system searches are used for vaccine uptake monitoring 

and NOT amended in any way by business support teams locally. This standard must be 

implemented to ensure accurate general practice system searches. 
 

 

5. This approach will enable practices and support the collection of high quality, robust and timely 

data on vaccine uptake throughout the delivery of the programme. This will also support GP 

practices and other providers to act to address issues relating to uptake. 
 

 

6. Each year Public Health England (PHE) are required to collect data to monitor uptake and 

coverage of the seasonal flu vaccination programme. This is done via two Seasonal Influenza 

Vaccine Uptake Surveys (approved by the Data Coordination Board, NHS Digital) with data 

obtained via automated data returns from general practice system suppliers on behalf of GP 

practices. 
 

 

7. GP practices should also note that upon receipt of notification of vaccinations given by another 

provider e.g. pharmacist/midwife, the vaccination should be recorded in the patients' electronic 

GP practice record in a timely manner. Any data extraction/uploads will only include patients 

vaccinated outside the GP practice if the information has been returned and appropriately 

recorded in the patients' GP practice record using the specified codes. 
 

 

8. If you feel there are additional training requirements to carry out this approach arising from: 
 

• practice staff turnover, new staff; 

• refresher training; and/or 

• new system functionality; 
 

then you are advised to discuss these with your CCG who have a responsibility for training 

within the overarching general practice IT operating framework. 
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9. The above is separate to the CQRS payment system, therefore your normal payment 

mechanisms should be used to claim for vaccines given by the GP practice. 
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Appendix G:  Data collection 

Introduction 

1. As in previous years, data will be collected on the uptake of the vaccination. Currently, 

it is intended that these data collections will follow established processes. Flu vaccine 

uptake data collections will be managed using the ImmForm website 

https://portal.immform.phe.gov.uk. PHE coordinates the data collection and will issue 

details of the collection requirements and guidance on the data collection process. This 

guidance and flu vaccine uptake data will be available at: 

www.gov.uk/government/collections/vaccine-uptake 
 

 

2. In addition to the established ImmForm data collection, further work is currently being 

undertaken by Public Health England, NHSx, NHS Digital and NHS England to improve 

the coverage and timeliness of these data collections as well as reducing the burden 

from data collections. As and when this further work matures, further information will be 

provided and may modify the data collection processes outlined below. 

 
3. Queries concerning data collection content or process should be emailed to 

influenza@phe.gov.uk. Queries concerning ImmForm login details and passwords 

should be emailed to helpdesk@immform.org.uk. 
 

 

Reducing the burden from data collections 
 
 

4. Considerable efforts have been made to reduce the burden of data collections on GP 

practices by increasing the number of automated returns that are extracted directly 

from general practicesystem suppliers. Over 95% of GP practices benefited from using 

automated IT data returns for flu vaccine uptake for the final 2019/20 survey. GP 

practices that are not able to submit automated returns should discuss their 

arrangements with their general practice system supplier. If automated returns fail for 

the monthly data collection GP practices will be required to submit the mandatory data 

manually on to ImmForm to meet contractual obligations. 
 

Data collections for 2020 to 2021 
 
 

5. Monthly data collections will take place over five months during the 2020/21 flu 

immunisation programme. Subject to the approval from the Data Coordination Board 

the first data collection will be for vaccines administered by the end of October 2020 

(data collected in November 2020), with the subsequent collections monthly thereafter, 

and with the final data collection for all vaccines administered by the end of February 

2021 (final data collected in March 2021). 
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6. Data will be collected and published monthly at national level, clinical commissioning 

group (CCG) level, local authority (LA) level, NHS Sustainable Transformation 

Partnerships and by 2019 NHS England local team level. 
 

 

7. During the data collection period, those working in the NHS with relevant access rights 

are able, through the ImmForm website, to: 

• see their uptake by eligible groups 

• compare themselves with other anonymous general practices or areas 

• validate the data on point of entry and correct any errors before data submission 

• view data and export data into Excel, for further analysis 

• make use of automated data upload methods (depending on the general practices 

system supplier used at GP practices) 

• access previous years' data to compare with the current performance 
 
 

These tools can be used to facilitate the local and regional management of the flu 

vaccination programme. 
 
 

Monitoring on a weekly basis 
 
 

8. Weekly uptake data will be collected from a group of GP practices that have fully 

automated extract and upload facilities provided by their general practice system 

suppliers. These data will be published in the PHE weekly flu report available 

throughout the flu season at: www.gov.uk/government/statistics/weekly-national-flu- 

reports. 
 

 

9. During the data collection period, those working in the NHS with relevant access rights 

are able, through the ImmForm website to view this data as per the monthly collections. 
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Appendix H:  Antiviral medicines 
 

 

1. Antiviral medicines (AVMs) have an important role to play in managing symptoms of flu for 

specified groups of patients, especially for people who may not get vaccinated against 

seasonal flu. 
 

 

2. AVMs can only be prescribed by GPs and non-medical prescribers in primary care during the 

flu season, once a Central Alerting System (CAS) Alert has been cascaded to GP practices 

and community pharmacies by the Chief Medical Officer (CMO) and Chief Pharmaceutical 

Officer authorising the prescribing and supply of antiviral medicines AVMs at NHS expense, 

informed by surveillance data from Public Health England (PHE), that indicates that flu activity 

has risen above baseline levels, across a number of indicators. 
 

 

3. Antiviral medicines may be prescribed for patients in “clinical at-risk groups” as well as 

individuals who are at risk of severe illness and/or complications from influenza if not treated. 
 

 

4. Information on clinical at risk groups and patients eligible for treatment in primary care at NHS 

expense with either oseltamivir or zanamivir is available from: 

www.gov.uk/government/publications/influenza-treatment-and-prophylaxis-using-anti-viral- 

agents 
 

 

5. Once PHE informs DHSC that the level of seasonal flu activity is below threshold levels at the 

end of the flu season, another CMO CAS Alert is cascaded to stop the prescribing and supply 

of AVMs. 
 

 

6. The statutory prescribing restrictions that apply to primary care do not apply in secondary care. 

Hospital clinicians can continue to prescribe antiviral medicines for patients whose illness is 

confirmed or clinically suspected to be due to influenza, in accordance with PHE guidance for 

the treatment of complicated influenza. 
 

 

7. The Department of Health and Social Care works with manufacturers of antiviral medicines 

from summer and throughout the flu season to monitor supplies of antiviral medicines to ensure 

adequate stocks are available in the supply chain to meet demand. 
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Immunisation Programme Uptake NHS
Trusts/Providers, 2020/21

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 3654 68.1% 3386 63.1% 3330 62.0% 2826 52.6% 2094 39.0%

GATESHEAD HEALTH FT 1891 49.8% 1659 43.7% 1510 39.8% 1508 39.7% 1437 37.9%

NORTH CUMBRIA INTEGRATED CARE FT 3130 62.3% 2930 54.6% 2752 51.3% 2576 48.0% 2407 44.8%

NORTH EAST AMBULANCE SERVICE FT 1420 54.1% 1327 50.6% 1219 46.6% 1111 42.4% 897 34.5%

NORTH TEES AND HARTLEPOOL FT 2491 67.9% 2322 63.3% 2259 61.8% 2199 60.0% 1751 47.8%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 3690 60.5% 3494 57.4% 3278 53.6% 3138 51.3% 2960 48.4%

NORTHUMBRIA HEALTHCARE FT 4586 67.7% 4104 60.4% 3820 56.6% 3206 46.5% 2551 39.2%

SOUTH TEES HOSPITALS FT 5519 70.8% 4676 55.4% 4054 48.1% 3587 42.5% 2853 33.8%

SOUTH TYNESIDE & SUNDERLAND  FT 3458 55.6% 3111 50.1% 2972 47.3% 2476 41.4% 1419 23.7%

TEES, ESK AND WEAR VALLEYS FT 3086 51.5% 2903 48.6% 2430 40.2% 2037 34.7% 1463 24.7%

THE NEWCASTLE UPON TYNE HOSPITALS FT 8740 73.1% 8186 69.2% 7680 65.5% 7310 62.7% 6562 57.0%

NENC Total 41665 63.8% 38098 57.6% 35304 53.4% 31974 48.6% 26394 40.4%

01/11/2020 27/09/202004/10/2020

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21

11/10/202018/10/202025/10/2020
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 488 58.5% 457 54.8% 447 53.6% 389 46.6% 282 33.8%

GATESHEAD HEALTH FT 225 50.0% 210 46.7% 194 43.1% 194 43.1% 190 42.2%

NORTH CUMBRIA INTEGRATED CARE FT 291 55.4% 267 46.3% 254 44.2% 240 42.1% 230 40.7%

NORTH EAST AMBULANCE SERVICE FT 2 66.7% 2 66.7% 1 50.0% 1 50.0% 1 50.0%

NORTH TEES AND HARTLEPOOL FT 247 69.0% 222 62.0% 220 61.6% 215 60.1% 178 49.7%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 258 55.8% 234 51.2% 216 47.4% 206 45.9% 196 43.5%

NORTHUMBRIA HEALTHCARE FT 544 61.2% 499 53.9% 433 47.1% 334 31.7% 284 32.3%

SOUTH TEES HOSPITALS FT 742 86.1% 656 69.1% 562 59.2% 501 52.8% 435 45.8%

SOUTH TYNESIDE & SUNDERLAND  FT 343 57.3% 312 52.6% 292 48.8% 265 44.7% 137 23.1%

TEES, ESK AND WEAR VALLEYS FT 195 62.1% 180 58.1% 142 47.3% 103 38.9% 75 28.0%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1408 73.3% 1303 69.0% 1223 65.9% 1164 63.7% 1030 58.4%

NENC Total 4743 65.7% 4342 59.1% 3984 54.6% 3612 49.1% 3038 42.7%

08/11/2020 01/11/2020 25/10/2020

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21

18/10/2020
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1516 62.0% 1417 57.9% 1400 57.2% 1187 48.5% 882 36.0%

GATESHEAD HEALTH FT 772 56.4% 705 51.5% 672 49.1% 671 49.0% 630 46.0%

NORTH CUMBRIA INTEGRATED CARE FT 1282 65.6% 1200 58.6% 1128 55.2% 1077 52.6% 1004 48.8%

NORTH EAST AMBULANCE SERVICE FT 50 54.9% 50 54.3% 50 54.3% 46 50.0% 39 43.3%

NORTH TEES AND HARTLEPOOL FT 1063 68.4% 1004 64.6% 982 63.3% 952 61.3% 739 47.6%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1458 62.9% 1375 59.3% 1297 55.8% 1247 53.8% 1175 50.7%

NORTHUMBRIA HEALTHCARE FT 1929 67.5% 1728 60.4% 1629 57.3% 1382 48.4% 1127 42.1%

SOUTH TEES HOSPITALS FT 1845 68.2% 1477 50.2% 1259 42.8% 1119 38.1% 881 30.0%

SOUTH TYNESIDE & SUNDERLAND  FT 1513 52.1% 1377 47.6% 1332 45.6% 1125 39.2% 680 23.5%

TEES, ESK AND WEAR VALLEYS FT 1143 48.9% 1100 47.0% 917 38.4% 788 33.3% 551 23.2%

THE NEWCASTLE UPON TYNE HOSPITALS FT 3867 75.6% 3662 72.0% 3398 67.2% 3247 64.4% 2929 58.5%

NENC Total 16438 64.1% 15095 58.2% 14064 54.1% 12841 49.6% 10637 41.3%

08/11/2020 01/11/2020 25/10/2020

Healthcare Workers Seasonal Flu Immunisation Programme Uptake NHS Trusts/Providers, 2020/21
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 486 97.8% 486 97.8% 486 97.8% 422 84.9% 396 79.7%

GATESHEAD HEALTH FT 358 53.6% 291 43.6% 246 36.8% 245 36.7% 232 34.7%

NORTH CUMBRIA INTEGRATED CARE FT 584 64.0% 540 57.2% 510 54.0% 470 49.9% 430 45.7%

NORTH EAST AMBULANCE SERVICE FT 424 49.9% 395 46.4% 367 43.1% 323 38.0% 258 30.3%

NORTH TEES AND HARTLEPOOL FT 493 68.8% 458 63.9% 438 61.1% 424 59.4% 341 47.6%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 571 63.4% 535 59.6% 489 54.3% 459 50.8% 443 49.0%

NORTHUMBRIA HEALTHCARE FT 647 69.7% 549 59.0% 459 49.5% 352 38.0% 234 25.3%

SOUTH TEES HOSPITALS FT 900 73.5% 824 63.1% 718 55.0% 632 48.4% 495 37.9%

SOUTH TYNESIDE & SUNDERLAND  FT 635 58.9% 564 52.7% 524 48.0% 439 43.6% 289 28.6%

TEES, ESK AND WEAR VALLEYS FT 353 50.0% 322 45.6% 262 36.7% 233 32.9% 152 21.6%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1626 70.5% 1501 65.9% 1435 63.4% 1359 60.2% 1223 54.7%

NENC Total 7077 65.6% 6465 59.5% 5934 54.5% 5358 49.7% 4493 41.8%
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No. % No. % No. % No. % No. % No. % No. % No. %

COUNTY DURHAM AND DARLINGTON FT 1164 73.2% 1026 64.5% 997 62.7% 828 52.0% 534 33.6%

GATESHEAD HEALTH FT 536 41.0% 453 34.6% 398 30.4% 398 30.4% 385 29.4%

NORTH CUMBRIA INTEGRATED CARE FT 973 59.5% 923 51.3% 860 47.8% 789 43.7% 743 41.0%

NORTH EAST AMBULANCE SERVICE FT 944 56.2% 880 52.4% 801 47.9% 741 44.3% 599 36.2%

NORTH TEES AND HARTLEPOOL FT 688 66.3% 638 61.5% 619 60.0% 608 58.6% 493 47.5%

CUMBRIA NORTHUMBERLAND, TYNE AND WEAR FT 1403 58.0% 1350 55.9% 1276 52.3% 1226 50.0% 1146 47.0%

NORTHUMBRIA HEALTHCARE FT 1466 69.9% 1328 63.7% 1299 63.1% 1138 55.2% 906 44.7%

SOUTH TEES HOSPITALS FT 2032 67.7% 1719 53.1% 1515 46.8% 1335 41.2% 1042 32.2%

SOUTH TYNESIDE & SUNDERLAND  FT 967 59.0% 858 51.8% 824 49.1% 647 43.0% 313 20.9%

TEES, ESK AND WEAR VALLEYS FT 1395 53.0% 1301 49.7% 1109 41.9% 913 36.1% 685 26.7%

THE NEWCASTLE UPON TYNE HOSPITALS FT 1839 70.4% 1720 66.8% 1624 63.8% 1540 60.7% 1380 55.0%

NENC Total 13407 61.9% 12196 55.4% 11322 51.4% 10163 46.8% 8226 37.9%
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No. % No. % No. % No. % No. % No. % No. % No. %

All Doctors 4743 65.7% 4342 59.1% 3984 54.6% 3612 49.1% 3038 42.7%

Qualified Nurses, Midwives and Health Visitors 16438 64.1% 15095 58.2% 14064 54.1% 12841 49.6% 10637 41.3%

All Other Professionally Qualified clinical staff 7077 65.6% 6465 59.5% 5934 54.5% 5358 49.7% 4493 41.8%

Support to clinical staff 13407 61.9% 12196 55.4% 11322 51.4% 10163 46.8% 8226 37.9%

All Workers across NENC 41665 63.8% 38098 57.6% 35304 53.4% 31974 48.6% 26394 40.4%
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f8653120-6451-4784-b035-24bcbf7b7101

Eligible group / objective 

Target population / Current issues 

identified Metric / Volume Actions (Cross reference to local flu plan)

Lead / 

Owner Milestone 

Check Date, Status and Review Comments

(1) (2) (5) (8) (13) (16) (17)

In
s
tr

u
c
ti
o

n
s

Name of the 

person or 

office 

responsible 

for managing 

the action

all those with respiratory disease

As far as respiratory is concerned, specialist nurses are just about finished the on 

line training.  We will liaise with outpatients regarding the process for obtaining 

the vaccinations in clinic and the recording as we are not familiar with it yet.  All 

respiratory specialist nurse clinics will have a nurse who can adminster the 

vaccination. 1/10/20: all logstics complete. Aside from Vaccine shortages - 

programme dellivered 

Angela Price

Total figures from CCG 

correspondence 9th July were 115k 

over 65 needing aTIV vaccine, 66k 

<65yrs needing QV vaccine.

Benefit of vaccination discussed  if seen in clinic, letters recommending flu vac to be 

distributed to children identified at risk. Many of the most vulnerable are shared care with 

Tertiary provision from GNCH Newcastle. Letters should be sent to all those on original 

shielding list advocating vaccination. A joint marketting strategy  to be implemented with 

HDFT.

Angela Price

11/13/2020

11/12/2020

Monitoring and Control

P
ri

o
ri

ty

H

those aged six months to 

16 years in clinical risk 

groups: such as 

respiratory disease, 

cardiac disease, long-term 

neurological conditions or 

immunosuppression

FLU PROGRAMME 2020/21 PROJECT ACTION PLAN

These children are flagged through 

the child health systemas requiring 

vaccinationa nd are picked up 

through the Primary care GP flu 

vac service. Vulnerable babies 

(cardiac and oxygen dependant) 

receive Synargis (RSV) vaccination 

via a secondary care route - strict 

eligibility criteria 

1/9/20: Schools reopen. No plans to close even in Level 4 lockdown. 15/9/20: 

Confirmation from Michelle Coulson in Child Health Records that all children 

aged 2 and 3 will be receiving reminder letters in relation to their immunisations.  

This is in addition to the information I sent earlier in the week relating to the 

provision and arrangements for imms to take place in schools, even if there is 

further lockdown arrangements, and the expectation that we will soon receive 

some visuals to display in children's wards. 1/10/20: visuals in Childrens wards 

and depts as well Adult OPDs in place.

Action plan

H

H

all children aged two 

to eleven (but not 

twelve years or older) 

on 31 August 2020 

those aged 16 to 65 years 

in clinical risk groups: 

such as respiratory 

disease

Flu vaccination 0- 19 service  HDFT 

HV & School nurse service, not acute 

/ community paediatrics though 

liaison markiertting and promting 

would be offered in collaboration as 

part of MECC

Benefit of vaccination discussed  if seen in clinic & collaborative markeeting effort with HDFT 

0-19 service to be established.

So it seems that HDFTs recovery plan re school imms will be signed off next week will say 

that the preferred option is for children to be immunised in schools. That makes sense as it is 

much easier to track who has or hasn’t had vaccines. Are aware that some parents will opt to 

not send their children back to school but they will still be offered immunisation in school (and 

informed of any catch up sessions of which I think there will be many!)

Regional flu campaign will start in next couple of weeks.  Are just waiting for it to be finalised. 

It has been devised using service users and as a result uses the word ‘jab’ not ‘immunisation’ 

– Raised that this is not very ‘child-friendly’ and while a lot of people did agree it seems that 

we are beyond the stage of being able to change this. There is a separate visual for children 

but I haven’t seen that one. I am assuming that once the resources are available they will be 

shared with CCDFT but if they come my way I will forward them to group.

Once catch up clinics are arranged (we usually do them from end of Oct – Dec/ Jan) can be 

shared if anyone thinks this will be beneficial.

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to Patients in OP Clinic. 

Advice offer to patients during in-patient stay to access vacination from GP when stable 

following discharge. All immunisers will receive specific, relevant training - 14 CNS Acute & 

27 community CNS wte & all OP nurses.

Team members who do outpatient clinics have started the training so will be able to 

administer the flu vaccination to our patients.

My next steps are; understand the PGD for outpatient settings

Understand where the vaccinations will be kept and how we will access them

Time line to start giving vaccinations

11/11/2020

Sue Evison 

1/9/20: Schools reopen. No plans to close even in Level 4 lockdown. 15/9/20: 

Confirmation from Michelle Coulson in Child Health Records that all children 

aged 2 and 3 will be receiving reminder letters in relation to their immunisations.  

This is in addition to the information I sent earlier in the week relating to the 

provision and arrangements for imms to take place in schools, even if there is 

further lockdown arrangements, and the expectation that we will soon receive 

some visuals to display in children's wards. 1/10/20: visuals in Childrens wards 

and depts as well Adult OPDs in place.

Harrogate & District FT (HDFT) will 

deliver the scheduled vaccination 

programme supplemented by 

Primary care GP provision 

flu vaccination 0- 19 service  HDFT 

HV & School nurse service, not acute 

/ community paediatrics though 

liaison markiertting and promting 

would be offered in collaboration as 

part of MECC

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthSocial care staff for whom it is 100% 
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Monitoring and Control

Debbie 

Calland, 

Helen Martin

All pregnant women with type 1 or 

type 2 diabetes .
H

pregnant women with 

gestational Diabetes

Staff have underatken immunisation training, making every contact count training 

complete. We will liaise with outpatients regarding the process for obtaining the 

vaccinations in clinic and the recording as we are not familiar with it yet.  All 

respiratory specialist nurse clinics will have a nurse who can adminster the 

vaccination. 1/10/20: all logstics complete. Aside from Vaccine shortages - 

programme dellivered .

All registered diabetics i.e. Type 1, 

Type 2 and Diabetes subtypes e.g. 

steroid induced, autoimmune, Mody 

ETC.  Diabetes clinics are held in 

both Acute settings in O/P depts and 

in Primary Care GP's surgeries.

Acute: 3000 

(Adjuvant over 65's); 

Primary care: 14,000; 

Adolescents: 100

All Diabetes Specialist Nurses have completed the agreed e learning modules 

and sent certificates to L+D for record purposes. Community DSN's delivering 

diabetes clinics in GP surgeries are now offering flu vaccines to the over 65 

group, alongside the practice nurse.

Debbie 

Calland
11/11/2020

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to Patients in OP Clinic. 

Advice offer to patients during in-patient stay to access vacination from GP when stable 

following discharge. All immunisers will receive specific, relevant training - 10 Acute CNS and 

40 Community CNS wte & all OP nurses.

Progress report at next meeting whether e-learning has been completed.

Paula Dalley 11/14/2020
In pt acute 5000+ (crossover with 

other groups)
H

H

those aged 16 to 65 

years in clinical risk 

groups: such as  

Diabetes

such as cardiac 

disease

PROJECT ACTION PLAN

Risk Identification

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to Patients in OP Clinic 

and Antenatal visits . Advice offer to women during in-patient stay to access vacination from 

GP when stable following discharge. 

Vaccines could be offered via a drive through model, walk through model, in any routine 

healthcare setting, pharmacies, GP surgeries, out patients, nurse led clinic, maternity clinic. 

All immunisers will receive specific, relevant training - 6 RMs and all DNS & OP nurses and 

midwives. Combined Obstetric clinic. 

Patients offered vaccination at booking in and further appointments.  Hoping to secure fridges 

so vaccination can be offered at ante-natal appointments.  Progress report at next meeting.

All diabetes specialist nurses have completed their e-modules for flu vaccination.

3250 women. Expect 10% increase 

due to lockdown 

All Diabetes Specialist Nurses have completed the agreed e learning modules 

and sent certificates to L+D for record purposes. Community DSN's delivering 

diabetes clinics in GP surgeries are now offering flu vaccines to the over 65 

group, alongside the practice nurse & midwife in joint clinics also.

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to Patients in OP Clinic. 

Advice offer to patients during in-patient stay to access vacination from GP when stable 

following discharge. 

Vaccines could be offered via a drive through model, walk through model, in any routine 

healthcare setting, pharmacies, GP surgeries, out patients, nurse led clinics inc. Transitional 

OP clinic. All immunisers will receive specific, relevant training - 16 DNS wte & all OP nurses.

All staff have received link.  Joint clinics in community routinely offer vaccination.  Nurse led 

clinics in acute can capture on System1 template.  Can also be offered at other O/P clinics by 

consultants.

All diabetes specialist nurses have completed their e-modules for flu vaccination.

Established ischaemic heart disease, 

heart failure, valvular disease or 

arrhythmias

11/12/2020

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthSocial care staff for whom it is 100% 
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Eligible group / objective 

Target population / Current issues 

identified Metric / Volume Actions (Cross reference to local flu plan)

Lead / 

Owner
Milestone 

Check Date, Status and Review Comments

(1) (2) (5) (8) (13) (16) (17)

those aged 65 years 

and over with 

concurrent Diabetes 

Chemotherapy & Haematology nurses to check and encourage patients to have vaccination 

when attending for ChemoRX, completing telephone, Attend Anywhere, home visit and 

outpatient F2F consultations. 

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to Patients in OP Clinic. 

Advice offer to patients during in-patient stay to access vacination from GP when stable 

following discharge. 

In order to answer the question on the timing of administration of flu vaccinations for 

immunocompromised patients I have consulted the Green Book  which has  has the latest 

information on vaccines and vaccination procedures, for vaccine preventable infectious 

diseases in the UK.Chapter 7 which I am quoting was last updated in Jan 2020.

Immunisation of individuals with underlying medical conditions: the green book, chapter 7 - 

see attached.  It clearly states- 

“Wherever possible, immunisation or boosting of immunosuppressed or HIV-positive

individuals should be either carried out before immunosuppression occurs or deferred until

an improvement in immunity has been seen. The optimal timing for any vaccination should

be based upon a judgement about the relative need for rapid protection and the likely

response. For individuals due to commence immunosuppressive treatments, inactivated

vaccines should ideally be administered at least two weeks before commencement. In

some cases this will not be possible and therefore vaccination may be carried out at any

time and re-immunisation considered after treatment is finished and recovery has occurred”.

I feel this is clear, based on government guidance and clearly states to ideally give the 

inactivated vaccine 2 weeks before staring chemo. 

Where this is not possible the vaccine may be carried out at any time.

It does NOT mention checking blood counts. 

I feel we should proceed on this basis.

If we canvas opinion widely we will get too many barriers to a successful programme.

We cannot give people flu with the vaccine and the protection we are offering may be as little 

as a 30-60% response but it’s the best we have to offer for now.

Vaccines could be offered via a drive through model, walk through model, in any routine 

healthcare setting, pharmacies, GP surgeries, out patients, nurse led clinic. All immunisers 

will receive specific, relevant training.

Target pre-chemo patients.  Clarification required on white blood counts for 

immunocompromised.  Whoever administers vaccine must double-check with patients and 

their records to ascertain if already been administered.  Decision required on the optimum 

time to vaccinate.  

AI confirmed agreement was reached last week on use of HIE to confirma vaccination status 

of patients before another vaccination is administered.  This information is not in real time - 

24 hrs before it shows.  Vaccination ordered on ICM.  Permission can be granted to anyone 

needing to order.  

JT suggested that sounds like a central point for recording vaccination - group voted and 

accepted.  Progress report at next meeting for usage instruction for staff (not needed if 

System1 used).

Thelma 

Rosenvinge

Alison Rose 

Lesley 

McCoy

Jason 

Wigham

Jo 

Branthwaite

Paula Turner

11/11/2020H
immunocompproised 

individuals 

Currently have 1400+ patients on  

active SACT treatment within 

CDDFT. Expect to see at least 80% 

in face to face clinics/ day case 

setting within the flu season.

Risk Identification

All registered diabetics i.e. Type 1, 

Type 2 and diabetes subtypes E.G. 

steroid induced, autoimmune etc. (Nb 

Diabetes is a Community outreach 

programme from Ac. Sites - Clinics 

typically take place in Primary care)

Acute: 3000 

(Adjuvant over 65's); 

Primary care: 14,000; H 11/11/2020

All Diabetes Specialist Nurses have completed the agreed e learning modules 

and sent certificates to L+D for record purposes. Community DSN's delivering 

diabetes clinics in GP surgeries are now offering flu vaccines to the over 65 

group, alongside the practice nurse.

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to Patients in OP Clinic 

inc. Lipid and Endocrine clinic. Advice offer to patients during in-patient stay to access 

vacination from GP when stable following discharge. 

Vaccines could be offered via a drive through model, walk through model, in any routine 

healthcare setting, pharmacies, GP surgeries, out patients, nurse led clinic. All immunisers 

will receive specific, relevant training - 16 DNS wte & all OP nurses.

Offered in same way as pregnant with with diabetes.

All diabetes specialist nurses have completed their e-modules for flu vaccination.

Debbie 

Calland

H

such as long-term 

neurological 

conditions

Patients with Parkinson's disease, 

MSA, PSP, Secondary Parkinsonism. 

Also people with MND and MS.

1700+ patients expect 1000 pts in 

face to face clinics in flu season

PROJECT ACTION PLAN

Monitoring and Control

Patients with haematological 

disorders, malignancy, organ 

recipients 

Movement disorder team (3wte) to check and encourage patients to have vaccination when 

completing telephone, Attend Anywhere, home visit and outpatient F2F consultations. 

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to Patients in OP Clinic. 

Advice offer to patients during in-patient stay to access vacination from GP when stable 

following discharge. 

Vaccines could be offered via a drive through model, walk through model, in any routine 

healthcare setting, pharmacies, GP surgeries, out patients, nurse led clinic. All immunisers 

will receive specific, relevant training.

Working on In/Out patients process using ICM.

• Alison Rose, band 7, 25 hours, all modules completed and certificates sent to Health and 

Well being

• Liz Taylor, band 6, 37.5, almost finished all modules

• Louise Cochrane, band 6, 25 hours on temporary contract, until December , possibly earlier 

as new band 6 starting end of September, and no budget available, so I have said not to 

complete this.

11/11/2020

Liz Taylor has completed Flu trianing, all relevant certificates sent to Health and Well 

being. We will liaise with outpatients regarding the process for obtaining the 

vaccinations in clinic and the recording as we are not familiar with it yet.  All movement 

disorder specialist nurse clinics will have a nurse who can adminster the vaccination. 

1/10/20: all logstics complete. Aside from Vaccine shortages - programme dellivered.  

Dr. T. Simmons, Onology, RVI advises: advise me for the immunocompromised 

population:

1. Is there an optimum timing to have the vaccine when in the midst of a course of 

chemotherapy? My advice has always been to time the injection to occur after the 

pre-chemo FBC and before the chemo.  I’m not sure how scientific this is, but it 

giving the vaccine when the patient has white cells to react to it seems sensible.

2. How important is it ( or not ) to have a FBC before the vaccine? NOT a safety 

issue.  A functioning immune system is presumably going to respond better to the 

vaccine.

3. Any patients who should be excluded? Apart from the obvious who may be 

allergic to components. Not that we’re aware of

4. Are Newcastle drafting similar and who would be the contact? Discussions are 

underway.

NS comments: We won’t be relying on GPs this year but will collaborate with 

them to ensure every pt contact yields an opportunity to vaccinate against flu. Nb 

the aspiration target has increased to 75% this year and uptake for 

immunocompromised patients in County Durham in 19/20 was less than 48%. 

This was an 8% reduction on 18/19. So in point of fact usually no one gives the flu 

jab to these pts. 

We will liaise with outpatients regarding the process for obtaining the vaccinations 

in chemotherapy clinic and the recording as we are not familiar with it yet.  All 

chemotherapy clinics will have a nurse who can adminster the vaccination. 

1/10/20: all logstics complete. Aside from Vaccine shortages - programme 

dellivered 

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthSocial care staff for whom it is 100% 
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Eligible group / objective 

Target population / Current issues 

identified Metric / Volume Actions (Cross reference to local flu plan)

Lead / 

Owner
Milestone 

Check Date, Status and Review Comments

(1) (2) (5) (8) (13) (16) (17)

PROJECT ACTION PLAN

Risk Identification Monitoring and Control

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to patients in OP Clinic.  

Advice offer to patients during in-patient stay to access vacination from GP when stable 

following discharge. Massive local and national marketting and public education campaign. 

Visuals in all OP settings.

Vaccines could be offered via a drive through model (e.g. Darlington) , walk through model, in 

any routine healthcare setting, pharmacies, GP surgeries, out patients, ante natal visit, nurse 

led clinic, maternity clinic. All immunisers will receive specific, relevant training. 

Continue to engage with Local Flu Prevention Boards - Escalate any barriers to 

implementation of plan                                                             

11/11/2020

ICM access in process of been checked and train the triner nominated. Fridges 

available on the outpatient departments, staff training well on completion. ICM 

details reviewed and contact made with train the trainers. 1/10/20: all logstics 

complete. Aside from Vaccine shortages - programme dellivered albeit to 

complement Renal centres and Primary care who already have dleivered v high 

levels of compliance.

Stewart 

Findley, 

Jen Steele, 

Susan Hoare 

Paula Turner, 

Jennifer 

Diddams

Programme delivered by District nursing services in collaboration with Primary 

care and VWAS nurses. All residential settings now report complete uptake in all 

nursing and care homes in Durham & Darlngton. 

Fridges available on the outpatient departments, staff training well on completion. 

ICM details reviewed and contact made with train the trainers. 1/10/20: all logstics 

complete. Aside from Vaccine shortages - programme dellivered albeit to 

complement Primary care who already have dleivered v high levels of 

compliance.

11/12/2020

Each PCN will agree a fair split of 

patients who are residents in a care 

home will be vaccinated by either a 

community nurse, practice nurse or 

VWAS ensuring footfall is minimised 

I.E 1 nurse one care home 

3800 for Durham 

Stewart 

Findley, 

Jen Steele, 

Susan Hoare 

H

those in long-stay 

residential care 

homes

H

E Kunonga can get the numbers of 

flu eligible populations by risk 

category through RAIDR NECS. 

This will not dis-aggregate the 

patients that are our responsibility 

but will be helpful in terms of 

understanding the sizes of the 

cohorts  

H

Those aged 65 years 

and over (also those 

aged 50-64y in Nov. & 

Dec. if vaccine supply 

allows)

Patients with Chronic kidney disease 

(who may be supported by Tertiary 

Renal & Dialysis units); Chronic Liver 

patients (who may be supported by 

Tertiary Liver units); Patients with 

Splenic dysfunction & Asplenia; Patients 

with learning disability (who may be 

supported by TEWV, DCC & DBC 

Social services)

E Kunonga can get the numbers of 

flu eligible populations by risk 

category through RAIDR NECS. 

This will not dis-aggregate the 

patients that are our responsibility 

but will be helpful in terms of 

understanding the sizes of the 

cohorts  

11/12/2020

Patients with Chronic 

kidney disease (who may 

be supported by Tertiary 

Renal & Dialysis units); 

Chronic Liver patients 

(who may be supported by 

Tertiary Liver units); 

Patients with Splenic 

dysfunction & Asplenia; 

Patients with learning 

disability (who may be 

supported by TEWV, DCC 

& DBC Social services)

These patients will be prioritied first in receipt of vaccinations, waiting PCN decision re fridges 

in TAP bases, each PCN are asking practices to generate FLU lists to ensure electronic 

referral is recived via systmone. DNs working on collaboration with PCN to deliver.  

All PCN's and TAP leads working out who is doing what but this is in hand.

H pregnant women All pregnant women 3250 - 3750 women

all non- housebound over 65s (over 

50s)

All Community midwives have completed the agreed e learning modules and sent 

certificates to L+D for record purposes. 1/10/20: Midwvies deneid access to 

vaccines in some primary care centres. Escaltedto EDoN. Engaged with local flu 

board and now resolved. 15./10/20 Community midwives delivering ante natal 

clinics in GP surgeries are now offering flu vaccines to all pregant women, 

alongside the practice nurse.

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to patients in OP Clinic 

and Antenatal visits. Advice offer to women during in-patient stay to access vacination from 

GP when stable following discharge. 

Vaccines could be offered via a drive through model, walk through model, in any routine 

healthcare setting, pharmacies, GP surgeries, out patients, ante natal visit, nurse led clinic, 

maternity clinic. All immunisers will receive specific, relevant training. Combined Obstetric 

clinic. 

Continue to engage with Local Flu Prevention Boards - Escalate any barriers to 

implementation of plan.

Practising same model as for diabetic women.                                                                   

11/11/2020Helen Martin 

Benefit of vaccination discussed  if seen in clinic. Offer vaccination to patients in OP Clinic.  

Advice offer to patients during in-patient stay to access vacination from GP when stable 

following discharge. Massive local and national marketting and public education campaign. 

Visuals in all OP settings.

Vaccines could be offered via a drive through model (e.g. Darlington) , walk through model, in 

any routine healthcare setting, pharmacies, GP surgeries, out patients, ante natal visit, nurse 

led clinic, maternity clinic. All immunisers will receive specific, relevant training. 

Continue to engage with Local Flu Prevention Boards - Escalate any barriers to 

implementation of plan                                                                   

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthSocial care staff for whom it is 100% 
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Eligible group / objective 

Target population / Current issues 

identified Metric / Volume Actions (Cross reference to local flu plan)

Lead / 

Owner
Milestone 

Check Date, Status and Review Comments

(1) (2) (5) (8) (13) (16) (17)

11/11/2020

Monitoring and Control

PROJECT ACTION PLAN

It was decided 16/9/20 that BMI criteria would not be used in outpatient setting as 

part of Flu Plan. Consequently, the majority of these patients should access the 

vaccination through primary care, those who are housebound should access 

vaccination through community nurses. There maybe opportunities to provide 

vaccination to patients who come into our care during this time. Should the advice 

on bariatric patients change nationally or as a result of local  outbreak control 

measures then there maybe need to revisit the delivery of the flu vaccination for 

this cohort of patients. Programme complete.

The patients on the Trust's shielded 

population list is 5300 patients  (as 

of 31/07/20). This is a proportion of 

this cohort who are under 

secondary consultant's care. This 

list needs cleansing as it has some 

historic patients

Bariatric CNS ( 2wte) and Consultant Upper GI/Bariatric Surgeons to check and encourage 

patients to have vaccination when completing telephone consultations and outpatient F2F 

consultations. 

Benefit of vaccination to be discussed  if seen in clinic. Offer vaccination to Patients in OP 

Clinic. Advice offer to patients during in-patient stay to access vacination from GP when 

stable following discharge. 

Vaccines could be offered via a drive through model, walk through model, in any routine 

healthcare setting, pharmacies, GP surgeries, out patients. All immunisers will receive 

specific, relevant training.

Sheryl 

Cameron

Julia Glaspar

Sue Evison

Week 1 and 2 reporting 50% up on same periods last year . 11/11/20 uptake 

63.5% trajectory lessening but still higher than same period last year. 3rd best in 

region. V. Strong performanceby HC Support workers and AHPS, lessso by 

nurses and doctros.  Adverse impact with Covid-19 programme - opportunity to re 

market and complete Flu programme by end of month to avoid contra indication 

in same week. 

11/13/2020 Primary care responsibilty 

11/12/2020

1. All staff peer vaccinators have completed training and have been sent out details of how to 

sign up to the written instruction, this can be signed by the clinical lead in their area of work. 

2. OH staff have visited the sites at DMH and UHND and risk assessed these areas. 3. On 

line flu consent form to be completed and this will generate a request for an appointment. 

2000 vaccines at UHND pharmacy and will be receiving 2nd batch in coming weeks.

11/11/2020

Week 1 and 2 reporting 50% up on same periods last year . 11/11/20 uptake 

63.5% trajectory lessening but still higher than same period last year. 3rd best in 

region. V. Strong performanceby HC Support workers and AHPS, lessso by 

nurses and doctros.  Adverse impact with Covid-19 programme - opportunity to re 

market and complete Flu programme by end of month to avoid contra indication 

in same week. 

LauraScott, 

Claire Leeds

H

health care staff employed 

by CDDFT (Hospital 

services) 

health care staff employed by CDDFT 

(Community services) 800 & Durham 

CC, Darlington BC Social care staff 

(<300 staff) = 1100 staff max..

H

8000 inc contractors, LET Drs and 

Student nurses (frontline workers 

4000) TBC 

health care staff employed by CDDFT 

(Community services) 800 & Durham CC, 

Darlington BC Social care staff (<300 

staff) 

health care staff employed by CDDFT 

(Hospital services) 

Primary care responsibilty 

Laura, Scott, 

Paula Turner, 

Clare Leeds

1. All staff peer vaccinators have completed training and have been sent out details of how to 

sign up to the written instruction, this can be signed by the clinical lead in their area of work. 

2. OH staff have visited the sites at DMH and UHND and risk assessed, fridges have been 

located for vaccine storage. Community staff require method of collecting vaccines for the 

community staff. Community staff to contact TAP lead to arrange vaccination, hospital staff to 

complete flu form which will generate an appointment 3. 2000 vaccines have arrived at 

UHND, vaccine will be available for all staff and no priority for front line staff at present.

Stewart 

Findlay, Jen 

Sttele

close contacts of 

immunocompromised 

individuals

11/12/2020 Primary care responsibilty 

Stewart 

Findlay, Jen 

Sttele

Obesity & Bariatric 

surgery patients 

Primary care responsibilty 

ad hoc requests typically not given by 

DNs except on request - more likely 

this year.

The shielded patient list we hold within the trust has approx 5300 patients. Clinical 

teams will continue to include patients onto this list based on the criteria for 

shielding. The majority of these patients should access the vaccination through 

primary care, those who are housebound should access vaccination through 

community nurses. There maybe opportunities to provide vaccination to patients 

who come into our care during this time. Should the advice on shielding change 

nationally or as a result of local  outbreak control measures then there maybe 

need t orevisit the delivery of the flu vaccination for this cohort of patients. 

Programme complete.

These patients will be prioritied first in receipt of vaccinations, waiting PCN decision re fridges 

in TAP bases, each PCN are asking practices to generate FLU lists to ensure electronic 

referral is received via systmone. DNs HAVE NOT BEEN ASKED TO work in collaboration 

with PCN to deliver.  This may change if currently shielded patients are obliged to self isolate 

once again during a local lcokdown. In which a new paln would needto be developed in 

collaboration with Primary care.

11/13/2020

11/12/2020

Stewart 

Findlay, Jen 

Steele

Paula Turner, 

Jennifer 

Diddams

H

Risk Identification

carers

ad hoc requests typically not given 

by DNs except on request - more 

likely this year.

H

These patients will be prioritied first in receipt of vaccinations, waiting PCN decision re fridges 

in TAP bases, each PCN are asking practices to generate FLU lists to ensure electronic 

referral is recived via systmone. DNs working on collaboration with PCN to deliver.  

Vaccinations due beginning of Sept.  PT advised that it takes approx 4.5 hrs to complete flu 

vaccination training which includes 10 modules.

10349 for County Durham this 

includes caseloads of community 

nurses and CSP Figures provided 

by GP houseboud 6500 and care 

homes 3800. Darlington CSP and 

housebound caseload equates to 

2064

P
ri

o
ri

ty

H

Presentation to GP practice/ every 

patient contact with a BMI 40kg/m2 

and above and assessment inline 

with Trust Flu Plan 

Bariatric patients in Obesity clinic 

with BMI 40kg/m2 and above   

Patinets in Sleep apnoea clininc 

with BMI > 40 no. 16 / week = 720 

pa

Shielded population

Patients identified by the GP 

practices as housebound will be 

eligble for a vist by community 

nursing teams if  this is what is 

agreed by each individual practice 

These patients will be prioritied first 

in receipt of vaccinations, waiting 

PCN decision re fridges in TAP 

bases, each PCN are asking 

practices to generate FLU lists to 

ensure electronic referral is received 

via systmone. DNs HAVE NOT 

BEEN ASKED TO work in 

collaboration with PCN to deliver. 

Programme delivered by District nursing services in collaboration with Primary 

care and VWAS nurses. All housebound patients now reported as complete 

uptake in all  in Durham & Darlngton. 

H Housebound

H

Health care staff employed 

by CDDFT (Community 

services). Health care staff 

not employed by CDDFT 

are not included in this 

plan as their own 

employers are exepctedto 

meet this resonsbility. 

However, Social care staff 

who are co-located with 

CDDFT staff in Co. & 

Borough offices may avail 

of the CDDFT NHS Staff 

'Flu vaccination 

programme. 

ad hoc requests typically not given 

by DNs except on request - more 

likely this year.

ad hoc requests typically not given by 

DNs except on request - more likely 

this year.

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthSocial care staff for whom it is 100% 
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Risk Management Plan (RMP) – User’s Guide

The RMP describes how risk management will be structured and performed on the project. It becomes a subset 

of the project management plan.   

The RMP comprises four main sections of risk assessment:

1. Risk Identification

2. Risk Analysis (Qualitative & Quantitative)

3. Risk Response Strategy

4. Risk Monitoring and Control

Risk Identification determines which risk might affect the project and documents their characteristics.  Risk 

identification is an iterative process because new risks may become known as the project progresses thought its 

life. The frequency of iterations and who participates in each cycle will vary from case to case. The project team 

is involved in this process to develop and maintain a sense of ownership of, and responsibility for, risks and 

associated risk response strategy.  The Risk Identification process leads to one of the two main segments of the 

Risk Analysis section.

The Risk Identification section includes:

(1)   Priority, this is the ranking of the risks by priority and occurs subsequent to the risk analysis.

(2)   Risk Status defines the status of the risk event.  The user has three status scenarios to 

choose from such as:  

·        Active , when the risk is being actively monitored and controlled

·        Dormant , when the risk is low priority but may become high priority in the future

·        Retired , when the risk is demised for any reason. 

(3)   Risk Identification number is a unique number assigned to the risk for tracking purpose.

(4)   Date Identified and Project Phase, represents the date when the risk was first identified and 

the phase of the project when the risk was first identified.  Valid entries for the project phase are:  

Scoping, Design/PS&E and Construction.

(5)   Risk Event (threat/opportunity), present a summary definition of the risk.  It clarifies the risk 

outcome:

·        If the risk outcome provides negative impact to the project (higher cost and/or longer 

duration) the risk is named a Threat, which should be minimized.

·        If the risk outcome provides positive impact to the project (lower cost and/or shorter 

duration) the risk is named an Opportunity, which should be maximized.

(6)   SMART Column provides a detailed description of the risk. Including information on the risk 

that is Specific, Measurable, Attributable, Relevant and Time bound.  It describes the 

consequences of the risk to scope, schedule, budget or quality.

(7)   Risk Trigger presents symptoms and warning signs that indicate whether each risk is likely to 

occur.  This information is used the determine when to implement the Risk Response Strategies.

(8) Impact Area identifies the primary impact to the scope, schedule, budget, or quality.

Qualitative Risk Analysis includes methods for prioritizing the identified risks for further action, such as 

Quantitative Risk Analysis (See A Policy for Cost Risk Assessment) or Risk Response Planning. Qualitative Risk 

Analysis assesses the priority of risks by using their probability of occurring, corresponding impact on project 

objectives if the risks do occur, as well as other factors such as the time frame and risk tolerance of the project 

constraints of scope, schedule, budget, and quality. Time critical risk related actions may magnify the importance 

of a risk. Qualitative Risk Analysis is a method for establishing priorities for Risk Response Planning and may 

lead into Quantitative Risk Analysis, when required. See the Project Managment Online Guide for more 

information about quantitative risk analysis.

(10-12) The Probability and Impact Matrix is a common way to determine whether a risk is considered 

low or high by combining the two dimensions of a risk; it probability of occurrence, and its impact on 

objectives if it occurs. High risks that have a negative impact (threat) on objectives may require priority 

action and aggressive response strategies. Low risk Threats may not require proactive management 

action beyond being placed on a watch list. Similarly, high risk opportunities that can be obtained most 

easily and offer the greatest benefit should, therefore, be targeted first. Low risk opportunities should 

be monitored.
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Risk Owner (13) is the name of the person or office responsible for managing the risk event.

Risk Response Planning is the process of developing options, and determining actions to be taken to enhance 

opportunities and reduce threats to the projects objectives. Planned risk responses must be appropriate to the 

significance of the risk, cost effective, timely, realistic within the project context, agreed upon by all parties 

involved, and owned by a responsible person. 

(14-15) The Project Manager and Team agree upon the appropriate response strategy and design 

specific actions to implement that strategy for each risk. These strategies and actions include:

·        Avoidance:  The team changes the project plan to eliminate the risk or to protect the project 

objectives from its impact. The team might achieve this by changing scope, adding time, or 

adding resources (thus relaxing the so-called “triple constraint”). These changes may require 

upper management approval. Some risks that arise early in the project can be avoided by 

clarifying requirements, obtaining information, improving communication, or acquiring expertise.

·        Transference: Risk transference shifts the ownership and responsibility for its management 

to a third party; it does not eliminate it. Transferring liability for risk is most effective in dealing 

with financial risk exposure.
·        Mitigation:  The team seeks to reduce the probability or consequences of a risk event to an 

acceptable threshold. Taking early action to reduce the probability and/or impact of a risk 

occurring on the project is often more effective than trying to repair the damage after the risk has 

occurred. Mitigation costs should be appropriate, given the probability of the risk and its 

consequences.

·        Acceptance:  The Project Manager and team decide not to change the project plan to deal 

with a risk, or cannot identify a suitable response action. A contingency plan may be developed 

or no action may be taken, leaving the project team to deal with the risk as it occurs.

Risk Monitoring and Control tracks identified risks, monitors residual risks, and identifies new risks, ensuring 

the execution of risk plans, and evaluating their effectiveness in reducing risk. Risk Monitoring and Control is an 

ongoing process for the life of the project.

The list of project risks changes as the project matures, new risks develop, or anticipated risks disappear.  

Periodic project risk reviews repeat the tasks of identification, analysis, and response strategies.  The project 

manager regularly schedules project risk reviews, and ensures that project risk is an agenda item at all Project 

Team meetings. Risk ratings and prioritization commonly change during the project lifecycle. 

(16-17) Insert any comments that would be helpful for risk tracking and control.

If an unanticipated risk emerges, or a risk’s impact is greater than expected, the planned response 

strategy and actions may not be adequate. The project manager and the Project Team must perform 

additional response Strategies and actions to control the risk.

Risk control involves:

•       Choosing alternative response strategies

•       Implementing a contingency plan

•       Taking corrective actions

•       Re-planning the project

The task manager assigned to each risk reports periodically to the project manager on the 

effectiveness of the plan, any unanticipated effects, and any mid-course correction that the Project 

Team must take to mitigate the risk. 

GENERAL NOTE:

The RMP also serves as a nice project performance measurement tool.
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Eligible group / objective 

Target population / Current issues 

identified Potneital and actual Risk ateas / barriers Probability Impact

Lead / 

Owner Strategy
ACTION TO BE TAKEN

(include advantages and disadvantages)

Milestone 

Check Date, Status and Review Comments

(1) (2) (7) (10) (11) (13) (14) (15) (16) (17)

In
s
tr

u
c
ti
o
n
s

Assessment 

of the 

likelihood of 

occurrence.

Valid entries 

are Low or 

High.

The 

severity of 

the risk's 

effect on 

the projects 

objectives.

Valid 

entries are 

Low or 

High.

Name of the 

person or 

office 

responsible 

for managing 

the action

Avoid, Transfer,

Mitigate,

Acceptance, 

Exploit, Share, 

Enhance

H
  

L
 X

L H

H
  

L
 X

L H

H
  

L
 X

L H

H
  

L
 X

L H

H
  

L
X  

L H

flu vaccination 0- 19 service  HDFT 

HV & School nurse service, not acute 

/ community paediatrics though 

liaison markiertting and promting 

would be offered in collaboration as 

part of MECC

Established ischaemic heart disease, 

heart failure, valvular disease or 

arrhythmias

P
ro

b
a
b

il
it

y
Sue Evison 

1/9/20: Schools reopen. No plans to close even in Level 4 lockdown. 15/9/20: 

Confirmation from Michelle Coulson in Child Health Records that all children 

aged 2 and 3 will be receiving reminder letters in relation to their immunisations.  

This is in addition to the information I sent earlier in the week relating to the 

provision and arrangements for imms to take place in schools, even if there is 

further lockdown arrangements, and the expectation that we will soon receive 

some visuals to display in children's wards. 1/10/20: visuals in Childrens wards 

and depts as well Adult OPDs in place.

Low

if schools do not reopen in September the usual route 

for vaccination will be jeopardised. HFT have a 

comprehensive plan to deliver vaccinations to school 

aged chidlren but secondary care may be required to 

supplement vaccination programme if educational 

services do not fully resume . Nasal flu vaccination do 

not constitute AGP. Paediatrics do not use Systm 1, 

but can use information from Child health records 

team.  

11/11/2020

if schools do not reopen in September the usual route 

for vaccination will be jeopardised. HFT have a 

comprehensive plan to deliver vaccinations to school 

aged chidlren but secondary care may be required to 

supplement vaccination programme if educational 

facilities are not functioning. Paediatric nursing staff in 

CDDFT would require vaccination training. More than 

80 % of  children admitted to the in-patient areas in the 

winter months are feverish with respiratory symptoms, 

preventing them from receiving flu vac. 

Survey all OP depts., Revise Vaccine order, 

Order refrigerators for vaccine storage, Train all 

OP & Respiratory CNS staff in 'Making every 

ontact count' and Vaccination technique.Equip all 

OP settings with ICM e-messaging to EMIS & 

Systm1 GPs for recording of vaccination and train 

staff accordingly. 

P
ro

b
a
b

il
it

y

Transference

Should Schools not reopen in September entire 0-

19 Dlu vaccination strategy would need to 

reviewed nationally

P
ro

b
a
b

il
it

y

Flu vaccination 0- 19 service  HDFT 

HV & School nurse service, not acute 

/ community paediatrics though 

liaison markiertting and promting 

would be offered in collaboration as 

part of MECC

Low High

Low HighH

H

H

H

all children aged two 

to eleven (but not 

twelve years or older) 

on 31 August 2020 

those aged 16 to 65 years 

in clinical risk groups: 

such as respiratory 

disease

those aged 16 to 65 

years in clinical risk 

groups: such as  

Diabetes

such as cardiac 

disease

P
ri

o
ri

ty

H

those aged six months to 

16 years in clinical risk 

groups: such as 

respiratory disease, 

cardiac disease, long-term 

neurological conditions or 

immunosuppression

CDDFT Risk Management Template 09.09.20

1/9/20: Schools reopen. No plans to close even in Level 4 lockdown. 15/9/20: 

Confirmation from Michelle Coulson in Child Health Records that all children 

aged 2 and 3 will be receiving reminder letters in relation to their immunisations.  

This is in addition to the information I sent earlier in the week relating to the 

provision and arrangements for imms to take place in schools, even if there is 

further lockdown arrangements, and the expectation that we will soon receive 

some visuals to display in children's wards. 1/10/20: visuals in Childrens wards 

and depts as well Adult OPDs in place.

Transference

Should Schools not reopen in September entire 0-

19 Dlu vaccination strategy would need to 

reviewed nationally

Risk-Response StrategyAction plan

Risk Matrix

Angela Price

Risk Analysis

11/13/2020

Impact

11/12/2020

High: Substantial 

impact on cost, 

schedule, or technical. 

Substantial action 

required to alleviate 

issue.

Low: Minimal impact on 

cost, schedule, or 

technical. Normal 

management oversight 

is sufficient.

Monitoring and Control

Impact

(12)

Risks-Shortage, duplication or delay in receiving 

vaccine. Storage: refrigerators to be provided in OP 

clinics.  Barriers-refusal to be vaccinated i.e vegans or 

previous reaction. Lack of nurses to give vacinations, 

covering multiple clinics on multiple sites, time aspects 

and places to be able to vacinate. Acute ad hoc 

identification rather than population based. Different 

documentation systems between acute/community 

risks duplication. Access/storage issues. Impact

Angela Price

Impact

Avoidance

Risks-Shortage, duplication or delay in receiving 

vaccine. Storage: refrigerators to be provided in OP 

clinics.  Barriers-refusal to be vaccinated i.e vegans or 

previous reaction. Lack of nurses to give vacinations, 

covering multiple clinics on multiple sites, time aspects 

and places to be able to vacinate. Capacity to record 

vaccination on Primary care (Systm1) system. 

Highall those with respiratory disease

As far as respiratory is concerned, specialist nurses are just about finished the on 

line training.  We will liaise with outpatients regarding the process for obtaining 

the vaccinations in clinic and the recording as we are not familiar with it yet.  All 

respiratory specialist nurse clinics will have a nurse who can adminster the 

vaccination. 1/10/20: all logstics complete. Aside from Vaccine shortages - 

programme dellivered 

Low High

P
ro

b
a
b

il
it

y

Paula Dalley Avoidance

Survey all OP depts., Revise Vaccine order, 

Order refrigerators for vaccine storage, Train all 

OP & Cardiac CNS staff in 'Making every ontact 

count' and Vaccination technique. Equip all OP 

settings with ICM e-messaging to EMIS & Systm1 

GPs for recording of vaccination and train staff 

accordingly. 

11/14/2020

Staff have underatken immunisation training, making every contact count training 

complete. We will liaise with outpatients regarding the process for obtaining the 

vaccinations in clinic and the recording as we are not familiar with it yet.  All 

respiratory specialist nurse clinics will have a nurse who can adminster the 

vaccination. 1/10/20: all logstics complete. Aside from Vaccine shortages - 

programme dellivered .

All registered diabetics i.e. Type 1, 

Type 2 and Diabetes subtypes e.g. 

steroid induced, autoimmune, Mody 

ETC.  Diabetes clinics are held in 

both Acute settings in O/P depts and 

in Primary Care GP's surgeries.

Risks-Shortage, duplication or delay in receiving 

vaccine. Storage: refrigerators to be provided in OP 

clinics. Fridges already in 1/y care. Systm 1 in use by 

Diabetes CNS: vaccination module to be built . Barriers-

refusal to be vaccinated i.e vegans or previous 

reaction.

All Diabetes Specialist Nurses have completed the agreed e learning modules 

and sent certificates to L+D for record purposes. Community DSN's delivering 

diabetes clinics in GP surgeries are now offering flu vaccines to the over 65 

group, alongside the practice nurse.

Impact

Debbie 

Calland
Avoidance

Survey all Primary care settings & OP depts., 

Revise Vaccine order, Order refrigerators for 

vaccine storage, Train all 1/y care, OP & Diabetes 

CNS staff in 'Making every ontact count' and 

Vaccination technique. Equip all OP settings with 

ICM e-messaging to EMIS & Systm1 GPs for 

recording of vaccination and train staff 

accordingly. 

11/11/2020Low Low

P
ro

b
a
b

il
it

y

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthScoal care staff for whom it is 100% 
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Eligible group / objective 

Target population / Current issues 

identified Potneital and actual Risk ateas / barriers Probability Impact

Risk 

Owner Strategy
ACTION TO BE TAKEN

(include advantages and disadvantages)

Milestone 

Check Date, Status and Review Comments

(1) (2) (7) (10) (11) (13) (14) (15) (16) (17)

H   

L X  

L H

H
  

L
X  

L H

H
  

L
X  

L H

H
  

L
X  

L H

11/11/2020

Liz Taylor has completed Flu trianing, all relevant certificates sent to Health and Well 

being. We will liaise with outpatients regarding the process for obtaining the 

vaccinations in clinic and the recording as we are not familiar with it yet.  All movement 

disorder specialist nurse clinics will have a nurse who can adminster the vaccination. 

1/10/20: all logstics complete. Aside from Vaccine shortages - programme dellivered.  P
ro

b
a
b

il
it

y

Impact

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Lower effectiveness in the over 65yrs 

due to decline in immune response as part of the aging 

process. Barriers-refusal to be vaccinated or previous 

reaction. Issues with consent in certain groups such as 

those with dementitia.

Data being compiled by Jim Woods on patients 

potentially immunocompromised due to treatment 

receiving.

Low

Dr. T. Simmons, Onology, RVI advises: advise me for the immunocompromised 

population:

1. Is there an optimum timing to have the vaccine when in the midst of a course 

of chemotherapy? My advice has always been to time the injection to occur after 

the pre-chemo FBC and before the chemo.  I’m not sure how scientific this is, but 

it giving the vaccine when the patient has white cells to react to it seems sensible.

2. How important is it ( or not ) to have a FBC before the vaccine? NOT a safety 

issue.  A functioning immune system is presumably going to respond better to the 

vaccine.

3. Any patients who should be excluded? Apart from the obvious who may be 

allergic to components. Not that we’re aware of

4. Are Newcastle drafting similar and who would be the contact? Discussions are 

underway.

NS comments: We won’t be relying on GPs this year but will collaborate with 

them to ensure every pt contact yields an opportunity to vaccinate against flu. Nb 

the aspiration target has increased to 75% this year and uptake for 

immunocompromised patients in County Durham in 19/20 was less than 48%. 

This was an 8% reduction on 18/19. So in point of fact usually no one gives the 

flu jab to these pts. 

We will liaise with outpatients regarding the process for obtaining the 

vaccinations in chemotherapy clinic and the recording as we are not familiar with 

it yet.  All chemotherapy clinics will have a nurse who can adminster the 

vaccination. 1/10/20: all logstics complete. Aside from Vaccine shortages - 

programme dellivered 

Monitoring and Control

Avoidance

Survey all OP depts., Revise Vaccine order, 

Order refrigerators for vaccine storage, Train all 

OP & Movement disorder staff in 'Making every 

contact count'  and Vaccination technique. Equip 

all OP settings with ICM e-messaging to EMIS & 

Systm1 GPs for recording of vaccination and train 

staff accordingly. 

Patients with haematological 

disorders, malignancy, organ 

recipients 

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Lower effectiveness in the over 65yrs 

due to decline in immune response as part of the aging 

process. Barriers-refusal to be vaccinated or previous 

reaction. Issues with consent in certain groups such as 

those with dementitia.

LowH

such as long-term 

neurological 

conditions

Patients with Parkinson's disease, 

MSA, PSP, Secondary 

Parkinsonism. Also people with MND 

and MS.

PROJECT RISK MANAGEMENT PLAN

11/12/2020

Impact

All Diabetes Specialist Nurses have completed the agreed e learning modules 

and sent certificates to L+D for record purposes. Community DSN's delivering 

diabetes clinics in GP surgeries are now offering flu vaccines to the over 65 

group, alongside the practice nurse & midwife in joint clinics also.

Debbie 

Calland

P
ro

b
a
b

il
it

y

Mitigation

Survey all Primary care settings & OP depts., 

Revise Vaccine order, Order refrigerators for 

vaccine storage, Train all 1/y care, Ante natal OP 

& Community Midwifery staff in 'Making every 

ontact count' and Vaccination technique. Equip all 

OP settings with ICM e-messaging to EMIS & 

Systm1 GPs for recording of vaccination and train 

staff accordingly. . Ask informatics to create a 

Robotic porcess to INTERFACE WITH 

MATERNITY INFORMATION SYSTEM. 

Impact

11/11/2020

All Diabetes Specialist Nurses have completed the agreed e learning modules 

and sent certificates to L+D for record purposes. Community DSN's delivering 

diabetes clinics in GP surgeries are now offering flu vaccines to the over 65 

group, alongside the practice nurse.

Impact

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Lower effectiveness in the over 65yrs 

due to decline in immune response as part of the aging 

process. Barriers-refusal to be vaccinated or previous 

reaction. Issues with consent in certain groups such as 

those with dementitia.

Low Low

Risk-Response Strategy

All registered diabetics i.e. Type 1, 

Type 2 and diabetes subtypes E.G. 

steroid induced, autoimmune etc. 

(Nb Diabetes is a Community 

outreach programme from Ac. Sites - 

Clinics typically take place in Primary 

care)

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Barriers-refusal to be vaccinated i.e 

vegans or previous reaction. 

Biggest barriers are around seamless working with GP 

Practices. Don’t use Systm 1. Record on CSC 

Maternity system instead. Potential gap in visiblilty of 

record.  ? migrate or double key this record. or access 

Systm 1 READ Code. 

Risk Identification

Avoidance

Survey all Primary care settings & OP depts., 

Revise Vaccine order, Order refrigerators for 

vaccine storage, Train all 1/y care, OP & Diabetes 

CNS staff in 'Making every ontact count' , 

CONSENT for vaccination and Vaccination 

technique. Equip all OP settings with ICM e-

messaging to EMIS & Systm1 GPs for recording 

of vaccination and train staff accordingly. 

H
immunocompproised 

individuals 

Risk Matrix

All pregnant women with type 1 or 

type 2 diabetes .
H

pregnant women with 

gestational Diabetes
Low Low

H

11/11/2020

Survey all OP depts., Revise Vaccine order, 

Order refrigerators for vaccine storage, Train all 

ChemoRx & HaemOnc CNS in 'Making every 

contact count'  and Vaccination technique. Equip 

all OP settings with ICM e-messaging to EMIS & 

Systm1 GPs for recording of vaccination and train 

staff accordingly. 

P
ro

b
a
b

il
it

y

Debbie 

Calland, 

Helen Martin

P
ro

b
a
b

il
it

y

Qualitative Analysis

(12)

Avoidance

those aged 65 years 

and over with 

concurrent Diabetes 

Low Low
Thelma 

Rosenvinge

Alison Rose 

Lesley 

McCoy

Jason 

Wigham

Jo 

Branthwaite

Paula Turner

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthScoal care staff for whom it is 100% 
11/19/2020
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Eligible group / objective 

Target population / Current issues 

identified Potneital and actual Risk ateas / barriers Probability Impact

Risk 

Owner Strategy
ACTION TO BE TAKEN

(include advantages and disadvantages)

Milestone 

Check Date, Status and Review Comments

(1) (2) (7) (10) (11) (13) (14) (15) (16) (17)

H
  

L
X  

L H

H
  

L
X  

L H

H
  

L
X  

L H

H   

L X  

L H

H
  

L
X  

L H

H
  

L
X  

L H

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Lower effectiveness in the over 65yrs 

due to decline in immune response as part of the aging 

process. Barriers-refusal to be vaccinated or previous 

reaction. Issues with consent in certain groups such as 

those with dementitia.

Primary care responsibility

All Community midwives have completed the agreed e learning modules and 

sent certificates to L+D for record purposes. 1/10/20: Midwvies deneid access to 

vaccines in some primary care centres. Escaltedto EDoN. Engaged with local flu 

board and now resolved. 15./10/20 Community midwives delivering ante natal 

clinics in GP surgeries are now offering flu vaccines to all pregant women, 

alongside the practice nurse.

Impact

There is a longstanding history of midwifery services 

engaging with local and national flu plans. Regionally 

and nationally the number of pregnant women within 

CDDFT receiving the flu vaccine is consistently high. 

Biggest barriers are around seamless working with GP 

Practices. Don’t use Systm 1. Record on CSC 

Maternity system instead. Potential gap in visiblilty of 

record.  ? migrate or double key this record. or access 

Systm 1 READ Code. 

Low Low

P
ro

b
a
b

il
it

y

11/11/2020

Survey all Primary care settings & OP depts., 

Revise Vaccine order, Order refrigerators for 

vaccine storage, Train all 1/y care, Ante natal OP 

& Community Midwifery staff in 'Making every 

ontact count' and Vaccination technique. Equip all 

OP settings with Systm1 enabled PCs for 

recording of vaccination and train staff 

accordingly. Equip all OP settings with ICM e-

messaging to EMIS & Systm1 GPs for recording 

of vaccination and train staff accordingly.  Ask 

informatics to create a Robotic porcess to 

INTERFACE WITH MATERNITY INFORMATION 

SYSTEM. 

Helen Martin Avoidance

PROJECT RISK MANAGEMENT PLAN

11/12/2020

Patients with Chronic 

kidney disease (who may 

be supported by Tertiary 

Renal & Dialysis units); 

Chronic Liver patients 

(who may be supported by 

Tertiary Liver units); 

Patients with Splenic 

dysfunction & Asplenia; 

Patients with learning 

disability (who may be 

supported by TEWV, DCC 

& DBC Social services)

Delay in receiving vaccines, duplication of vaccines, 

facility to store vaccines in TAP bases. 16 new fridges 

to be funded by CCG. 

P
ro

b
a
b

il
it

y

H pregnant women All pregnant women

all non- housebound over 65s (over 

50s)
Low

P
ro

b
a
b

il
it

y

Low

H

Low

H

Those aged 65 years 

and over (also those 

aged 50-64y in Nov. & 

Dec. if vaccine supply 

allows)

Patients with Chronic kidney disease 

(who may be supported by Tertiary Renal 

& Dialysis units); Chronic Liver patients 

(who may be supported by Tertiary Liver 

units); Patients with Splenic dysfunction 

& Asplenia; Patients with learning 

disability (who may be supported by 

TEWV, DCC & DBC Social services)

H Housebound

Each PCN will agree a fair split of 

patients who are residents in a care 

home will be vaccinated by either a 

community nurse, practice nurse or 

VWAS ensuring footfall is minimised 

I.E 1 nurse one care home 

Delay in receiving vaccines, duplication of vaccines, 

facility to store vaccines in TAP bases. 16 new fridges 

to be funded by CCG. 

Stewart 

Findley, 

Jen Steele, 

Susan Hoare 

Low

Low

H

those in long-stay 

residential care 

homes

Avoidance

Survey all DN bases and vehicles for cold pack / 

refrigerated transort bags, Revise Vaccine order, 

Order refrigerators for vaccine storage, Train all 

Community Nurses in 'Making every ontact count' 

and Vaccination technique. Equip all OP settings 

with ICM e-messaging to EMIS & Systm1 GPs for 

recording of vaccination and train staff 

accordingly. 

Programme delivered by District nursing services in collaboration with Primary 

care and VWAS nurses. All housebound patients now reported as complete 

uptake in all  in Durham & Darlngton. 

Impact

Fridges available on the outpatient departments, staff training well on completion. 

ICM details reviewed and contact made with train the trainers. 1/10/20: all logstics 

complete. Aside from Vaccine shortages - programme dellivered albeit to 

complement Primary care who already have dleivered v high levels of 

compliance.

Impact

Survey all Primary care settings & OP depts., 

Revise Vaccine order, Order refrigerators for 

vaccine storage, Train all 1/y care, Ante natal OP 

& Community Midwifery staff in 'Making every 

ontact count' and Vaccination technique.Equip all 

OP settings with ICM e-messaging to EMIS & 

Systm1 GPs for recording of vaccination and train 

staff accordingly. 

11/12/2020

Survey all Primary care settings & OP depts., 

Revise Vaccine order, Order refrigerators for 

vaccine storage, Train all Nursing home RNs & 

Community Nurses in 'Making every ontact count' 

and Vaccination technique. Train staff in recording 

of vaccination in Systm1. Arrange to e-mail EMIS 

practices in N Durham who are not Sytm1 

practices and train staff accordingly. 

Transference

Programme delivered by District nursing services in collaboration with Primary 

care and VWAS nurses. All residential settings now report complete uptake in all 

nursing and care homes in Durham & Darlngton. 

Impact

Avoidance

P
ri

o
ri

ty

Shielded population

Patients identified by the GP 

practices as housebound will be 

eligble for a vist by community 

nursing teams if  this is what is 

agreed by each individual practice 

These patients will be prioritied first 

in receipt of vaccinations, waiting 

PCN decision re fridges in TAP 

bases, each PCN are asking 

practices to generate FLU lists to 

ensure electronic referral is received 

via systmone. DNs HAVE NOT 

BEEN ASKED TO work in 

collaboration with PCN to deliver. 

H

Risk Identification

Low

Qualitative Analysis

These patients will be prioritied first in receipt of 

vaccinations, waiting PCN decision re fridges in 

TAP bases, each PCN are asking practices to 

generate FLU lists to ensure electronic referral is 

received via systmone. DNs HAVE NOT BEEN 

ASKED TO work in collaboration with PCN to 

deliver. 

11/13/2020

(12)

Risk Matrix

Low

P
ro

b
a
b

il
it

y

11/12/2020

Stewart 

Findlay, Jen 

Steele

P
ro

b
a
b

il
it

y

Paula Turner, 

Jennifer 

Diddams

The shielded patient list we hold within the trust has approx 5300 patients. 

Clinical teams will continue to include patients onto this list based on the criteria 

for shielding. The majority of these patients should access the vaccination 

through primary care, those who are housebound should access vaccination 

through community nurses. There maybe opportunities to provide vaccination to 

patients who come into our care during this time. Should the advice on shielding 

change nationally or as a result of local  outbreak control measures then there 

maybe need t orevisit the delivery of the flu vaccination for this cohort of patients. 

Programme complete.Impact

Delay in receiving vaccines, duplication of vaccines, 

facility to store vaccines in TAP bases. 16 new fridges 

to be funded by CCG. 

Primary care responsibility

Low

Survey all Primary care settings & OP depts., 

Revise Vaccine order, Order refrigerators for 

vaccine storage, Train all 1/y care, Ante natal OP 

& Community Midwifery staff in 'Making every 

ontact count' and Vaccination technique.Equip all 

OP settings with ICM e-messaging to EMIS & 

Systm1 GPs for recording of vaccination and train 

staff accordingly. 

Paula Turner, 

Jennifer 

Diddams

Risk-Response Strategy Monitoring and Control

Transference

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Lower effectiveness in the over 65yrs 

due to decline in immune response as part of the aging 

process. Barriers-refusal to be vaccinated or previous 

reaction. Issues with consent in certain groups such as 

those with dementitia.

Primary care, Teriary centre, Renal dialysis, TEWV, 

DCC & DBC Social services co-responsibility

11/11/2020

ICM access in process of been checked and train the triner nominated. Fridges 

available on the outpatient departments, staff training well on completion. ICM 

details reviewed and contact made with train the trainers. 1/10/20: all logstics 

complete. Aside from Vaccine shortages - programme dellivered albeit to 

complement Renal centres and Primary care who already have dleivered v high 

levels of compliance.

Impact

Low Low

P
ro

b
a
b

il
it

y

Stewart 

Findley, 

Jen Steele, 

Susan Hoare 

Transference

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthScoal care staff for whom it is 100% 
11/19/2020

Page 3

Ite
m

 6
b 

A
pp

 5
b-

C
D

D
F

T
_F

lu
_A

ct
io

n

Page 212 of 259



c163975b-3d75-4d26-aa62-5404eb5f9647

Eligible group / objective 

Target population / Current issues 

identified Potneital and actual Risk ateas / barriers Probability Impact

Risk 

Owner Strategy
ACTION TO BE TAKEN

(include advantages and disadvantages)

Milestone 

Check Date, Status and Review Comments

(1) (2) (7) (10) (11) (13) (14) (15) (16) (17)

H
  

L
X  

L H

H   

L X  

L H

H  X

L   

L H

H

  

L

 X

L H

H
  

L
 X

L H

P
ri

o
ri

ty

PROJECT RISK MANAGEMENT PLAN

Risk Identification Qualitative Analysis Risk-Response Strategy Monitoring and Control

Risk Matrix

ad hoc requests typically not given by 

DNs except on request - more likely 

this year.

H

Health care staff employed 

by CDDFT (Community 

services). Health care staff 

not employed by CDDFT 

are not included in this 

plan as their own 

employers are exepctedto 

meet this resonsbility. 

However, Social care staff 

who are co-located with 

CDDFT staff in Co. & 

Borough offices may avail 

of the CDDFT NHS Staff 

'Flu vaccination 

programme. 

H

Presentation to GP practice/ every 

patient contact with a BMI 40kg/m2 

and above and assessment inline 

with Trust Flu Plan 

carersH Low

Obesity & Bariatric 

surgery patients 

Primary care responsibilty 

ad hoc requests typically not given by 

DNs except on request - more likely 

this year.

Low

P
ro

b
a
b

il
it

y

Stewart 

Findlay, Jen 

Sttele

close contacts of 

immunocompromised 

individuals

Primary care responsibilty 11/12/2020 Primary care responsibilty 

Stewart 

Findlay, Jen 

Sttele

Impact

Transference

P
ro

b
a
b

il
it

y

Primary care responsibilty High High

P
ro

b
a
b

il
it

y

Laura, Scott, 

Paula Turner, 

Clare Leeds

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Lower effectiveness in the over 65yrs 

( v small no.s of staff) due to decline in immune 

response as part of the aging process. Barriers-refusal 

to be vaccinated or previous reaction. Issues with 

prejudice, complacency, myth, group think, negatvie 

effect of bad example amongst peers, lack of altruistic 

values, wilingness to fund an effective marketting 

campaign and staff vaccination programme - Trust 

responsibility

Low HighH

health care staff employed 

by CDDFT (Hospital 

services) 

H

health care staff employed by CDDFT 

(Community services) 800 & Durham CC, 

Darlington BC Social care staff (<300 

staff) 

health care staff employed by CDDFT 

(Hospital services) 

Week 1 and 2 reporting 50% up on same periods last year . 11/11/20 uptake 

63.5% trajectory lessening but still higher than same period last year. 3rd best in 

region. V. Strong performanceby HC Support workers and AHPS, lessso by 

nurses and doctros.  Adverse impact with Covid-19 programme - opportunity to re 

market and complete Flu programme by end of month to avoid contra indication 

in same week. 

Impact

1. Staff vaccinators require vaccination training (64 in 

Community; 200 CNS etc.; CHECK V. COMMUNITY 

MIDWIVES)  and IMMS training via elearning for health 

e-lfh.org.uk

2. Area to be identified at UHND and DMH to site 

vaccine fridges and run clinics from. BAGH Occ.H 

headquartered.

3. Rota to ensure all staff have access to vaccine 

across Trust sites.

4. Resources ordered

5. PGD to be finalised and staff vaccinators to sign up 

to PGD once training and practical assessment 

completed for new vaccinators.

P
ro

b
a
b

il
it

y

LauraScott, 

Claire Leeds
11/12/2020

Impact

Risks-shortage, duplication or delay in receiving 

vaccine. Storage. Lower effectiveness in the over 65yrs 

( v small no.s of staff) due to decline in immune 

response as part of the aging process. Barriers-refusal 

to be vaccinated or previous reaction. Issues with 

prejudice, complacency, myth, group think, negative 

effect of bad example amongst peers, lack of altruistic 

values, wilingness to fund an effective marketting 

campaign and staff vaccination programme - Trust 

responsibility

1. Staff vaccinators require vaccination training (All 

depts. esp. night duty) and IMMS training via elearning 

for health e-lfh.org.uk

2. Area to be identified at UHND and DMH to site 

vaccine fridges and run clinics from.

3. Rota to ensure all staff have access to vaccine 

across Trust sites.

4. Businss cases to be prepared, approved and 

resources ordered.

5. PGD to be finalised and staff vaccinators to sign up 

to PGD once training and practical assessment 

completed for new vaccinators.

6. Budget for 3mo. bank nurses (6wte) to be approved. 

11/11/2020

Low High

Week 1 and 2 reporting 50% up on same periods last year . 11/11/20 uptake 

63.5% trajectory lessening but still higher than same period last year. 3rd best in 

region. V. Strong performanceby HC Support workers and AHPS, lessso by 

nurses and doctros.  Adverse impact with Covid-19 programme - opportunity to re 

market and complete Flu programme by end of month to avoid contra indication 

in same week. 

Transference Primary care responsibilty 11/13/2020 Primary care responsibilty 

Impact

Risks-shortage, duplication or delay in receiving 

vaccine. Duplication - accessing patient records in case  

they have already accessed it / supply &storage / 

training / environmental. Lower effectiveness in the 

over 65yrs due to decline in immune response as part 

of the aging process. Barriers-refusal to be vaccinated 

or previous reaction. Issues with consent in certain 

groups such as those with dementitia.

Low Low

P
ro

b
a
b

il
it

y

(12)

Impact

Transference

Staff to advise all patients who meet the criteria 

for flu vaccination to encourage patient to have 

vaccination making every contact count 

11/11/2020

It was decided 16/9/20 that BMI criteria would not be used in outpatient setting as 

part of Flu Plan. Consequently, the majority of these patients should access the 

vaccination through primary care, those who are housebound should access 

vaccination through community nurses. There maybe opportunities to provide 

vaccination to patients who come into our care during this time. Should the 

advice on bariatric patients change nationally or as a result of local  outbreak 

control measures then there maybe need to revisit the delivery of the flu 

vaccination for this cohort of patients. Programme complete.

Sheryl 

Cameron

Julia Glaspar

Sue Evison

Noel Scanlon Nb The Uptake ambition for all groups this year is 76% excepting HealthScoal care staff for whom it is 100% 
11/19/2020
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Risk Management Plan (RMP) – User’s Guide

The RMP describes how risk management will be structured and performed on the project. It becomes a subset 

of the project management plan.   

The RMP comprises four main sections of risk assessment:

1. Risk Identification

2. Risk Analysis (Qualitative & Quantitative)

3. Risk Response Strategy

4. Risk Monitoring and Control

Risk Identification determines which risk might affect the project and documents their characteristics.  Risk 

identification is an iterative process because new risks may become known as the project progresses thought its 

life. The frequency of iterations and who participates in each cycle will vary from case to case. The project team 

is involved in this process to develop and maintain a sense of ownership of, and responsibility for, risks and 

associated risk response strategy.  The Risk Identification process leads to one of the two main segments of the 

Risk Analysis section.

The Risk Identification section includes:

(1)   Priority, this is the ranking of the risks by priority and occurs subsequent to the risk analysis.

(2)   Risk Status defines the status of the risk event.  The user has three status scenarios to 

choose from such as:  

·        Active , when the risk is being actively monitored and controlled

·        Dormant , when the risk is low priority but may become high priority in the future

·        Retired , when the risk is demised for any reason. 

(3)   Risk Identification number is a unique number assigned to the risk for tracking purpose.

(4)   Date Identified and Project Phase, represents the date when the risk was first identified and 

the phase of the project when the risk was first identified.  Valid entries for the project phase are:  

Scoping, Design/PS&E and Construction.

(5)   Risk Event (threat/opportunity), present a summary definition of the risk.  It clarifies the risk 

outcome:

·        If the risk outcome provides negative impact to the project (higher cost and/or longer 

duration) the risk is named a Threat, which should be minimized.

·        If the risk outcome provides positive impact to the project (lower cost and/or shorter 

duration) the risk is named an Opportunity, which should be maximized.

(6)   SMART Column provides a detailed description of the risk. Including information on the risk 

that is Specific, Measurable, Attributable, Relevant and Time bound.  It describes the 

consequences of the risk to scope, schedule, budget or quality.

(7)   Risk Trigger presents symptoms and warning signs that indicate whether each risk is likely to 

occur.  This information is used the determine when to implement the Risk Response Strategies.

(8) Impact Area identifies the primary impact to the scope, schedule, budget, or quality.

Qualitative Risk Analysis includes methods for prioritizing the identified risks for further action, such as 

Quantitative Risk Analysis (See A Policy for Cost Risk Assessment) or Risk Response Planning. Qualitative Risk 

Analysis assesses the priority of risks by using their probability of occurring, corresponding impact on project 

objectives if the risks do occur, as well as other factors such as the time frame and risk tolerance of the project 

constraints of scope, schedule, budget, and quality. Time critical risk related actions may magnify the importance 

of a risk. Qualitative Risk Analysis is a method for establishing priorities for Risk Response Planning and may 

lead into Quantitative Risk Analysis, when required. See the Project Managment Online Guide for more 

information about quantitative risk analysis.

(10-12) The Probability and Impact Matrix is a common way to determine whether a risk is considered 

low or high by combining the two dimensions of a risk; it probability of occurrence, and its impact on 

objectives if it occurs. High risks that have a negative impact (threat) on objectives may require priority 

action and aggressive response strategies. Low risk Threats may not require proactive management 

action beyond being placed on a watch list. Similarly, high risk opportunities that can be obtained most 

easily and offer the greatest benefit should, therefore, be targeted first. Low risk opportunities should 

be monitored.

N Scanlon, DIPC 11/19/2020 Page 5
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Risk Owner (13) is the name of the person or office responsible for managing the risk event.

Risk Response Planning is the process of developing options, and determining actions to be taken to enhance 

opportunities and reduce threats to the projects objectives. Planned risk responses must be appropriate to the 

significance of the risk, cost effective, timely, realistic within the project context, agreed upon by all parties 

involved, and owned by a responsible person. 

(14-15) The Project Manager and Team agree upon the appropriate response strategy and design 

specific actions to implement that strategy for each risk. These strategies and actions include:

·        Avoidance:  The team changes the project plan to eliminate the risk or to protect the project 

objectives from its impact. The team might achieve this by changing scope, adding time, or 

adding resources (thus relaxing the so-called “triple constraint”). These changes may require 

upper management approval. Some risks that arise early in the project can be avoided by 

clarifying requirements, obtaining information, improving communication, or acquiring expertise.

·        Transference: Risk transference shifts the ownership and responsibility for its management 

to a third party; it does not eliminate it. Transferring liability for risk is most effective in dealing 

with financial risk exposure.
·        Mitigation:  The team seeks to reduce the probability or consequences of a risk event to an 

acceptable threshold. Taking early action to reduce the probability and/or impact of a risk 

occurring on the project is often more effective than trying to repair the damage after the risk has 

occurred. Mitigation costs should be appropriate, given the probability of the risk and its 

consequences.

·        Acceptance:  The Project Manager and team decide not to change the project plan to deal 

with a risk, or cannot identify a suitable response action. A contingency plan may be developed 

or no action may be taken, leaving the project team to deal with the risk as it occurs.

Risk Monitoring and Control tracks identified risks, monitors residual risks, and identifies new risks, ensuring 

the execution of risk plans, and evaluating their effectiveness in reducing risk. Risk Monitoring and Control is an 

ongoing process for the life of the project.

The list of project risks changes as the project matures, new risks develop, or anticipated risks disappear.  

Periodic project risk reviews repeat the tasks of identification, analysis, and response strategies.  The project 

manager regularly schedules project risk reviews, and ensures that project risk is an agenda item at all Project 

Team meetings. Risk ratings and prioritization commonly change during the project lifecycle. 

(16-17) Insert any comments that would be helpful for risk tracking and control.

If an unanticipated risk emerges, or a risk’s impact is greater than expected, the planned response 

strategy and actions may not be adequate. The project manager and the Project Team must perform 

additional response Strategies and actions to control the risk.

Risk control involves:

•       Choosing alternative response strategies

•       Implementing a contingency plan

•       Taking corrective actions

•       Re-planning the project

The task manager assigned to each risk reports periodically to the project manager on the 

effectiveness of the plan, any unanticipated effects, and any mid-course correction that the Project 

Team must take to mitigate the risk. 

GENERAL NOTE:

The RMP also serves as a nice project performance measurement tool.

N Scanlon, DIPC 11/19/2020 Page 6
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Trust Board – 25th November 2020 

Item 7a – Medical Management 

Open Session X Private & Confidential Session  

Author 

 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                        X 

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                                        X 

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                          

Purpose of Report To update on progress within the Medical Director’s portfolio 

Positive performance 

/ developments within 

this report   

Insert or delete rows as 

required. Provide a headline 

summary for each point to 

allow Board members to 

understand the outcome and 

its importance – remove all 

red text once table 

complete. 

Positive matters  Page 

Implementation of the Medical Examiner System  

Recruitment to Covid-19 Research Studies  
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Issue and actions Page 

  

  

  

  

  

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution    X 

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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Mr J Cundall 

Executive Medical Director 

Board Paper  

November 2020 

 

Medical Examiner System 

As previous indicated the Medical Examiner System is currently being introduced in acute 

hospital Trusts.  The intent of the service is to; 

 provide greater safeguards for the public by ensuring proper scrutiny of all non-coronial 

deaths 

 ensure the appropriate direction of deaths to the coroner 

 provide a better service for the bereaved and an opportunity for them to raise any 

concerns to a doctor not involved in the care of the deceased 

 improve the quality of death certification 

 improve the quality of mortality data 

The system will also offer a point of contact for bereaved families to raise concerns about the care 

provided prior to the death of a loved one.   

As you are aware, the Trust appointed Miss Sophie Noblett as the Lead Medical Examiner.  To enable 

implementation of the service Miss Noblett has been developing job descriptions and the business 

case to support estates work to enable works to accommodate the service.  In parallel to this, work 

has been undertaken to align internal systems and processes, supported by my team and working 

closely with the regional office.   

We are currently now out to advert for the Medical Examiner roles (1 wte) with an interview date set 

for December.  In parallel to this we are aiming to advertise the Medical Examiner Officer posts within 

the next week.    The service will work closely with the existing bereavement team, to provide the best 

service to bereaved families.   

Coding/Quality of Documentation 

It is well documented that accurate documentation in clinical medicine is imperative in delivering safe 

patient care. Indeed from a regulatory perspective, the General Medical Council mandate that doctors 
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must record work clearly, accurately and legibly.  Indicating that records should be contemporaneous, 

or made as soon as possible afterwards. Considering the information held; relevant clinical findings, 

decisions made and actions agreed, information given to patients, any drugs prescribed or other 

investigation the impact of this cannot be underestimated.  Not only does this improve the safety and 

quality of care providing, but impacts upon research, audit, and quality – how we improve our services, 

with patients at the heart of this.   

However, research has identified lack of awareness, indifference, habits or a combination of these 

result in deficient entries, leaving both the patient and the clinician at risk. This may be attributed to 

education on this subject being sporadic at best, although it is more often non-existent.   It is 

recommended that formal education of medical students and doctors, together with reinforcement 

of these habits at opportunities such as hospital inductions, will all go some way to ensuring that the 

necessary high standards are upheld. In line with this, linking to the work to be progressed with the 

Medical Examiner service, we have been successful in gaining charitable funds to develop a 

programme of work to improve the quality of documentation, thereby coding.  I will update Board as 

this work progresses.  

Research and Innovation 

The Durham Tees Valley Research Alliance, of which County Durham and Darlington are a partner has 

successfully recruited 319 participants into a vaccine study being delivered at the University Hospital  

Hartlepool.  This has been a significant undertaking across the clinical, managerial and administrative 

teams.   

The decision has been made, in line with national guidance, to prioritise Covid-19 research (whilst 

continue to follow up patients in studies for whom bloods/titration of trial medication is required).   
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Mortality Report 

 

October 20th 2020 

 

 
Lisa Ward 

Early Detection and Resuscitation Lead 

Nurse and Mortality Lead 

Lyndsey Hoare 

Senior Sister Cardiac Arrest Prevention 
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Learning from Deaths Dashboards 
The learning from deaths dashboard has been developed to provide an overview as to where care has 

been excellent/where care could have been better, in parallel to highlighting deaths that may potentially 

have been avoided. The dashboard has been modified from the NHS England template.  The individual 

mortality reviews included within this dashboard are based upon the nationally recognised PRISM2 tool. 

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

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

indicates whether the information is either provisional or final.  

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

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

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

The mortality review data for the 2019/20 and 2020/21 dashboards, upon which this report is based, was 

extracted on 20th October 2020.   

Not included within the Trust dashboard are stillbirths and neonatal deaths.   

2019/20 Learning from Deaths Dashboard 

Quarter One Reviews 

One Hundred and Seventy-Two (172) reviews have been completed to date in Q1.  Two (2) deaths were 

identified as greater than 50/50 avoidable at mortality review; both have had a full RCA.  One of the deaths 

was escalated as a Serious Incident and uploaded to the National Reporting and Learning System (NRLS) 

as an avoidable death, the second was deemed not to be avoidable. 

Twelve (12) Cases were graded as having received either ‘Poor’ or ‘Very Poor’ quality care.  This equates 

to 2.5% of all deaths that occurred in Q1.  All of these cases have had an incident raised on the Ulysses 

system and have been managed as patient safety incidents.  Fourteen (14) Cases were deemed to have 

received only ‘Adequate’ care.  Five (5) of these cases have been managed through the incident reporting 

process as there was significant learning potential in the case.  High level information regarding the 

learning from all of these cases was included later in the report  

All mortality reviews are now complete for Q1. 

Quarter Two Reviews 

One Hundred and Sixty-Nine (169) reviews have been completed to date in Q2.  Two (2) deaths were 

identified as greater than 50/50 avoidable at mortality review. Both have had a full RCA and were escalated 

as Serious Incidents and one was deemed to be an avoidable death and was therefore uploaded to the 

National Reporting and Learning System (NRLS) as such.   

Eight (8) cases have been graded as ‘Poor’ or ‘Very Poor’, this equates to 1.7% of all deaths that occurred 

in Q2.   All of these cases have had an incident raised on the Ulysses system and have been managed as 

patient safety incidents.    Nineteen (19) cases were deemed to have received only ‘Adequate’ care.  Five 

(5) of these cases have been managed through the incident reporting process, as there was significant 

learning potential in the case.  High level information regarding the learning from all of these cases is 

included later in this report. 

Three (3) priority reviews are outstanding for Q2, all have been recently added following family concerns.  

These cases are allocated to a reviewer. 
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Quarter Three Reviews 

One Hundred and Seventy-Eight (178) reviews have been completed to date in Q3.  One (1) death was 

identified as greater than 50/50 avoidable at mortality review, however at case review was deemed not to 

be avoidable. 

One (1) case has been graded as ‘Poor’ or ‘Very Poor’, this equates to 0.2% of all the deaths that occurred 

in Q3.   Nine (9) cases were deemed to have received only ‘Adequate’ care.  Three (3) of these cases have 

been managed through the incident reporting process, as there was significant learning potential in the 

case.  High level information regarding the learning from all of these cases is included later in this report. 

Two (2) priority reviews remain outstanding for Q3, all are allocated to a reviewer. 

Quarter Four Reviews 

Two Hundred and Forty-Four (244) reviews have been completed to date in Q4.  No (0) deaths were 

identified as greater than 50/50 avoidable at mortality review. 

Two (2) cases have been graded as ‘Poor’ or ‘Very Poor’, this equates to 0.4% of all the deaths that 

occurred in Q4.   Fifteen (15) cases were deemed to have received only ‘Adequate’ care.  Three (3) of 

these cases have been managed through the incident reporting process, as there was significant learning 

potential in the case.  High level information regarding the learning from all of these cases is included later 

in this report. 

Thirty (30) priority reviews remain outstanding for Q4, all are allocated to reviewers. 

2020/21Learning from Deaths Dashboard 

Quarter One Reviews 

Two Hundred and Forty-Seven (247) reviews have been completed to date in Q1.  One (1) death was 

identified as greater than 50/50 avoidable at mortality review and the case is undergoing a Consultant 

review. 

Two (2) Cases were graded as having received either ‘Poor’ or ‘Very Poor’ quality care.  This equates to 

0.3% of all deaths that occurred in Q1.  Twenty-Five (25) Cases were deemed to have received only 

‘Adequate’ care.  Three (3) of these cases have been managed through the incident reporting process as 

there was significant learning potential in the case.  High level information regarding the learning from all of 

these cases was included later in the report  

Quarter Two Reviews 

Twenty-seven (27) reviews have been completed to date in Q2.  No (0) deaths was identified as greater 

than 50/50 avoidable at mortality review. 

No (0) Cases were graded as having received either ‘Poor’ or ‘Very Poor’ quality care.  This equates to 0% 

of all deaths that occurred in Q2.  Two (2) Cases were deemed to have received only ‘Adequate’ care.  

High level information regarding the learning from all of these cases was included later in the report  

Inpatient Deaths with <10% SHMI Risk 
Following Mortality Committee in July 2020, and subsequent discussions with the Executive Medical 

Director and the Chief Executive, a decision was taken to review the care of all patients who died as 

inpatients of CDDFT with a calculated SHMI risk of less than 10%.  From January 2020 100% of patients 

falling within this patient group will be subject to a prism 2 mortality review with 50% of those from 2019 

also being reviewed.  These reviews are included in the Learning from Deaths Dashboard and all learning 

will be included within this report. 
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Patients with <10% calculated Mortality Risk – Grading’s from Reviews to Date 

 

  

<10% 

Mortality 

Risk

Reviews 

Complete

% Complete 

by month

% Complete 

by year

Apr-19 61 31 51%

May-19 43 19 44%

Jun-19 43 28 65%

Jul-19 41 13 32%

Aug-19 48 31 65%

Sep-19 53 24 45%

Oct-19 39 24 62%

Nov-19 54 22 41%

Dec-19 64 30 47%

Jan-20 56 53 95%

Feb-20 53 44 83%

Mar-20 50 32 64%

Apr-20 68 33 49%

50%

71%
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Learning from Deaths Themes and Action 

Previous papers have identified learning themes in relation to Sepsis, Community Acquired Pneumonia, 

Acute Kidney Injury and capacity assessment.  This paper provides an update on work relating to these 

areas and includes any new themes highlighted through the review process.  A separate paper provides 

detailed information relating to all covid deaths within the Organisation.  Positive themes of learning are 

also included on page 7 and 8. 

Acute Kidney Injury (AKI) 

The acute kidney injury specialist nurses commenced on 1st July 2020 with their clinical service 

commencing from September 2020.  A report outlining month one is on the agenda for presentation at both 

October Mortality Reduction Committee and November Clinical Effectiveness Committee.  A copy of the 

paper being presented is embedded below: 

AKI Nurses Month 

1.docx
  

Escalation Planning and Decision Making  

 

As described in the July 2020 Mortality report there has been significant work in the Organisation to 

implement Treatment Escalation Plans.  In response to clinician request the form for documenting the plans 

has been reviewed and amended to facilitate ease of use.  The form was approved at Resuscitation and 

Deteriorating Patient Committee in September 2020 and planning is in progress to implement the new form. 

TEP Form V2.pdf

 

The CAP and AI teams now audit the completion of Treatment Escalation forms and these are presented to 

the governance meetings. 

Daily Covid-19 MDT meetings have recommenced at both the Durham and Darlington sites. 
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Themes from 2019/20 Reviews to date 

The following charts highlight learning identified within the clarity mortality review system for 2019/20 

reviews.   

Positive Learning 

 

Negative Learning 
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Themes from 2020/21 Reviews to date 

The following charts highlight learning identified within the clarity mortality review system for 2020/21 

reviews.   

Positive Learning 

 

Negative Learning 
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Mortality Data  

 

CDDFT Mortality Indicators Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20

Jan19-Dec19 Feb19-Jan20 Mar19-Feb20 Apr19-Mar20 May19-Apr20 Jun19-May20 Trendline

SHMI 115.13 114.21 114.38 113.22 112.57 113.15

SHMI Banding Higher than expected Higher than expected Higher than expected Higher than expected as expected Higher than expected

HSMR 99.87 99.75 98.48 97.32 97.69 98.76

Weekend HSMR 106.24 105.89 102.14 100.20 99.62 101.99

Crude (from HSMR) 4.26% 4.32% 4.36% 4.38% 4.48% 4.59%

CDDFT

 

CDDFT remains an outlier with higher than expected SHMI.  HSMR remains within expected limits.  An updated SHMI action plan, including updates following 

the NEQOS presentation, will be presented at October 2020 Mortality Reduction Committee 
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Regional Funnel Plots 
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The Trust remains above regional peers and the national average for both palliative care coding and death at usual place of residence.  There was a drop in 

palliaitive care coding evident, which has previously been discussed at mortality committee.   This was attributed to staff sickness and vacant posts in the 

specialist palliative care service.  Now the vacant post has been filled and there is an upturn in the palliative care coding evident. 

Depth of coding remains below regional peers and the national average. 
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Learning from Deaths Dashboard

Organisation

Financial Year

Month

Co Durham and Darlington NHS Foundation Trust

2019-20

March

Ite
m

 7
b 

- 
T

ru
st

le
ar

ni
ng

-f
ro

m
-d

ea
th

s-

Page 234 of 259



Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2019-20 March

No. % No. % No. % % No. % No. % No. %

Apr-19 Final 172 23 13% 23 100% 58 34% 1 1% 57 33% 49 28% 5 3%

May-19 Final 163 30 18% 30 100% 58 36% 0 0% 58 36% 44 27% 4 2%

Jun-19 Final 139 27 19% 27 100% 56 40% 1 1% 55 40% 53 38% 3 2%

Jul-19 Final 147 12 8% 11 92% 41 28% 2 1% 38 26% 34 23% 3 2%

Aug-19 Final 155 33 21% 31 94% 68 44% 0 0% 68 44% 54 35% 4 3%

Sep-19 Provisional 157 26 17% 24 92% 60 38% 0 0% 59 38% 53 34% 1 1%

Oct-19 Final 132 25 19% 25 100% 50 38% 1 1% 47 36% 47 36% 0 0%

Nov-19 Provisional 178 33 19% 32 97% 71 40% 0 0% 71 40% 69 39% 0 0%

Dec-19 Provisional 185 29 16% 28 97% 57 31% 0 0% 55 30% 50 27% 1 1%

Jan-20 Final 183 20 11% 20 100% 83 45% 0 0% 82 45% 74 40% 1 1%

Feb-20 Provisional 183 39 21% 36 92% 79 43% 0 0% 77 42% 71 39% 1 1%

Mar-20 Provisional 176 26 15% 23 88% 82 47% 0 0% 74 42% 76 43% 0 0%

Q1 19/20 Final 474 80 16.9% 80 100.0% 172 36.3% 2 0.4% 170 35.9% 146 30.8% 12 2.5%

Q2 19/20 Provisional 459 71 15.5% 66 93.0% 169 36.8% 2 0.4% 165 35.9% 141 30.7% 8 1.7%

Q3 19/20 Provisional 495 87 17.6% 85 97.7% 178 36.0% 1 0.2% 173 34.9% 166 33.5% 1 0.2%

Q4 19/20 Provisional 542 85 15.7% 79 92.9% 244 45.0% 0 0.0% 233 43.0% 221 40.8% 2 0.4%

YTD Provisional 1970 323 16.4% 310 96.0% 763 38.7% 5 0.3% 741 37.6% 674 34.2% 23 1.2%

No. % No. % No. % No. % No. % No. % No. % No. %

Apr-19 Provisional 3 2 67% 2 67% 0 0% 0% 0% Apr-19 Provisional 16 7 44% 6 38% 0 0%

May-19 Final 0 May-19 Provisional 12 4 33% 4 33% 0 0%

Jun-19 Final 0 Jun-19 Provisional 13 0 0% 0 0% 0 0%

Jul-19 Final 0 Jul-19 Provisional 14 1 7% 1 7% 0 0%

Aug-19 Final 0 Aug-19 Provisional 14 1 7% 0 0% 0 0%

Sep-19 Final 1 1 100% 1 100% 0 0% 0% 0% Sep-19 Provisional 13 0 0% 0 0% 0 0%

Oct-19 Final 1 1 100% 0% 0 0% 0% 0% Oct-19 Provisional 19 0 0% 0 0% 0 0%

Nov-19 Final 0 Nov-19 Provisional 18 1 6% 1 6% 0 0%

Dec-19 Final 2 2 100% 2 100% 0 0% 0% 0% Dec-19 Provisional 19 0 0% 0 0% 0 0%

Jan-20 Provisional 3 2 67% 0% 0 0% 0% 0% Jan-20 Provisional 20 1 5% 0 0% 0 0%

Feb-20 Provisional 1 1 100% 1 100% 0 0% 0% 0% Feb-20 Provisional 10 0 0% 0 0% 0 0%

Mar-20 Provisional 4 2 50% 1 25% 0 0% 0% 0% Mar-20 Provisional 13 1 8% 1 8% 0 0%

Q1 19/20 Provisional 3 2 66.7% 2 66.7% 0 0.0% 0 0.0% 0 0.0% Q1 19/20 Provisional 41 11 26.8% 10 24.4% 0 0.0%

Q2 19/20 Final 1 1 100.0% 1 100.0% 0 0.0% 0 0.0% 0 0.0% Q2 19/20 Provisional 41 2 4.9% 1 2.4% 0 0.0%

Q3 19/20 Provisional 3 3 100.0% 2 66.7% 0 0.0% 0 0.0% 0 0.0% Q3 19/20 Provisional 56 1 1.8% 1 1.8% 0 0.0%

Q4 19/20 Provisional 8 5 62.5% 2 40.0% 0 0.0% 0 0.0% 0 0.0% 0 Q4 19/20 Provisional 43 2 4.7% 1 2.3% 0 0.0%

Deaths reviewed 

where care was 

graded as excellent or 

v.good
Month of 

Death

ED Death ReviewsLearning Disability Review

Deaths reviewed 

where care was 

graded as poor or very 

poor

LeDer reviews in 

Progress
Data 

No. of 

deaths

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable 

Month of 

Death
Data 

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability)

Completed LeDer 

reviews

No.

Number of deaths 

reviewed

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

No. of 

deaths

Deaths reviewed 

under PRISM II 

methodology

Deaths judged as 

definitely not 

preventable

Description:

The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care. 

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

1% 0% 1% 1% 0% 0% 1% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2019-20 March

No. % No. % No. % No. % No. % No. %

Apr-19 Final 154 17 11% 17 100% 49 32% 0 0% 49 32% 42 27% 4 3%

May-19 Final 148 26 18% 26 100% 54 36% 0 0% 54 36% 41 28% 4 3%

Jun-19 Final 123 22 18% 22 100% 46 37% 1 1% 45 37% 43 35% 3 2%

Jul-19 Provisional 132 8 6% 7 88% 33 25% 2 2% 30 23% 27 20% 3 2%

Aug-19 Provisional 137 27 20% 26 96% 58 42% 0 0% 58 42% 44 32% 4 3%

Sep-19 Final 134 18 13% 18 100% 51 38% 0 0% 51 38% 46 34% 0 0%

Oct-19 Final 117 17 15% 17 100% 39 33% 0 0% 37 32% 38 32% 0 0%

Nov-19 Provisional 155 27 17% 26 96% 59 38% 0 0% 59 38% 58 37% 0 0%

Dec-19 Provisional 166 20 12% 19 95% 47 28% 0 0% 45 27% 42 25% 1 1%

Jan-20 Final 165 12 7% 12 100% 70 42% 0 0% 70 42% 63 38% 1 1%

Feb-20 Provisional 167 32 19% 29 91% 66 40% 0 0% 66 40% 60 36% 1 1%

Mar-20 Final 163 18 11% 15 83% 73 45% 0 0% 65 40% 67 41% 0 0%

Q1 19/20 Final 425 65 15.3% 65 100.0% 149 35.1% 1 0.2% 148 34.8% 126 29.6% 11 2.6%

Q2 19/20 Provisional 403 53 13.2% 51 96.2% 142 35.2% 2 0.5% 139 34.5% 117 29.0% 7 1.7%

Q3 19/20 Provisional 438 64 14.6% 62 96.9% 145 33.1% 0 0.0% 141 32.2% 138 31.5% 1 0.2%

Q4 19/20 Provisional 495 62 12.5% 56 90.3% 209 42.2% 0 0.0% 201 40.6% 190 38.4% 2 0.4%

YTD Provisional 1761 244 13.9% 234 95.9% 645 36.6% 3 0.2% 629 35.7% 571 32.4% 21 1.2%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-19 Provisional 16 7 44% 6 38% 0 0% 15 4 27% 2 13% 1 7% Apr-19 15 9 60% 9 60% 0 0%

May-19 Provisional 12 4 33% 4 33% 0 0% 8 2 25% 1 13% 0 0% May-19 10 5 50% 4 40% 0 0%

Jun-19 Provisional 13 0 0% 0 0% 0 0% 7 4 57% 2 29% 2 29% Jun-19 17 7 41% 7 41% 0 0%

Jul-19 Provisional 14 1 7% 1 7% 0 0% 12 4 33% 4 33% 0 0% Jul-19 11 4 36% 3 27% 1 9%

Aug-19 Provisional 14 1 7% 0 0% 0 0% 20 9 45% 7 35% 0 0% Aug-19 11 6 55% 4 36% 0 0%

Sep-19 Provisional 13 0 0% 0 0% 0 0% 6 3 50% 3 50% 0 0% Sep-19 12 4 33% 4 33% 0 0%

Oct-19 Provisional 19 0 0% 0 0% 0 0% 15 6 40% 6 40% 0 0% Oct-19 13 3 23% 3 23% 0 0%

Nov-19 Provisional 18 1 6% 1 6% 0 0% 11 6 55% 6 55% 0 0% Nov-19 18 6 33% 6 33% 0 0%

Dec-19 Provisional 19 0 0% 0 0% 0 0% 14 4 29% 4 29% 0 0% Dec-19 24 6 25% 6 25% 0 0%

Jan-20 Provisional 20 1 5% 0 0% 0 0% 16 9 56% 7 44% 1 6% Jan-20 14 6 43% 6 43% 0 0%

Feb-20 Provisional 10 0 0% 0 0% 0 0% 10 3 30% 3 30% 0 0% Feb-20 19 8 42% 7 37% 0 0%

Mar-20 Provisional 13 1 8% 1 8% 0 0% 11 5 45% 5 45% 0 0% Mar-20 14 9 64% 7 50% 0 0%

Q1 19/20 Provisional 41 11 26.8% 10 24.4% 0 0.0% 30 10 33.3% 5 16.7% 3 10.0% Q1 19/20 42 21 50.0% 20 47.6% 0 0.0%

Q2 19/20 Provisional 41 2 4.9% 1 2.4% 0 0.0% 38 16 42.1% 14 36.8% 0 0.0% Q2 19/20 34 14 41.2% 11 32.4% 1 2.9%

Q3 19/20 Provisional 56 1 1.8% 1 1.8% 0 0.0% 40 16 40.0% 16 40.0% 0 0.0% Q3 19/20 55 15 27.3% 15 27.3% 0 0.0%

Q4 19/20 Provisional 43 2 4.7% 1 2.3% 0 0.0% 37 17 45.9% 15 40.5% 1 2.7% Q4 19/20 47 23 48.9% 20 42.6% 0 0.0%

Integrated Medical Specialties

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during last 

admission was graded 

as poor or very poor

% No.

Respiratory Death ReviewsED Death Reviews Cardiology Death Reviews

Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent or 

good

Deaths reviewed 

where care was 

graded as poor or 

very poor

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Deaths reviewed 

where care was 

graded as poor or 

very poor

Apr-19

May-19

Month of 

Death

No. of 

deaths

No. of 

deaths

Month of 

Death

Oct-19

Nov-19

Q4 19/20

Jan-20

Feb-20

Mar-20

Q1 19/20

Q2 19/20

Q3 19/20

Dec-19

Jul-19

Deaths reviewed 

where care was 

graded as poor or 

very poor

Aug-19

Sep-19

Jun-19

0% 0% 1% 2% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2019-20 March

No. % No. % No. % No. % No. % No. %

Apr-19 Final 16 5 31% 5 100% 8 0 0% 8 50% 7 44% 0 0%

May-19 Final 15 4 27% 4 100% 4 0 0% 4 27% 3 20% 0 0%

Jun-19 Final 16 5 31% 5 100% 10 0 0% 10 63% 10 63% 0 0%

Jul-19 Final 14 4 29% 4 100% 8 0 0% 8 57% 7 50% 0 0%

Aug-19 Provisional 16 6 38% 5 83% 10 0 0% 10 63% 10 63% 0 0%

Sep-19 Provisional 22 8 36% 6 75% 9 0 0% 8 36% 7 32% 1 5%

Oct-19 Final 15 8 53% 8 100% 11 1 7% 10 67% 9 60% 0 0%

Nov-19 Final 21 6 29% 6 100% 12 0 0% 12 57% 11 52% 0 0%

Dec-19 Final 18 9 50% 9 100% 10 0 0% 10 56% 8 44% 0 0%

Jan-20 Final 18 8 44% 8 100% 13 0 0% 12 67% 11 61% 0 0%

Feb-20 Final 14 7 50% 7 100% 12 0 0% 11 79% 11 79% 0 0%

Mar-20 Final 13 8 62% 8 100% 9 0 0% 9 69% 9 69% 0 0%

Q1 19/20 Final 47 14 29.8% 14 100.0% 22 46.8% 0 0.0% 22 46.8% 20 42.6% 0 0.0%

Q2 19/20 Provisional 52 18 34.6% 15 83.3% 27 51.9% 0 0.0% 26 50.0% 24 46.2% 1 1.9%

Q3 19/20 Final 54 23 42.6% 23 100.0% 33 61.1% 0 0.0% 32 59.3% 28 51.9% 0 0.0%

Q4 19/20 Final 45 23 51.1% 23 100.0% 34 75.6% 0 0.0% 32 71.1% 31 68.9% 0 0.0%

YTD Provisional 198 78 39.4% 75 96.2% 116 58.6% 0 0.0% 112 56.6% 103 52.0% 1 0.5%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-19 Provisional 11 4 36% 4 36% 0 0% 4 4 100% 3 75% 0 0% Apr-19 19 8 42% 7 37% 1 5%

May-19 Provisional 12 3 25% 2 17% 0 0% 1 1 100% 1 100% 0 0% May-19 16 7 44% 6 38% 1 6%

Jun-19 Provisional 12 6 50% 6 50% 0 0% 4 4 100% 4 100% 0 0% Jun-19 9 5 56% 5 56% 0 0%

Jul-19 Provisional 14 8 57% 7 50% 0 0% 0 0 0 0 Jul-19 14 5 36% 2 14% 2 14%

Aug-19 Provisional 10 6 60% 6 60% 0 0% 4 3 75% 3 75% 0 0% Aug-19 16 8 50% 8 50% 0 0%

Sep-19 Provisional 16 8 50% 7 44% 1 6% 4 0 0% 0 0% 0 0% Sep-19 19 8 42% 7 37% 0 0%

Oct-19 Provisional 10 7 70% 6 60% 0 0% 5 4 80% 3 60% 0 0% Oct-19 9 7 78% 6 67% 0 0%

Nov-19 Provisional 13 8 62% 7 54% 0 0% 6 4 67% 4 67% 0 0% Nov-19 17 7 41% 7 41% 0 0%

Dec-19 Provisional 7 4 57% 4 57% 0 0% 8 6 75% 4 50% 0 0% Dec-19 10 5 50% 5 50% 0 0%

Jan-20 Provisional 12 8 67% 7 58% 0 0% 3 3 100% 3 100% 0 0% Jan-20 13 6 46% 6 46% 0 0%

Feb-20 Provisional 9 7 78% 7 78% 0 0% 3 3 100% 3 100% 0 0% Feb-20 17 12 71% 12 71% 0 0%

Mar-20 Provisional 5 3 60% 3 60% 0 0% 7 6 86% 6 86% 0 0% Mar-20 14 9 64% 9 64% 0 0%

Q1 19/20 Provisional 35 13 37.1% 12 34.3% 0 0.0% 9 9 100.0% 8 88.9% 0 0.0% Q1 19/20 44 20 45.5% 18 40.9% 2 4.5%

Q2 19/20 Provisional 40 22 55.0% 20 50.0% 1 2.5% 8 3 37.5% 3 37.5% 0 0.0% Q2 19/20 49 21 42.9% 17 34.7% 2 4.1%

Q3 19/20 Provisional 30 19 63.3% 17 56.7% 0 0.0% 19 14 73.7% 11 57.9% 0 0.0% Q3 19/20 36 19 52.8% 18 50.0% 0 0.0%

Q4 19/20 Provisional 26 18 69.2% 17 65.4% 0 0.0% 13 12 92.3% 12 92.3% 0 0.0% Q4 19/20 44 27 61.4% 27 61.4% 0 0.0%

Surgery

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during last 

admission was graded 

as poor or very poor

% No.

73%

50%

27%

63%

57%

63%

41%

ITU Death Reviews

57%

56%

72%

86%

69%

General Surgery Death Reviews Trauma & Orthopaedic Death Reviews

Jan-20

Jun-19

Apr-19

May-19

Number of deaths 

reviewedMonth of 

Death

No. of 

deaths

Deaths reviewed where 

care was graded as 

excellent, very good or 

good

Deaths reviewed where 

care was graded as poor 

or very poor

Dec-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Deaths reviewed where 

care was graded as poor 

or very poorMonth of 

Death

Deaths reviewed 

where care was 

graded as poor or very 

poor

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

very good or good
Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed where 

care was graded as 

excellent, very good or 

good
No. of 

deaths

Q4 19/20

Q2 19/20

Q3 19/20

Feb-20

Mar-20

Q1 19/20

0% 0% 0% 0% 0% 0%

7%

0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor

Ite
m

 7
b 

- 
T

ru
st

le
ar

ni
ng

-f
ro

m
-d

ea
th

s-

Page 237 of 259



Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2019-20 March

No. % No. % No. % % No. % No. % No. %

Apr-19 Final 2 1 50% 1 100% 1 50% 1 50% 0 0% 0 0% 1 50%

May-19 Final 0 0 0 0 0 0 0 0

Jun-19 Final 0 0 0 0 0 0 0 0

Jul-19 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Aug-19 Provisional 2 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Sep-19 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Oct-19 Final 0 0 0 0 0 0 0 0

Nov-19 Provisional 2 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Dec-19 Provisional 1 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Jan-20 Final 0 0 0 0 0 0 0 0

Feb-20 Provisional 2 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Mar-20 Final 0 0 0 0 0 0 0 0

Q1 19/20 Final 2 1 50.0% 1 100.0% 1 50.0% 1 50.0% 0 0.0% 0 0.0% 1 50.0%

Q2 19/20 Provisional 4 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q3 19/20 Provisional 3 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q4 19/20 Provisional 2 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

YTD Provisional 11 1 9.1% 1 100.0% 1 9.1% 1 9.1% 0 0.0% 0 0.0% 1 9.1%

Family Health

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

No.

50%

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2019-20 March

Total deaths
Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed

Apr-19 172 23 100% 34% 154 17 100% 32% 16 5 100% 50% 2 1 100% 50%

May-19 163 30 100% 36% 148 26 100% 36% 15 4 100% 27% 0 0

Jun-19 139 27 100% 40% 123 22 100% 37% 16 5 100% 63% 0 0

Jul-19 147 12 92% 28% 132 8 88% 25% 14 4 100% 57% 1 0 0%

Aug-19 155 33 94% 44% 137 27 96% 42% 16 6 83% 63% 2 0 0%

Sep-19 157 26 92% 38% 134 18 100% 38% 22 8 75% 41% 1 0 0%

Oct-19 132 25 100% 38% 117 17 100% 33% 15 8 100% 73% 0 0

Nov-19 178 33 97% 40% 155 27 96% 38% 21 6 100% 57% 2 0 0%

Dec-19 185 29 97% 31% 166 20 95% 28% 18 9 100% 56% 1 0 0%

Jan-20 183 20 100% 45% 165 12 100% 42% 18 8 100% 72% 0 0

Feb-20 183 39 92% 43% 167 32 91% 40% 14 7 100% 86% 2 0 0%

Mar-20 176 26 88% 47% 163 18 83% 45% 13 8 100% 69% 0 0

Q1 19/20 474 80 100.0% 36.3% 425 65 100.0% 35.1% 47 14 100.0% 46.8% 2 1 100.0% 50.0%

Q2 19/20 459 71 93.0% 36.8% 403 53 96.2% 35.2% 52 18 83.3% 51.9% 4 0 0.0%

Q3 19/20 495 87 97.7% 36.0% 438 64 96.9% 33.1% 54 23 100.0% 61.1% 3 0 0.0%

Q4 19/20 542 85 92.9% 45.0% 495 62 90.3% 42.2% 45 23 100.0% 75.6% 2 0 0.0%

YTD 1970 323 96.0% 38.7% 1761 244 95.9% 36.6% 198 78 96.2% 58.6% 11 1 100.0% 9.1%

Month of death

Dashboard Summary

TRUST Integrated Medical Specialties Surgery Family Health Ite
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2019-20 March

No. % No. % No. % No. % No. % No. %

Apr-19 Provisional 172 65 38% 31 48% 1 1% 30 97% 25 81% 3 10%

May-19 Provisional 163 43 26% 19 44% 0 0% 19 100% 13 68% 1 5%

Jun-19 Provisional 139 43 31% 28 65% 1 1% 27 96% 26 93% 2 7%

Jul-19 Provisional 147 41 28% 13 32% 1 1% 12 92% 9 69% 1 8%

Aug-19 Provisional 155 48 31% 31 65% 0 0% 31 100% 24 77% 1 3%

Sep-19 Provisional 157 53 34% 24 45% 0 0% 24 100% 19 79% 0 0%

Oct-19 Provisional 132 39 30% 24 62% 0 0% 24 100% 23 96% 0 0%

Nov-19 Provisional 178 54 30% 22 41% 0 0% 22 100% 22 100% 0 0%

Dec-19 Provisional 185 64 35% 30 47% 0 0% 30 100% 26 87% 1 3%

Jan-20 Provisional 183 56 31% 53 95% 0 0% 52 98% 47 89% 0 0%

Feb-20 Provisional 183 53 29% 35 66% 0 0% 35 100% 31 89% 1 3%

Mar-20 Provisional 176 50 28% 30 60% 0 0% 23 77% 27 90% 0 0%

Q1 19/20 Provisional 474 151 31.9% 78 51.7% 2 0.4% 76 16.0% 64 13.5% 6 1.3%

Q2 19/20 Provisional 459 142 30.9% 68 47.9% 1 0.2% 67 14.6% 52 11.3% 2 0.4%

Q3 19/20 Provisional 495 157 31.7% 76 48.4% 0 0.0% 76 15.4% 71 14.3% 1 0.2%

Q4 19/20 Provisional 542 159 29.3% 118 74.2% 0 0.0% 110 20.3% 105 19.4% 1 0.2%

YTD Provisional 1970 609 30.9% 340 55.8% 3 0.2% 329 16.7% 292 14.8% 10 0.5%

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Inpatient deaths <10% SHMI Risk

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total Trust 

deaths

Deaths <10% SHMI 

Risk

Total Number of 

<10% deaths 

reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

1% 0% 1% 1% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time invalid)

Total Number of <10% deaths reviewed

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Learning from Deaths Dashboard

Organisation

Financial Year

Month

Co Durham and Darlington NHS Foundation Trust

2020-21

September
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 September

No. % No. % No. % % No. % No. % No. %

Apr-20 Provisional 262 28 11% 25 89% 160 61% 1 0% 158 60% 140 53% 2 1%

May-20 Provisional 184 19 10% 18 95% 66 36% 0 0% 64 35% 57 31% 0 0%

Jun-20 Provisional 132 15 11% 11 73% 21 16% 0 0% 21 16% 18 14% 0 0%

Jul-20 Provisional 154 20 13% 14 70% 15 10% 0 0% 14 9% 12 8% 0 0%

Aug-20 Provisional 137 20 15% 6 30% 9 7% 0 0% 9 7% 9 7% 0 0%

Sep-20 Provisional 157 19 12% 3 16% 3 2% 0 0% 3 2% 3 2% 0 0%

Oct-20 0 0 0 0 0 0 0 0

Nov-20 0 0 0 0 0 0 0 0

Dec-20 0 0 0 0 0 0 0 0

Jan-21 0 0 0 0 0 0 0 0

Feb-21 0 0 0 0 0 0 0 0

Mar-21 0 0 0 0 0 0 0 0

Q1 20/21 Provisional 578 62 10.7% 54 87.1% 247 42.7% 1 0.2% 243 42.0% 215 37.2% 2 0.3%

Q2 20/21 Provisional 448 59 13.2% 23 39.0% 27 6.0% 0 0.0% 26 5.8% 24 5.4% 0 0.0%

Q3 20/21 0 0 0 0 0 0 0 0

Q4 20/21 0 0 0 0 0 0 0 0

YTD Provisional 1026 121 11.8% 77 63.6% 274 26.7% 1 0.1% 269 26.2% 239 23.3% 2 0.2%

No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 1 1 100% 0% 0% 0% 0% Apr-19 Provisional 14 0 0% 0 0% 0 0%

May-20 Provisional 3 2 67% 1 33% 0 0% 0% 0% May-19 Provisional 11 0 0% 0 0% 0 0%

Jun-20 Provisional 1 1 100% 0% 0% 0% 0% Jun-19 Provisional 11 0 0% 0 0% 0 0%

Jul-20 Provisional 2 1 50% 0% 0% 0% 0% Jul-19 Provisional 9 0 0% 0 0% 0 0%

Aug-20 Provisional 1 0 0% 0% 0% 0% 0% Aug-19 Provisional 16 0 0% 0 0% 0 0%

Sep-20 Provisional 1 0 0% 0% 0% 0% 0% Sep-19 Provisional 15 0 0% 0 0% 0 0%

Oct-20 Oct-19 0 0 0 0

Nov-20 Nov-19 0 0 0 0

Dec-20 Dec-19 0 0 0 0

Jan-21 Jan-20 0 0 0 0

Feb-21 Feb-20 0 0 0 0

Mar-21 Mar-20 0 0 0 0

Q1 20/21 Provisional 5 4 80.0% 1 20.0% 0 0.0% 0 0.0% 0 0.0% Q1 20/21 Provisional 36 0 0.0% 0 0.0% 0 0.0%

Q2 20/21 Provisional 4 1 25.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% Q2 20/21 Provisional 40 0 0.0% 0 0.0% 0 0.0%

Q3 20/21 0 0 0 0 0 0 Q3 20/21 0 0 0 0

Q4 20/21 0 0 0 0 0 0 Q4 20/21 0 0 0 0

Description:

The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care. 

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability)

Completed LeDer 

reviews

No.

Number of deaths 

reviewed

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care was 

graded as excellent or 

v.good
Month of 

Death

ED Death ReviewsLearning Disability Review

Deaths reviewed 

where care was 

graded as poor or very 

poor

LeDer reviews in 

Progress
Data 

No. of 

deaths

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable 

Month of 

Death
Data 

No. of 

deaths

Deaths reviewed 

under PRISM II 

methodology

Deaths judged as 

definitely not 

preventable

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 September

No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 242 22 9% 19 86% 145 60% 1 0% 143 59% 129 53% 1 0%

May-20 Provisional 168 14 8% 13 93% 58 35% 0 0% 56 33% 50 30% 0 0%

Jun-20 Provisional 116 13 11% 9 69% 15 13% 0 0% 15 13% 12 10% 0 0%

Jul-20 Provisional 133 15 11% 10 67% 10 8% 0 0% 9 7% 8 6% 0 0%

Aug-20 Provisional 118 10 8% 2 20% 2 2% 0 0% 2 2% 2 2% 0 0%

Sep-20 Provisional 143 11 8% 3 27% 3 2% 0 0% 3 2% 3 2% 0 0%

Oct-20 0 0 0 0 0 0 0 0

Nov-20 0 0 0 0 0 0 0 0

Dec-20 0 0 0 0 0 0 0 0

Jan-21 0 0 0 0 0 0 0 0

Feb-21 0 0 0 0 0 0 0 0

Mar-21 0 0 0 0 0 0 0 0

Q1 20/21 Provisional 526 49 9.3% 41 83.7% 218 41.4% 1 0.2% 214 40.7% 191 36.3% 1 0.2%

Q2 20/21 Provisional 394 36 9.1% 15 41.7% 15 3.8% 0 0.0% 14 3.6% 13 3.3% 0 0.0%

Q3 20/21 0 0 0 0 0 0 0 0

Q4 20/21 0 0 0 0 0 0 0 0

YTD Provisional 920 85 9.2% 56 65.9% 233 25.3% 1 0.1% 228 24.8% 204 22.2% 1 0.1%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 14 0 0% 0 0% 0 0% 12 8 67% 7 58% 0 0% Apr-19 21 14 67% 10 48% 0 0%

May-20 Provisional 11 0 0% 0 0% 0 0% 6 1 17% 1 17% 0 0% May-19 21 7 33% 6 29% 0 0%

Jun-20 Provisional 11 0 0% 0 0% 0 0% 6 0 0% 0 0% 0 0% Jun-19 15 1 7% 0 0% 0 0%

Jul-20 Provisional 9 0 0% 0 0% 0 0% 4 0 0% 0 0% 0 0% Jul-19 14 0 0% 0 0% 0 0%

Aug-20 Provisional 16 0 0% 0 0% 0 0% 8 0 0% 0 0% 0 0% Aug-19 12 0 0% 0 0% 0 0%

Sep-20 Provisional 15 0 0% 0 0% 0 0% 10 0 0% 0 0% 0 0% Sep-19 14 0 0% 0 0% 0 0%

Oct-20 0 0 0 0 0 0 0 0 Oct-19 0 0 0 0

Nov-20 0 0 0 0 0 0 0 0 Nov-19 0 0 0 0

Dec-20 0 0 0 0 0 0 0 0 Dec-19 0 0 0 0

Jan-21 0 0 0 0 0 0 0 0 Jan-20 0 0 0 0

Feb-21 0 0 0 0 0 0 0 0 Feb-20 0 0 0 0

Mar-21 0 0 0 0 0 0 0 0 Mar-20 0 0 0 0

Q1 20/21 Provisional 36 0 0.0% 0 0.0% 0 0.0% 24 9 37.5% 8 33.3% 0 0.0% Q1 20/21 57 22 38.6% 16 28.1% 0 0.0%

Q2 20/21 Provisional 40 0 0.0% 0 0.0% 0 0.0% 22 0 0.0% 0 0.0% 0 0.0% Q2 20/21 40 0 0.0% 0 0.0% 0 0.0%

Q3 20/21 0 0 0 0 0 0 0 0 Q3 20/21 0 0 0 0

Q4 20/21 0 0 0 0 0 0 0 0 Q4 20/21 0 0 0 0

Oct-19

Nov-19

Q4 20/21

Jan-20

Feb-20

Mar-20

Q1 20/21

Q2 20/21

Q3 20/21

Dec-19

Jul-19

Deaths reviewed 

where care was 

graded as poor or 

very poor

Aug-19

Sep-19

Jun-19

Deaths reviewed 

where care was 

graded as poor or 

very poor

Apr-19

May-19

Month of 

Death

No. of 

deaths

No. of 

deaths

Month of 

Death

Respiratory Death ReviewsED Death Reviews Cardiology Death Reviews

Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent or 

good

Deaths reviewed 

where care was 

graded as poor or 

very poor

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

v.good or good

Integrated Medical Specialties

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during last 

admission was graded 

as poor or very poor

% No.

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 September

No. % No. % No. % No. % No. % No. %

Apr-19 Provisional 18 6 33% 6 100% 15 0 0% 15 83% 11 61% 1 6%

May-19 Provisional 16 5 31% 5 100% 8 0 0% 8 50% 7 44% 0 0%

Jun-19 Provisional 13 2 15% 2 100% 6 0 0% 6 46% 6 46% 0 0%

Jul-19 Provisional 21 5 24% 4 80% 5 0 0% 5 24% 4 19% 0 0%

Aug-19 Provisional 19 10 53% 4 40% 7 0 0% 7 37% 7 37% 0 0%

Sep-19 Provisional 14 8 57% 0 0% 0 0 0% 0 0% 0 0% 0 0%

Oct-19 0 0 0 0 0 0 0 0

Nov-19 0 0 0 0 0 0 0 0

Dec-19 0 0 0 0 0 0 0 0

Jan-20 0 0 0 0 0 0 0 0

Feb-20 0 0 0 0 0 0 0 0

Mar-20 0 0 0 0 0 0 0 0

Q1 19/20 Provisional 47 13 27.7% 13 100.0% 29 61.7% 0 0.0% 29 61.7% 24 51.1% 1 2.1%

Q2 19/20 Provisional 54 23 42.6% 8 34.8% 12 22.2% 0 0.0% 12 22.2% 11 20.4% 0 0.0%

Q3 19/20 0 0 0 0 0 0 0 0

Q4 19/20 0 0 0 0 0 0 0 0

YTD Provisional 101 36 35.6% 21 58.3% 41 40.6% 0 0.0% 41 40.6% 35 34.7% 1 1.0%

No. % No. % No. % No. % No. % No. % No. % No. % No. %

Apr-20 Provisional 14 11 79% 7 50% 1 7% 4 4 100% 4 100% 0 0% Apr-19 13 11 85% 9 69% 0 0%

May-20 Provisional 13 5 38% 5 38% 0 0% 2 2 100% 1 50% 0 0% May-19 20 9 45% 8 40% 0 0%

Jun-20 Provisional 8 3 38% 3 38% 0 0% 3 2 67% 2 67% 0 0% Jun-19 9 1 11% 1 11% 0 0%

Jul-20 Provisional 14 3 21% 2 14% 0 0% 5 2 40% 2 40% 0 0% Jul-19 16 6 38% 5 31% 0 0%

Aug-20 Provisional 11 5 45% 5 45% 0 0% 7 2 29% 2 29% 0 0% Aug-19 9 2 22% 2 22% 0 0%

Sep-20 Provisional 7 0 0% 0 0% 0 0% 7 0 0% 0 0% 0 0% Sep-19 16 0 0% 0 0% 0 0%

Oct-20 0 0 0 0 0 0 0 0 Oct-19 0 0 0 0

Nov-20 0 0 0 0 0 0 0 0 Nov-19 0 0 0 0

Dec-20 0 0 0 0 0 0 0 0 Dec-19 0 0 0 0

Jan-21 0 0 0 0 0 0 0 0 Jan-20 0 0 0 0

Feb-21 0 0 0 0 0 0 0 0 Feb-20 0 0 0 0

Mar-21 0 0 0 0 0 0 0 0 Mar-20 0 0 0 0

Q1 20/21 Provisional 35 19 54.3% 15 42.9% 1 2.9% 9 8 88.9% 7 77.8% 0 0.0% Q1 20/21 42 21 50.0% 18 42.9% 0 0.0%

Q2 20/21 Provisional 32 8 25.0% 7 21.9% 0 0.0% 19 4 21.1% 4 21.1% 0 0.0% Q2 20/21 41 8 19.5% 7 17.1% 0 0.0%

Q3 20/21 0 0 0 0 0 0 0 0 Q3 20/21 0 0 0 0

Q4 20/21 0 0 0 0 0 0 0 0 Q4 20/21 0 0 0 0Q4 20/21

Q2 20/21

Q3 20/21

Feb-20

Mar-20

Q1 20/21

Deaths reviewed where 

care was graded as poor 

or very poorMonth of 

Death

Deaths reviewed 

where care was 

graded as poor or very 

poor

Number of deaths 

reviewed

Deaths reviewed 

where care was 

graded as excellent, 

very good or good
Month of 

Death
Data 

No. of 

deaths

Number of deaths 

reviewed

Deaths reviewed where 

care was graded as 

excellent, very good or 

good
No. of 

deaths

Jan-20

Jun-19

Apr-19

May-19

Number of deaths 

reviewedMonth of 

Death

No. of 

deaths

Deaths reviewed where 

care was graded as 

excellent, very good or 

good

Deaths reviewed where 

care was graded as poor 

or very poor

Dec-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

ITU Death ReviewsGeneral Surgery Death Reviews Trauma & Orthopaedic Death Reviews

83%

50%

46%

24%

37%

0%

Surgery

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during last 

admission was graded 

as poor or very poor

% No.

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Mortality over time, total deaths reviewed and  deaths considered 
to have  been potentially avoidable

(Note: Changes in recording or review practice may make  
comparison over time invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 September

No. % No. % No. % % No. % No. % No. %

Apr-20 Provisional 2 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

May-20 Final 0 0 0 0 0 0 0 0

Jun-20 Provisional 3 0 0% 0 0 0% 0 0% 0 0% 0 0% 0 0%

Jul-20 Final 0 0 0 0 0 0 0 0

Aug-20 Final 0 0 0 0 0 0 0 0

Sep-20 Final 0 0 0 0 0 0 0 0

Oct-20 0 0 0 0 0 0 0 0

Nov-20 0 0 0 0 0 0 0 0

Dec-20 0 0 0 0 0 0 0 0

Jan-21 0 0 0 0 0 0 0 0

Feb-21 0 0 0 0 0 0 0 0

Mar-21 0 0 0 0 0 0 0 0

Q1 20/21 Provisional 5 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q2 20/21 Final 0 0 0 0 0 0 0 0

Q3 20/21 0 0 0 0 0 0 0 0

Q4 20/21 0 0 0 0 0 0 0 0

YTD Provisional 5 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Family Health

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total No. of 

deaths

Deaths meeting 

inclusion criteria

Deaths reviewed 

meeting inclusion 

criteria

Total Number of  

Deaths reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during last 

admission was graded 

as excellent, very 

good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

No.

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time 
invalid)

Deaths reviewed meeting inclusion criteria

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor

Ite
m

 7
b 

- 
T

ru
st

le
ar

ni
ng

-f
ro

m
-d

ea
th

s-

Page 245 of 259



Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 September

Total deaths
Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed
Total deaths

Priority 

reviews

Priority review 

complete

Total deaths 

reviewed

Apr-20 262 28 89% 61% 242 22 86% 60% 18 6 100% 83% 2 0 0%

May-20 184 19 95% 36% 168 14 93% 35% 16 5 100% 50% 0 0

Jun-20 132 15 73% 16% 116 13 69% 13% 13 2 100% 46% 3 0 0%

Jul-20 154 20 70% 10% 133 15 67% 8% 21 5 80% 24% 0 0

Aug-20 137 20 30% 7% 118 10 20% 2% 19 10 40% 37% 0 0

Sep-20 157 19 16% 2% 143 11 27% 2% 14 8 0% 0% 0 0

Oct-20 0 0 0 0 0 0 0 0

Nov-20 0 0 0 0 0 0 0 0

Dec-20 0 0 0 0 0 0 0 0

Jan-21 0 0 0 0 0 0 0 0

Feb-21 0 0 0 0 0 0 0 0

Mar-21 0 0 0 0 0 0 0 0

Q1 20/21 578 62 87.1% 42.7% 526 49 83.7% 41.4% 47 13 100.0% 61.7% 5 0 0.0%

Q2 20/21 448 59 39.0% 6.0% 394 36 41.7% 3.8% 54 23 34.8% 22.2% 0 0

Q3 20/21 0 0 0 0 0 0 0 0

Q4 20/21 0 0 0 0 0 0 0 0

YTD 1026 121 63.6% 26.7% 920 85 65.9% 25.3% 101 36 58.3% 40.6% 5 0 0.0%

Month of death

Dashboard Summary

TRUST Integrated Medical Specialties Surgery Family Health Ite
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Co Durham and Darlington NHS Foundation Trust:  Learning from Deaths Dashboard -  2020-21 September

No. % No. % No. % No. % No. % No. %

Apr-19 Provisional 262 30 11% 25 83% 1 0% 24 96% 16 64% 2 8%

May-19 Provisional 184 38 21% 8 21% 0 0% 8 100% 8 100% 0 0%

Jun-19 Provisional 132 0 0% 0 0 0% 0 0 0

Jul-19 Provisional 154 0 0% 0 0 0% 0 0 0

Aug-19 Provisional 137 0 0% 0 0 0% 0 0 0

Sep-19 Provisional 157 0 0% 0 0 0% 0 0 0

Oct-19 0 0 0 0 0 0 0

Nov-19 0 0 0 0 0 0 0

Dec-19 0 0 0 0 0 0 0

Jan-20 0 0 0 0 0 0 0

Feb-20 0 0 0 0 0 0 0

Mar-20 0 0 0 0 0 0 0

Q1 19/20 Provisional 578 68 11.8% 33 48.5% 1 0.2% 32 5.5% 24 4.2% 2 0.3%

Q2 19/20 Provisional 448 0 0.0% 0 0 0.0% 0 0.0% 0 0.0% 0 0.0%

Q3 19/20 0 0 0 0 0 0 0

Q4 19/20 0 0 0 0 0 0 0

YTD Provisional 1026 68 6.6% 33 48.5% 1 0.1% 32 3.1% 24 2.3% 2 0.2%

Deaths judged as 

definitely not 

avoidable or slight 

evidence of 

avoidability

Deaths reviewed 

where care during 

last admission was 

graded as excellent, 

very good or good

Deaths reviewed 

where care during 

last admission was 

graded as poor or 

very poor

Inpatient deaths <10% SHMI Risk

Summary of total number of deaths and total number of cases reviewed under the PRISM II Methodology

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with identified learning disabilities or death within the ED Department)

Month of 

death
Data 

Total Trust 

deaths

Deaths <10% SHMI 

Risk

Total Number of 

<10% deaths 

reviewed

Deaths judged as 

avoidable (>50% 

likelihood of 

avoidability

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Mortality over time, total deaths reviewed and  deaths considered to have  been 
potentially avoidable

(Note: Changes in recording or review practice may make  comparison over time invalid)

Total Number of <10% deaths reviewed

Deaths judged as avoidable (>50% likelihood of avoidability

Deaths judged as definitely not avoidable or slight evidence of avoidability

Deaths reviewed where care during last admission was graded as excellent, very good or good

Deaths reviewed where care during last admission was graded as poor or very poor
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[Item No] – [Report title to insert] Private & Confidential    1 

 

 

Trust Board – 25th November 2020 

Item 7c – Guardian of Safe Working 

Open Session X Private & Confidential Session  

Author 

 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                           X   

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                X    

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                                      X    

Purpose of Report To update the board on the current situation with the safety of Junior doctors 

rotas 

Positive performance 

/ developments within 

this report   

Insert or delete rows as 

required. Provide a headline 

summary for each point to 

allow Board members to 

understand the outcome and 

its importance – remove all 

red text once table 

complete. 

Positive matters  Page 

Closure of many outstanding exception reports.  

Adaption of junior doctors fora in line with COVID 19 and social 

distancing requirements 
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[Item No] – [Report title to insert] Private & Confidential    2 

 

 

Key issues and 

actions within this 

report  

Insert or delete rows as 

required. Provide summary 

level information to allow 

Board members to 

understand the issue and 

action – delete all red text 

once the table has been 

completed  

Issue and actions Page 

One immediate safety concern raised – situation resolved  

3 rotas remain non-compliant all from frequency of weekends 

being more often that 1 in 3, work ongoing to address this 

 

Rest facilities still lacking for junior doctors, discussions being 

revisited but struggling to find solutions. 

 

  

  

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 

Potential for support needed depending on potential solutions for the non-

compliant rotas and with rest facilities for junior doctors.  Otherwise just to 

acknowledge and approve the report. 

 

 

Ite
m

 7
c-

 C
ov

er
 s

he
et

 G
O

S
W

Q
2 

20
-2

1

Page 249 of 259



1 
 

 

CDDFT Guardian of Safe Working  

QUARTERLY REPORT ON SAFE WORKING HOURS:  

DOCTORS AND DENTISTS IN TRAINING  

Q2 Report July – September 2020  

Executive summary 

 During this period all rotas returned to normal after the adjustments which had been made 

for the first COVID wave. 

 Small uplift in the number of exceptions, reporting of exceptions encouraged at changeover 

in August. 

 Updated safety guidance which had been issued by the BMA and NHS employers (Appendix 

A) expired on 5th August 2020.  All rotas were compliant by the time this happened. 

 Progress was made with closing the outstanding exception reports which had been delayed 

being closed for a variety of reasons which was mentioned in the previous report. 

 Training opportunities for junior doctors are improving and rotations have happened as 

planned however access to clinics etc. is still evolving due to the new ways of working but 

the situation is better. 

 Moving of wards and services is ongoing in order to move to new ways of working with 

COVID 19.  It is important that during these moves good communication is maintained with 

the junior doctors affected and safe staffing levels are maintained at all times. 

 There are ongoing efforts to ensure rest facilities at all sites for junior doctors.  The 

combination of the constraints of space, movement of services and new social distancing 

requirements have made this even more of a challenge but discussions are ongoing and it is 

important we make progress with this. 

High level data 

Number of doctors / dentists in training (total):    300 

Number of doctors / dentists in training on 2016 TCS (total):  300 wef February 2020  

Amount of time available in job plan for guardian to do the role:  2 PAs / 8 hours per week 

Amount of job-planned time for educational supervisors:  0.25 PAs per trainee 

 

a) Exception reports (with regard to working hours) 

 

Q2 Exception reports by department 

Specialty 
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Medicine - UHND 7 7 0 

Medicine - DMH 1 0 1 
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Q2 Exception reports by department cont….. 

Specialty 
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Paeds – UHND 1 1 0 

Surgery - DMH 1 1 0 

Total 10 9 1 

    

Q2 Exception reports by grade 

Grade  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

F1 5 4 1 

F2 2 2 0 

CT1-2 / ST1-2 3 3 0 

ST3+ 0 0 0 

Total 10 9 1 

    

    
Q2 Exception reports by rota 

Rota Name  
No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

GS&TO-DMH-F1-0820 1 1 0 

Med-DMH F1-0820 UNIQUE SLOTS 1 0 1 

Med-UHND-T2- 0820-Unique Slots 

Template 
4 4 0 

GenMed-UHND-F1-0820 - Unique Slots 3 3 0 

Paeds-UHND-Jnr-0820 1 1 0 

Totals  10 9 1 

 
 

Q2 Exception reports by response time 

 
Addressed within 
7 days 

Addressed in 
longer than 7 
days 

Still open 

F1 1 3  1 

F2 0 2 0 

CT1-2 / ST1-2 1 2 1 

Total 2 8 1 

Ite
m

 7
c 

i -
G

ua
rd

ia
n_

qu
ar

te
rly

_r
ep

or
t -

Page 251 of 259



3 
 

 

 

Q2 Exception Reports – Outcomes  

 
TOIL (preferred 

option) 

Overtime 

payment 

Overtime 

Cost (e) 
NFA 

Work Schedule 

Review 

F1 1 3 
Not informed by 

payroll 0 0 

F2 1 1 
Not informed by 

payroll 0 0 

CT1-2 / ST1-2 1 0 0 2 0 

Total 3 4 

£Not 

informed by 

payroll. 

2 

0 

 

Outstanding exception reports from previous quarter 

 

Quarter  No. of exceptions 
outstanding  

No. exceptions 
closed 

No. exceptions 
outstanding 

2019-2020 37 32 5 waiting Dr 
agreement  

Q1 – April – June 2020 

GenMed-UHND-F1-Apr20 (2016) 
Unique COVID 

2 0 2 waiting for Dr 
agreement 

ED-DMH-F2+GPVTS+CF-1219 Uniq Slots 
(2016) 

1 1 0 

 

Whilst there were only 10 exception reports raised 2 of these reports included multiple instances 

resulting in 14 instances in total reported. 

 

One exception raised an immediate safety concern this was due to insufficient junior doctors to 

cover a ward.  At the time a registrar was brought out of teaching to help cover.  There have been 

further discussions since and staffing on that ward has been improved.  No further safety concerns 

have been raised from the same ward. 

 

The joint statement issued by BMA and NHS employers at the end of March 2020 relaxing some of 

the safety rules from the 2016 contract (Appendix A) was rescinded effective 5th August 2020.  By 

this time all of our rotas were compliant with the contractual safety rules other than the 3 rotas with 

increased weekend frequency which were signed off last year. 

 

Good progress has been made closing the outstanding exception reports with 8 still outstanding, all 

awaiting junior doctor agreement. We have started a new system to try to ensure all exceptions are 

closed in a timely manner 

 

Work schedule reviews   

 

No work schedules were reviewed during this quarter following an exception report submission. 
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Almost all rotas had been altered during the COVID peak, during this quarter they all returned to 

their original versions. 

 

 

b) Vacancies 

 

Vacancies by month  

Specialty Grade Month  
July 

Month  
Aug 

Month 
Sept 

Total gaps 
(average) 

Number of shifts 
uncovered 

Paediatrics ST1/ST2
/ST8 

0 3 2   

Acute Internal 
Medicine 

ST3/CT1 0 1 1   

Emergency Medicine ST2 0 1 0   

Obstetrics and 
gynecology 

ST3 0 1 0   

Anaesthetics ST4 0 1 0   

Trauma and 
Orthopaedic Surgery 

ST2/3 
CT2 

0 3 0   

General Surgery  FY2 0 1 0   

Dermatology ST5 0 2 0   

Respiratory FY1 0 1 0   

General Medicine GP 0 4 0   

Medicine FY1/2 0 2 0   

Total 0 20 3   

 

c) Fines 

 

No fines were levied in this quarter and there were no monies to be dispersed. 

 

 

Further detail, issues arising and actions taken. 

During this quarter all rotas returned to their baseline and rotations took place in August.  All but 3 

of the rotas in use as of August 2020 are compliant with the safety rules in the Junior doctors’ 

contract.  The rotas which are non-compliant all have a weekend frequency which is more often than 

the specified 1 in 3 weekends.  One is a F1 rota in surgery at DMH, there is a proposal being explored 

to address this by August 2021, the rota has been signed off with the junior doctors agreement on 

the understanding that there will be a solution in place by this time.  The other two rotas are in the 

Emergency department, one each at DMH and UHND, these have also been signed off for a year 

pending a solution.  There is a group from ED and HR working on potential solutions, support with 

this from the board may be needed depending on the proposals arrived at. 

Number of exception reports slow to recover post COVID – ongoing efforts to encourage completion 

of these. 

The training and teaching situation is improving following the first peak but it is still not back at pre-

COVID levels.  Staff are having to look at new ways of providing training opportunities and delivering 
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teaching.  Progress is being made and improvement is ongoing.  At this time there are concerns the 

second wave may hinder this progress but there are plans in place and efforts being made to 

minimize the impact as much as possible. 

Junior doctor’s fora have been happening monthly with attendance from senior clinicians to share 

updated information.  This support is greatly appreciated.  The fora are being run on site at UHND 

and DMH with streaming between the two.  There is also the opportunity to join on ‘teams’ if junior 

doctors are unable to attend in person for any reason.  Despite this, numbers attending are still low 

and we continue to advertise regularly to try to improve this.  We are in the process of appointing 

some junior doctor representatives to support communication and encourage their colleagues to 

attend or to raise issues on their behalf. 

Most of the exception reports from this quarter were from UHND medicine and related to the 

cardiology ward.  There were problems with staffing following movement of wards and some 

vacancies.  Following the exceptions there were discussions and actions have been taken which have 

improved the situation.  The situation continues to be monitored. 

7 exception reports remain open, all have had initial actions and are just awaiting trainee 

agreement.  An adjusted system for chasing outstanding  exception reports has been introduced 

which it is envisaged should ensure exception reports are always closed in a more timely fashion.   

The regional guardians meeting took place in September.  Many of the issues we are facing at CDDFT 

were also reported across the region.  All trusts experienced a sharp fall in /absence of exception 

reporting during COVID with reporting being slow to recover.  The general perception is that junior 

doctors recognise that we are in exceptional times and therefore are less likely to report.  The 

challenges of running junior doctors fora were also discussed with a variety of solutions: - some are 

running them entirely online; others a mixture of in person and online; some have not restarted and 

the Guardians of safe working hours are trying to see junior doctors in their departments.   

Summary 

During this quarter there was a return to a ‘new normal’ for the rotas.   

It is disappointing that exception reporting has been so slow to pick up this is something we need to 

continue to encourage. 

There are concerns about what may happen with second and any possible subsequent waves of 

COVID 19 and so departments have been asked to submit proposed escalation rotas so these can be 

checked and agreed in advance of being needed.  There is no sign of further agreements between 

BMA and NHS employers regarding relaxing of the junior doctors’ contract rules.  The current 

guidance is that any variances should be discussed locally and agreed by all including the junior 

doctors on the relevant rota.  The rota writers have been asked to consider this in the design of any 

escalation rotas.  If escalation rotas require breaches of the contract there should be evidence of 

discussion with and agreement by the junior doctors on that rota before submission to the rota 

team and Guardian of safe working hours for agreement. 

An area where there has been little progress for a significant period of time is provision of rest 

facilities for junior doctors.  Currently with the restaurants at DMH and UHND being closed to 

visitors and reclining chairs being in these areas this has provided a temporary solution but at some 

point these areas will open up to visitors and patients again.  At DMH there is one very small room 

available but currently at UHND there is no room available.  With social distancing measures the 

usefulness of the small room at DMH has decreased.  There have been recent meetings with estates 
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and there is a possible solution at DMH, further discussions are ongoing at UHND.  The constraints of 

the estate on both sites is appreciated but any assistance available from the board with this issue 

would be appreciated as having good rest areas will help to combat fatigue and improve junior 

doctors experience of working within our trust.  It is an issue which is raised regularly by junior 

doctors at junior doctors’ fora and on other sources of feedback too as something which is very 

important to them. 

I submit this report for approval. 

 

Hannah Whinn 

Guardian of safe working hours, 

CDDFT 
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Appendix A 

See PDF submitted with this report. 
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Trust Board – 25th November 2020 

Item 8 – Register of Sealings (Quarter 2, 2020/21) 

Open Session x Private & Confidential Session  

Author Warren Edge, Senior Associate Director of Assurance and Compliance 

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                               

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

provide the best patient experience                                         

To maximise our resources and relationships to sustain services and  

deliver best efficiency                                                                                   

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

are proud of – best employer                                          

Purpose of Report To update the Trust Board as to the entries made in the Register of Sealings 

during the period 1st July 2020 to 30th September 2020 (“Relevant Period”). 

Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

Not applicable  

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. 

N/A 
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 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). 

N/A 

One document was sealed in the period, relating to an agreement 

with Healthcall to second a staff member to provide clinical 

support to the roll out of electronic care pathways on a 

secondment basis 

N/A 

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 
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REGISTER OF SEALINGS – Quarter 2, 2020/21 

Period of: 1st July 2020 to 30th September 2020 

Serial 

number 

Date of 

Sealing 

Description of 

Document Sealed 

Parties to 

Document 

Contract Value 

(if applicable) 

(GBP£) 

Name of Director(s) 

Affixing seal 
Notes 

 10/20 20/10/2020 

Service contract between 

CDDFT and Healthcall Solutions 

Ltd 

1) The Trust 
2) Healthcall 

Solutions Ltd 
 

Secondment costs 

defined in 

agreement and 

recharged to 

Healthcall monthly 

D Brown, Executive 

Director of Finance 

Sealed by L Duckworth, 

Committee Administrator on 

behalf of W Edge, Trust 

Secretary  
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